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Forward
 Douglas J. Usiak, Principal Investigator of the RRTC-ILM and a long time Executive 

Director of the Western New York Independent Living Project, Inc. states…  “In compiling and 
reviewing the material in this document, I believe centers that have not explored the aging network 
as a support for their mission and programming will find this manual to be a tremendous road map 
in understanding the systems to be navigated and a useful resource to help them identify and plan 
strategies to become an aging network partner.  For those CILs who have identified the value of the 
aging network, this document will be a confirmation of their efforts, and a resource to verify the 
centers’ continuing efforts to promote the independent living philosophy among both the aging 
institutional network and the elderly consumer with a disability, as we strive to provide longer 
quality of life issues free from institutional care and restrictive environments.” 
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Introduction
 
 The Administration on Aging (AoA) reports that about one in every eight Americans is over 
age 65, and our older population will continue to increase dramatically over the next 30 years.  Those 
over age 85 represent the fastest growing segment of our population.  As life expectancy increases, so 
does the time living with age-related changes and disabilities.  Service programs designed to improve 
the independence, advocacy and quality of life for this population are needed now, and this need will 
increase in the years ahead.  

Through the core programs offered by centers for independent living (CILs) (Information 
and Referral; Individual and Systems Advocacy; Independent Living Skills Training; and Peer 
Counseling), Section 704 Annual Performance Report for Centers for Independent Living indicated 
189,935 consumers were served in 2001-2003.  Among those served 40,258 (almost 25%) were 
senior consumers ages 65 and older.  Programs offered by centers for independent living are well 
positioned to meet the independence-related needs of older consumers.  With the expanding elderly 
population, CILs are likely to see an increased demand from older persons for programs and services. 
This could translate into requiring additional funding through a fee-for-service approach or from 
contracts with Area Agencies on Aging.  

This resource manual “The CIL Pathfinder for Services and Programs for Older Americans” was 
developed as a joint project between the Rehabilitation Research Training Center on Independent 
Living Management (RRTC-ILM) and the Rehabilitation Engineering Research Center on 
Technology for Successful Aging (RERC-Tech-Aging).  The mission of the RRTC-ILM is to 
assist centers for independent living in their efforts in becoming managerially, financially and 
programmatically viable by applying management research and training projects via nationally 
recognized experts.  The mission of the RERC-Tech-Aging is to expand the knowledge base in 
assistive technology (AT) for older persons with disabilities (research), create new, useful, assistive 
devices for this population (device development), educate service providers, researchers and device 
developers to meet personnel needs in this area for today and the future (education), and provide 
information and technical assistance to appropriate audiences including older persons with 
disabilities, their caregivers and service providers (information dissemination).

This resource guide was developed to help CILs: (1) understand specific needs and problems that 
are unique to older persons as they age, (2) understand the network of aging organizations including 
their organizational structure and funding sources, (3) help identify ways to network with these 
established “aging” agencies and (4) locate and tap into some of the monies that are available for 
“senior” programs.

This resource guide has thirteen sections.  Section I describes the Older Americans Act, its origin, 
purpose, organization, and programs.  Section II describes the origin and purpose of the Older 
Americans Act, service programs provided under the Act and the aging network of organizations 
from federal level (Administration on Aging – establishing priorities) to state level (State Units on 
Aging) to local level (Area Agencies on Aging).  The Area Agencies on Aging are responsible for 
identifying and developing programs that meet the specific needs of the senior population living in 
their area.  
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Sections III, IV, and V illustrate a comparison between the Older Americans Act and the 
Rehabilitation Act Title VII, comparison between the operations of the Area Agencies on Aging 
(AAAs) and centers for independent living (CILs), and a comparison of services and programs 
offered by the Area Agencies on Aging and the centers for independent living. Section VI offers a 
listing of possible areas of collaboration between the AAAs and CILs.

Sections VII and VIII describe the demographics of the aging population, and how age-related 
changes and chronic conditions impact functional independence of older consumers that may 
or may not have additional physical disabilities (i.e. paralysis, blindness or deafness).  A list of 
medications used for treatment of these conditions and other resources are provided for reference. 

Section IX focuses on assistive technology (AT).  It defines what assistive technology is, how it 
can be differentiated through categorization (low or high-tech), by the way it will be used (general or 
specific purpose), or by its availability (commercially or custom-made).  It provides information on 
how to introduce and match the assistive technology to the older consumer.  Funding resources for 
AT are provided.

Section X, XI, and XII focus on home modification, transportation and housing issues regarding 
the aging population.  In most cases, problems in these areas and solutions involved interventions to 
compensate for age-related changes, chronic conditions or other disabilities.

Each section provides additional resources and references.  Section XIII includes resources and 
references not previously sited in the individual chapters, such as books, catalogs, articles and web 
sites.

We hope you find this resource manual useful.  Please call or contact the RRTC on Independent 
Living Management at (716) 836-0822 x 168 or the RERC on Technology for Successful Aging at 
(352) 273-6883 with any questions you may have.

Doug Usiak, RRTC Director   Bill Mann, RERC Director
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Part I:   
The Older Americans Act

Relevance to Centers for Independent Living 
(CILs)

 The Older Americans Act (OAA) was 
written to address the needs of older Americans 
who are at risk of losing their independence.  Its 
main purpose is to establish programs that offer 
services to this population.  Funds are provided to 
states to  implement programs established by the 
Administration on Aging.  Also, states are provided 
funding for training and research.

 In this section, CILs will learn about the Older 
Americans Act and the programs it establishes for older 
Americans.  OAA, Title IIIB – Supportive Services is 
an area where CILs may find opportunities to become 
more involved in working with older Americans 
through collaboration with the Area Agencies on 
Aging.  The AAAs channel funds from State Units 
on Aging at the local level through contractors that 
provide services. CILs should contact their Area 
Agency on Aging (AAA) to discuss possibilities for 
becoming contractors for services.  

 CILs have a successful history of helping 
people maintain independence and integrate in the 
community through their four-core service programs: 
Information & Referral, Individual and Systems 
Advocacy, Independent Living Skills Training, and 
Peer Counseling.  Older Americans can benefit from 
these services. 
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Part I:  The Older Americans Act  

On July 14, 1965, President Lyndon B. Johnson responded to the increasing number of 
elders and their needs by signing into law the original Older Americans Act.   The purpose of this Act 
is to focus on establishing programs that offer services to older Americans who are at risk of losing 
their independence, mainly those who are frail, disabled, of low income status and living alone.  
These programs and services are offered free of charge to older consumers.  Funds are also provided 
to states for training and research.

The system works as follows:

• The Federal government’s Older Americans Act creates certain programs that must 
be put into practice by the states. The federal government provides a majority of the 
funds for these programs.  

• Each state forms their own Department of Aging to implement the requirements 
set by the Older Americans Act and serves as a unifying force for services to seniors.  
States may also provide additional funding and other entitlement programs targeted 
to the “most needy” and minority elders.

• Each state establishes local/regional Area Agencies on Aging (AAAs, known as triple 
A’s) that work in partnership with other private nonprofit agencies to implement the 
desired programs.

 The Older Americans Act (OAA) is divided by titles with specific objectives:

Title I – Declaration of Objective

 Title I sets out the broad, national social policy objectives leaning toward improving 
the lives of older Americans.

These objectives are:

• sufficient income for retirement
• the best possible physical and mental health
• suitable housing designed and located to meet special needs
• full restorative services for those who require institutional care, including a comprehensive 

assortment of community-based long-term care services
• opportunity for employment without age discrimination
• retirement with health, honor, and dignity
• pursuit of civic, cultural, education and training and recreational opportunities
• competent and efficient community services with emphasis on maintaining a continuum of 

care for those elderly at risk 
• benefits from research designed to maintain and improve health and happiness
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• independence for older persons to plan and manage their lives, participate in the planning 
and operation of services designed for their benefit and protection against elder abuse, 
neglect and exploitation.

Title II – Administration on Aging

Title II of the OAA created the Administration on Aging (AoA) to administer its program.  It 
is directed by the Assistant Secretary of Aging and is responsible for carrying out the provisions 
of the OAA. The AoA is an agency within the U. S. Department of Health and Human Services  
(DHHS).  

The President appoints the Assistant Secretary of Aging who reports directly to the 
Secretary of the Department of Health and Human Services.  The Assistant Secretary’s role and 
responsibility is to consult with other federal agencies involved with programs that have an 
impact on the elderly.  It also established the Federal Council on Aging – an advisory board to 
the President and Congress. 

Other programs established within the AoA are the Long-Term Care Ombudsman Programs 
and Nutritional Programs.  Under the Older Americans Act, a National Center on Elder Abuse 
and a National Aging Information Center were established. 

Title III – Grants for State and Community Programs on Aging
 

Title III defines the types of services that should be provided at the local level to develop 
comprehensive and supportive services to help elders maintain functional independence. The 
program supports 57 state agencies and 670 Area Agencies on Aging.  Funds are distributed on 
the basis of each state’s population aged 60 and over as compared to other states.  

 Title III is intended to form a “network on aging,” linking the AoA, state and area agencies 
on aging, other public and private agencies and social and nutritional service providers.  In many 
states, this agency is the Office on Aging (also known as State Unit on Aging). 

Each State Unit on Aging (SUA) designated by the Governor is responsible for aging services 
and for developing a three-year statewide service plan for serving elders.  The designations of the 
local Area Agencies on Aging (AAAs) are established to provide services in the local geographic 
areas.  

The AAA is also required to develop a three-year service plan to be approved by their state 
agency (SUA).  An area agency can be a unit of the county, city, town government or even a 
private nonprofit organization.  Usually, preference is given to an already established Office on 
Aging.

 Amendments to Title III have been added over the years.  Areas of service added to Title III 
are related to Alzheimer’s disease disorders, case management services, transportation, in-home 
services, legal services, and home repair and renovation programs.  
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Title III B – Supportive Services

 Some states provide a variety of services.  Most services fall under three broad categories: 

1) access services, such as transportation, outreach, information and assistance, and case 
management,

2) in-home services, including homemaker and home health aides, chore and 
maintenance, and supportive services for families of older individuals who have 
Alzheimer’s disease, and

3) community services such as adult day care, legal assistance and recreation.  

Title III C – Nutritional Services 
 
 This title contains two parts:

   (C-1) Congregate Nutrition Services, and
 
  (C-2) Home-Delivered Nutrition Services 

 The services provided under these two parts are similar but are targeted to different 
populations of older people.  Congregate programs accept donations and home-delivered 
meals programs are permitted to charge a fee for their services based on income levels in the 
community. 

  A state may transfer up to 20% of the funds appropriated among Supportive Services, Senior 
Centers and Nutrition Services according to the need for these services in the State.

Title III D – In-Home Services for Frail Elderly
 

The main objective of in-home services to the frail elderly is to direct resources to those older 
Americans most at risk of losing their independence (minorities and low income).  Services 
include housekeeping and home health aides, visiting and telephone reassurance, chore and 
maintenance services, in-home respite care and adult day care respite, minor home modifications 
to facilitate continued occupancy by older individuals, personal care and other in-home services 
as defined by the State and Area Agencies on Aging.

Title III F – Disease Prevention and Health Promotion Services
 
 Funds are used to encourage other resources to increase public understanding of how healthy 
lifestyle choices throughout life reduce the risk of chronic health conditions in later years.   
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 Some of the categories of programs and services are routine health screening, physical fitness 
programs, health promotion programs on chronic disabling conditions, nutritional screening and 
educational services, educational programs on preventive health services, counseling regarding 
social services and follow-up health services, in-home injury control services and gerontological 
counseling.

Title IV – Training, Research and Discretionary Projects and Programs

 Title IV has been a mainstay of training and research efforts in the field of aging.  In recent 
years the following projects were supported: 

1. community-based long-term care
2. adult literacy
3. Alzheimer’s disease support services
4. training programs to assist persons employed or preparing for employment in the 

field of aging
5. studies in the area of healthcare, housing, social studies, retirement roles, and the 

needs of low-income and minority older persons
6. funding to support innovative approaches to provide services under this Act.

 
Title V – Senior Community Service Employment Program (SCSEP)

This title covers a part-time job employment program for low-income persons age 55 or 
over who are unemployed or whose prospects for employment are limited.  Program participants 
work at community and government agencies and are paid the federal or state minimum wage 
whichever is higher. They may also receive training and can use their participation as a bridge to 
other employment positions that are not supported with Federal funds.

Title V also describes the role of groups that contract to provide community service 
employment for older adults.

Title VI – Grants to Native Americans
 

Nationwide, there are 221 programs that administer Title VI of the Older Americans Act.  
Under Title VI, the Administration on Aging (AoA) awards grants to provide supportive and 
nutritional services that are in keeping with the unique cultural needs of older Native Americans. 

 Title VI is divided into two parts:

1. Part A-Indian Program 
2. Part B-Native Hawaiian Program

 Part A provides for meals and supportive services to Indian tribes.  All grantees are provided 
information and referral unless other arrangements exist. Other supportive services included 
transportation, counseling and home assistance services. 
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 Part B provides for nutrition and supportive services to meet the exclusive needs of 
Native Hawaiians.  All grantees are to provide information and referral services unless other 
arrangements exist.  Other supportive services include those listed in Title III of the OAA.

Title VII – Vulnerable Elder Rights Protection Activities

 Title VII addresses the need for strong advocacy to protect and enhance the basic rights and 
benefits of vulnerable older people.  It encourages state agencies to concentrate their advocacy 
efforts on issues affecting those who are the most socially and economically vulnerable.  It was 
designed to empower older persons and prevent elder abuse and consumer fraud.

 It has a dual focus to bring together and strengthen four existing advocacy programs:   

1. The Long-Term Care Ombudsman Program,
2. Programs for the Prevention of Abuse, Neglect and Exploitation,
3. State Elder Rights and Legal Assistance Development Programs, and 
4. Insurance/Benefits Outreach, Counseling and Assistance Programs 

 Title VII calls on state agencies to take a holistic approach to elder rights advocacy by 
coordinating the four programs and fostering collaboration among programs and other advocates 
in each state to address – at a system level – issues of the highest priority for the most vulnerable 
elders.

The National Family Caregiver Support Program

The Older Americans Act Amendments of 2000 was signed into law on November 13, 2000. 
Public Law 106-501 extends the Act’s programs through FY 2005.  

It contains a new program called the National Family Caregiver Support Program (NFCSP).  
Under this program, State Agencies on Aging will work with the Area Agencies on Aging and 
community and service provider organizations to provide support services including information 
and assistance to caregivers, counseling, support groups, respite and other home and community-
based services to families caring for frail older members.  Also, it recognizes the needs of 
grandparents who are caregivers of grandchildren and other older individuals who are relative 
caregivers of children who are 18 and under.  Again, priority is given to older individuals and 
those in the greatest social and economic need.

Funding of Aging Programs

Historically, funding for aging programs and services was minimal. Congress does not 
appropriate all the funding at its disposal.  This funding gap forces many states and regions to 
increase their financial support for many programs and services authorized through the Older 
Americans Act.
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Part II:                                    
The Aging Network

Relevance to Centers                        
 for Independent Living (CILs)

 The aging network of organizations is 
responsible for establishing programs for older 
Americans at risk  of losing their independence. 
Their focus is mainly on those that are frail, 
disabled, of low income status and living alone.  
In this section, CILs will learn about the aging 
network’s organizational structure and the 
funding allocation process. This knowledge will 
help CILs figure out how they may be able to 
access some of the monies being allocated for 
programs on the state and local levels. 

 The Area Agencies on Aging (local level) 
and the State Units on Aging (state level) evaluate 
and determine the needs of the older citizens 
they serve in their region.  They work together to 
develop and design programs that best meet the 
priorities established by the Administration on 
Aging (AoA) and the needs of their older citizens.  

 CILs are in an excellent position to 
provide services under contract with Area 
Agencies on Aging.  Collaborative partnerships 
can develop to meet the increased demand of 
services needed by older adults.  

AoA

SUAs

AAAs
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Part II:  The Aging Network Organizations
 

 The Aging Network is a group of organizations that interact on national, regional, state, 
and local levels.  This network provides opportunities for research and sharing of information, 
collaborative efforts, ease of making referrals when working with long-distance caregivers and the 
ability to launch national initiatives under the direction of the Administration on Aging (AoA).  

 To access the Aging Network in the United States, call the ElderCare Locator at 1-800-677-
1116.  A consumer can speak to an Information Specialist who has access to a database of services.  
Established in 1991, this national toll-free service helps older adults and their caregivers find available 
community services.  This information is also available on-line and can link consumers to information 
and referral services offered by state and area agencies on aging.  The consumer enters their state and 
zip code to have access to the services in their community.  The website is:  www.eldercare.gov.

 The organizational chart below indicates the “chain of command” of this network from 
the President of the United States to local service providers.  The aging network’s goal is to help 
elderly consumers, primarily those who are most needy, at risk of losing their independence, of low 
socioeconomic status, and minority.  CILs could become a vital part of this organization and be listed 
in the chart as a local service provider below the Area Agencies on Aging.  

 
Organizational chart available from: http://www.aoa.gov

www.eldercare.gov
http://www.aoa.gov
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The Administration on Aging (AoA)  http://www.aoa.gov 

At the federal level, the Administration on Aging (AoA) serves as an advocate agency for the 
needs of the elderly population.  Established in 1965 by the Older Americans Act, the AoA is a part 
of the U. S. Department of Health and Human Services (HHS).   As part of it’s mission, the AoA 
works diligently to increase the awareness between other federal agencies, organizations, groups and 
the public about the contributions made by older people and the needs of older people at risk.  At 
the community level, AoA seeks to educate older people and their caregivers about available services 
and their benefits through information, referral and outreach efforts.  

To coordinate and develop community-level systems of services that meet the unique needs 
of older persons and their caregivers, AoA works closely with its nationwide network, which includes: 

• ten regional administrative offices,
• 57 State Units on Aging (commonly known as State Agencies on Aging), 
• 670 Area Agencies on Aging and 236 Tribal and Native organizations,
• two organizations that serve Native Hawaiians,
• and 29,000 service providers nationwide.  

Mandated under various titles of the Older Americans Act, the AoA oversees important 
programs at the federal level.  By providing supportive services, these programs help vulnerable, older 
Americans remain in their homes.  AoA employment and volunteer programs offer opportunities for 
older persons to improve their health and become active contributors in society.

AoA Grant Programs
 Grants and cooperative agreements are the vehicles by which AoA transfers its appropriated 
funding resources to the Aging Network.  Grants are used when AoA has no substantial involvement 
in the administration of the project and there is no direct benefit to the AoA.  If AoA expects to 
have substantial involvement in the direction and implementation of a project, then AoA often uses 
cooperative agreements.
 
 There are two basic types of federal grants: 

 1) Formula or (Mandatory), and 
 2) Discretionary

 The AoA’s Title VI program uses a hybrid grant which features elements of both Formula and 
Discretionary grants and is therefore listed separately.

 1) Formula Grants:  Title III and Title VII of the OAA makes funds available to grantees 
through Formula grants which are on-going programs administered by state agencies for which no 
application or competition is required.  Using a population-based formula, funds are divided among 
individual states and U.S. territories.  Grantees are required to match a percentage of the federal 
funds received with state-appropriated funds and to administer the total of state and federal program 
funds in accordance with an AoA approved State Plan.

http://www.aoa.gov 
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 2) Discretionary Grants:  The AoA funds projects under Title IV of the Older Americans Act 
to encourage projects that develop, test and disseminate best practices to be used by organizations in 
the Aging Network.  Competitive grants allow AoA to exercise discretion in selecting the projects to 
be funded and in determining the amount to be awarded.  Because of the nature of these projects, 
substantial involvement on the part of the Agency is often necessary.  As a result, discretionary grants 
are increasingly being administered as cooperative agreements.  In addition, funds that Congress has 
set aside for specific legislatively defined purposes are administered with Title IV projects. 

 Native Americans (Title VI) Grants:  Title VI grants to Native American tribes and Hawaiian 
Americans must submit an application if they wish to be eligible for the allocation of funds.  But like 
formula grants, a population-based formula is used to estimate the distribution of funds that will be 
made available to grantees under this title.

AoA Funding Opportunities 
Each year, Congress appropriates funds for use by AoA and the other federal agencies in 

carrying out their mission. The AoA provides grant funding to states and territories, including faith-
based and academic institutions.  Individuals are not eligible to apply for AoA funding. Information 
about AoA’s funding can be found at their website under AoA Grant Programs, Application 
Instructions, Funding Opportunities, and Resources.  To read the AoA’s Strategic Action Plan for FY 
2003-2008 go to:  http://www.aoa.gov. Click on the “About AoA” icon and then click on Strategic 
Action Plan icon.

Chart available at:  http://www.mfaaa.org/aging_chart.html

http://www.aoa.gov
http://www.mfaaa.org/aging_chart.html
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National Association of State Units on Aging (NASUA) www.nasua.org
 
 NASUA was founded in 1964 as a national nonprofit membership organization comprised 
of the 57 state and territorial government agencies on aging.  It represents the interests of the State 
Units on Aging (also known as State Agencies on Aging) across the country by promoting social 
policy in the public and private sectors.  It is designated by the governor and state legislatures as the 
focal point for issues related to older persons.  

 Its mission:

• to advance health, social and economic policies responsive to the needs of the aging 
population

• to improve the capacity of its membership
• to promote the rights, dignity and independence of, and expand opportunities and 

resources for older persons, adults with disabilities and their families

NASUA’s roles and responsibilities are:

• Inform policymakers on the current and future needs and preferences of older 
persons, adults with disabilities and their families and on the status and operations of 
federal and state programs that serve them,

• Serve as the vehicle for the membership to collectively develop and promote policy 
recommendations with the public and private sector,

• Work efficiently with other national organizations,

• Analyze federal legislative, regulatory and administrative activities that affect state 
policies and programs,

• Facilitate the exchange of information, ideas and experience on effective and efficient 
state and local policy options, program models, service delivery strategies and 
management practices,

• Provide general and specialized information, consultation, training, technical 
assistance and professional development support on the full range of policy, program 
and management issues of concern to the membership,

• Create mutually beneficial relationships with the business community, private 
foundations and philanthropic individuals, and

• Seek and manage funds from various sources to further the mission and objectives of 
the membership of the Association.

http://www.nasua.org


16

It supports its members through activities that are carried out in four key organizational 
areas:

• Public Policy – its areas of expertise include income and health care entitlement 
programs (Social Security, Medicare, Medicaid) and discretionary human service 
programs (OAA, housing, employment and training, health promotion, nutrition 
and transportation). 

NASUA is involved in a number of national coalitions:  Leadership Council of Aging 
Organizations, the Long Term Care Campaign, the Disability and Aging Coalition, 
the Mental Health and Aging Coalition, the Title XX Coalition, the Campaign 
for Quality Care, the Consumer Consortium on Assisted Living and the National 
Medicare Education Campaign.

Its members are kept informed through policy memorandums that summarize 
the Association’s current activities and analyze various policy initiatives under 
consideration. Policy briefings are given by NASUA staff at semi-annual membership 
meetings and during other national conferences.

• Advancement of State Community Service Programs – The Center for the 
Advancement of State Community Service Programs works to increase the 
development of state programs for older persons and other adults with disabilities 
that are designed to provide home- and community-based service options as an 
alternative to institutional care.

The Center has extensive knowledge and expertise in Medicare, Medicaid, managed 
care, case management, consumer direction, housing options, health and long term 
care insurance, and long term care quality assurance.

• State Action on Elder Rights – The Center for State Action on Elder Rights works to 
advance the state aging network’s advocacy to protect the rights of vulnerable elders 
so that they have opportunities to make choices and maintain control over their lives.

The Center provides technical assistance and training to four elder rights programs 
administered by state agencies on aging:  1) adult protection service/elder abuse 
prevention, 2) ombudsman, 3) legal assistance, and 4) health insurance counseling.

• State Promotion of Productive Aging – The Center for State Promotion of Productive 
Aging works to increase the development of state programs that support independent 
living and improve the quality of life for the older population.

 By strengthening the capability of the aging service system, the onset of disabilities 
and the use of the long-term care system can be delayed or alleviated. The aging service 
system must be able to respond to the needs of older persons and their caregivers for 
information, access to services, good health practices, and employment.
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The State Units on Aging (State Agencies on Aging)

 The State Units on Aging (SUA) are also known as the State Agencies on Aging. They are 
state and territorial government agencies selected by governors and state legislatures.  Their function 
is to administer and manage, design and advocate for benefits programs and services for the elderly 
and their families and for adults with disabilities.  They have administered the Older Americans Act 
(OAA) in their respective states since 1965.  They are linked to regional administrative offices, which 
report directly to the Administration on Aging (AoA).  

These agencies share a universal agenda to provide opportunity and support for older people 
to remain in their homes and communities.  They play an active role in assisting other agencies and 
organizations to collaborate in bringing optimum care to older persons who are most vulnerable.

A key component of the programs and services they provide or manage is the provision 
of accessible and credible information, thus empowering older persons and their families to 
make informed decisions and choices. Each state has a comprehensive information, counseling, 
education and assistance system linking consumers to the resources and services they need to remain 
independent in their homes and communities.

Working in partnership with Area Agencies on Aging (AAA), the SUAs serve as effective and 
visible advocates for older persons within their perspective states.  The SUAs have policy, planning 
and advocacy roles in leveraging other federal, state and local public and private funds to support 
programs on aging.  They manage state funded home and community-based programs for older 
persons and the Medicaid Home and Community-Based Services Waiver programs for elderly (in 28 
states) and/or programs for younger adults with physical disabilities (in 21 states).

The goal of these programs is the development of a comprehensive service system that 
helps people remain independent in their homes and communities and avoid unnecessary 
institutionalization.  Nationally, about one-third of their funding for home and community services 
comes from the federal Older Americans Act.  The rest comes from state and other federal sources.

SUAs’ mission:

To assure that individual older persons have: 
• civil rights, autonomy and dignity protected,
• claims to entitlements honored, and
• contracts and covenants for care and benefits fulfilled.

This mission is addressed through a number of elder rights programs:
• Long Term Care Ombudsman Program
• Legal Services Program
• Adult Protective Service/Elder Abuse Program
• State Health Insurance Program
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 SUAs’ functions can be broken down into four major areas:

1) Management and Administration
2) Service Systems Development
3) Services Development
4) Advocacy

1) Management and Administration:

 The State Units on Aging are to assure the proper and efficient administration of state and 
local activities related to the purposes of the Older Americans Act.  The state plan is one of 
the most important documents that a SUA produces because it encompasses all the specific 
programmatic and financial commitments that it will administer, coordinate, or supervise over a 
multi-year period.

The state plan:  

A) provides a direction of what the state expects to accomplish during the period of the plan and
B) must be based on the area plans developed by the Area Agencies on Aging within the 

state so as to reflect the priorities and conditions of local communities.

 The SUA divides the state into distinct planning and service areas (PSAs) in accordance 
with guidelines issued by AoA. Then the SUA designates each area a public or private agency or 
organization to serve as the Area Agency on Aging for the purpose of developing area wide social 
service delivery systems for older persons.

 SUAs are responsible for developing and using intrastate funding formulas.  These formulas 
assure that a minimum base of Title III funding support will be dispensed to each Area Agency 
on Aging and for programs within the planning and service areas. The funding formula must 
take into account the geographical distribution of persons age 60 years and older.  The OAA 
requires states to publish a detailed disclosure statement on the formula for public review and 
comment.

 As a condition for receiving Title III funding, the Older Americans Act stipulates that each 
state designate a state agency as the sole state agency to:

a) develop and administer the state plan,

b) be primarily responsible for the planning, policy development, administration, 
coordination, priority setting, and evaluation of all activities in the state related to the 
purposes of the Older Americans Act,

c) serve as an effective and visible advocate for the elderly by reviewing and commenting 
upon all state plans, budgets, and policies which affect the elderly, and providing 
technical assistance as needed, 
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d) divide the state into distinct planning and service areas, taking into account the 
geographical distribution of individuals aged 60 years and older in the state, the 
incidence of the need for supportive services, the distribution of low-income elderly 
residing in such areas, and other factors,

e) set specific objectives, in consultation with area agencies on aging, for each planning 
and service area for providing funded services; provide an assurance that the state 
agency will undertake specific program development, advocacy, and outreach efforts 
focused on the needs of low-income minority older individuals and other older 
individuals residing in rural areas; and provide a description of the efforts that will be 
undertaken by the state agency,

f ) consult with area agencies, develop and publish a formula for distribution within the 
state of funds received through the OAA.

 The State Units on Aging focus their monitoring efforts on how well area plans are being 
administered while the Area Agency on Aging focuses on monitoring and evaluating the work of 
local service providers.

2) Service Systems Development:

 The State Units on Aging’s primary function is to develop a comprehensive and coordinated 
system of social and health-related services for older persons.  The services include: access 
services, nutrition services, in-home services, legal services, etc.

 State priorities are adaptable local needs.  Statewide systems building efforts contribute to the 
growth of local aging services.

 The SUA works in partnership with the Area Agencies on Aging (AAAs) to develop and 
implement service delivery systems at the local level.  The SUA works to improve existing 
relationships in the human services network and to establish new links among federal, state and 
local agencies and private organizations sharing a common commitment to older persons.  The 
SUA’s service coordination activities are normally focused on maximizing program continuity 
and improving the quality of services provided.

3) Services Development:

 Together, the State Units on Aging and the Area Agencies on Aging have played a major 
role in identifying the service needs of the older population.  The SUA evaluates the need for 
supportive services and nutrition services within the state and determines what the statewide 
priorities should be.  The AAA’s responsibility is the development of service plans.  Each Area 
Agency on Aging must provide assurances that an adequate proportion of their allotment under 
Title III-B services will be spent for the delivery of each of the following categories of services:
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a) access to services,
b)  in-home services, and
c)  legal assistance.

4) Advocacy:
 
 The State Units on Aging’s advocacy responsibility is critical for assuring that older 
persons’ interests and views are effectively represented in the state.  

 The SUAs used a combination of direct and indirect strategies:

a) Direct:  State Units on Aging represent older persons’ interests by reviewing and 
commenting on all state plans, budgets, and policies that affect older persons, coordinating 
statewide planning and development efforts, and collaborating with other public and private 
entities to expand aging services.

b) Indirect:  State Units on Aging advocate by assisting others through funding special 
advocacy services, training on advocacy skills, sharing information on important policy 
issues, and by providing technical assistance to other entities or individuals representing older 
persons as needed.

The National Association of Area Agencies on Aging (NAAAA) www.n4a.org
 
 The National Association of Area Agencies on Aging (NAAAA) is a private, nonprofit 
organization representing the interests of Area Agencies on Aging across the country.  Incorporated 
in 1975, the NAAAA provides advocacy, information, and training related to Area Agencies on 
Aging and programs for older adults.  NAAAA provides technical assistance and consulting services 
to employers and organizations in the development and implementation of elder care information and 
referral services and establishes linkages to case managed community-based systems of long-term care.
 
 The Association’s priority activities are:

• Improving the visibility of the nation’s aging network with an emphasis on 
accessibility to the network’s information and referral services

• Advocating for adequate resources for supportive services for those older adults in 
need at the state and local level

• Brokering community-based long-term care services and access to such services 
through information, referral, and case management

• Developing linkages with the private sector to enhance its responsiveness to older 
adults and support for their caregivers

• Providing information to older adults and their caregivers that assist their efforts at 
responsible advocacy and empowerment in choosing and creating community-based 
services that are adequate, acceptable, and affordable

• Developing improved planning and management practices for Area Agencies on 
Aging and their service providers

http://www.n4a.org
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Area Agencies on Aging (AAA):  The Triple A’s

 An Area Agency on Aging is a public or private nonprofit agency designated by the state to 
administer the Older Americans Act at a regional level to respond to the needs of Americans aged 
60 and over.  Having regional oversight of the programs and funding allows the state to be more 
responsive and to be better able to assess local needs and concerns.  These local AAAs are linked 
to state units of aging, which serve as liaisons to the state government and provide administrative 
oversight, training, advocacy and other services to the AAAs.  There are 670 Area Agencies on Aging 
nationwide.  All the counties in each state are covered by a designated Area Agency on Aging (AAA). 

 The AAAs study the needs of the older population in their regions and develop programs 
that fill unmet needs in the community, often forming partnerships with other local social service 
providers.  They create multi-year plans that are implemented with the Older Americans Act and 
other applicable funds that the AAA administers.  Their purpose is to help older adults live in their 
communities in the least restrictive environment with maximum dignity and independence. They 
perform this service through a variety of means, such as:

• Entering into grant agreements with each county to provide aging services
• Serving in an advisory capacity to older individuals at risk of losing independence
• Providing feedback to the state on aging issues and service delivery
• Strategic planning that addresses issues and needs of the older population
• Technical assistance to local aging services providers
• Technical assistance to counties
• Education
• Training
• Performance assessment (management, fiscal, service)
• Quality assurance
• Advocacy (federal, state, local)
• Program administration (federal, state and local dollars)
• Facilitation of cooperative relationships
• Information gathering and dissemination
• Referrals
• Problem resolution
• Creative solutions

 While services are funded primarily by AoA from the federal OAA and State Block Grant 
funds through the State Units on Aging, the Area Agency on Aging must match and expand through 
local government, foundations, private sector, voluntary contributions and fund raising activities.  
The services provided with these funds enable an older person to continue living in their home 
independently or with some assistance, rather than face premature institutionalization.

 The AAAs work with leaders of communities within their planning and service areas to 
designate one or more community focal points for service and delivery.  Services funded through 
OAA, as well as services funded through other public and private sources, are coordinated through 
these focal points.  In communities across the country, senior centers, town halls, churches and other 
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facilities have been established as focal points to provide information and access services for older 
persons.  

 Services available through AAA and Title VI agencies fall into five broad categories:

1. Information and access services include:
•     Information and Referral/Assistance
•     Health Insurance Counseling 
•     Client Assessment
•     Care Management
•     Transportation
•     Caregiver Support
•     Retirement Planning and Education

2. Community-based services include:
• Employment services
• Senior Centers
• Congregate Meals
• Adult Day Care Services
• Volunteer Opportunities

3. In-home services include:
• Meals-on-Wheels
• Homemakers
• Chore Services
• Telephone Reassurance
• Friendly Visiting
• Energy Assistance and Weatherization
• Emergency Response System
• Home Health Services
• Personal Care Services
• Respite Care

4. Housing include:
• Senior Housing
• Alternative Community-Based Living Facilities

5. Elder Rights includes:
• Legal Assistance
• Elder Abuse Prevention Programs
• Ombudsmen Services for Complaint Resolution

  The reauthorization of the OAA in FY 2000 added the Family Caregiver Program as a new 
initiative to assist the aging population with more home healthcare programs.

 Area Agencies on Aging often serve as portals to care, assessing multiple service needs, 
determining eligibility, authorizing or purchasing services and monitoring the appropriateness and 
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cost effectiveness of services.  AAA provides direct services and contact with local providers to furnish 
other services within the community.  While there is much consistency in the types of essential home 
and community-based services available, these services are customized to reflect varying local needs 
and resources.  The AAA monitors the services for compliance and provides technical assistance. 

The National Council on Aging (NCOA)  www.ncoa.org

 In 1950, the National Council on Aging was founded. It is America’s first national, private, 
nonprofit group of people and organizations devoted to promoting the independence, well-being, 
dignity and contributions of older people.  It helps community organizations improve the lives of 
older people through research, training, leadership and advocacy.

 Some of the programs NCOA helped develop for older people are:
 

• Meals-on-Wheels
• Family Friends
• Foster Grandparents, and
• Benefits CheckUp

Its members include:

• Senior Centers
• Area Agencies on Aging
• Adult Day Services
• Faith Congregations
• Senior Housing
• Health Centers 
• Employment Services
• Consumer Organizations

Its role is:

• To lead campaigns to preserve funding for the Older Americans Act and other 
government programs that benefit older Americans,

• To conduct public awareness studies to help shape the attitudes of millions, such as 
the myths and realities of aging, and

• To work for and support thousands of American community organizations that 
provide services and programs to older consumers and their families.

http://www.ncoa.org
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 Their plan focuses on five main areas:
 

1) Health care
2) Finance
3) Consumer products and services
4) Telecommunications
5) Technology

The National Enterprise Alliance (NEA)  www.aboutnea.com

 The National Enterprise Alliance is a network of community-based organizations that 
collaborate to accomplish mutually compatible goals that would be difficult to achieve alone. 
Since 1996, it has grown from 10 Area Agencies on Aging in five states to 54,000 Community 
Partners nationwide and growing.  NEA’s primary mission is to work toward a future that will:

• Enhance the ability of their members to provide responsible services to their clients

• Assist, by generating revenue, in the support of people who need assistance

• Advocate on behalf of their constituency

• Work and collaborate with other community services to achieve optimal independent 
lifestyles for their consumers, and

• Assure that people have choices in the conduct of their lives

 The goals of the NEA are to:

• Diversify Revenue 

• Achieve Cost Savings 

• Position Community Partners for Opportunities 

• Change Attitudes and Beliefs 

• Increase the Prestige of Partners 

• Share Management Systems 

 On March, 2003, the NEA and NCOA formed a partnership in which NCOA’s members 
may be able to reduce their expenses through this collaboration.

 In order to benefit from NEA’s services, an organization must form a collaborating 
partnership with NEA.  NEA believes that through collaboration, economies can be achieved.

http://www.aboutnea.com
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Resources

Administration on Aging – http://www.aoa.gov
An agency in the U.S. Department of Health and Human Services since 1965.  AoA is one of the 
nation’s largest providers of home- and community-based care for older persons and their caregivers 
through programs funded under the Older Americans Act. Their mission is to promote the dignity 
and independence of older people and to help society prepare for an aging population.  Its website 
provides information and updates on current aging issues. The Regional Administrator representative 
for each state can be found at AoA’s website.

Administration on Aging 
Washington, DC 20201 

(202) 619-0724 (P)

American Society on Aging – http://www.asaging.org
Founded in 1954, the American Society on Aging is an association of diverse individuals gathered 
by a common goal: to support the commitment and enhance the knowledge and skills of those 
who seek to improve the quality of life of older adults and their families. The members of ASA are 
a multidisciplinary array of professionals, concerned with the physical, emotional, social, economic 
and spiritual aspects of aging.

American Society on Aging  
833 Market Street, Suite 511  

San Francisco, CA 94103
(415) 974-0300 (F) 
(415) 974-9600 (P) 

(800) 537-9728

Area Agencies on Aging – http://www.n4a.org/aboutaaas.cfm
AAAs are located in communities across the country.  They plan, coordinate and offer services that 
help older adults remain in their home if that is their preference. Adults may be aided by services 
to make independent living a viable option. By making a range of options available, AAAs make 
it possible for older individuals to choose the services and living arrangement that suit them best.  
AAAs provide direct services and contract with local providers to furnish other services in the 
community.  To find Area Agencies on Aging and Title VI programs across the country, call the 
Eldercare Locator at 1-800-677-1116. 

Eldercare Locator – www.eldercare.gov
A public service of the U.S. Administration on Aging. The Eldercare Locator connects older 
Americans and their caregivers with sources of information on senior services. This service links those 
who need assistance with state and local area agencies on aging and community-based organizations 
that serve older adults and their caregivers.
Eldercare Locator information specialist: call 1-800-677-1116

http://www.aoa.gov
http://www.asaing.org
http://www.n4a.org/aboutaaas.cfm
http://www.n4a.org/locator.cfm
http://www.eldercare.gov
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Gerontological Society of America (GSA) – http://www.geron.org
The Gerontological Society of America was founded in 1945 and is the oldest and largest national 
multidisciplinary scientific organization devoted to the advancement of gerontological research. It is a 
nonprofit professional organization with more than 5000 members in the field of aging. GSA provides 
researchers, educators, practitioners, and policy makers with opportunities to understand, advance, 
integrate, and use basic and applied research on aging.

Gerontological Society of America
1030 15th Street NW Suite 250
Washington, DC 20005-1503

(202) 842-1275 (P)
(202) 842-1150 (F)

National Aging Information Center – http://www.aoa.dhhs.gov/NAIC/Notes/default.htm
This sub-department of the Administration on Aging produces Internet Information Notes, which 
link to a wide variety of topics found in aging-related articles online (topics from A-Z).

National Association of State Units on Aging (NASUA) – http://www.nasua.org
Founded in 1964 as a national nonprofit membership organization, it is comprised of the 57 state 
and territorial government agencies on aging.  It represents the interests of the State Units on Aging 
across the country by promoting social policy in public and private sectors.

Daniel A. Quirk, Executive Director
(202) 898-2578 x138 (P)

(202) 898-2583 (F)
dquirk@nasua.org

National Association of Area Agencies on Aging (NAAAA or N4A) – http://www.n4a.org
A private, nonprofit organization representing the interests of Area Agencies on Aging across the 
country.  Incorporated in 1975, the N4A provides advocacy, information, and training to Area Agencies 
on Aging and programs for older adults.  N4A provides technical assistance and consulting services to 
employers and organizations in the development and implementation of elder care information and 
referral services and establishes linkages to case managed community-based systems of long-term care.

National Association of Area Agencies on Aging
1730 Rhode Island Ave. Suite 1200 

Washington, DC 20036
 (202) 872-0888 (P)
 (202) 872-0057 (F)

National Center on Elder Abuse – http://www.elderabusecenter.org
Funded by the U.S. Administration on Aging, this center is a gateway to resources on elder abuse, 
neglect, and exploitation.

National Center on Elder Abuse 
1201 15th Street, NW, Suite 350 

Washington, DC 20005 
 (202) 898-2586 (P)
(202) 898-2583 (F)

http://www.geron.org
http://www.aoa.dhhs.gov/NAIC/Notes/default.htm
http://www.nasua.org
http://www.n4a.org
http://www.elderabusecenter.org
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National Council on Aging (NCOA) – http://www.ncoa.org
Founded in 1950, it is America’s first national, private, nonprofit group of people and organizations 
devoted to promoting the independence, well-being, dignity and contributions of older people.  
It helps community organizations improve the lives of older people through research, training, 
leadership and advocacy.

NCOA Headquarters 
300 D Street, SW, Suite 801 
Washington, D.C.  20024

 202-479-1200( P)
202-479-0735 (F) 

202-479-6674 (TDD/TTY)
E-mail: info@ncoa.org

National Enterprise Alliance (NEA) – http://www.aboutnea.com
A network of community-based organizations that collaborate to accomplish mutually compatible 
goals that would be difficult to achieve alone.  Since 1996, it has grown from 10 Area Agencies 
on Aging in five states to 54,000 Community Partners nationwide. It believes that through 
collaboration, economies can be achieved.  Their moto is “Building Capacity Through Networking.”

National Hispanic Council on Aging (NHCoA) – www.nhcoa.org
Represents the Hispanic community since 1983.

National Hispanic Council on Aging 
2713 Ontario Road NW
Washington, DC  20009

(202) 745-2521 (P)
(202) 745-2522 (F)

Email:  nhcoa@worldnet.att.net

National Indian Council on Aging (NICOA) – www.nicoa.org
Formed by a group of tribal chairmen in 1976, the National Indian Council on Aging (NICOA) 
has served as the nation’s foremost nonprofit advocate for the nation’s 296,000 American Indian and 
Alaska Native elders. NICOA strives to better the lives of the nation’s indigenous seniors through 
advocacy, employment training, dissemination of information, and data support.

National Indian Council on Aging (NICOA)
10501 Montgomery Blvd. NE, Suite 210

Albuquerque, NM  87111
(505) 292-2001 (P)
(505) 292-1922 (F)

National Institute on Aging (NIA) – http://www.nia.nih.gov
The National Institute on Aging (NIA), one of the 25 institutes and centers of the National Institutes 
of Health, leads a broad scientific effort to understand the nature of aging and to extend the healthy, 

http://www.ncoa.org
mailto:info@ncoa.org
http://www.aboutnea.com
http://www.nhcoa.org
nhcoa@worldnet.att.net
http://www.nicoa.org
http://www.nia.gov
http://www.nih.gov
http://www.nih.gov
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active years of life. In 1974, Congress granted authority to form the National Institute on Aging to 
provide leadership in aging research, training, health information dissemination, and other programs 
relevant to aging and older people. Subsequent amendments to this legislation designated the NIA as 
the primary federal agency on Alzheimer’s disease research.
 

National Institute on Aging 
Building 31, Room 5C27 

31 Center Drive, MSC 2292 
Bethesda, MD 20892 
(301) 496-1752 (P)

National Senior Citizens Law Center (NSCLC) - http://www.nsclc.org
Provides case consultation, technical assistance, training, and legal assistance support services to the 
local and state aging legal services network. The purpose is to enhance the capability of state and 
Area Agencies on Aging and legal services providers to plan for and deliver legal assistance to at risk 
elderly.

National Senior Citizens Law Center  
1101 14th St., NW Suite 400  

Washington, DC 20005  
(202) 289-6976 (P) 
(202) 289-7224 (F)

Resource Directory for Older People – http://www.nia.nih.gov/resource
A database of information about national and state organizations that serve older adults and geriatric 
professionals.  Resources in the database include federal and state agencies, AoA-supported resource 
centers, professional societies, private groups, and volunteer programs.

State Units on Aging (State Area Agencies on Aging) – http://www.nasua.org/About%20SUA’s.htm
State Units on Aging (SUAs) are agencies of state and territorial governments designated by 
governors and state legislatures to administer, manage, design and advocate for benefits, programs 
and services for the elderly and their families and, in many states, for adults with physical disabilities.  
These state government agencies all share a common agenda of providing the opportunities and 
supports for older persons to live independent, meaningful, productive, dignified lives and maintain 
close family and community ties.  Your State Unit on Aging will be listed at your state capital’s 
website since the Governor oversees its administration.

http://www.nsclc.org
http://www.nia.nih.gov/resource
http://www.nasua.org/About%20SUA's.htm
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Part III:                    
Comparison of Older 
Americans Act and The 
Rehabilitation Act, Title VII

Relevance to Centers for               
Independent Living (CILs)

 A comparison of the Older Americans Act 
(OAA) and the Rehabilitation Act, Title VII is 
important for CILs to review.  These two Acts are very 
similar in their purpose and services.  The OAA was 
established primarily to help older adults, while the 
Rehab Act, Title VII was established to help people of 
any age with a disability.

 These two Acts govern their respective 
agencies.  After reviewing the OAA,  CILs will be 
more aware  of how their  programs can be used to 
serve the older consumer, particularly self-advocacy, 
assistive technology training and independent living 
skills.  In reviewing the OAA, CILs will see areas for 
development of new programs, to meet the needs of 
older consumers with disabilities – programs that could 
be funded through the Area Agencies on Aging.

 CILs have a strong history of providing 
programs that are consumer driven / consumer choice.  
The aging network is just beginning to understand 
this concept and has not been strong in promoting 
self-advocacy.  Both have room for growth.  CILs can 
become valuable consultants or service providers to the 
aging network.
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Part III:  Comparison of the Older Americans Act
and the Rehabilitation Act, Title VII 

Components 
of Older 

Americans Act

Older Americans 
Act  (OAA)

Components of 
the

Rehabilitation Act
Title VII

Rehabilitation Act
Title VII

Established

In 1965, signed 
into law by Pres.
Lyndon B. Johnson 
in response to the 
increasing number 
of older Americans 

Established

Signed into law by Pres. Richard 
Nixon in 1973 via override. In 
1978, Rehab Act, Title VII marked 
the beginning of person-centered 
values as a major part of U.S. law

Purpose of 
OAA

Establishment of 
programs that offer 
services to older 
persons that are 
at risk of losing 
their independence 
(frail, disabled, low-
income status & 
living alone)

Purpose of Rehab 
Act, Title VII:
Independent 
Living Services 
and Centers for 
Independent 
Living

To promote a philosophy of 
independent living, including a 
philosophy of consumer control, 
peer support, self-help, self-
determination, equal access, 
and individual and system 
advocacy, in order to maximize 
the leadership, empowerment, 
independence, and productivity of 
persons with disabilities, and the 
integration and full inclusion of 
persons with disabilities into the 
mainstream of American society

Organized 
by Titles 
with Specific 
Objectives:

Title I – 
Declaration of 
Objective

Initiates the broad, 
national social 
policy objectives 
geared to improve 
older persons lives

Organized 
with Specific 
Objectives:

Title VII 
– Independent 
Living Services 
& Centers for 
Independent 
Living

Areas of Operation:
Part A: General Provisions
Part B: Independent Living 
Services
Part C: Network of Centers for 
Independent Living
Chapter 2:  Independent Living 
Services for Older Individuals who 
are Blind
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Components 
of Older 

Americans Act

Older Americans 
Act  (OAA)

Components of 
the

Rehabilitation Act
Title VII

Rehabilitation Act
Title VII

Title II – 
Administration 
on Aging 
(Assistant 
Secretary of 
Aging)

Appointed by the 
President
AoA is a 
department within 
the Dept. of Health 
and Human 
Services

CIL Administrator:
Chief of 
Independent 
Living 

Chief of IL is appointed by 
the Asst. Secretary of RSA 
Independent Living is one 
of the departments within 
the Rehabilitation Services 
Administration (RSA)

Title III 
– Grants 
for State 
&Community 
Programs on 
Aging

Defines the 
types of services 
provided at local 
level

Intends to form a 
“network on aging” 
on federal, state 
and local levels

Rehab Act, Title 
VII - Section 725 
Independent 
Living Services

Establishes the requirements 
for CIL structure, board, staff 
and management diversity, core 
services, consumer participation 
and community involvement

Title III B 
– Supportive 
Services

Three categories: 
access services, 
in-home services, 
community 
services

Title VII, CILs 
can offer many 
services but must 
first provide four 
primary core 
services

These core services are:

1. Self & Systems Advocacy
2. Information & Referral
3. Independent Living Skills
4. Peer Counseling 

Title III C 
– Nutritional 
Services

Two parts: (C-
1) Congregate 
Nutrition Services
(C-2) Home-
Delivered Meals

Title VII, CIL 
Core Services: 
Independent 
Living Skills, 
Information & 
Referral, Peer 
Counseling and 
Advocacy

CIL’s core services can provide 
instruction in meal planning and 
preparation.  

Provides information and referral 
about community meal programs.

Title III D – In-
home Services

Direct resources 
to those older 
persons most at 
risk of losing their 
independence 
(minorities & low 
income)

Title VII,  Primary 
Core Services

Direct resources to those 
individuals with severe 
disabilities at risk of losing their 
independence
(minorities, Native Americans, 
urban & rural populations)
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Components 
of Older 

Americans Act

Older Americans 
Act  (OAA)

Components of 
the

Rehabilitation Act
Title VII

Rehabilitation Act
Title VII

Title III F 
– Disease 
Prevention 
& Health 
Promotion 
Services

Resources used 
to increase public 
awareness of 
healthy lifestyle 
choices & decrease 
risk of chronic 
health conditions

Title III – Special 
Projects & 
Demonstrations

Provide academic training for 
skilled personnel, training to 
maintain & upgrade personnel 
basic skills, improve & expand 
rehab services, training for 
migrant or seasonal disabled farm 
workers

Title IV 
– Training, 
Research & 
Discretionary 
Projects/
Programs

Training & research 
efforts in the field of 
aging

Rehab Act, Title 
II – Research & 
Training

Provide research, demonstration 
projects, training to maximize full 
inclusion & integration into society

Title V 
– Senior 
Community 
Service 
Employment 
Program

Part-time 
employment 
program for 
low-income, 
unemployed 
persons age 
55+ and whose 
prospects for 
employment are 
limited

Rehab Act, Title VI 
Employment 
Opportunities for 
Individuals with 
Disabilities 

Rehab Act, Title 
V – Rights and 
Advocacy

Part A: Projects with industry
Part B: Supported Employment 
Services for Individuals with the 
most significant disabilities

Employment for persons with 
disabilities, architectural & 
transportation barriers compliance 
board, employment and 
nondiscrimination under federal 
grants & contracts, etc.

Title VI 
– Grants 
to Native 
Americans

Award grants to 
provide supportive 
and nutritional 
services to Native 
Americans and 
Native Hawaiians 

Rehab Act, Title 
VII

Assists Native Americans with 
disabilities to move from a state 
of dependency to being in control 
of one’s destiny

Title VII 
– Vulnerable 
Elder Rights 
Protection 
Activities

Strong advocacy 
to protect and 
enhance the 
rights of socially 
and economically 
vulnerable older 
people 

Title VII, Core 
Service: Self 
and Systems 
Advocacy

Provides self-advocacy training 
and support for those individuals 
with severe disabilities, not 
served or under served by 
programs especially minority, 
urban and rural populations 
(policy priority)
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Part IV:                      
Comparison of the Area Agencies 
on Aging and Centers for 
Independent Living

Relevance to Centers              
for Independent Living 

(CILs)

 In this section, CILs will find 
that their working operation is very 
similar to  that of the Area Agency 
on Aging (AAAs).  A collaborative 
partnership between CILs and  AAAs 
can provide a stronger voice at the 
state and national level regarding issues 
related to people with disabilities.  
CILs will better understand  how 
AAA’s operate. This will help facilitate 
communication, collaboration and 
establishment of programs to meet the 
needs of older consumers.
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Part IV:  Comparison of the Area Agencies on Aging
and Centers for Independent Living

Components Area Agencies on Aging 
(AAAs)

Centers for Independent Living 
(CILs)

Mandated Body Older Americans Act, 1965 Rehabilitation Act of 1973, Amended 
1978: Title VII

Purpose of Act

To serve and provide programs 
to elders who are at risk of 
losing their independence, 
mainly those who are frail, 
disabled, of low income status 
and living alone

To promote a philosophy of 
independent living, including 
consumer control, peer support, self-
help, self-determination, equal access, 
and individual and system advocacy, 
in order to maximize the leadership, 
empowerment, independence, and 
productivity of person with disabilities, 
and the integration and full inclusion 
of persons with disabilities into the 
mainstream of American society

Federal Overseer 

Administration on Aging at 
US Dept. of Health & Human 
Services

Assistant Secretary on Aging, 
appointed by President

Rehabilitation Services Administration 
(RSA) at US Dept. of Education, 
Office of Special Education and 
Rehabilitative Services Commissioner, 
appointed by U.S. President

National 
Representative

National Association of Area 
Agencies on Aging (N4A)

National Council on Independent 
Living (NCIL) advocates for national 
policies that would enhance the lives 
of people with disabilities

State 
Representative

State Units on Aging (SUA) 
– responsible for planning, 
coordinating, funding and 
evaluating programs for the 
elderly by federal and state 
governments

Statewide Independent Living Council 
(SILC) – responsible for developing 
a state plan, monitoring the plan and 
making recommendations to centers.

RSA regional offices oversee the State 
Independent Living Councils

Agency Function

Serves as an advocate and 
visible focal point for the 
elderly.  Responsible for 
assessing the needs of older 
persons in planning and 
service areas 

Serves as an advocate and visible 
focal point for people with disabilities 
and help them to obtain the means 
necessary for full participation in the 
community
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Components Area Agencies on Aging 
(AAAs)

Centers for Independent Living 
(CILs)

State Plans to 
receive federal 
appropriation 
funding

(State and Local 
plans must 

collaborate with 
each other)

Plans submitted 
to their Federal 
Overseer

Members of 
the State Aging 
Council and 
Statewide 
Independent 
Living Council 
shall be 
appointed by the 
Governor

State Units on Aging submit a 
statewide executive plan for 
developing & implementing 
an aging program (2, 3, or 
4 yr plan representative of 
state & federal government 
collaboration)

AAA develops an area plan to 
address state & local priorities 
for a comprehensive & 
coordinated system of services 
to meet the needs of the 
elderly 

Run public hearings and 
forums to determine and help 
establish the area plan

State Independent Living Council  
(SILC) collaborating with the State 
Unit on Vocational Rehabilitation 
develops a plan to ensure the 
existence of appropriate planning, 
financial support and coordination, 
and other assistance to appropriately 
address needs in the state.

Identify resources, receive, account 
for and disburse funds received by the 
state 

For Part B (Independent Living 
Services), Part C (Operation of CIL) 
and Chapter 2 (Older American Blind 
Services).

State Plan identifies:
Self-performance reports, 
coordination of services, outreach, 
coordination between federal and 
state sources, evaluation of plan, run 
public hearings and forum to establish 
and form the plan.

SILCs 704, Part 1: Annual Self-
Performance Reports on CILs  
(completed by the SILCs) – Contains 
information from consumer service 
records when those records are 
maintained outside of a CIL reporting 
in Part 2.

CIL 704, Part 2: Annual Performance 
Report (completed by CILs) – Self-
evaluation of compliance with the 
requirements of Section 725 of the 
Act.
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Components Area Agencies on Aging 
(AAAs)

Centers for Independent Living 
(CILs)

Working 
Relationship 
Among Network 
Agencies

Senior Centers, Employment 
Services, Home Health 
Agencies, Adult Day Care 
Services, Meals-on-Wheels, 
Employment for Older 
Workers, Adult Protection 
Services, Ombudsman 
Program, Depts. of Health and 
Social Services, Mental Health

Vocational Rehabilitation, OMRDD, 
Depts. of Health and Social Services, 
Education, Mental Health. On a 
community level, CILs work with over 
300 different agencies.

References

¹Older Americans Act.  Retrieved November 9, 2004 at http://www.aoa.gov/about/legbudg/oaa.asp

²Rehabilitation Act, Title VII.  Retrieved November 9, 2004 at http://www.rcep7org/links/rehabact/
Title_VII/title_vii.html

³Area Agencies on Aging.  Retrieved November 9, 2004 at the National Association of Area Agencies 
on Aging:  http://www.n4a.org. 

⁴Centers for Independent Living Directory.  Retrieved November 9, 2004 at the Rehabilitation 
Research & Training Center on Independent Living Management:  http://www.wnyilp.org/database/
directory.php.
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Part V:                    
Comparative Analysis of 
Services / Programs offered 
by the Area Agencies on 
Aging and Centers for 
Independent Living 

Relevance to Centers for 
Independent Living (CILs)

 This section takes the comparison 
between CILs and the Area Agencies on Aging 
(AAAs) one step further by comparing the 
services offered by each agency.  CILs will find 
that there are many similar services offered 
by the AAAs.  Within their local area, AAAs 
contract out many services to other providers.  
CILs have a great opportunity to become 
contract service providers.

 CILs’ experience and success in 
providing services to people of all ages with 
disabilities can be a valuable asset to the AAAs 
along with providing additional financial 
support to CILs.  CILs and the AAAs need to 
become aware of one another’s organizational 
structure, purpose and services in order to 
develop a working collaboration.  This could 
start with a telephone call to the executive 
director of the AAA(s) in your area.
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Part V:  Comparative Analysis of Services/Programs Offered by
the Area Agencies on Aging and Centers for Independent Living

Components AAAs CILs

Professional 
Directive / 
Funding

Older Americans Act, Title III Rehabilitation Act, Title VII

Eligible 
participant / 
consumer

Elder persons age 60+ who are 
frail, live alone and have low 
economic status. 

Anyone with a disability (physical, mental or 
cognitive) of any age.

Core Services 
Provided

1. Information & Access 
Services

2. Nutritional Services
3. In-home Services
4. Preventive Health Services

1. Information & Referral
2. Individual and Systems Advocacy
3. Independent Living Skills Training
4. Peer Counseling

Additional 
services offered 
by the Agencies

1. Information and Referral/
Assistance

2. Health Insurance Counseling
3. Client Assessment
4. Care Management
5. Transportation
6. Caregiver Support
7. Retirement Planning and 

Education
8. Employment Services
9. Senior Centers
10. Congregate Meals
11. Adult Day Care Services
12. Volunteer Opportunities
13. Meals-on-Wheels
14. Chore Services
15. Telephone Reassurance
16. Friendly Visiting
17. Energy Assistance & 

Weatherization
18. Emergency Response 

Systems
19. Home Health Services
20. Personal Care Services
21. Respite Care
22. Senior Housing
23. Alternative Community-Based 

Living Facilities
24. Legal Assistance
25. Elder Abuse Prevention 

Programs
26. Ombudsmen Services for 

Complaint Resolution

1. Transportation Assistance
2. Housing Assistance
3. Independent Living Skills Evaluation and 

Instruction
4. Vocational Assistance
5. Financial Management and Securing Income
6. Information Access/Technology
7. Mental Health Support Services (Peer 

Advocate)
8. Volunteer Program
9. Community Awareness of Disability Issues
10. Cooking and Nutrition Program
11. Personal Attendant Management
12. Assistive Technology Information & Services
13. Accessible Housing Information
14. Accessibility Information
15. Recreational Opportunities
16. Transition from High School
17. Education Enhancement Services
18. Deaf Services (Sign Language Interpreting, 

Awareness, Advocacy)
19. Brailling Service
20. Computer Usage
21. Social Skill Development
22. Sign Language Interpreter Coordination
23. Mobility Training
24. Architectural Barrier/ADA Compliance 

Consultation Service for Businesses and 
Institutions

25. Assistive Listening Systems
26. Legal Service Information
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Areas of Programmatic Similarity

Both AAAs and CILs may assist their 
perspective participants in:

Both AAAs and CILs can work in the 
following areas:

1. legal services
2. housing
3. transportation arrangements
4. personal assistant programs
5. outreach programs
6. employment opportunities
7. education
8. counseling services
9. advocacy services
10. services for multiple disabilities
11. caregivers
12. home repair, renovation, modification
13. mental health services

1. Partner with other consumer advocacy 
groups

2. Partner with other community agencies (but 
not necessarily with each other)

3. Serve as a visible focal point for their 
perspective participants/consumers

4. Promote certain issues to remove barriers to 
participant/consumer participation

5. Promote public policy, legislation, and 
private sector initiatives that address the 
needs and priorities of the participant/
consumer

6. Participant/consumer civil and benefit 
rights, decrease discrimination due to age, 
disability, and improve quality of life

7. Become involved in research and training to 
improve service provision, coordination, etc.

8. Become involved with Medicaid, Community 
Waiver Grants Funding

Areas of Programmatic Differences

Issues Area Agency on Aging Center for Independent Living 

Population Served Elderly persons, age 60+
Those most in need (frail, lives 
alone, low-economic status) 

Anyone with disability.  In 2003, 22.5% of 
people served by CILs were age 65 and 
over (40,000 out of 195,000 participants)¹

Identification/label 
of person served

Client, Patient, Resident Consumer, Participant

Organizational 
Structure

Professional Control/Directed Consumer Control/Self-Directed
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Issues Area Agency on Aging Center for Independent Living 

Community & Self 
Perceptions of 
the Person with a 
Disability¹

A person who, as a result of 
an impairment, is unable to 
participate in a variety of roles 
due to functional limitations – 
needs rehabilitation, personal 
assistance or other services²

A person identified as having an 
impairment, who as a result of 
community perceptions and structural 
barriers is restricted from participating in 
a variety of roles, including roles related 
to education, employment, recreation, 
social, worship, and civic activities, etc.²

Nursing Home 
Placement

Person with impairment 
referred to nursing home when 
believed no longer able to live 
alone safely or needs skilled 
care

De-institutionalization: Community 
inclusion with home-based care while 
supporting greater self-determination & 
choice for the individual with limitations.

Service Provision AAAs provide direct services 
and contract with local 
providers to furnish other 
professional services in 
the community for elderly 
consumers; a rehabilitative 
approach.

CILs provide direct services by people 
with disabilities for people with disabilities 
that encourage individual self-sufficiency, 
consumer-controlled in the least 
restricted environment; an independent 
living philosophy approach.

Housing Assist independent elderly to 
obtain housing designed to 
accommodate their needs and 
preferences and alternative 
community-based living 
facilities that bridge the gap 
between independent living 
and nursing homes

Prohibited to run/own residential housing 
but promotes accessible housing 
programs.  Purpose of CIL is to promote 
independent living. Works with private, 
local, state and federal agencies to 
develop accessible housing

Agency Service 
Providers 

Healthcare professional staff/
case managers 

Independent living specialists and peer 
counselors 

Service Plans Case manager establishes the 
plan of care

Independent Living Plans are established 
by each consumer, unless the consumer 
chooses to waive a plan.

¹Three hundred and twenty-two CILs were federally funded in FY 2001-FY 2003.  There are other CILs not federally funded.
²http://www.impactcil.org/phil_history/il_rehab.htm

Charts prepared by: Linda F. Fraas, MA, OTR/L, ATP, CEAC
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Part VI:   
Possible Areas for AAA and 
CIL Collaboration

Relevance to Centers for Independent 
Living (CILs)

 This section suggests areas where the Areas 
Agencies on Aging and Centers for Independent 
Living could collaborate.  

 Older consumers (60+ years) with 
disabilities want the same rights and privileges 
as other people but may not know how to 
advocate for them.  They want to live in their 
homes for as long as possible, receive support 
services in their homes, and remain participants 
in their community.  Many of these consumers 
do not know where to turn for assistance.  As 
baby boomers age, they will demand change 
and services, which will put a strain on service 
providers.  CILs will be able to capitalize on this, 
by providing services to this population through 
the four core services and by developing new 
programs.

 CILs are encouraged to get to know the 
AAAs in their community and to find out how 
they can serve this growing population.  Many 
older consumers do not meet the eligibility 
requirements for federal or state-funded programs.  
There is opportunity to expand fee-for-service 
programs for these individuals.
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Part VI:  Possible Areas for AAA and CIL Collaboration

Transportation Issues – availability, older drivers, medical appointments
Available and accessible transportation is needed for our growing aging population, especially 

for seniors who are no longer able to drive. Some may experience a loss of independence when no 
longer able to drive themselves to shop, visit family and friends or go to medical appointments.
The demand for available and accessible transportation for seniors will increase.  Many seniors who 
have always driven may not understand or know the procedures to utilize public transportation or 
know about the available transportation services in their area
.

The AAAs keep track of the available transportation services in their region.  CILs are 
positioned to provide training in the use of various modes of alternative transportation to seniors.  
The AAAs and CILs can help meet the demand for transportation through collaboration.  CILs are 
encouraged to contact the AAA in their area to explore ways they could work together.

• First, contact the AAA Director and introduce yourself and your agency.

• If your center provides transportation services, get your center’s name on the    
 AAA listing for a transportation provider.

• Educate the AAA about your service and procedures for obtaining your    
 transportation services.  Find out how your center can help provide services to the   
 AAA’s senior population.  This could be an opportunity for the AAA to contract your  
 center for transportation services.

• If your center and the AAA does not have an established transportation program, the   
 two agencies could work together to develop a program to meet the need.

• Offer your services for training older adults in the use of public and alternative   
 transportation.

Community Education & Awareness – regarding elders and people with disability rights, etc.
 According to many AAAs, they have not been strong in self-advocacy, community awareness 
and education regarding their rights.  CILs can train the AAA staff in these areas.

• CILs have long experience working to increase the rights of people with disabilities.    
 CILs could provide sensitivity training to caregivers, Meals On Wheels personnel,   
 home health and personal care aids and to employers of older adults.  

• Offer self-advocacy training to senior consumers to help them obtain the services   
 they need.

• Become involved in joint community efforts with the AAAs in providing education   
 and awareness about disability. 
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Employment Issues - elderly working longer, work place accommodations, job training
 Elders are working longer due to many factors; some out of choice, others out of need.  As we 
age, age-related changes (physical, sensory, mobility), can affect our ability to complete work tasks.  
Many elders may feel the need to resign due to these changes.  CILs have experience working with 
individuals through vocational rehabilitation in providing work place accommodations for those in 
need.  CILs can apply this knowledge by assisting the older employee and their employer with ways 
to make work place accommodations, provide names of contractors and vendors who can provide the 
modifications.

• Examine current programs that provide these types of services.  Will they 
meet the needs of those over age 60? If not, talk to the AAA to find ways they 
can be redesigned to meet the needs of elderly consumers.  If yes, tell the AAA 
about your programs so it is aware of your services.

• Meet with the AAA staff to discuss your agency’s programs.  How can your 
agencies work together to provide each other with referrals for services?  Some 
AAAs may not have these services since it has not been an issue until now.  If 
this is so with your AAA, ask if they would contract with your center to pro-
vide services to their elderly consumers.

Deinstitutionalization – CIL assist AAA with process for elder person community re-entry
AAAs typically do not have any experience with the de-institutionalization process.  

Traditionally, elder consumers are institutionalized when unable to live independently in their homes.  
Services and funding are limited to those in the community.  Service provisions are provided by long-
term care institutions and the money provided for these services were given to the institutions.  A 
bill has been introduced into Congress to allow the money for services to follow the person instead.  
Currently, the aging networks are considering the adoption of consumer choice/directed approach to 
services like that of independent living centers.  CILs are in a great position to provide education and 
training to the AAA staff on the de-institutionalization process.

• Initiate contact with the AAA in your area.

• Make an appointment with them to discuss this opportunity.

• Provide examples of success stories in which de-institutionalization worked.

• Discuss how your center’s programs and services can be utilized to assist those 
identified as de-institutionalized.

• Identify common areas for agencies to work together for the greater good of 
the consumers.



46

Consumer Choice/Consumer Directed Approach – CIL assist AAA with process
The Administration on Aging is promoting the consumer choice/consumer directed 

approach to the state and local aging agencies.  They are in the process of trying out the approach in 
ten states. The aging network can benefit from the skills and talents of CIL peer counselors and their 
independent living philosophy.  Historically, the approach used by the aging network for providing 
services has been medically based and professionally directed.  The consumer was told what services 
they needed and which ones would be paid for by the insurance, Medicare, or Medicaid.  This 
approach will be new to the healthcare professionals who will need time to get used to the transition.  
CILs can be instrumental in assisting the AAA and local healthcare agencies in this transition.  

• To help the aging networks in the transition, CILs can provide valuable information 
about the philosophy of independent living and the concepts of consumer choice/
consumer directed services.

• CILs can provide training to aging network services providers about these two areas.  
It will help them understand the positive impact these concepts have on consum-
ers and their well-being.  Services that are needed by the consumer will be utilized 
more effectively than those they do not want or feel they need.

• Offer to help train the consumers about this process so they can become more 
involved and empowered with the decision-making process regarding their services.  
Training the consumer about available services, how to obtain them, etc. will help 
relieve the burden of care by the AAAs.  Also, funding for services are stretched and 
becoming more difficult to obtain through the AAAs.  Personnel to provide these 
services through the AAAs are being eliminated due to cutbacks.  CILs can promote 
their existing services or develop new programs to fill the gap.  The AAAs can in re-
turn help the CILs develop programs that will directly benefit the aging population.

Aging with Disability Issues – AAA share information about aging process with CILs
The aging population will grow rapidly over the next 30 years.  With the demand for services 

increasing, it will be difficult for the aging network to accommodate them.  Outside agencies will 
be needed to assist.  CILs can be instrumental in providing services to this population.  Networking 
with the AAA will help CILs understand the specific needs, problems and solutions that are unique 
to the senior population.

• Contact the AAA in your area to offer your assistance in helping serve the older 
population.  CILs can promote their services and become one of the AAA’s 
community contract service providers.

• Call the AAA staff to see if they would provide training to your staff regarding age-
related changes, specific problems, and issues regarding the older consumer.  Older 
consumers age 60 and over may have unique problems and multiple issues than 
younger consumers.

• Both agencies advocate for services, rights, and programs that support their con-
sumers. Working together for better services and programs, advocacy, funding, etc. 
will provide a stronger voice and presence to support government policy changes to 
better the quality of life of all people with disabilities regardless of age.
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Accessibility – Universal Design and Visitability Guidelines
Universal design and visitability guidelines benefit people of all ages regardless of functional 

ability or disability.  Both groups can support these concepts by working together to increase 
awareness among the public, community leaders, architects, contractors, and building associations.

• Call the local AAA to encourage participation in the development of an educational 
workshop regarding universal design and visitability.

• Together, do public service announcements about these concepts.

• Together, attend state legislative meetings to advocate for change.

Housing Issues – Increase opportunities with collaboration
As people age, they may often acquire disabilities that interfere with aging in place 

successfully.  The CILs and AAAs can work together to intervene and assist older adults in remaining 
independent in their own homes.  It is important that each agency is familiar with the other and 
aware of the services each provides to allow CILs and AAAs to make appropriate cross-referrals.  
Each has expertise that benefits older adults: the AAAs are familiar with challenges an older adult 
encounters and CILs are knowledgeable in promoting independence.  Together they can work 
to help older adults remain independent in their homes by referring or providing personal care, 
housekeeping services, environmental adaptations, support groups, caregiver classes, and peer 
counseling.  They can also work together to help older adults obtain and learn to use assistive devices.  
If they work together, more seniors may remain in their homes and avoid hospitalizations that lead 
to nursing home placement.

• Call the local AAA and introduce your CIL.  Let them know the services the CIL 
provides and offer assistance in serving the older population.  Become one of the 
AAA’s community contract service providers.

• Offer to do workshops or presentations to senior groups on obtaining a personal 
care attendant, assistive technology, support groups, or environmental adaptations

• Offer to do a presentation for the local AAA on your CIL and all that it offers.  
Likewise, invite the AAA to present on older adult issues at the CIL.

Assistive Technology Acquisition – for consumers
CILs are knowledgeable about assistive technology that promotes independence for their 

consumers.  CILs provide information and training in the use of assistive technology.  Elderly people 
are not aware of the various technologies that can help them improve, restore or maintain their 
functional abilities.  Those that do learn about them had some type of rehabilitative experience.  
Many service providers outside the rehab personnel are not aware of these technologies and how to 
acquire them for their consumers.  CILs can offer assistive technology training sessions to increase 
the aging network’s knowledge about various technologies and how to obtain them.

• Investigate the type of programs the AAAs offer regarding assistive technology.  If 
there are none, call them and work together to develop a workshop that would meet 
their personnel’s needs and those of other community service providers.
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• Provide information on acquisition procedures for assistive technology.  How can 
one obtain needed technology successfully without payer denial?

Collaborate writing grants for funding additional services 
Rather than competing for funding, work together to develop grants that would meet a dual 

purpose of helping people of all ages with disabilities.

• Talk to each other.  Find out what areas need to be addressed to meet the needs of 
your consumers.  Are the needs similar or different?  If similar, work together to 
serve those in need.  If different, investigate what makes it different; age-disability, 
organization?

• Find out if there are any private organizations that would support joint efforts to 
serve multigenerational groups.

Serve together on nonprofit and for-profit boards
Working together on various boards will increase each agency’s knowledge about the other.  

Each can learn indirectly of each others needs, priorities, similarities and differences.  Both can teach 
the nonprofit and for-profit board members the needs of their respective consumers.

Home safety and modification issues
These issues are mutually important to each agency’s consumer base.  Working together 

to promote home safety and modification will provide a stronger voice to government officials to 
encourage policy change to address these issues.  Work together to collectively educate the public and 
advocate for the consumer regarding these issues.

Assisting caregivers (grandparents raising grandchildren)
More grandparents are working longer and becoming the primary caregivers for their 

grandchildren.  They are raising their grandchildren due to several factors:  the grandchild is 
disabled, parents are deceased, incarcerated or financially unable.  AAAs are experienced in working 
with the elderly consumer’s needs but not children, particularly those that are disabled.  CILs are 
experienced with working with all ages, and most may have more experience working with the 
young and disabled.  As older adults begin to decline in functional status due to age-related changes 
and/or chronic conditions, they will need assistance maintaining their own functional status while 
continuing their caregiver roles.  CILs can provide assistance, training, and support for grandparents 
in caregiver roles.

• CILs will need to let the AAAs know that they can provide some assistance.

• The AAAs can set up a referral to CILs for those grandparents who may need help 
with a disabled grandchild or adult disabled child.

• CILs can offer training in assistive technology and acquisition, and information and 
referral to providers of home modification, respite care, day programs, and personal 
assistance services.
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Part VII:                    
Health Status of Older 
Americans

Relevance to Centers for Independent 
Living (CILs)

 In this section, CILs will learn about the health 
status and medication consumption of older adults.  
CILs may wonder why it is important to know about 
the health status of an older adult.  Is working with 
an older consumer (age 60+) the same as working 
with a younger consumer?  No.  Some older adults 
may develop multiple chronic conditions that affect 
their abilities to perform everyday activities. Some 
take numerous prescription medications to treat these 
conditions, which may have negative side effects.  
Some older adults may be dealing with age-related 
changes and an acquired disability.  Others may have 
acquired a disability early in life, and now, are learning 
to live with age-related changes.  This section provides 
CILs with basic information about age-related changes 
that affect activity performance.

 For example, a 30-year-old consumer with 
lower body paralysis as a result of an automobile 
accident may seek advice about obtaining personal 
care assistance services, home modification services, 
or how to advocate for worksite modification.  A 60+ 
consumer with lower body paralysis because of an 
automobile accident may be affected by age-related 
changes such as decreased vision, sensation, mobility 
and arthritis.  The older consumer may need assistance 
in performing daily activities due to newly acquired 
disability and the age-related changes that affect 
functional ability.  
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Part VII:  Health Status of Older Americans

 According to the U S Census Bureau (2001), 14.2% of the elderly population had difficulty 
performing at least one activity of daily living (ADLs) and 21.6% had difficulty with instrumental 
activities of daily living (IADLs).  ADLs are those tasks that include bathing, dressing, feeding 
oneself, walking (getting around the home) and transferring (between chair and bed).  IADLs are 
those tasks that include preparing meals, housekeeping, managing money, shopping, using the 
telephone and getting around the community.¹  

 The Administration on Aging (2002) reported that 35 million older Americans were age 65 
years and over and this group represented 12.3% of the U.S. population.  This number will increase 
dramatically as baby boomers reach age 65.  By 2030, the total U. S. elderly population will rise to 
70 million (38%).² The fastest growing segment of the older population is and will continue to be 
those persons over age 85.  

 Difficulty performing or completing ADLs and IADLs is usually the first indicator that 
an older person is having a problem and may need assistance.  The reason for this difficulty can be 
associated with decreased muscle strength, decreased range of motion, stamina or increased pain.  A 
large part of the problems older people have with declining function comes from chronic conditions 
and age-related changes.  

 As the person ages, so may the development of multiple chronic conditions.  Therefore, it is 
important to know that when working with an older individual, this person’s functional status may 
be affected by a combination of multiple conditions and by the multiple prescriptions consumed to 
treat the conditions. 

Effects of Age-Related Changes on Functional Activities

Sensory Changes

Aging-Related Changes Functional Consequences

Vision Degenerative changes to pupil, 
iris and sclera.

Need for more light.
Increased sensitivity to glare.
Decreased light/dark adaptation.

Decreased tissue elasticity and 
strength of eye muscles.

Poor eye coordination.
Diminished peripheral vision.
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Decreased elasticity, flattening 
and opacity of lens (yellowing)
Degenerative changes to retina 
reducing quality and intensity of 
light to retina.
Slowing of central nervous 
system information processing.

Decreased near vision (Presbyopia).
Decreased accommodation near/far objects—problems 
with depth perception.
Distortion of colors in blue/green spectrum.
Decreased visual acuity.
Difficulty recognizing moving object and complex figures.

Hearing
Thickening of ear drum.
Decreased sensory receptors 
inner ear.
Degeneration auditory nerve.

Diminished ability to hear & discriminate high pitched 
tones.
Reduced speech recognition, especially consonants.
Difficulty hearing conversation, doorbells and sirens.

Smell / 
Taste

Decreased sensitivity.
Olfactory gustatory receptors.

Possible decreased appetite.
May not detect gas leaks, smell spoil food, etc.

Touch
Decreased sensitivity touch
receptors.
Slowing of nerve impulse 
transmission.

Decreased response to tactile stimuli.
Decreased pain, pressure sensitivity.
Decreased sensitivity to temperature extremes and 
difficulty responding fast enough to prevent burns.

Mobility Changes

Aging-Related Changes Functional Consequences

Neuro 
musculo
skeletal 

Decrease in muscle mass. Decrease in movement, strength and endurance.

Loss of elasticity of ligaments, 
tendons.

Stiffening and mild flexion of joints, neck and 
vertebrae resulting in postural changes.
Increased postural sway.
Decreased flexibility.
Narrow-based waddling gait in women, wide-based gait 
in men.
Impaired balance, coordination.

Decrease in bone density. Osteoporosis, kyphosis (dowager’s hump), stooped 
posture. Decrease in height. Falls, hip fractures.

Deterioration of articular cartilage. Osteoarthritis. Symptoms of pain, stiffness.
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Lipofuscin accumulation in 
neurons.
Decreased effectiveness of 
neurotransmitters.
Altered motor neuron conduction.

Decrease in the speed of movement and reaction time.
Increase in the threshold for vibration sensation and 
decreased proprioception (refers to conscious or 
unconscious awareness of body position and movement 
of body parts).

Cognitive Changes

Aging-Related Changes Functional Consequences

Decline in speed of information
processing.

Decrease in ability to adapt to and to use new 
information in reasoning, solving and integrating 
problems or novel information (fluid intelligence)

Decline in long-term memory.
No decline in short-term memory 
or very long-term remote memory.

Difficulty in remembering disinteresting stories, newly 
acquired facts, events or people.  Difficulty with high 
levels of memorization. May misplace objects.

Due to changes in memory. Depression may appear as a change in cognition.

Cardiopulmonary Changes

Aging-Related Changes Functional Consequences

Increase in anteroposterior chest 
diameter, “barrel chest.”
Weakening of respiratory 
muscles.

More energy required for inspiration, expiration.
Reduced vital capacity and oxygen available for gas 
exchange.

Decrease in number of alveoli 
in lung and thickening of 
membranes for gas exchange.

Decrease in PaO2 (proactinium dioxide) levels. 
Shortness of breath. Increase in susceptibility to fatigue.

Decreased cardiac output.
Decreased elasticity cardiac 
valves.

Need to pace activities and conserve energy.
Decreased endurance.
Blunted cardiovascular response to high stress or high 
demand situations.

Increased peripheral resistance 
resulting in compensatory blood 
pressure increases.

Dependent edema.

Baroreceptors less sensitive. Orthostatic hypotension (altered blood pressure 
regulation with position change).
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Urinary Changes

Aging-Related Changes Functional Consequences

Decrease in renal blood flow.
Decrease in number of nephrons.

Reduced efficiency of body purification processes. 
Electrolyte balance more easily disrupted by sudden 
losses or deprivation of fluid (diarrhea, vomiting, not 
drinking enough fluids) that can lead to serious renal 
insufficiency.

Decrease in muscle tone and 
bladder capacity.

Urinary frequency, urgency. Stress incontinence 
requiring accessible bathroom facilities.

Gastrointestinal Changes

Aging-Related Changes Functional Consequences

Changes in the teeth, gingivae 
and alveolar ridge Decreased ability to chew, dry mouth, ill-fitting dentures

Reduced saliva
Reduced esophageal peristalsis Swallowing difficulties

Inadequate relaxation of lower 
esophagus Heartburn, hiatal hernia

Decreased blood flow to liver
Decreased peristalsis

Alterations in drug metabolism
Chronic constipation, fecal impaction, staining, 
incontinence
Problems often related to lifestyle factors

Integumentary Changes

Aging-Related Changes Functional Consequences

Sweat glands diminish in number, 
size & function.

Inability to regulate heat and maintain body temperature 
in hot weather extremes.

Thinning of skin and fragility of 
blood vessels under skin.

Susceptible to skin tears, bruising.

Information extracted from Using Technology to Promote Independence for Older Adults – A RERC-Aging Workshop, funded by 
the National Institute of Disability & Rehabilitation Research³
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Sensory Changes

 Everyone wants to live a long life with an independent lifestyle.  Yet no one wants to think 
about getting older and needing help with activities of daily living.  The definition of old age is very 
much debatable.  A grandfather may be considered young at the age of 45, while an athlete at the 
same age would be considered old.  The most important part about aging is our attitude about the 
process and how well we prepare and adapt to its changes.

 Although we experience physical changes throughout our lifespan, we find it most difficult 
to accept those that occur later in life.  Sensory changes, such as hearing and vision, touch, taste and 
smell, occur but not necessary at the same time for each individual.  

 Studies have indicated that these sensory changes accelerate at certain approximate age 
ranges: 4

• Vision – mid 50s
• Hearing – mid 40s
• Touch – mid 50s
• Taste – mid 60s
• Smell – mid 70s

Vision

 Changes occur to the eye as we age but vision loss is not a normal part of aging.  Visual 
disorders and diseases increase dramatically as we age.  The shape of the lens changes while the lens 
and cornea become less transparent.  The pupil becomes smaller and the field of vision shrinks.  
This makes it difficult to see an object or focus on objects at different distances. There is difficulty 
adjusting to sudden light level changes, distinguishing certain color intensities or correctly judging 
distances.  A study conducted by Lighthouse International found that one in six adults age 45 
reported some type of vision impairment. 5  According to the American Society on Aging, older 
adults suffer severe consequences due to vision loss: disability, falls, dependency and isolation, and 
depression. 6

 Lighthouse International also reported that one-fourth of the people with vision problems 
had difficulty performing their everyday household activities, almost one-fifth reported problems 
using transportation, over one-third reported interference with leisure activities, and 31 percent 
reported that loneliness was a very or somewhat severe problem.  It is expected that over the next 
three decades, the number of people with visual impairments will double.7 

 There are other common vision problems older adults experience that are not considered 
diseases or degenerative conditions. These problems are: presbyopia, floaters, glare, tearing, and 
difficulty with night vision.

 Presbyopia is a corrected condition and is not disabling.  It is related to changes in the eye’s 
focusing power. “Occurring in almost all people over age 45, the gradual loss of the eye’s ability to 
change focus for seeing near objects. It happens because, with age, the lens inside the eye gradually 
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loses its flexibility and focusing ability.” 8  

 Floaters are tiny pieces of debris that block the light coming into the eye.  They are formed 
when the vitreous humor condenses and congeals with age.  “Vitreous Humor is the transparent, 
colorless mass of gel that lies behind the lens and in front of the retina and fills the center of the 
eyeball.” 9  It helps the eyeball maintain its shape.  Floaters can obstruct central and peripheral vision.

 Glare is “scatter from bright light that decreases vision.” 10  The cornea looses transparency 
and begins to scatter light.  An example of this is driving a car with a dirty windshield into the bright 
sun.  

 Tearing can be caused by several factors.  The most common are dry eye or blepharitis.  Tears 
help keep the eyes lubricated and wash away irritating foreign matter.  When the eyes are unable to 
produce normal tears (Dry Eye), the dryness causes irritation and the eye thinks foreign matter is 
the cause and produces excess tears to wash it away.  Blepharitis is a condition of the eyelashes.  It is 
similar to dandruff and can irritate the eye.  The person has to wash the eyelashes to remove it and 
use prescription medication (eye drops) to keep the eye moist. 

 Night vision is the ability to see in decreased illumination, such as in the moonlight.  
According to the Ameritech, the loss of night vision is a result of a loss of sensitivity in the retina.  
The person is unable to see well in dim light and the eye needs more time to adjust to brightness. 

11  An example of this is going out of a dark place like a movie theatre and into bright sunlight.  It 
has been determined that it takes an adult age 60 and over, with normal vision, two to three times as 
much light to perform the same task as that of a 20-year-old.

   According to the National Eye Institute, “a cataract is a clouding of the lens in the eye that 
affects vision. Most cataracts are related to aging. It can occur in either or both eyes.  Cataracts are 
very common in older people. By age 80, more than half of all Americans either have a cataract or 
have had cataract surgery.” 12  The clouding reduces the amount of light that reaches the retina and 
can cause blurred vision.  

Eye without a cataract Eye with a cataract

Picture from St. LukesEye.com http://www.stlukeseye.com/FAQcataract.asp

The risk of getting cataracts increases with age.  Other risk factors include certain diseases (diabetes), 
personal behavior (smoking), prolonged use of steroids, environment (long-term exposure to 
sunlight), eye injury, and high cholesterol / triglycerides.

 Glaucoma describes a group of eye diseases marked by increased pressure within the eyeball. 
If left untreated, glaucoma can damage the optic nerve and cause loss of vision.  The person with 

http://www.stlukeseye.com/FAQcataract.asp
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glaucoma loses their peripheral vision but has central vision.  Over time the person will eventually 
lose their central vision and become totally blind.

 

Normal vision 
 

Same scene as viewed by a person with 

glaucoma 

Picture from the National Eye Institute, http://www.nei.nih.gov/health/glaucoma/glaucoma_facts.htm#1

 Glaucoma is known as the “silent thief ” because vision is lost gradually and the person may 
not realize there is a problem until it is permanent. It is the leading cause of blindness. Although any 
person can develop glaucoma, persons at a higher risk are those with a family history of glaucoma, 
persons over the age of 60 (particularly Mexican Americans) and African-Americans over age 40.   
Those with a family history should have regular annual exams for glaucoma after age 30.  Regular eye 
exams after age 45 are necessary for the majority of people.

 Treatment for glaucoma can involve medications, surgery, or a combination.  Treatment will 
not improve the sight that is already lost, but will help improve the remaining vision.  It is important 
to lower the eye pressure in the early stages of glaucoma in order to slow the disease’s progression and 
help save vision. 

 There are three types of glaucoma:

1. Primary glaucoma is the most common type.  It includes:

• Open angle glaucoma is most common in the U. S. and can be detected during 
routine eye exams, and

• Closed angle glaucoma has a quick onset.  People have a sudden increase of 
pressure behind the eye.  Some complain of pain, nausea, blurred vision or 
redness of the eye.

2. Secondary glaucoma occurs due to complications that arise from diseases, injuries, 
and inflammation.

3. Congenital glaucoma occurs in children with a developmental defect of the eye’s 
drainage mechanism.

 Macular Degeneration is a common eye disease that affects the sharp, central vision of the 
eye.   For Americans over the age of 50, macular degeneration is the leading cause of vision loss 
and blindness and increases in prevalence with age.  It is commonly known as Age-Related Macular 

http://www.nei.nih.gov/health/glaucoma/glaucoma_facts.htm#1
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Degeneration or AMD.  It is caused by hardening of the arteries that provide nourishment to the 
retina. Central vision deteriorates because it does not receive the oxygen and nutrients it needs to 
function and thrive.

 There are two types of macular degeneration:  Dry and Wet

1. Most of those diagnosed with AMD have the dry type, in which there is a slow 
breakdown of light-sensing cells in the macula (a tiny area in the center of the retina 
that helps produce sharp, central vision) and a gradual loss of central vision.  There is no 
treatment for dry AMD.

2.  Wet AMD affects 10% of those diagnosed.  “This type occurs when new vessels form to 
improve the blood supply to oxygen-deprived retinal tissue.  However, the new vessels are 
very delicate and break easily, causing bleeding and damage to surrounding tissue.” 14

 The most common sign of dry macular degeneration is blurred vision. For wet macular 
degeneration, vision is often distorted.  Straight lines may appear crooked.  One may notice that the 
size or colors of objects seen by each eye appear different.

 For some people, treatment for AMD may involve laser surgery to stop the blood vessels 
leaking into the macula. But most people will need to learn 
to use low-vision aids (assistive technology) to continue their 
activities. 
 
 Diabetic Retinopathy is an eye condition caused by the effects 
of diabetes.  It attacks the retina of the eye.  Initially, the 
person will not exhibit any symptoms or notice any vision loss.  
Diabetic retinopathy has three phases:

1. Early phase is called background diabetic retinopathy:  
The retina’s arteries become weakened and leak forming small 
hemorrhages.  As a result, swelling and edema of the retina 
occur as well as decreased vision.
2. Second phase is called proliferative diabetic 
retinopathy: The retina becomes oxygen deprived due to 
circulation problems. New vessels form to supply the retina 
but hemorrhage easily causing blood to leak into the retina.  
This forms floaters or spots which cause further vision loss.
3. Final stage results in retinal detachment and 
glaucoma.  This occurs as abnormal vessel growth continues 
and tissue scars.

Treatment for diabetic retinopathy may include 
laser surgery or vitrectomy. Laser surgery, also known as 
photocoagulation, involves making tiny burns on the retina to 
seal off the vessels and stop the leaks.  Vitrectomy is performed 

 This example demonstrates 
what a patient with advanced 
macular degeneration sees.

Photo from: St.LukesEye.com
http://www.stlukeseye.com/Conditions/
MacularDegeneration.asp

http://www.stlukeseye.com/Conditions/MacularDegeneration.asp
http://www.stlukeseye.com/Conditions/MacularDegeneration.asp
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when the blood vessels continue to leak after laser 
surgery.  Vitreous is drawn out of the eyeball and is 
replaced with saline solution or another fluid. 15

Other Causes of Vision Problems:  Medication and 
Stroke

Common prescription drugs that can 
affect older adults’ vision are: anti-anxiety 
drugs, antihistamines, barbiturates, diuretics, 
antidepressants, amphetamines, and pain reducers.  
Steroids are known to increase problems with 
cataracts and glaucoma.  Usually, reducing or 
stopping the medication will eliminate the 

problem.  Eyeglasses can correct the vision problem 
if the medication cannot be eliminated.  Artificial 
tears (eye drops) can decrease irritation side effects 

of drugs causing dry eyes.

A stroke can affect peripheral vision.  For example, if the stroke affects the right side of the 
body, the vision loss will occur on the right side of the left eye and the right side of the right eye.  
This is called a field cut (hemianopia).  The person will have a tendency to bump into things on the 
affected side (in this case, the right side) or may have difficulty reading due to peripheral vision loss 
on the left side. (See examples below)16

Source:  Lighthouse International

Hearing Changes

 Hearing changes occur as we age.  Hearing changes are very gradual and are known to start at 
middle age.  The elasticity of the eardrum decreases making it difficult to hear high frequencies and 
other sounds. This hearing change is called prebycusis. Sounds may be difficult to understand or may 
be muffled.  Those with hearing difficulties find it has an impact on their emotional, physical and 

Photo from: St.Lukes.com
http://www.stlukeseye.com/Conditions/
DiabeticRetinopathy.asp

http://www.stlukeseye.com/Conditions/DiabeticRetinopathy.asp
http://www.stlukeseye.com/Conditions/DiabeticRetinopathy.asp
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social well-being. A person with a hearing loss may deny having a problem or will be embarrassed 
to talk about it.  They are more likely to report being depressed, dissatisfied with life, have reduced 
functional health or feel isolated.

 The Better Hearing Institute reports that 10% of the American population (28 million) 
experiences some form of hearing loss. The baby boom generation (78 million) will probably 
experience a much greater incidence of hearing loss due to exposure to loud music.17 The prevalence 
of hearing loss increases with age up to 1 in 3 over age 65. Most hearing losses develop over a period 
of 25 to 30 years.  For those over age 65, hearing loss is the third most prevalent, but treatable 
disabling condition, behind arthritis and hypertension. Ninety-five percent of those with a hearing 
loss are treated with hearing aids while 5% are treated through medical or surgical procedures.18

Causes of Presbycusis (Hearing Loss)

• Sensorineural hearing loss (or nerve-related deafness) involves damage to the inner ear 
caused by aging, pre-natal and birth-related problems, viral and bacterial infections, heredity, 
trauma, exposure to loud noise, fluid backup, or a benign tumor in the inner ear.  Almost all 
sensorineural hearing loss can be effectively treated with hearing aids. 

• Conductive hearing loss involves the outer and middle ear that may be caused by blockage of 
wax, punctured eardrum, birth defects, ear infection, or heredity, and often can be effectively 
treated medically or surgically. 

• Mixed hearing loss refers to a combination of conductive and sensorineural loss and means 
that a problem occurs in both the outer or middle and the inner ear.

•  Central hearing loss results from damage or impairment to the nerves or nuclei of the central 
nervous system, either in the pathways to the brain or in the brain itself. 19 
 

Tinnitus is defined as noises (ringing, whistling, booming, etc). in the ears.20  The constant 
buzzing and ringing sounds are very real to the individual but cannot be heard by others.  The 
constancy of these sounds can cause agitation and a feeling of “losing one’s mind.”  The American 
Academy of Audiology estimates there are 40-50 million Americans who suffer with tinnitus.  It can 
be caused by chronic ear or sinus infections, Meniere’s disease, certain medications, head and neck 
trauma, circulatory problems or misalignment of the jaw.  The condition continues to puzzle the 
medical scientists.21

The Hear-It Organization recommends the following ways to help tinnitus sufferers live with the 
condition:22

• Learn to relax.  

• Try to keep your mind occupied with activities or work.

• Try not to think about the ringing or buzzing sounds.

• Lower the intake of caffeine.



60

• Maintain a good sleeping pattern.  Do not sleep during the day.

• Be aware of environmental noise levels.

Ten Ways to Recognize Hearing Loss23

• Do you have a problem hearing over the telephone? 

• Do you have trouble following the conversation when two or more people are talking at the 
same time? 

• Do people complain that you turn the TV volume up too high? 

• Do you have to strain to understand conversation? 

• Do you have trouble hearing in a noisy background? 

• Do you find yourself asking people to repeat themselves? 

• Do many people you talk to seem to mumble (or not speak clearly)? 

• Do you misunderstand what others are saying and respond inappropriately? 

• Do you have trouble understanding the speech of women and children? 

• Do people get annoyed because you misunderstand what they say? 

Communication Tips24

 If you have a hearing loss caused by presbycusis or know someone who does, share these tips   
with family members, friends, and colleagues:

• Face the person who has a hearing loss so that he or she can see your face when you speak. 

• Be sure that lighting is in front of you when you speak. This allows a person with a hearing 
impairment to observe facial expressions, gestures, and lip and body movements that provide 
communication clues. 

• During conversations, turn off the radio or television. 

• Avoid speaking while chewing food or covering your mouth with your hands. 

• Speak slightly louder than normal, but don't shout. Shouting may distort your speech. 

• Speak at your normal rate, and do not exaggerate sounds. 

• Clue the person with the hearing loss about the topic of the conversation whenever possible. 

• Rephrase your statement into shorter, simpler sentences if it appears you are not being 
understood. 

• In restaurants and social gatherings, choose seats or conversation areas away from crowded or 
noisy areas. 



61

Smell/Taste Changes

 Our sense of smell changes very little as we age and our sense of taste changes slowly over 
time.  It is estimated a person has 245 taste buds on each of the tongue’s tiny elevations by age 30.  
But by age 70, the taste buds have declined to 88.  Many older adults complain that the food they 
eat tastes bland.  Sweet and salty tastes are the first to be affected. For those adults with high blood 
pressure or sodium-free diets, adding herbs to food is suggested to improve taste.

Touch

 As we age, our skin’s sensitivity decreases.  Therefore, our sense of touch also decreases.  The 
skin becomes thin, less taut and less elastic.  Tissue loss occurs directly below the skin.  The most 
common receptors we have are heat, cold, pain, and pressure or touch receptors. Pain receptors are 
probably the most important for safety because they protect the person by warning the brain that 
the body is hurt.25  Due to the skin’s changes and decreased sense of touch, the older person may 
not experience pain until the skin has already been injured (such as burns from hot bath water or 
bruises).

Cognitive Changes

 Cognition refers to the mental processes used for perceiving, remembering, and thinking. 
Research has determined that during our 30s and 40s, cognitive abilities and skills are at their 
greatest potential.  During our late 50s and early 60s, cognitive abilities stay about the same and then 
begin to decline, but only to a small degree.  An older adult may first begin to notice the effects of 
cognitive changes around age 70 and beyond. 

 Our cognitive ability involves several factors.  These are:

• Fluid and crystallized intelligence

• Attention span

• Processing speed

• Memory

 Fluid intelligence involves the ability to think and reason.  It includes the speed in which to 
analyze information, attention and memory.  It is believed that fluid intelligence declines with age.  
Crystallized intelligence involves all the accumulated information acquired through education and 
everyday life experiences.  It involves the ability to apply the skills and knowledge to problem solve. 

 Attention is necessary to be able to take in information, focus on bits of information and be 
able to pick and choose which to discard or use.  Research has indicated that attention skills decline 
with age.  Older adults find it difficult to distinguish between relevant and irrelevant information.  
They become easily distracted. 

 Processing speed also slows down as we age.  This involves the mental processing and reaction 
time to incoming information.  It may take an older individual a longer period to complete a task 
than a younger person.  
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 Memory is a complex function that can be divided into different types: short-term and long-
term memory.   Short-term memory, also known as immediate recall, is most affected by age. Short-
term memory requires being able to retain information that must be manipulated or transformed 
in some way. It is the use of conscious memory of facts and events, looking up a  number in a  
directory, closing the directory, and dialing it from memory.  Long-term memory involves the ability 
to retain acquired skills and reflexes, such as driving a car.  In general, memory tasks that are complex 
and require processing new information quickly may become more difficult with age. 

 Not everyone experiences cognitive changes.  Some are affected by cognitive changes more 
than others.  Some people with small cognitive changes found it did not cause a disabling effect on 
their daily activity functioning.  Many are learning ways to compensate for their cognitive loss as 
well as regain lost function.  Calendars, lists, voice recorders and other memory aids help minimize 
memory problems.26

Mobility Changes

 Older adults experience changes in their posture and gait.  Loss of muscle strength and 
muscle mass can make it difficult to move quickly, walk up stairs, and get in and out of a car, chair 
or bathtub.  They may have a slower reaction time.  Their walking pattern may become shorter and 
slower. Swinging of the arms may be less.  Altered postural control and balance are also affected by 
changes in central neurological mechanisms.27 The joints may become stiffer and less flexible.  Fluid 
in the joints may decrease and the cartilage may begin to rub together and erode, causing pain and 
inflammation.  Calcification (mineral deposits) may form in the joints.  Muscles may become rigid 
and lose tone with age.  These changes can cause higher risk for falls. Yet, functional mobility can be 
improved through participation in appropriate exercises.

Cardiopulmonary Changes

 With aging, there may be cardiovascular changes that can lead to a reduction in physical and 
mental ability and the development of heart and vascular disease.  As the heart changes, it becomes 
more difficult to pump a sufficient amount of blood through the body, causing stress on the organ.  
Other cardiovascular changes include the loss of elasticity and increased stiffness of the large arteries 
(hardening of the arteries).

 Pulmonary problems arise when the numbers of alveoli in the lungs decrease and the 
membranes thicken with age, making it difficult for gases to exchange.  This can lead to shortness 
of breath, fatigue, and elevated blood pressure.  In some cases, the individual may feel dizzy when 
changing positions such as moving from a sitting to a standing position (hypotension).    

 Aging may cause the muscles of the rib cage to deteriorate, further reducing the ability 
to breathe deeply, cough, and expel carbon dioxide.  As a consequence, the older adult is more 
susceptible to drug toxicity, has slower rate of healing after illness, and a lower response to stress. 

 It is critical that the older adult include exercise in their daily activities.  For an older adult, 
exercise increases the heart rate and blood pressure more than for a younger person. Also, the heart 
works harder to pump the blood and exertion comes more quickly. Consequences of cardiovascular 
changes are hypertension with the increased risk of stroke, heart attack, and congestive heart failure.  
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 Studies have found that older people who are active and adequately conditioned have a 
heartbeat and blood pressure rate almost similar to that of younger people.  Also, it is important to 
remember to lower the risks for cardiopulmonary disease by avoiding smoking, exercising moderately 
and consistently, and following a moderate caloric and low-fat diet.

Urinary Changes

 For the older person, the kidney decreases in size causing a reduction in muscle tone 
and bladder capacity.  This results in more frequent urination and may limit travel outside the 
home for long periods.  This limitation causes poor self-esteem for many older adults.  For men 
over 50, enlargement of the prostate gland can reduce the size of the channel for urine.  Bladder 
infections may arise if urine remains in the bladder too long since it is reduced in size and has lost 
elasticity.  “Due to neurological changes the time between the urge to void and the need to void has 
decreased—which means when older individuals feel the need to urinate they must do so quickly.”29

 Constipation is a frequent problem for older people.  Tissue changes cause the bowels to 
become sluggish.  Also, changes in thirst sensations may cause a reduction in the amount of liquid 
intake.  Drinking plenty of liquids, exercising, and eating plenty of roughage will help prevent 
constipation.

Gastrointestinal Changes

 During the aging progress, the gastrointestinal system produces less hydrochloric acid, 
digestive enzymes, and saliva.  There is also a decreased gag reflex. Mentioned earlier, there is also 
a reduction in the number of taste buds.  All of these changes can cause the person to experience 
gastrointestinal distress, impaired swallowing, or delayed emptying of the stomach.

 There is an impairment of the breakdown and absorption of food as well. Deficiencies of B, 
C, and K vitamins can occur and in most extreme cases, malnutrition.  If the person is not treated 
for this, these deficiencies can result in weakening of the capillaries, bruising easily, muscle cramping, 
appetite reduction, weakness, and mental confusion and/or illness.28

Integumentary Changes

 The integumentary system involves the teeth and mouth.  People over 55 have a tendency to 
develop decay in the neck of the tooth near the gum line.  For the older person, saliva changes occur 
which can cause drying of the mouth.  Due to this dryness, dentures do not fit well and can slip.  
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Resources

Alzheimer’s Association - http://www.alz.org/
The Alzheimer’s Association is the world leader in Alzheimer research and support.  Founded in 
1980, they support research into the prevention, treatment and eventual cure of Alzheimer’s. Their 
mission is to eliminate Alzheimer’s disease through the advancement of research and to enhance 
quality care and support for individuals, their families and caregivers.

American Foundation for the Blind – http://www.afb.org
The American Foundation for the Blind is a national nonprofit organization whose mission is to 
ensure that Americans who are blind or visually impaired enjoy the same rights and opportunities as 
other citizens. It promotes wide-ranging, systemic change by addressing the most critical issues facing 
the growing blind and visually impaired population—employment, independent living, literacy, and 
technology. In addition to its New York City headquarters, the American Foundation for the Blind 
maintains four national centers in cities across the United States, and a governmental relations office 
in Washington, DC.

AFB Headquarters 
11 Penn Plaza, Suite 300  

New York, NY 10001  
(212) 502-7600  (P)

1-800-AFB-LINE (232-5463)(P)
afbinfo@afb.net

American Tinnitus Association – http://www.ata.org
ATA is the national champion of tinnitus awareness, prevention, and treatment. Its mission is to 
silence tinnitus through education, advocacy, research, and support. The ATA will continue to meet 
this challenge by providing helpful, hopeful services and programs to people with tinnitus, their 
families and health care professionals, and the public.  Tinnitus Today is the American Tinnitus 
Association’s acclaimed quarterly journal for patients and healthcare professionals. The magazine 
contains up-to-date medical and research news, feature articles on urgent tinnitus issues, questions 
and answers, self-help suggestions, and feedback from others with tinnitus.

ATA National Headquarters 
PO Box 5 

Portland, OR 97207-0005 
(800) 634-8978 (P)
(503) 248-9985 (P)
(503) 248-0024 (F)

http://www.alz.org/
http://www.afb.org
mailto:afbinfo@afb.net
http://www.ata.org
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Better Hearing Institute – http://www.betterhearing.org
Created in 1973, the Better Hearing Institute is a not-for-profit corporation whose mission is to 
promote hearing healthcare across the United States by educating the public and medical professions 
about hearing loss, its treatment and prevention.  It is best known as the producer of public service 
announcements about hearing loss and the importance of appropriate treatment. BHI has operated a 
call center where consumers could ask questions about hearing loss. The organization has distributed 
helpful brochures about specific subjects important to consumers.

BHI
515 King Street, Suite 420

Alexandria, VA 22314 
(703)684-3391 (P)

Email: mail@betterhearing.org

DisabilityInfo.gov – http://www.disabilityinfo.gov
This website is a central gateway to the federal government’s disability-related information and 
resources. This easy-to-use web portal is a directory of government web links relevant to people with 
disabilities, their families, employers, service providers and other community members.  The New 
Freedom Initiative directed federal agencies to create DisabilityInfo.gov. It provides information 
regarding employment, education, housing, transportation, health, income support, technology, 
independent living, and civil rights.

Lighthouse International – http://www.lighthouse.org
Founded in 1905, it is a leading resource on vision impairment and vision rehabilitation.  It is a not-
for-profit organization that depends upon support from individuals, corporations and foundations.  
Its area of work includes vision rehabilitation services, education, research and advocacy.  It helps 
those who are partially sighted or blind to lead independent and productive lives.  They offer 
publications and other resources about vision.

Lighthouse International 
111 East 59th Street 

New York, NY 10022-1202 
(212) 821-9200 (P) or (800) 829-0500 (P) 

(212) 821-9707 (F) 
(212) 821-9713 (TTY)

Self Help for Hard of Hearing People – http://www.shhh.org
Self Help for Hard of Hearing People is the nation’s largest organization for people with hearing 
loss. SHHH exists to open the world of communication for people with hearing loss through 
information, education, advocacy and support.  Self Help for Hard of Hearing People believes that 
providing information to people with hearing loss, their family and friends, and hearing health 
professionals is critical.  Their website provides links to assistive technology, literature, resources, 
advocacy and a magazine.  They also hold international conferences.  They offer for purchase “A 

http://www.betterhearing.org
mailto:mail@betterhearing.org
http://www.disabilityinfo.gov
http://www.whitehouse.gov/news/releases/2002/08/20020828.html
http://www.whitehouse.gov/news/releases/2002/08/20020828.html
http://www.lighthouse.org
http://www.shhh.org
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Consumer’s Guide to Hearing Aids.”  It is a 24-page color booklet illustrating the different styles 
of hearing aids and comparing different models and features. The booklet illustrates the technology 
pyramid and provides hearing aid pricing.

Self Help for Hard of Hearing People  
7910 Woodmont Ave, Suite 1200  

Bethesda, Maryland 20814  
301-657-2248 (Voice)  
301-657-2249 (TTY)    
301-913-9413 (Fax) 

U. S. Census Bureau - http://www.census.gov
The U.S. Census Bureau collects and publishes information about the US population including 
the number of people living with disabilities and/or chronic conditions, data on transportation and 
housing, statistical data on minorities, income, poverty and population projections.

http://www.census.gov
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Part VIII:     
Chronic  
Conditions & 
Medications

Relevance to Centers for               
Independent Living (CILs)

 As a person ages, they may develop multiple 
chronic conditions.  An older adult’s functional 
status may be affected by a combination of multiple 
conditions treated by multiple medications.  This 
section covers the common chronic conditions 
that may affect older adults’ (age 60+) functional 
independence.  

 Chronic conditions and age-related changes 
may contribute to declining function and loss of 
independence.  They affect everyday activities such 
as activities of daily living (ADLs), driving, and 
employment.  CILs that understand the affects of 
these conditions will be able to provide information 
and training about assistive technology, self-advocacy, 
hiring a personal assistant, home modification and 
transportation to consumers, caregivers, and family 
members. 

 Due to the number of chronic conditions 
and age-related changes that an older consumer 
may experience, they may also be consuming large 
quantities (as many as 8 or more) of medications.  
The older adult who consumes large numbers of 
medications may have difficulty remembering to 
take their medications at the designated time, may 
overdose due to forgetfulness or the large number 
of medications prescribed, or may forget to take 
them at all.  The effects of medications can have 
a profound impact on performance.  A consumer 
may appear confused, disoriented or intoxicated 
because of over-medication, absence of medication 
or medication reaction. 

 A list of medications used for treating 
common chronic conditions and age-related changes 
is provided with the medications’ uses, potential side 
effects and potential interactions.  This information 
will enable CILs to tell whether the individual is 
unable to perform daily activities because of decline 
in physical or cognitive function or because of 
improper medication administration.
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Part VIII:  Chronic Conditions

Introduction

 This section provides CIL personnel with information about the most common chronic 
conditions that affect the functional status of older adults.  Generally, older adults are faced with 
age-related physical changes and at least one chronic condition.  Arthritis is the leading cause of 
disability in America with heart disease and stroke as the leading causes of death.  It is important to 
understand that these and other chronic conditions have a great impact on independence, safety and 
quality of life for older adults.  These conditions may cause the individual to seek help for assistance 
in their activities of daily living (ADLs) or instrumental activities of daily living (IADLs).  Since 
2000, it is known that two out of five people over the age of 70 need help with one or more daily 
activities.  Many older adults rely heavily on family and friends for assistance, while others do not 
receive the care they need.  By 2030, it is estimated that 21 million elderly people may need help 
with their activities due to functional limitations.

 Learning about the impact of the chronic conditions on functional status (causes, symptoms, 
suggested treatments and medications) will help the older adult understand their disabilities.  CILs 
are suited to assist these elders and their informal caregivers by providing training in assistive 
technology use, self-advocacy, hiring personal assistance, home modifications, and transportation.  
Support groups with other older adults may help lessen the fear and stress brought on by the decline 
of functional status.

What is a chronic condition?  A chronic condition is one that is persistent or continuous over 
an extended period.  They can be non-life threatening, such as allergies, or life threatening, such as 
high blood pressure. 1 Currently, there are 125 million people who suffer from chronic conditions.  
By 2030, it is expected that this number will rise to 171 million.  Seventy-seven percent of Medicaid 
spending is for those community-based persons living with chronic conditions.²  

 In 2002, the Center for Disease Control (CDC) reported that chronic conditions, which 
included heart disease, stroke, diabetes, and cancer, were among the most common, costly, and 
preventable of all health problems.  Chronic conditions are the leading causes of disability among 
adults and cause considerable pain, suffering and poor quality of life for millions of Americans.  
Medical care costs for people with chronic diseases account for more than 70% of the nation’s $1 
trillion spent on health care each year.3  The Center for Disease Control reports that two out of seven 
Americans die of a chronic disease. 4

 Due to advances in medicine and technologies, people are living longer and having more 
productive lives.  Older people have a much greater risk of suffering from chronic illnesses than 
younger people. Researchers have reported that life expectancy for women is higher than that for 
men. Because of this, women age 70+ are more likely to live alone and be disabled for longer periods 
of time.

  The CDC reported that activity limitations are common among elders who have arthritis 
and other musculoskeletal conditions, heart and other circulatory problems, vision and hearing 
difficulties, diabetes and respiratory problems.  Activity limitations were found to involve managing 
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personal care needs, activities of daily living (i.e. bathing, dressing), and instrumental activities of daily 
living (i.e. shopping, housekeeping, managing money).  Also, the CDC found that these limitations 
were much more common among the elderly than those in the working-age group (ages 18-44).5  “The 
prevalence of multiple chronic conditions increases with age.  A study by Reed and colleagues found 
that 37% of working-age Americans had at least one chronic health condition. 7 By age 65 and older, 
62% have two or more chronic conditions and by age 80 and older, 70% have five or more chronic 
conditions.6   

 On average, those with five or more chronic conditions fill about 50 prescriptions and visit 
their physicians 15 times per year. Twenty percent of Medicare recipients have five or more chronic 
conditions.8 According to a research study conducted by Johns Hopkins Bloomberg School of Public 
Health in November 2002, Medicare recipients age 65 and over with four or more chronic conditions 
were 99 times more likely to experience one or more hospitalizations that could have been prevented.9 

 “As people age and experience either age-related changes or functional limitations from 
chronic health conditions they must learn new ways of interacting within their physical environments 
to successfully carry out daily life activities.”10 The National Academy on an Aging Society reported, 
“on the whole, the conditions that are most common among older age groups require more care, are 
more disabling, and are more difficult and costly to treat than the conditions that are more common 
for younger age groups.  For the future, it will be important to find ways to help this growing, aging 
population live more active and productive lives. It will be equally important to recognize that 
different groups of chronically ill people will have different needs.”11

 The U.S. does not have an effective system to care for chronic conditions. The available system 
of care is fragmented, inappropriate and difficult to obtain.12  One out of three people with chronic 
conditions do not understand the eligibility requirements for services, how to access the services, or 
who provides the services.13  Many services essential to caring for the chronically ill and disabled —
including supportive care, rehabilitation and prevention of secondary conditions such as bedsores and 
depression—may be non-medical in nature, provided at home, and require healthcare workers other 
than physicians and little or low technology.14

                                             Leading Causes of Disability of U. S. Adults, 199919

15

Engaging in an active lifestyle with good nutrition and exercise can help prevent the onset 
of these chronic conditions.   According to the World Health Organization (WHO), “sedentary 
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lifestyles increase all causes of mortality, double the risk of cardiovascular diseases, diabetes, obesity, 
and increase the risks of colon cancer, high blood pressure, osteoporosis, lipid disorders, depression 
and anxiety.”15  WHO states physical inactivity can have serious implications for people’s health.  
Approximately two million deaths per year are attributed to physical inactivity, prompting WHO 
to issue a warning that a sedentary lifestyle could very well be among the 10 leading causes of 
death and disability in the world.  Sixty to eighty-five percent of people in the world—from both 
developed and developing countries—lead sedentary lifestyles, making it one of the more serious yet 
insufficiently addressed public health problems of our time.  Physical inactivity, along with increasing 
tobacco use and poor diet and nutrition, are increasingly becoming part of today’s lifestyle leading to 
the rapid rise of diseases such as cardiovascular diseases, diabetes, or obesity. 16

 AARP reports the number one fear of older people with disabilities is losing their 
independence. Chronic conditions can impact the functional ability of older adults. Study 
participants, age 50+, indicated that at some point they may need assistance with their daily activities 
and thought their family would help them.  But those of lower economic status were found to be at 
a higher risk. The key components for all people needing assistance include a physical environment 
and social network that would support them.17   Judy Heumann, co-founder of the World Institute 
on Disability said, “Independent living is not doing things for yourself, but having the control over 
how things are done.”18
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Resources

American Heart Association (AHA) – http://www.americanheart.org
In working to fulfill its mission to reduce disability and death from cardiovascular diseases, the American 
Heart Association encourages federal, state and local legislators to support public policies that advance 
the fight against heart disease, stroke and other cardiovascular diseases.  This organization provides 
information to the public about various diseases and conditions that affect the heart, their warning signs, 
treatment or preventive measures to reduce risk. 

American Heart Association 
National Center 

7272 Greenville Avenue 
Dallas, TX 75231

 1-800-242-8721 (P)

American Diabetes Association (ADA) – http://www.diabetes.org
The American Diabetes Association is the nation’s leading nonprofit health organization providing 
diabetes research, information and advocacy.  The mission of the Association is to prevent and cure 
diabetes and to improve the lives of all people affected by diabetes.

American Diabetes Association 
Attn: National Call Center 

1701 North Beauregard Street 
Alexandria, VA 22311

1-800-DIABETES (1-800-342-2383) (P)

American Cancer Society (ACS) – http://www.cancer.org
The American Cancer Society is the nationwide community-based voluntary health organization 
dedicated to eliminating cancer as a major health problem by preventing cancer, saving lives, and 
diminishing suffering from cancer, through research, education, advocacy, and service.  ACS is 
committed to fighting cancer through balanced programs of research, education, patient service, 
advocacy, and rehabilitation. Headquartered in Atlanta, Georgia, the ACS has state divisions and more 
than 3,400 local offices.

American Cancer Society
1599 Clifton Road, NE

Atlanta, GA  30329
Toll: 1-800-227-2345
 (404) 320-3333 (P)
(404)329-5787(F)

American Lung Association (ALA) – http://www.lungusa.org
An organization dedicated to the prevention, cure and control of lung diseases such as asthma, 
emphysema, tuberculosis, and lung cancer.  The Association offers community service, public health 
education, advocacy, and research.

American Lung Association
1740 Broadway

New York, NY  10019-4374
 1-800-586-4872 (toll free)

(212) 315-8700 (P)

http://www.americanheart.org
http://www.diabetes.org
http://www.cancer.org
http://www.lungusa.org
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American Stroke Association (ASA) – http://www.strokeassociation.org
A division of the American Heart Association, ASA provides the Stroke Family Warmline, a toll-free 
information and referral service offering lists of certified doctors who are stroke specialists, volunteer stroke 
survivors and family members.  Callers receive support and can request free information.  ASA publishes 
Stroke Connection, a priced subscription magazine for survivors and families.

American Stroke Association 
National Center 

7272 Greenville Avenue 
Dallas TX 75231

1-888-4STROKE (478-7653) (P)

Arthritis Foundation - http://www.arthritis.org
A nonprofit, volunteer organization focusing on research and information to cure, prevent, or better 
treat arthritis and related diseases.  Contact the Arthritis Foundation for information on arthritis, related 
diseases (such as lupus, fibromyalgia and rheumatism), and referrals to local chapters, specialists, or 
support groups.  Publications and videos are available on topics such as self-help and exercise therapy.

Arthritis Foundation (AF)
National Office

1330 West Peachtree Street
Atlanta, GA  30309

 1-800-283-7800 (toll free) (P)
(404) 965-7537 (P)
(404) 872-0457 (F)

Bone & Joint Decade (2002-USA-2011) – http://www.boneandjointdecade.org/usa
On January 13, 2000, the Bone and Joint Decade was formally launched at the headquarters of the World 
Health Organization in Geneva, Switzerland.  The Bone and Joint Decade is a global, multi-disciplinary 
initiative targeting the care of people with musculoskeletal conditions--bone and joint disorders. Its focus is 
on improving your quality of life as well as advancing the understanding and treatment of those conditions 
through research, prevention and education. Their site provides information and the latest news, 
presentations, and research about bone and joint diseases around the world.  Supporting organizations of 
the Bone and Joint Decade are engaged in developing new research and education programs that will bring 
about significant advances in the knowledge, diagnosis and treatment of musculoskeletal conditions, and 
increase the number of resources at the disposal of the healthcare profession and the public at large. 

United States Bone and Joint Decade, NFP (USBJD) 
  6300 North River Road 

  Rosemont, IL 60018 
(847) 384-4010 (P)
(847) 823-0536 (F)

Email: usbjd@usbjd.org

HealingWell.com – http://www.HealingWell.com
HealingWell.com is an information resource for patients, caregivers, and families coping with diseases, 
disorders and chronic illness. It offers health resources and interactive tools to enable patient’s to take 
control of their illness and start the healing process. These include medical news, feature articles, doctor-
produced video web casts, message boards and chat rooms, email, web site hosting (yoursite.healingwell.
com), health e-greeting cards, newsletters, books and reviews, and resource directories. However, they do 
not provide medical advice or answer medical related questions.

http://www.strokeassociation.org
http://www.arthritis.org
http://www.boneandjointdecade.org/usa
mailto:usbjd@usbjd.org
http://www.HealingWell.com
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Medline Plus Health – http://www.medlineplus.gov
This website has health information from the world’s largest medical library, the National Library of 
Medicine. Its information is always up to date. “It has extensive information from the National Institutes 
of Health and other trusted sources on over 650 diseases and conditions. There are also lists of hospitals 
and physicians, a medical encyclopedia and a medical dictionary, health information in Spanish, 
extensive information on prescription and nonprescription drugs, health information from the media, 
and links to thousands of clinical trials. Medline Plus is updated daily. There is no advertising on this site, 
nor does Medline Plus endorse any company or product.”

National Center for Chronic Disease Prevention and Health Promotion – http://www.cdc.gov/nccdphp
CDC’s National Center for Chronic Disease Prevention and Health Promotion is at the forefront of the 
nation’s efforts to prevent and control chronic diseases. The center conducts studies to better understand 
the causes of these diseases, supports programs to promote healthy behaviors, and monitors the health of 
the nation through surveys. Critical to the success of these efforts are partnerships with state health and 
education agencies, voluntary associations, private organizations, and other federal agencies.  Information 
on health topics from A-Z is provided.  Recently the CDC posted The Burden of Chronic Diseases and 
Their Risk Factors: National and State Perspectives 2004 on its website.  To access the document, visit 
http://www.cdc.gov/nccdphp/burdenbook2004/index.htm.

National Center for Injury Prevention and Control of the Centers for Disease Control and Prevention 
– http://www.cdc.gov/ncipc
The National Center for Injury Prevention and Control (NCIPC) works to reduce morbidity, disability, 
mortality, and costs associated with injuries.  Its website provides information about injury care, violence, 
unintentional injuries, and resources and health topics from A-Z.

National Center for Injury Prevention and Control 
Mailstop K65 

4770 Buford Highway NE 
Atlanta, GA 30341-3724 

 (770) 488.1506 (P)
(770) 488.1667 (F) 

Email: OHCINFO@cdc.gov

National Diabetes Information Clearinghouse – http://www.niddk.nih.gov
The National Diabetes Information Clearinghouse is funded by the National Institute of Diabetes 
and Digestive and Kidney Diseases, part of the National Institutes of Health.  The Clearinghouse 
provides referrals to diabetes specialists and organizations and searches from its database of patient and 
professional educational materials.  Publications are available upon request on topics such as alternative 
therapies, controlling diabetes, complications of diabetes, and diabetes in Asian, Hispanic, and other 
ethnic groups.

National Diabetes Information Clearinghouse
National Institute of Diabetes and Digestive and Kidney Diseases

National Institutes of Health
1 Information Way

Bethesda, MD  20892-3560
 1-800-860-8747 (P)
(301) 654-3327 (P)
(301) 907-8906(F)

http://www.medlineplus.gov
http://www.cdc.gov/nccdphp
http://www.cdc.gov/nccdphp/burdenbook2004/index.htm
http://www.cdc.gov/ncipc
http://www.cdc.gov/ncipc/request2.htm
http://www.niddk.nih.gov
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National Health Council – http://www.nhcouncil.org
The council and its member organizations share a common objective:  improving the health of all 
people, particularly those with chronic diseases and/or disabilities.  It’s mission is to promote the health 
of all people by advancing the voluntary health movement.  Volunteers drive the movement by working 
together toward prevention, treatment, and cure of diseases and disability.  

National Health Council
1730 M. Street, NW, Suite 500
Washington, D.C.  20036-4505

  (202) 785-3910 (P)
(202) 785-5923 (F)

Email:  info@nhcouncil.org

National Health Information Center (NHIC) – http://www.health.gov/nhic
This information center is a service of the federal government, links consumers and health professionals 
with resources and information.  The Center provides health information, contacts for federally 
supported health information centers, lists of national health observances, and toll-free numbers 
sponsored by the federal government.

National Health Information Center
Office of Disease Prevention and Health Promotion

Department of Health and Human Services
P.O. Box 1133

Washington, DC  20013-1133
 (800) 336-4797) (P)
(301) 565-4167 (P)
(301) 984-4256 (F)

National Osteoporosis Foundation – http://www.nof.org
The National Osteoporosis Foundation is a nonprofit, voluntary health organization dedicated to 
promoting lifelong bone health to reduce the widespread prevalence of osteoporosis and related fractures.  
It works to find a cure for osteoporosis through research, education, and advocacy.  The Foundation 
provides general information on osteoporosis through its quarterly newsletter and booklets.

National Osteoporosis Foundation
1232 22nd Street, NW

Washington, DC  20037-1292
  (202) 223-2226 (P)
(202)223-2237 (F)

National Multiple Sclerosis Society – http://www.nmss.org
The mission of the National Multiple Sclerosis Society is to end the devastating effects of MS.  It provides 
accurate, up-to-date information to persons with MS, their families, and healthcare providers.  The 
Society and its network of chapters nationwide promote research, educate, advocate on critical issues, and 
organize a wide range of programs.

The National Multiple Sclerosis Society 
733 Third Avenue 

New York, NY 10017
1-800-FIGHT MS (P)

(Check their website for your local chapter’s mailing address and  number)

http://www.nhcouncil.org
http://www.health.gov/nhic
http://www.nof.org
http://www.nmss.org
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Robert Wood Johnson Foundation (RWJF):  http://www.rwjf.org/index.jsp
The Robert Wood Johnson Foundation seeks to improve the health and health care of all Americans.  
Two of the areas they focus on in grant-making are: to improve the quality of care and support for 
people with chronic health conditions and to promote healthy communities and lifestyles.  Grantees 
are as varied as the challenges they tackle. They include: hospitals, medical, nursing, and public 
schools, hospices, professional associations, research organizations, state and local government 
agencies, and community groups.

The RWJF has made eight awards as part of its Community Partnerships for Older Adults Program.  
The grantees received an average of $750,000.  The purpose is to promote collaboration between local 
agencies in helping older people at risk of being disabled due to low-economic status, race or ethnicity, 
chronic illness or advanced age.  For more information, contact RWJF at (609) 627-5937 or www.
partnershipsforolderadults.org.
 
SafetyLit (Injury Prevention Literature Update) – http://www.safetylit.org
SafetyLit provides information about the occurrence and prevention of injuries that is available 
from many sources and disciplines. SafetyLit staff and volunteers regularly examine more than 300 
journals and scores of reports from government agencies and organizations. The weekly update is 
posted before 6 a.m. GMT every Monday morning. They provide a free email announcement of 
the titles, authors, and publishers of the abstracts included in each weekly update. An online form is 
available for those who would like to subscribe to this service.

SafetyLit  
6505 Alvarado Road, Suite 208 

San Diego, CA 92120, USA 
(619) 594-3691 (P) 
 (619) 594-1995 (F)

United Seniors Health Cooperative – http://www.unitedseniorshealth.org
The United Seniors Health Cooperative is a nonprofit organization dedicated to helping older 
consumers, caregivers, and professionals.  The Council produces publications on topics such as 
financial planning, managed care, and long-term care insurance.  

United Seniors Health Cooperative
409 3rd Street, NW, Suite 200

Washington, DC  20024
  1-800-637-2604 (toll free)

(202) 479-6973 (P)
  (202) 479-6660 (F)

World Health Organization – http://www.who.int.en
The World Health Organization (WHO), the United Nations specialized agency for health, was 
established on April 7,1948. WHO’s objective, as set out in its constitution, is the attainment by all 
peoples of the highest possible level of health. Health is defined in WHO’s Constitution as a state of 
complete physical, mental and social well-being and not merely the absence of disease or infirmity.
It’s website provides information about each country that is a member of WHO, WHO projects, 
initiatives, activities, information products, and contacts, organized by health and development 
topics, online book shop, WHO’s library database, and other links to information about health, 
disease, aging, etc. 

http://www.rwjf.org/index.jsp
www.partnershipsforolderadults.org
www.partnershipsforolderadults.org
http://www.safetylit.org
http://www.safetylit.org/week/journals.htm
http://www.safetylit.org/week/newmenu.htm
http://www.safetylit.org/subscribe.htm
http://www.unitedseniorshealth.org
http://www.who.int.org
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Medication Resources

WebMD- provides drug information gathered from databases provided by Multum Information 
Services, Inc.  The types of information available about medications include: a description of the 
medication and its appearance, a description of who should not take it, possible side effects, use of 
the medication, topics to discuss with a doctor before taking the medication, how the medication 
should be taken, what to do if a dose is missed, symptoms of an overdose, what to avoid when taking 
the medication, other medications that may interact with the medication, and brand names of the 
medication.

To use WebMD for medication information go to http://www.webmd.com/ and click on WebMD 
Health.  Under Medical Info, click on drugs and herbs.  Under look up drugs and supplements, click 
on start here.  The user must agree to the  conditions of use and then may search for a particular 
medication by typing the name or clicking on the letter the medication starts with and choosing it 
from a list presented.

PDR Health- the information provided at this site is written in easy to understand terms and is 
based on the FDA approved information that is available in the Physician’s Desk Reference.  The 
types of information available about medications include: use of the medication, important facts 
about the drug, how the medication should be taken, potential side effects, warnings/ precautions, 
possible food and drug interactions with the medication of interest, recommended dosage, overdose 
symptoms, and the appearance of the medication.

To use PDR Health, go to http://www.gettingwell.com/ and click on drug information.  Then you 
can either type in the name of the drug or click on the type of drug (prescription, over-the-counter, 
herbal, or a supplement).  After clicking the type of drug, click on the letter the drug begins with and 
its name.

Medline Plus- this website is sponsored by the U.S. National Library of Medicine and the National 
Institutes of Health.  It contains information on medications and contains a medical encyclopedia 
and dictionary.  The site utilizes MedMaster from the American Society of Health-System 
Pharmacists (ASHP) and the USP DI Advice for the Patient from the United States Pharmacopeia 
(USP) to provide information on prescription and over-the-counter medications.  The type of 
information available on medications includes: brand names in the U.S. and Canada, use for the 
medication, available forms of the medication (liquid, capsules, tablet), precautions,  warnings, 
proper use and dosing of the medication, what to do if a dose is missed, storage of the medication, 
potential side effects, and precautions while using the medication.

To use Medline Plus, go to http://www.nlm.nih.gov/medlineplus/druginformation.html and click 
on the first letter of the medication.  Then locate the name of the medication in the list and click on 
either MedMaster or USP DI below the name to view information.

http://www.webmd.com/ 
http://www.nlm.nih.gov/medlineplus/druginformation.html
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Part VIII:  Chronic Conditions & Medications

Section A:  Heart Disease and Stroke
 The leading cause of death of Americans is heart disease.  Heart disease is a type of 
cardiovascular disease that includes various heart conditions, such as high blood pressure and 
stroke. Stroke is the third leading cause of death.  According to the American Heart Association, 
approximately half of stroke deaths occur before the person reaches the hospital.¹ Heart disease and 
stroke involves the heart and its arteries.  

 Coronary heart disease is a result of the narrowing of the heart arteries, which can decrease 
the blood and oxygen supply to the heart.  This leads to a heart attack or chest pain.  A heart 
attack occurs when there is a sudden blockage to the coronary artery, usually by a blood clot.  If 
cholesterol and fatty deposits build up in the heart’s arteries, less blood reaches the heart muscle. This 
damages the heart muscle, and the healthy heart tissue that remains has to work harder.  The person 
experiences chest pain when the heart does not receive enough blood.  According to the CDC, “two 
of the major independent risk factors for cardiovascular disease are high blood pressure and high 
blood cholesterol. About 90% of middle-aged Americans will develop high blood pressure in their 
lifetime, and nearly 70% of people with high blood pressure do not have it under control.”²

 Another type of heart disease is a heart rhythm disorder commonly known as arrhythmias.  
It is due to an interference of the regular beating rhythm of the heart. This includes disorganized, 
disrupted and fast beating of the heart, heart murmurs and other undetermined disorders.  Two-
million Americans live with atrial fibrillation with little consequence while in others it can lead to 
heart disease, stroke or heart attack.³

 Congestive heart failure (CHF) is also a type of heart disease.  It is often considered the end-
stage of heart disease.  It is a condition where the heart cannot pump enough blood to the body’s 
other organs.4 Uncontrolled blood pressure doubles a person’s risk of developing heart failure. When 
pressure within the blood vessels is too high, the heart has to pump harder than normal to keep the 
blood circulating. This takes a toll on the heart, and over time the heart chambers become larger and 
weaker.  When performing daily activities, the individual with CHF will fatigue easily and experience 
shortness of breath.

 Nearly 5 million Americans are living with heart failure with 550,000 new cases diagnosed 
each year.  Although more than half of the population with heart disease is under the age of 65, the 
elderly are affected to a much greater extent.5  The elderly are more likely to experience heart attacks 
and chest pains.  The prevalence of heart disease is greater in older men, males of African-American 
descent, those from lower economic status, and people who have less than a high school education.  

 A stroke occurs when a blood vessel carrying oxygen and nutrients to the brain is blocked or 
bursts. When that happens, part of the brain cannot get the blood and oxygen it needs and starts to 
die.  As part of the brain dies from the lack of blood flow, it affects the part of the body controlled 
by the dying portion of the brain. Strokes can cause paralysis, affect language and vision, and cause 
various other problems. One side of the brain controls the opposite side of the body.  For example, if 
the stroke occurs in the brain’s right side, the left side of the body (and the right side of the face) will 
be affected, which could produce any or all of the following: 6
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• Paralysis on the left side of the body   

• Vision problems   

• Impulsive, inquisitive behavioral style   

• Memory loss 
 If the stroke occurs in the left side of the brain, the right side of the body (and the left side of  
the face) will be affected, producing some or all of the following: 

• Paralysis on the right side of the body   

• Speech/language problems (slurred speech, word finding problems)  

• Slow, cautious behavioral style   

• Memory loss 

 Elders diagnosed with heart disease and stroke are more likely to have difficulties with every 
day activities.  These activities include self-care (i.e. bathing, dressing, eating, and toileting), mobility 
skills (i.e. use of toilet, walking, getting in and out of bed), and other skills (i.e. communication, 
vision, memory). Those with heart disease spend five or more days in bed due to fatigue and 
shortness of breath. 
 High blood pressure, diabetes, smoking and a sedentary lifestyle are contributing factors 
to heart disease and stroke.  “Although many cardiovascular diseases (CVDs) can be treated or 
prevented, an estimated 17 million people die of CVDs each year.  A substantial number of these 
deaths can be attributed to tobacco smoking, which increases the risk of dying from coronary heart 
disease and cerebrovascular disease 2–3 fold.  The risk increases with age and is greater for women 
than for men.  In contrast, cardiac events fall 50% in people who stop smoking and the risk of 
CVDs, including acute myocardial infarction, stroke and peripheral vascular disease, also decreases 
significantly over the first two years after smoking cessation.”7

Blood pressure classification for adults age 18 and older 

Blood Pressure Category Systolic (mmHg) Diastolic (mmHg)

Normal* Less than 120 And Less than 80

Pre-hypertension 120 -139 Or 80 - 89

Hypertension, Stage 1 140 – 159 Or 90 - 99

Hypertension, Stage 2 160 – higher Or 100 - higher

*Unusually low readings should be evaluated for clinical significance, chart available, see reference #8. 8

 Hypertension usually affects people later in life, age 55 and over.  Blacks and elderly women 
are more susceptible to developing hypertension.  Those with hypertension are reported to be more 
ill with chronic conditions and use more health care services than those without hypertension.
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Resources

American Heart Association – http://www.americanheart.org
Their mission is to reduce disability and death from cardiovascular diseases and stroke.  Literature is 
available for the consumer, caregivers and health professionals about these diseases.

American Heart Association 
National Center 

7272 Greenville Avenue 
Dallas, TX 75231

American Stroke Association –www.strokeassociation.org 

American Stroke Association
National Center 

7272 Greenville Avenue 
Dallas, TX 75231

http://www.americanheart.org
www.strokeassociation.org
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Heart and High Blood Pressure Medications

Nitroglycerin/ Nitrogard/ Nitrostat:

Uses:  For relief of chest pain due to coronary artery disease.

Potential side effects:  Vertigo, dizziness, weakness, palpitation, headache, nausea, vomiting, 
weakness, sweating, fainting, flushing, rash

Medications that may interact:  High blood pressure medications, beta-adrenergic blockers, 
phenothiazines, calcium channel blockers, alcohol, aspirin, alteplase, ergotamine, heparin, 
dihydroergotamine, viagra

Adalat/ Procardia (Nifedipine):

Uses:   Relieves chest pain and used for high blood pressure

Potential side effects:  Edema, headache, flushing, dizziness

Medications that may interact:  Alfuzosin, grapefruit juice, digoxin, cimetidine

Propranolol/ Inderal:

Uses:  A beta-blocker, for the treatment of high blood pressure, chest pain, irregular heart beats; helps 
prevent migraines; and relieves severe tremors

Potential side effects:  Decreased sexual ability, drowsiness, trouble sleeping, tiredness, weakness, slow 
heart beat, dizziness, difficulty breathing, swelling, depression, cold hands and feet

Medications that may interact:
Reserpine, calcium-channel-blocking drug, haloperidol, aluminum hydroxide gel, alcohol, 
phenytoin, phenobarbitone, rifampin, chlorpromazine, antipyrine, lidocaine, thyroxine, cimetidine, 
theophylline

Isosorbide mononitrate/ Ismo/ Imdur/ Monoket:

Uses:  To treat long-term chest pain associated with coronary artery disease.

Potential side effects:  Headache, dizziness

Medications that may interact:  Other vasodilators, calcium channel blockers, alcohol
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Vasotec ( Enalapril, Enalaprilat, ACE inhibitor):

Uses:  Used for high blood pressure and congestive heart failure

Potential side effects:  Hypotension, dizziness

Medications that may interact:  Diuretics, non-steroidal anti-inflammatory drugs, lithium, potassium 
salts

Digoxin (Digitalis, Lanoxin):

Uses:  Congestive heart failure and irregular heart rhythms (atrial fibrillation)

Potential side effects:   Anorexia, nausea, diarrhea, vomiting, blurred or yellow vision, headache, 
weakness, dizziness, apathy, confusion, anxiety, depression, delirium, and hallucination.

Medications that may interact:  Diuretics, calcium, quinidine, verapamil, amiodarone, propafenone, 
indomethacin, itraconazole, alprazolam, spironolactone, erythromycin, clarithromycin, tetracycline, 
propantheline, diphenoxylate, antacids, kaolin-pectin, sulfasalazine, neomycin, cholestyramine, 
certain anticancer drugs, metoclopramide, and Rifampin

Pravastatin/ Pravachol:

Uses:  To lower blood cholesterol on those at risk of stroke or heart disease

Potential side effects:  Headache

Medications that may interact:  Erythromycin, cyclosporine, niacin, fibrates, cholestyramine, 
colestipol, gemfibrozil

Verapamil/ Calan SR/ Covera-HS/ Isoptin SR, Verelan:

Uses:  A calcium channel blocker, for the treatment of high blood pressure

Potential side effects:  Constipation

Medications that may interact:  Alcohol, cyclophosphamide, oncovin, procarbazine, prednisone, 
vindesine, adriamycin, cisplatin, doxorubicin, aspirin, beta-blockers, digitalis, vasodilators, 
angiotensin-converting enzyme inhibitors, diuretics, prazosin, disopyramide, flecainide, quinidine, 
lithium, carbamazepine, rifampin, phenobarbital, cyclosporine, theophylline

Digoxin (Digitalis, Lanoxin):

Uses:  Congestive heart failure and irregular heart rhythms (atrial fibrillation)



87

Potential side effects:   Anorexia, nausea, diarrhea, vomiting, blurred or yellow vision, headache, 
weakness, dizziness, apathy, confusion, anxiety, depression, delirium, and hallucination.

Medications that may interact:  Diuretics, calcium, quinidine, verapamil, amiodarone, propafenone, 
indomethacin, itraconazole, alprazolam, spironolactone, erythromycin, clarithromycin, tetracycline, 
propantheline, diphenoxylate, antacids, kaolin-pectin, sulfasalazine, neomycin, cholestyramine, 
certain anticancer drugs, metoclopramide, and Rifampin

Cardizem (Diltiazem):

Uses:  Relieves chest pain and used for high blood pressure

Potential side effects:  Headache, dizziness 

Medications that may interact:  Beta-blockers, cimetidine, digoxin, anesthetics, carbamazepine, 
alfuzosin, astemizole, cisapride, grapefruit juice, pimozide, and terfenadine

Adalat/ Procardia (Nifedipine):

Uses:   Relieves chest pain and used for high blood pressure

Potential side effects:  Edema, headache, flushing, dizziness

Medications that may interact:  Alfuzosin, grapefruit juice, digoxin, cimetidine

Toprol XL / Lopressor(Metoprolol succinate, beta-blocker):

Uses:  Relieves chest pain and used for high blood pressure, heart failure

Potential side effects:  Tiredness and dizziness, depression, mental confusion, bradycardia, shortness 
of breath, diarrhea, rash

Medications that may interact:  Reserpine, monoamine oxidase (MAO) inhibitors, quinidine, 
fluoxetine, paroxetine, propafenone, and clonidine

Note: this medication should not be stopped abruptly

Vasotec ( Enalapril, Enalaprilat, ACE inhibitor):

Uses:  Used for high blood pressure and congestive heart failure

Potential Side Efftects:  Hypotension, dizziness

Medications that may interact:  Diuretics, non-steroidal anti-inflammatory drugs, lithium, potassium 
salts
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Catapres TTS (patch), Clonidine skin patch:

Uses:  Used for high blood pressure

Potential side effects:  Dry mouth, drowsiness, fatigue, headache, lethargy, sedation, localized skin 
reactions and rashes, fever, and pallor

Medications that may interact:  Alcohol, barbiturates or other sedating drugs, tricyclic 
antidepressants, digitalis, calcium channel blockers and beta-blockers, amitriptyline

Dynacric (Isradipine, calcium channel blocker):

Uses:  Used for high blood pressure

Potential side effects:  Dizziness, edema, palpitations, flushing, tachycardia, headache, edema, 
dizziness, palpitations, and gastrointestinal disturbances

Medications that may interact:  Cimetidine, rifampicin, fentanyl anesthesia, alfuzosin, grape fruit 
juice

Accupril (Quinapril hydrochloride, ACE inhibitor):

Uses:  Used for high blood pressure and heart failure

Potential side effects:  Dizziness, fatigue, coughing, hypotension

Medications that may interact:  Diuretics, potassium salts, tetracycline, lithium

Atenolol (Tenormin, beta-blocker):

Uses: Used for high blood pressure, relieving chest pain, and to prevent migraines

Potential side effects: Dizziness, nausea, bradycardia, hypotension

Medications that may interact: Verapamil, diltiazem, reserpine, calcium channel blockers, clonidine, 
and indomethacin 

Note: this medication should not be stopped abruptly

Norvasc (Amlodipine, calcium channel blocker):

Uses: Used for high blood pressure and to relieve chest pain

Potential side effects: Headache, edema

Medications that may interact: Alfuzosin
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Dyazide (Maxide, hydrochlorothiazide/ triamterene, a diuretic):

Uses: Used to treat water retention, swelling, high blood pressure

Potential side effects: Dizziness, headache, fatigue, weakness, nausea, vomiting, diarrhea, 
constipation, increased hunger or thirst, increased urination, swelling, sun sensitivity

Medications that may interact: Potassium salts, chlorpropamide, indomethacin, anti-inflammatory 
drugs, lithium, methenamine

Zestril (Lisinopril, Prinivil, ACE inhibitor):

Uses: Used for high blood pressure and heart failure

Potential side effects: Cough, headache, dizziness, fatigue, asthenia, hypotension

Medications that may interact: Diuretics, indomethacin, potassium salts, lithium

Lipitor (Atorvastatin):

Uses: Used to lower cholesterol

Potential side effects: Constipation, flatulence, dyspepsia, and abdominal pain

Medications that may interact: Cyclosporine, fibric acid derivatives, niacin, erythromycin, azole 
antifungals, and digoxin

Furosemide/ Lasix:

Uses: Used for high blood pressure, swelling

Potential side effects: Dry mouth, increased thirst, headache, dizziness, constipation, rash, jaundice, 
sun sensitivity, and nausea

Medications that may interact: Aminoglycoside antibiotics, ethacrynic acid, salicylates, tubocurarine, 
succinylcholine, lithium, sucralfate, indomethacin, and anti-inflammatory drugs

Isosorbide mononitrate (Ismo, Imdur, Monoket):

Uses: Used for coronary artery disease and related chest pain

Potential side effects: Headache, dizziness

Medications that may interact: Calcium channel blockers, organic nitrates, and alcohol
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Aldomet (Methyldopa):

Uses: Used for high blood pressure

Potential side effects: Sedation, headache, asthenia, and weakness

Medications that may interact: Other anti-hypertensive drugs, anesthetics, lithium, ferrous sulfate, 
ferrous gluconate, and monoamine oxidase (MAO) inhibitors

Blood Thinners

Aspirin/ Ascriptin/ Bayer/ Ecotrin/ Empirin/ Zorprin/ :

Uses: Relieves mild to moderate pain, used to thin blood to reduce the risk of heart attack or stroke

Potential side effects: Stomach pain, stomach ulcer, diarrhea, constipation, nausea, vomiting, gas, 
heartburn

Medications that may interact: Alcohol, alendronate, antacids, anti-inflammatory medications, 
prednisone, cortisone, other blood thinners, diabetes medications, gout medications, methotrexate, 
Pepto-Bismol, medications for seizures

Coumadin/ Warfarin:

Uses: Prevents and treats blood clots

Potential side effects: Hemorrhage, paralysis, numbness, tingling, pain, dizziness, shortness of 
breath, swelling, weakness, low blood pressure, purple toes syndrome, hepatitis, jaundice, fever, rash, 
abdominal pain, fatigue, nausea, vomiting, diarrhea, headache, hair thinning, cold intolerance

Medications that may interact: Other blood thinners, cholesterol medications, alcohol, allopurinol, 
amiodarone, antibiotics, anti-inflammatory medications, aprepitant, acetaminophen, azathioprine, 
barbiturates, bosentan, cimetidine, cyclosporine, disulfiram, female hormones, fish oil supplements, 
influenza virus vaccine, male hormones, cancer medications, heart rhythm medications, blood 
pressure medications, quinidine, quinine, seizure medications, thyroid medications, tolterodine, 
vitamin K

Plavix/ Clopidogrel:

Uses: To prevent future stroke or heart attack with people who have already experienced a stroke or 
heart attack

Potential side effects:  Chest pain dizziness, hemorrhage, bruising, rash

Medications that may interact:  Anti-inflammatory medications, warfarin, phenytoin, tamoxifen, 
tolbutamide, torsemide, fluvastatin
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Heparin:

Uses:  Prevents blood clots and keeps existing clots from getting bigger

Potential side effects:  Hemorrhage, local irritation at injection site, chills, fever, rash, decreased 
number of platelets, osteoporosis, hair thinning

Medications that may interact:  Warfarin, dicumarol, acetylsalicylic acid, dextran, phenylbutazone, 
ibuprofen, indomethacin, dipyridamole, hydroxychloroquine, digitalis, tetracyclines, nicotine, 
antihistamines

Diuretics

Dyazide (Hydrochlorothiazide, Triamterene, Maxide)

Uses:  Used to treat water retention, swelling, high blood pressure

Potential side effects:  Dizziness, headache, fatigue, weakness, nausea, vomiting, diarrhea, 
constipation, increased hunger or thirst, increased urination, swelling, sun sensitivity

Medications that may interact:  Potassium salts, chlorpropamide, indomethacin, anti-inflammatory 
drugs, lithium, methenamine

Furosemide/ Lasix

Uses:
Used for high blood pressure, swelling

Potential side effects:  Dry mouth, increased thirst, headache, dizziness, constipation, rash, jaundice, 
sun sensitivity, and nausea

Medications that may interact:  Aminoglycoside antibiotics, ethacrynic acid, salicylates, tubocurarine, 
succinylcholine, lithium, sucralfate, indomethacin, and anti-inflammatory drugs

Demadex (Torsemide):

Uses:  For high blood pressure and swelling

Potential side effects:  Dizziness, headache, nausea, weakness, vomiting, hyperglycemia, excessive 
urination, hyperuricemia, hypokalemia, excessive thirst, hypovolemia, impotence, esophageal 
hemorrhage, and dyspepsia

Medications that may interact:  Salicylates, nonsteroidal anti-inflammatory agents, indomethacin, 
cholestyramine, probenecid, lithium, aminoglycoside antibiotics, ethacrynic acid
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Hydrochlorothiazide (HydroDIURIL, Esidrix, Oretic):

Uses:  For high blood pressure and swelling

Potential side effects:  Weakness, hypotension, pancreatitis, jaundice, diarrhea, vomiting, cramping, 
constipation, gastric irritation, nausea, anorexia, anemia, agranulocytosis, leukopenia, hemolytic 
anemia, thrombocytopenia, anaphylactic reactions, angina, respiratory problems, sun sensitivity, 
fever, rash, electrolyte imbalance, hyperglycemia, glycosuria, hyperuricemia, muscle spasm, vertigo, 
paresthesias, dizziness, headache, restlessness 

Medications that may interact:  Alcohol, barbiturates, or narcotics, antidiabetic drugs, other 
antihypertensive drugs, cholestyramine and colestipol, corticosteroids, norepinephrine, tubocurarine, 
lithium, non-steroidal anti-inflammatory 

Zaroxoyln (Metolazone, Mykrox):

Uses:  For high blood pressure and swelling from congestive heart failure and kidney disease

Potential side effects:  Chest pain, orthostatic hypotension, depression, dizziness, drowsiness, 
weakness, restlessness, rashes, vomiting, nausea, diarrhea, constipation, anorexia, muscle cramps

Medications that may interact:  Furosemide, other antihypertensive drugs, alcohol, barbiturates, 
narcotics, digitalis, corticosteroids, lithium, tubocurarine, salicylates, other non-steroidal anti-
inflammatory medications, anticoagulants

Triamterene ( Dyrenium):

Uses:  For high blood pressure and swelling resulting from heart, kidney, and liver disease

Potential side effects:  Anaphylaxis, rash, sun sensitivity, hyperkalemia, hypokalemia, nausea, 
vomiting, diarrhea, weakness, fatigue, dizziness, headache, dry mouth

Medications that may interact:  Lithium, indomethacin, nonsteroidal anti-inflammatory agents, 
antihypertensive medication, other diuretics, anesthetics, muscle relaxants, low-salt milk, potassium-
containing medications, salt substitutes, chlorpropamide, hypoglycemic agents

Electrolyte Replacement

Klor-Con/ Potassium salts (chloride)/ K-Norm/ K-Dur/ Slow-K/ Micro-K/ Klotrix:

Uses: For potassium deficiencies, which affect normal functioning of the heart, muscle, and nerves

Potential side effects: Upper and lower gastrointestinal problems and discomfort, too much 
potassium in blood, nausea, vomiting, gas, diarrhea
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Medications that may interact: Anti-inflammatory medications, cisplatin, digoxin, heparin, blood 
pressure medications, medications for movement disorders, medications for digestive system 
problems, penicillin G, sodium polystyrene sulfonate, diuretics

Phosphorus Salts/ K-Phos/ Neutra-phos:

Uses: To prevent kidney stones

Potential side effects: Dizziness, diarrhea, confusion, high blood pressure, headache, increased thirst, 
muscle cramps, swelling, nausea, vomiting, rectal burning, stomach cramps

Medications that may interact: Antacids, corticosteroids, corticotrophin, cyclosporine, estrogens, 
digoxin, digitoxin, heparin, iron supplements, blood pressure medications, pain medications, 
potassium supplements, sucralfate, testosterone, vitamin D supplements, zinc supplements

Augmentin/ Amoxicillin/ Clavulanic acid/ Clavulanate potassium:

Uses: Antibiotic that treats many different kinds of infections

Potential side effects: Diarrhea, nausea, skin rashes

Medications that may interact: Probenecid, allopurinol
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Part VIII:  Chronic Conditions & Medications 
 
Section B:  Cancer

 Cancer is a family of diseases caused by the uncontrolled growth of abnormal cells in a 
part of the body.  The uncontrolled growth spreads beyond the original site.   The type of cancer is 
named from the site of origin.  According to the U.S. National Center for Health Statistics’ National 
Vital Statistics Report (2002), cancer is the second leading cause of death in the United States.  It is 
responsible for one of every four deaths in the United States.  The number of cancer cases is expected 
to increase as the aging population increases.  According to Georgetown University, “cancer is caused 
by both external factors (tobacco, chemicals, radiation, and infectious organisms) and internal factors 
(inherited mutations, hormones, immune conditions and mutations that occur from metabolism).”¹

 Lung cancer is the most common and deadly form.  It is very difficult to detect early and 
treat.  Tobacco and alcohol use increases the risk of getting lung or oral cancer.  The more a person 
consumes alcohol, the higher the person’s risk. Combining tobacco with alcohol drives the risk even 
higher. About 87% of lung cancer deaths are caused by smoking.² Based on data collected from 1995 
to 1999, the CDC estimated that adult male smokers lost an average of 13.2 years of life and female 
smokers lost 14.5 years of life because of smoking.³ 

442,398 U.S. Deaths Attributable Each Year to Cigarette Smoking*

*Average annual number of deaths, 1995–1999.  
Source: CDC. Annual smoking-attributable mortality, years of potential life lost,                                                         

 and economic costs—United States—1995–1999. MMWR 2002; 51(14):300–3.
  
 Stopping tobacco use, or not starting, is the single most important thing a person can do to 
avoid cancer and other chronic conditions. 

 In 2002, the Center on Aging Society reported the most common cancer types by gender 
were:  breast, prostate, uterine, cervical and colorectal. Occurrence of cancer increases with age 
with men having a higher risk of developing cancer than women.  African-Americans have a higher 
incidence of cancer and are about one-third more likely to die from it than whites.4
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 According to the American Cancer Society, some people are at a greater risk of developing 
cancer due to hereditary factors.  For example, a woman with a mother or sister who has had breast 
cancer or an individual with a relative who has had colon cancer is at higher risk.

 To learn more about specific types of cancer and treatment such as: lung, prostate, cervical, 
go to the American Cancer Society’s website: www.cancer.org.

www.cancer.org
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Cancer Medications

Tamoxifen / Nolvadex:

Uses:  For breast cancer

Potential side effects:  Hot flushes, swelling, vaginal discharge, endometrial changes (hyperplasia 
and polyps), endometriosis, uterine fibroids, ovarian cysts, weight loss, fatigue, cough, hair thinning 
dizziness, lightheadedness, headache, depression, nausea, anorexia, abdominal cramps, eye changes, 
visual disturbances, muscle pain, bone pain.  Increased risk of uterine cancer, pulmonary embolism, 
deep-vein thrombosis, stroke

Medications that may interact:  Warfarin, Phenobarbital, bromocriptine, cytotoxic drugs, 
cyclophosphamide

Cysplatin:

Uses:  Used in combination with other drugs to treat many types of cancer, including: testicular, 
ovarian, bladder, head, neck, cervical, lung, advanced malignant pleural mesothelioma, esophageal, 
melanoma, brain

Potential side effects:  Bone marrow suppression, low platelet count, low white blood cell count, 
renal impairment, electrolyte disturbances, nausea, vomiting, anorexia, ear ringing, hearing loss, 
tingling or loss of sensation in hands and feet, gait difficulties, weakness, seizures, slurred speech, loss 
of taste, memory loss, tremor, cortical blindness, aphasia, seizures, anemia, facial swelling, flushing, 
wheezing, difficulty breathing, rapid heart rate, low blood pressure, sweating, stuffy nose, runny 
nose, conjunctivitis, generalized redness, tight chest, high blood pressure, postural hypotension, mild 
hair thinning, fatigue, hiccups, muscular pain, fever

Medications that may interact:  Amphoteracin, amikacin, gentamicin, neomycin, streptomycin, 
tobramycin, digoxin, furosemide, torsemide, ethacrynic acid, bumetanide, dofetilide, dypiridamole, 
warfarin, coumadin, mesna, methotrexate, other chemotherapy agents, probenecid

Proscar/ Propecia (Finasteride):

Uses:  Treatment of enlarged prostate, also for hair loss

Potential side effects:  Breast enlargement or tenderness, dizziness, diarrhea, painful urination, skin 
rash, sexual difficulties, stomach pain

Medications that may interact:  Blood pressure medications, testosterone
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Cyclophosphamide/ Cytoxan:

Uses:  A chemotherapy that treats many types of cancer, also to treat diseases related to immune 
system

Potential side effects: Missed menstrual periods, decreased white blood cell count, infection, fast 
heart rate, fever, chills, shortness of breath, dizziness, confusion, agitation, tiredness, weakness, joint 
pain, low back pain, painful urination, anemia, loss of appetite, nausea, vomiting, darkening of skin 
and fingernails, diarrhea, stomach pain, flusjing, headache, sweating, rash, hair loss

Medications that may interact:
Allopurinol, colchicines, probenecid, sulfinpyrazone, anti-coagulants, bone marrow depressants, 
radiation therapy, cocaine, cytarabine, daunorubicin, doxorubicin, hepatic enzyme inducers, 
azathioprine, chlorambucil, corticosteroids, glucocorticoid, cyclosporine, mercaptopurine, 
muromonab-CD3, lovastatin, succinylcholine, vaccines with killed virus, vaccines with live virus

Prostate Medications

Proscare / Propecia / Finasteride:

Uses:  Used to reduce size of prostate gland and to treat some male hair loss

Potential side effects: Breast enlargement or tenderness, dizziness, diarrhea, painful urination, skin 
rash, sexual difficulties, stomach pain

Medications that may interact:
Blood pressure medications, testosterone

Terazosin/ Hytrin:

Uses: For high blood pressure and prostate problems

Potential side effects: Weakness, postural hypotension, impotence, blurred vision, dizziness, nasal 
congestion, nausea, swelling, palpitations, drowsiness

Medications that may interact: High blood pressure medications, diuretics

Gastrointestinal Tract Medications

Docusate/ Dulcolax/ Colace/ Surfak :

Uses: Laxative and stool softener
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Potential side effects: Diarrhea, rash, throat irritation, stomach cramps

Medications that may interact: Mineral oil

Relafen/ Nabumetone (anti-inflammatory medication):

Uses: Relieves pain and inflammation from arthritis

Potential side effects: Diarrhea, heartburn, abdominal pain, constipation, gas, nausea, dizziness, 
headache, rash, swelling, ear ringing

Medications that may interact: Warfarin

Pepcid / Famotidine/ Mylanta/ Zantac/ Axid:

Uses: For treatment of heartburn and stomach ulcers

Potential side effects: Headache, dizziness, constipation, and diarrhea

Medications that may interact: No drug interactions have been found

Prevacid/ Lansoprazole:

Uses: Prevents acid production in stomach, helps to relieve symptoms and injury from acid reflux 
and stomach ulcers

Potential side effects: Abdominal pain, diarrhea, constipation, nausea

Medications that may interact: Theophylline, sucralfate, ketoconazole, ampicillin esters, iron salts, 
digoxin

Compazine/ Prochlorperazine:

Uses: For nausea, vomiting, schizophrenia, anxiety

Potential side effects: Drowsiness, dizziness, blurred vision, skin reactions, low blood pressure, 
jaundice, decreased white blood cell count, agitation, insomnia, muscle spasms, tongue protrusion, 
difficulty swallowing, shuffling gait, drooling, mask like face, involuntary movements of the mouth, 
seizures, brain swelling, dryness of mouth, nasal congestion, headache, nausea, constipation, sexual 
problems, urinary retention, catatonic like state, cardiac arrest, anemia, skin disorders, increased 
appetite, weight gain

Medications that may interact: Alcohol, bromocriptine, dofetilide, lithium, pain medications, 
medications for movement disturbances, medications for digestive system problems, medications for 
seizures and epilepsy
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Prilosec/ Omeprazole:

Uses: For heartburn

Potential side effects: Headache, rash, dizziness, constipation, nausea, diarrhea

Medications that may interact: Diazepam, warfarin, phenytoin, ketoconazole, ampicillin esters, iron 
salts, clarithromycin

Meclizine/ Antivert/ Bonine:

Uses: For nausea, vomiting, dizziness associated with motion sickness or vertigo

Potential side effects: Drowsiness, dry mouth, blurred vision

Medications that may interact: Alcohol, barbiturates, injectable antibiotics, digoxin, alprazolam, 
diazepam, temazepam, allergy medication, depression medication, medications for movement 
disorders, medications for digestive system problems, pain medications, muscle relaxants

Lactulose/ Cephulac/ Chronulac/ Duphalac:

Uses: For chronic constipation

Potential side effects: Gas, cramps, nausea, vomiting

Medications that may interact: Antacids
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Part VIII:  Chronic Conditions & Medications 
 
Section C:  Chronic Obstructive Pulmonary Disease (COPD)

 COPD is the fourth leading cause of death in the United States.¹ What is COPD?  Chronic 
obstructive pulmonary disease (COPD) is a term used to describe the obstruction of airflow in the 
lungs.  Primarily, it is associated with two conditions, known as emphysema and chronic bronchitis. 

A. Emphysema causes permanent damage to the lungs by weakening and breaking the lungs’ 
air sacs. As a result, the lung tissue looses elasticity, causing the airways to collapse and obstruct 
airflow. 

B. Chronic bronchitis is an inflammatory disease that initially begins in the lungs smaller 
airways and gradually progresses to the larger airways. Mucus increases in the airways and 
bacterial infections increase in the bronchial tubes, making it difficult for air to flow in and out 
of the lungs.²

 Long-term smoking is the most frequent cause of COPD. It accounts for 80 to 90 percent of 
all cases. A smoker is 10 times more likely than a non-smoker to die of COPD.  Other risk factors 
are: hereditary, second-hand smoke, exposure to air pollution at work and in the environment, and a 
history of childhood respiratory infections.

 The symptoms of COPD include: chronic cough, chest tightness, shortness of breath, an 
increased effort to breathe, increased production of mucus, and frequent clearing of the throat.  
COPD decreases the lungs’ ability to take in oxygen and remove carbon dioxide. As the disease 
progresses, the lungs small airway walls and alveoli lose their elasticity. The airway walls collapse, 
closing off some of the smaller air passages and narrowing larger ones. The passageways become 
blocked with mucus.  When the lungs expand during inhalation, air continues to reach the alveoli; 
however, because the airways tend to collapse while exhaling, it is often unable to escape, trapping 
the “stale” air in the lungs.³

 A typical course of COPD is gradual.  It might begin after a person has been smoking for 
10+ years, during which symptoms are usually not very noticeable. Then the individual begins 
developing a productive, chronic cough. Usually, after age 40, the person may complain of shortness 
of breath during exertion, which continues and worsens over time. Eventually death occurs when the 
lungs and heart can no longer adequately deliver oxygen to the body’s organs and tissues.4   Though 
the severity of the disease may vary, all persons with COPD have some degree of airway obstruction. 
Many patients with severe COPD-related lung damage have so much difficulty breathing when lying 
down that they sleep in a semi-sitting up position.  

 Cigarette smoking is the most common cause of COPD.  But long term exposure to other 
lung irritants like pollution, dust, paint or other chemicals may cause or contribute to COPD.  There 
is no cure for COPD.  Once the damage is done to the lungs and airways, it cannot be reversed.  
The severity of the symptoms the person has depends largely upon how much lung tissue has been 
destroyed.  The quality of life for the individual diminishes as the disease progresses.
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 The first and foremost, best treatment to slow or reduce the effects of COPD is to stop 
smoking.  Treatment is always based upon the symptoms, whether they are mild, moderate or 
severe.   Medications and pulmonary (lung) rehabilitation are often recommended to help relieve 
the symptoms.  Flu and pneumonia vaccines are recommended for those with COPD to reduce the 
chance of getting the flu or pneumonia.  For mild cases, short-acting bronchodilators are prescribed. 
For moderate to severe cases, regular treatments using one or more inhaled short-acting and long-
acting bronchodilators and oxygen therapy is generally recommended.  In some cases, steroids are 
prescribed to help reduce inflammation. As a last resort, surgery may be indicated when there is no 
improvement from medication and the person has difficulty breathing most of the time.

 According to the American Lung Association, the annual cost to the country for COPD is 
about $32.1 billion, $18.0 billion for healthcare expenditures and $14.1 billion for indirect costs.5 
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Respiratory Medications

Atrovent Inhaler (ipratropium bromide):

Uses: Used to open airways and decrease the difficulty of breathing associated with chronic 
obstructive pulmonary disease, chronic bronchitis, and emphysema

Potential side effects: Tachycardia, paresthesias, drowsiness, coordination difficulty, itching, hives, 
flushing, alopecia, constipation, tremor, and mucosal ulcers, dry throat, cough

Medications that may interact: Atropine, hyoscyamine

Diphenhydramine (Banophen, Benadryl):

Uses:  For relief from symptoms of upper respiratory allergies, runny nose, sneezing, itchy, watery 
eyes, itching of the nose or throat 

Potential side effects:  Drowsiness, dry mouth, dry eyes

Medications that may interact: Alcohol, sedatives, and tranquilizers, Monoamine oxidase (MAO) 
inhibitors, other allergy medications, sleeping and anxiety medications, 

Do not use with any other product containing diphenhydramine, including one applied topically. 

Serevent (Salmeterol inhalation aerosol):

Uses: Asthma, emphysema, chronic bronchitis

Potential side effects: Tachycardia, palpitations, urticaria, angioedema, rash, bronchospasm, 
headache, tremor, nervousness, and paradoxical bronchospasm

Medications that may interact: Monoamine oxidase inhibitors, tricyclic antidepressants, and beta 
blockers

Vanceril (Beclomethasone inhalation aerosol, Beclovent, Qvar, Vancenase AQ):

Uses: For the treatment of asthma

Potential side effects: Irritation and burning in the nose, sneezing

Medications that may interact: Prednisone
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Albuterol, Proventil, Ventolin:

Uses: For asthma and chronic bronchitis

Potential side effects: Tachycardia, palpitations, urticaria, angioedema, rash, bronchospasm, 
headache, tremor, nervousness, and paradoxical bronchospasm

Medications that may interact: Other short-acting sympathomimetic aerosol bronchodilators, beta-
blockers, nonpotassium-sparing diuretics, digoxin, and monoamine oxidase inhibitors

Theophylline (Theo 24, Theolair, Bronkodyl, Uniphyl, Aminophylline):

Uses: Chronic asthma, emphysema, chronic bronchitis

Potential side effects:  Nausea, vomiting, headache, insomnia, diarrhea, irritability, restlessness, 
tremors, and transient diuresis

Medications that may interact:  Cimetidine, erythromycin, tacrine, carbamazepine, rifampin, 
diazepam, enoxacin, ephedrine, halothane, interferon, lithium, mexiletine, thiabendazole

Hismanal (Astemizole tablets):

Uses: For hives and hayfever

Potential side effects: Agitation, nervousness, excitability, insomnia, heart palpitations

Medications that may interact: Bosentan, erythromycin, clarithromycin, cisapride, ziprasidone, 
pimozide, nefazodone, fluoxetine, paroxetine, sertraline, fluconazole, itraconazole, ketoconazole, 
voriconazole, grapefruit juice

Claritin (Loratadine tablets, Alavert):

Uses: For hayfever and hives

Potential side effects: Dry mouth, headache, drowsiness

Medications that may interact: Clarithromycin, erythromycin, fluconazole, itraconazole, 
ketoconazole, voriconazole
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Part VIII:  Chronic Conditions & Medications 
 
Section D:  Falls and Accidents 

 Accidental injuries are the eighth leading cause of deaths among adults age 65 or older, and 
they are the major cause of disabilities and hospitalizations.  Fall and fall-related injuries are the 
leading cause of accident in people over age 65 and the leading cause of injury death among those 85 
or older.  Hip fractures are one of the most serious outcomes associated with falls.  Half of all older 
adults hospitalized for hip fractures cannot return home or live independently after their injuries.¹  
Most falls and injuries occur where older adults spend the majority of their time in the home.  
Research has determined that most fall-related injuries occur on the same level (not while walking on 
stairs) and from a standing position (such as tripping while walking).  AARP’s Public Policy Institute 
reported 14% of falls took place on stairs or steps, 9% while rising or sitting on a bed, chair or other 
furniture and 4% took place in the bathroom.²

 Several factors can cause an older adult to fall such as age-related changes including poor 
eyesight or poor hearing.  Chronic conditions and illnesses can affect coordination, balance and 
strength.  Extrinsic environmental conditions such as, poor lighting, clutter, certain shoe styles, or 
throw rugs can increase the risk of falling.  Certain medications can affect balance, vision, cognition 
and reaction time.   According to the American Academy of Family Physicians, falls are likely to 
occur in persons taking four or more medications or if they have had a change in their medication 
within the past two weeks.  Falls can also be an indicator of poor health and functional decline.³ 
Researchers have determined that those elderly persons who do fall experience more difficulty in 
performing activities of daily living, participating in physical and social activities and have a greater 
risk of institutionalization.  A recent study compared two groups of individuals that fall with 
those that had not fallen while receiving in-home health care services.  Those that reported falling 
had a history of falling three times more often, had a history of cardiovascular and neurological 
impairments, and took more medications that were known to contribute to a higher risk for falls 
compared to those that had not fallen. 4

 Another disability caused by falls is the fear of falling again.  People who have fallen often 
cope by restricting their activity.  Between 10 and 25 percent of people who have fallen admit to 
avoiding activities such as shopping or housekeeping because of their fear of falls.  

  Family members and other caregivers may also discourage certain activities. It is important 
that the person receives emotional support.   Decreased activities lead to de-conditioning in which 
muscles become weaker.  Severe immobility can lead to complications such as contractures of the 
joint.  This cycle increases the older person’s risk of falls and contributes to functional decline.  

     Task-oriented service delivery systems tend to promote learned helplessness in elders, 
therefore promoting this vicious cycle.  Many elders are afraid to tell anyone they have fallen for fear 
of a change in lifestyle, such as, losing independence.   A rehabilitation model that promotes assistive 
technology strategies can assist the older person toward completing a task safely, independently and 
in a timely manner.  Using assistive technology and home modification strategies are important in 
terms of quality of life and cost effectiveness.
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Fear of Falling Cycle

                                                                    A.  Fall

   

   F.  Unsteady Gait   B.  Fear of Falling

                                 

   E.  Contractures  C.  Decrease in activity

    

                                                     D.  Muscle De-conditioning

Note:  Start with letter A. and go clockwise ending back at letter A.

  

 For the elderly, fractures are the most serious problem associated with falls.  Hip fractures are 
the most serious and create the greatest number of health problems and death.  The number of hip 
fractures increase with age.  Women have a greater risk of hip fractures due to thinning of the bones, 
hormonal changes, osteoporosis, etc.  Direct treatment of a hip fracture is very costly.  In the U.S., it 
may cost in excess of $70 million dollars.  This figure does not take into consideration the additional 
cost for long-term or post-hospitalization care.

  Falls: Risk/Causative Factors

  *Intrinsic    *Extrinsic
  -Physiological    -Environmental
   neurological    obstacles
   musculoskeletal   lighting
   sensory – vision   surfaces
        assistive devices
        clothing
  -Pathological     footwear
   alcohol
   medication 
   disorders
 

 Falls for the most part are preventable and should not be regarded as an expected outcome 
of aging. Even older people who appear to be healthy and strong can fall.  Falls are a threat to older 
people’s ability to live on their own.  Below are some strategies that are recommended for anyone 
working with the elderly to help prevent falls.

• Provide education and information on gait training and appropriate use of assistive devices 
used for balance.
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• Encourage them to participate in a regular exercise program that promotes balance and 
strength training.

• Medications should be reviewed regularly to check for side effects and possible drug 
reactions.  Older people taking more than four medications are susceptible to falls.

• Screening for conditions that can affect balance and coordination, such as, osteoporosis, 
postural hypotension, other cardiovascular disorders and other irregular rhythm to the heart.  
Those detected should be treated.

• Consider bone-strengthening medications such as hormone replacement therapy (HRT), 
calcium or vitamin D to reduce risk of fall-related fractures.

• Evaluate the home environment for hazards such as scatter rugs, clutter, or poor lighting.  
(See environment section for more details).

• Recommend shoes that are supportive with non-slip soles.

• Recommend using anatomically designed external hip protectors to help decrease the risk of 
hip fractures.5

• Involve the family.
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4 Lewis CL, Moutoux M, Slaughter M, Bailey SP. “Characteristics of individuals who fell while 
receiving home health services,” Physical Therapy, 2004; 84(1): 23-32.

5Kannus, P., Parkkari, J., Miemi, S., Pasanen, M., Palvanen, M., Javinen, M., Vuori, I. Prevention of 
hip fracture in elderly people with use of a hip protector. New England Journal of Medicine (2000): 
343: 1506-13. 

Resources

Safety Checklists:

Check for Safety, A Home Fall Prevention Checklist for Older Adults.  Centers for Disease Control, 
U.S. Department of Health and Human Services
Available at:  http://www.cdc.gov/ncipc/pub-res/toolkit/checkforsafety.htm

Safety for Older Consumers Home Safety Checklist.  Consumer Product Safety Commission.  
Available at: http://www.cpsc.gov/cpscpub/pubs/701.html

Home Safety Checklist. Rebuilding Together.  Available at: http://www.rebuildingtogether.org/
home_modifications/Checklist.pdf

http://www.cdc.gov/nccdphp/aag/aag_aging.htm
www.dynamic-living.com
www.dynamic-living.com
http://www.aafp.org/afp/20000401/2159.html
http://www.aafp.org/afp/20000401/2159.html
http://www.apta.org/
http://www.cdc.gov/ncipc/pub-res/toolkit/checkforsafety.htm
http://www.cpsc.gov/cpscpub/pubs/701.html
http://www.rebuildingtogether.org/home_modifications/Checklist.pdf
http://www.rebuildingtogether.org/home_modifications/Checklist.pdf
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Part VIII:  Chronic Conditions & Medications 
 
Section E:  Diabetes
 Diabetes is a metabolism disorder.  This disease affects more women than men.  It is more 
prevalent among African Americans and Hispanics  than among Caucasians.  Most of the food we 
eat is broken down into a form of sugar called glucose.  The body uses it for growth and energy. 
Glucose is found in the blood and serves as the body’s main source of fuel.

 After digestion, glucose passes into the bloodstream, where it is used by the cells for growth 
and energy. The pancreas produces a hormone called insulin that must be available to help glucose 
cross over into the cells. 

 The pancreas automatically produces the correct amount of insulin to move glucose from the 
blood into the cells.  But for people with diabetes, the pancreas either produces little or no insulin 
or the cells don’t respond correctly to the insulin that is produced. This causes glucose to build up in 
the blood, overflow into the urine, and pass out of the body.   When this happens, the body loses its 
main fuel source.  If this isn’t controlled, the glucose and fats remain in the blood, which overtime 
damages vital organs.

According to the Centers for Disease Control, diabetes is the sixth leading cause of death 
among Americans.  It is most common in older people, women, overweight and sedentary people, 
African Americans, Alaska Natives, American Indians, Asian and Pacific Islander Americans, and 
Hispanic Americans. 

Diabetes can affect almost every part of the body. This disease often leads to blindness 
(diabetic neuropathy), heart and blood vessel disease, strokes, kidney failure, amputations, and nerve 
damage (peripheral neuropathy). Women with uncontrolled diabetes can experience complicated 
pregnancies and birth defects. 

There are two types of diabetes: Type 1 and Type 2

 Type 1 diabetes is an autoimmune disease that occurs when the body’s own immune system 
turns against a part of the body when it is fighting infection. The immune system attacks the insulin 
producing cells in the pancreas and destroys them. This causes the pancreas to produce little or no 
insulin. Persons with Type 1 diabetes need to take insulin (oral, injection, or pump) daily to live. 

 Some of the symptoms the person with diabetes will experience are increased thirst and 
urination, constant hunger, weight loss, blurred vision, and extreme fatigue. If not diagnosed and 
treated with insulin, a person can fall into a life-threatening diabetic coma. 

 Healthy eating, physical activity, and insulin via injection or an insulin pump are the basic 
therapies for Type 1 diabetes. The amount of insulin must be balanced with food intake and daily 
activities. Blood glucose levels must be closely monitored through frequent blood glucose checking.¹

 Type 2 diabetes is the most common form of diabetes. About 90 to 95 percent of people 
with diabetes have Type 2. It usually develops in adults, age 40 and older and is most common in 
adults over age 55.   Reports indicate about 80% of people with Type 2 diabetes are overweight. 
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Those with Type 2 diabetes often are diagnosed with a metabolic syndrome that includes obesity, 
elevated blood pressure, and high levels of blood fats.  

 With Type 2 diabetes, the pancreas is able to produce enough insulin, but cannot use the 
insulin effectively.  This is called insulin resistance. After a number of years, insulin production 
decreases. The result is the same as for Type I diabetes, glucose builds up in the blood and the body 
cannot make efficient use of it.

 The symptoms of  Type 2 diabetes develop overtime. They are not as sudden in onset as in 
Type 1 diabetes. Some people have no symptoms. When symptoms are present they may include: 
fatigue or nausea, frequent urination, unusual thirst, weight loss, blurred vision, frequent infections, 
and slow healing of wounds or sores.  Some of the complications of diabetes for the mature adult 
are: heart disease, stroke, high blood pressure, blindness, kidney disease, nervous system disease, high 
cholesterol, amputations, and dental disease.

 As with Type 1 diabetes, healthy eating, physical activity, and blood glucose testing are the 
basic management tools for Type 2 diabetes. In addition, many people with Type 2 diabetes need 
oral medication and insulin to control their blood glucose levels.

 It is very important that people with diabetes take responsibility for their day-to-day care. 
This involves keeping blood glucose levels from getting too high or too low.  When the glucose level 
drops too low it is known as hypoglycemia.  The person will become nervous, shaky, and confused. 
Judgment can be impaired. If blood glucose falls too low, a person can faint.  A condition known as 
hyperglycemia occurs if the blood glucose levels rise too high.  The person can become quite ill.

 “The risk for death among people with diabetes is about two times that of people without 
diabetes.”²  People with diabetes should see a doctor who can help them learn to manage and 
monitor their diabetes. An endocrinologist is one type of doctor who may specialize in diabetes care. 
In addition, people with diabetes often see ophthalmologists for eye examinations, podiatrists for 
routine foot care, and dietitians and diabetes educators to help learn the skills of day-to-day diabetes 
management.³ According to the American Diabetes Association, in 2002, there were an estimated 
12.1 million people in America diagnosed with diabetes.  For the U. S., this disease cost about $132 
billion in medical expenditures and lost productivity.  Due to the high incidence of diabetes, it is 
estimated that over $92 billion was spent for direct medical care costs.
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¹http://diabetes.niddk.nih.gov/

²http://diabetes.org/main/info/facts/facts_natl.jsp
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Resources 

American Diabetes Association – http://diabetes.org

National Call Center
1701 North Beauregard Street

Alexandria, VA 22311 
1-800-342-2383

Center for Disease Control Diabetes Public Health Resource:  www.cdc.gov/diabetes

Diabetes Resource Center:  www.diabetesresourcecenter.org

Juvenile Diabetes Research Foundation:  www.jdf.org

National Diabetes Education Program:  www.ndep.nih.gov

National Institute of Diabetes & Digestive & Kidney Diseases:  www.niddk.nih.gov/

http://diabetes.niddk.nih.gov/
http://diabetes.org/main/info/facts/facts_natl.jsp
http://diabetes.niddk.nih.gov/
http://diabetes.org
www.cdc.gov/diabetes
www.diabetesresourcecenter.org
www.jdf.org
www.ndep.nih.gov
www.niddk.nih.gov/
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Diabetes Medications

Humulin injection (Insulin, Iletin II, Humalog, Novolin, Novolog):

Uses: For diabetes to control blood sugar

Potential side effects: Hypoglycemia associated symptoms: sweating, dizziness, palpitation, tremor, 
hunger, restlessness, tingling, lightheadedness, decreased concentration, headache, drowsiness, sleep 
disturbances, anxiety, blurred vision, slurred speech, depression, irritability, abnormal behavior, 
unsteady movement, personality changes, disorientation, unconsciousness, seizures, death; diabetic 
acidosis symptoms: fatigue, flushing, thirst, decreased appetite, and fruity smelling breath

Medications that may interact: Corticosteroids, thyroid replacement therapy, oral hypoglycemics, 
salicylates (aspirin), sulfa antibiotics, and some antidepressants

Glyburide tablets/ Diabeta (Glynase,  Micronase):

Uses: For management of diabetes

Potential side effects:Visual disturbances, hypoglycemia and diabetic acidosis (as with Humulin)

Medications that may interact: Nonsteroidal anti-inflammatory agents, salicylates, sulfonamides, 
chloramphenicol, probenecid, monoamine oxidase inhibitors, beta blockers, fluoroquinolone 
antibiotics, coumarin derivatives, thiazides and other diuretics, corticosteroids, phenothiazines, 
thyroid products, estrogens, phenytoin, nicotinic acid, sympathomimetics, calcium channel blockers, 
isoniazid

Chlorpromapide (Diabinese):

Uses: For management of diabetes

Potential side effects: Gastrointestinal disturbances, nausea, hypoglycemia and diabetic acidosis (as 
with Humulin)

Medications that may interact: Barbiturates, alcohol, nonsteroidal anti-inflammatory agents, 
salicylates, sulfonamides, chloramphenicol, probenecid, coumarins, monoamine oxidase inhibitors, 
beta blockers, thiazides and other diuretics, corticosteroids, phenothiazines, thyroid products, 
estrogens, phenytoin, nicotinic acid, sympathomimetics, calcium channel blockers, isoniazid
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Glucophage (Metformin):

Uses:  For management of diabetes

Potential side effects:  Diarrhea, nausea, vomiting, flatulence, asthenia, indigestion, abdominal 
discomfort, headache

Medications that may interact:  Alcohol, nifedipine, amiloride, digoxin, morphine, procainamide, 
quinidine, quinine, ranitidine, triamterene, trimethoprim, vancomycin, thiazides and other 
diuretics, corticosteroids, phenothiazines, thyroid products, estrogens, phenytoin, nicotinic acid, 
sympathomimetics, calcium channel blockers, isoniazid

Glucotrol (Glipizide):

Uses:  For management of diabetes

Potential side effects:  Nausea, diarrhea, skin rash, sun sensitivity, dizziness, drowsiness, headache, 
hypoglycemia (as with Humulin)

Medications that may interact:  Nonsteroidal anti-inflammatory agents, salicylates, sulfonamides, 
chloramphenicol, probenecid, coumarins, monoamine oxidase inhibitors, beta blockers, thiazides 
and other diuretics, corticosteroids, phenothiazines, thyroid products, estrogens, phenytoin, nicotinic 
acid, sympathomimetics, calcium channel blockers, isoniazid, oral miconazole and oral hypoglycemic 
agents, fluconazole

Rezulin (Troglitazone):

Uses:  For management of diabetes 

Potential side effects:  Swelling, headache, nausea, vomiting

Medications that may interact:  Astemizole, fexofenadine, terfenadine, carbamazepine, cisapride, 
cyclosporine, alprazolam, diazepam, midazolam, triazolam, diltiazem, felodipine, lidocaine, 
nifedipine, quinidine, verapamil, cholestyramine, lovastatin, simvastatin, donepezil, erythromycin, 
indinavir, other medicines for diabetes, saquinavir, voriconazole

Tolinase (tolazamide tablets):

Uses:  For management of diabetes

Potential side effects:  Dizziness, fatigue, headache, heartburn, stomach discomfort, sun sensitivity, 
nausea, vomiting, skin rash, hypoglycemia (as with Humulin)

Medications that may interact:  Alcohol, beta-blockers, cisapride, clofibrate, diazoxide, itraconazole, 
miconazole, voriconazole, metoclopramide, rifampin, warfarin
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Part VIII:  Chronic Conditions & Medications 
 
Section F:  Pneumonia/Flu
 According to the American Lung Association, pneumonia is a serious infection or 
inflammation of the lungs. Pus and other liquid fill the lung’s air sacs making it difficult for oxygen 
to reach the blood. Without enough oxygen in the blood, the body cells cannot work well. Because 
of this and the spreading of infection through the body, pneumonia can cause death.  The lungs 
can be affected two ways: 1) lobar pneumonia affects a section (lobe) of a lung and 2) bronchial 
pneumonia affects patches throughout both lungs.¹

 Pneumonia is not a single disease. It can have over 30 different causes. The five main causes 
of pneumonia are: bacteria, viruses, mycoplasmas, fungi, and various chemicals.

There are two types of pneumonia: bacterial and viral:

Bacterial Pneumonia 
Any age group (young and old) can be diagnosed with bacterial pneumonia.  But some have 

a greater risk than others, such as alcoholics, the debilitated, post-operative patients, people with 
respiratory diseases or viral infections and people who have weakened immune systems.

 
 Pneumonia bacteria can be found in some healthy throats.  When body defenses are 
weakened in some way, either by illness, old age, malnutrition, general weakness or impaired 
immunity, the bacteria can multiply and cause serious damage. Usually, when a person’s resistance 
is lowered, bacteria work their way into the lungs and inflame the air sacs.  The onset can vary from 
gradual to sudden.

The lungs have five lobes.  Bacterial infection can attack any part of the lungs’ tissue, part or 
all the lobes which will cause the lobes to fill with fluid.  Very little time is needed for the infection to 
spread through the bloodstream to other parts of the body.

 
 Streptococcus pneumoniae is the most common cause of bacterial pneumonia. It is one form 
of pneumonia for which a vaccine is available. Once a vaccine is taken, it is good for life.

 Symptoms:  The Lung Association states, that “in severe cases, the patient may experience 
shaking chills, chattering teeth, severe chest pain, and a cough that produces rust-colored or greenish 
mucus, increased breathing and pulse rate, body temperature may rise as high as 105ºF and bluish 
colored lips or nails due to lack of oxygen.”²

Viral Pneumonia
Almost half of all pneumonias are believed to be caused by viruses, yet most of these 

pneumonias are not serious and last a short time.  Through research, numerous types of viruses are 
being identified as the cause of respiratory infection.  Though most affect the upper respiratory tract, 
some do produce pneumonia. 
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 The most severe and occasionally fatal virus that aggressively invades the lungs and multiplies 
is the influenza virus. There are almost no physical signs that fluid fills the lung tissue.  Those with 
pre-existing heart or lung disease or are pregnant are most effected.³ 

 Symptoms:  Initially the symptoms of viral pneumonia are similar to influenza symptoms: 
presence of fever, a dry cough, headache, muscle pain, and weakness. But within 12 to 36 hours, 
the person will have increasing difficulty in breathing and develop a high fever.  The cough becomes 
intense and produces a small amount of mucus. The lips will appear blue.
 
 According to the Lung Association, those with extreme symptoms will have a desperate need 
for air and extreme breathlessness. Viral pneumonias may be complicated by an invasion of bacteria, 
with all the typical symptoms of bacterial pneumonia.4 

  How can pneumonia be prevented?  Because pneumonia is a common complication of 
influenza (flu), getting a flu shot every fall is good pneumonia prevention.  

 A vaccine is also available to help fight pneumococcal pneumonia, one type of bacterial 
pneumonia. Usually, it is given only once to those individual at high risk of getting the disease and 
its life-threatening complications.

 Those people who are at the greatest risk of pneumococcal pneumonia: 

• Have chronic illnesses such as lung disease, heart disease, kidney disorders, sickle cell 
anemia, or diabetes. 

• Are recovering from severe illness. 

• Are in nursing homes or other chronic care facilities.

• Are age 65 or older.

• Have history of respiratory problems such as reactive airway disease or 
asthma.

 Good health habits, proper diet and hygiene, rest, regular exercise, etc. increase resistance to 
all respiratory illnesses and help promote fast recovery when illness does occur.

Influenza (Flu)

 Flu is a contagious disease caused by a virus that affects the respiratory system primarily the 
ears, nose and throat. Since it is caused by a virus, an antibiotic is not recommended for treatment.  
It is different from the common cold.  It attacks the body very quickly and the person may start to 
experience some or all of the symptoms listed below:

• Fever 

• Headache 

• Tiredness (can be extreme) 
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• Dry cough 

• Sore throat 

• Nasal congestion 

• Body aches 

 Recovery time varies among people but usually lasts between one to two weeks.  Some people 
may be prone to develop pneumonia, a life-threatening condition, as a result of the flu.  According 
to the CDC, about 10% to 20% of the population will get the flu each year.  The flu can attack 
anyone at any age.  Those people over age 65 with chronic conditions and those who are very young 
can develop complications from the flu. Three types of complications that occur are bronchitis, 
pneumonia, sinus and ear infections.  Chronic conditions such as asthma and congestive heart failure 
can become much more serious. 5  

 The flu virus spreads from person to person.  The infected person can transfer the virus 
through the air by sneezing, coughing, or speaking to another person.  The other person contracts 
the illness by inhaling the virus through the nose.  For some people, symptoms can occur within one 
to three days after exposure to the virus while others may not show any symptoms but still be carriers 
of the virus.  The virus can spread to others for 3-7 days after an adult shows symptoms and longer 
than 7 days for children.  Since the flu is caused by a virus, antibiotics will have no effect on it.  The 
best treatment for the flu is to:

• Rest 

• Drink plenty of liquids 

• Avoid using alcohol and tobacco 

• Take medication to relieve the symptoms of flu6 

 According to the American Lung Association, pneumonia and influenza combined ranked as 
the seventh leading cause of death for the year 2000. 
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When should you get your flu vaccine?
       

Group of People When to Get YOUR Vaccine

High Risk of Severe Illness 
65 years old or older 
Children 6 - 23 months old 
Adults and children with chronic health conditions 
More than 3 months pregnant during the flu 

season 

    

Close Contacts of People at High 
Risk of Severe Illness 

Household member or caregiver for someone at 
high risk 

Healthcare workers 
Household member or caregiver for children 

under 2 years old 

Child Getting a First Flu Shot Ever

October or 
November  

is the best time  
to vaccinate! 

December 
is  

not too 
late!

Healthy People 50-64 Years Old

Anyone Who Wants to Prevent the 
Flu

Table available at: http://www.cdc.gov/nip/Flu/Public.htm#true7

http://www.cdc.gov/nip/Flu/Public.htm#true
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Part VIII:  Chronic Conditions & Medications 
 
Section G.  Alzheimer’s Disease and Dementia

 About 4.5 million Americans over 65 have Alzheimer’s disease.¹ Occurrence of this disease 
doubles every five years beyond age 65.  Alzheimer’s disease continues to be a mystery.  But it is 
known to cause a gradual loss of brain cells.

  Dementia is a “catch term” used to describe symptoms related to the decline of thinking 
skills.  These symptoms include the following:

• Gradual loss of memory (frequent and inexplicable states of confusion)

• Difficulty with reasoning or poor judgment (allow strangers in the home)

• Disorientation (might be on their own street and no longer know where they are, how they 
got there and how to get home again)

• Difficulty in learning new tasks  

• Decreased language skills (cannot remember simple words, uses fillers making it difficult for 
the listener to understand)

• Decrease in ADL function (does not always choose clothes suitable for the weather, may wear 
underwear as outerwear)

• Personality and behavior changes (anxiety, agitation, sudden mood swings, delusions, 
hallucinations, wandering, sleeplessness)

 According to Dementia.com, “the frequency of dementia increases with advancing age (less 
than 2% for 65-69-year-olds, to 5% for 75-79 year-olds and to more than 20% for 85-89 year-olds). 
Every third person over the age of 90 suffers from moderate or severe dementia. About half of those 
affected by dementia suffer from Alzheimer’s disease. About 5% of people above 65 years of age, 
about 20% of those over 80 years and about 30% of those over 90 suffer from Alzheimer’s disease.”² 

Alzheimer’s disease is typically divided into three stages:

1. Mild or Early Stage (impairment of mental abilities and mood swings)

2. Moderate or Mid-Stage (increase in behavioral disturbances)

3. Severe or Late-Stage (physical problems are dominant)

           There is no cure for cognitive impairment or Alzheimer’s disease.  But there are treatments for 
each stage:

1. Mild stage:  Cognitive training of thinking and memory, but use caution as not to 
constantly remind the person of his/her declining abilities. 
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2. Moderate stage and severe stage:  Caregiver takes steps to address the organization 
and care of the person’s environment, such as placing notes or signs as reminders.  For 
someone that may run into glass patio doors, a colored decal or a stop sign placed on the 
door will cue the person to stop proceeding.  

Caregiving tasks can be difficult.  Andrea Tannebaum, President of Dynamic-Living 
states, “It is one of the toughest jobs anyone can ever have.  Not only must caregivers deal with an 
exhausting physical routine but a difficult emotional burden, too.  They often feel alone, not sure 
where to turn for support or for practical knowledge they need.”³ For those in the moderate to severe 
stage, family members are forced to become more and more responsible for the health, welfare, and 
basic activities of daily living.

 According to the Alzheimer’s Association, both the caregiver and the individual with 
Alzheimer’s disease may experience the following reactions:  depression, denial, anxiety and fear, 
isolation and loneliness, embarrassment and shame, and feelings of loss.  It is important to address 
any of these reactions.  Referrals to an Alzheimer’s Association support group, short-term counseling 
and medications and a physician knowledgeable in dementia for assessment and treatment can help 
the family deal with their reactions to the disease.

 Family dynamics change when a loved one is diagnosed with Alzheimer’s disease and can 
cause stress within family relationships.  

 Individuals with early-stage Alzheimer’s may experience: 

• feelings of people trying to help too much or too little, 

• primary role changes in their relationship, 

• anxiety over whom they should tell about the diagnosis, 

• feelings of misunderstanding by others, 

• difficulty trusting their own decision making, 

• withdrawal or avoidance of family and friends, 

• difficulty with social interaction, 

• increase or decrease in sexual desire, and

• increased anxiety over financial and legal issues.   

 Caregivers may experience:

• role changes within the relationship,

• anxiety over who should know about the diagnosis,

• changes in the sexual relationship,
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• and feeling misunderstood by family and friends, which could lead to isolation.

 It is very important to address all the feelings experienced by those involved to include the 
individual with Alzheimer’s in the decision-making process, and to encourage family and friends 
to be open about the changes that are taking place.  Talking about problems, concerns, and 
solutions can help resolve stress and tension early on.4
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Resources
 

American Alzheimer’s Association – http://www.alz.org

The Alzheimer’s Association is the world leader in Alzheimer research and support. Since their 
establishment in 1980, they have provided more than $150 million to support research into the 
prevention, treatment and eventual cure for Alzheimer’s.  Their mission is to eliminate Alzheimer’s 
disease through the advancement of research and to enhance quality care and support for individuals, 
their families and care partners.

http://www.alz.org/AboutAD/WhatIsAD.asp
http:// www.dementia.com
http://dynamic-living.com
http://www.alz.org
http://www.alz.org
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Part VIII:  Chronic Conditions & Medications 
 
Section H.  Kidney Disease

 The function of a healthy kidney is to remove extra water and wastes, help regulate blood 
pressure, maintain balance among body chemicals, keep strong bones and produces red blood cells.  
When the kidneys are unable to clean the blood of waste products and toxins, chronic kidney disease 
occurs.  This can occur very quickly (acute) or over a long period.  Most kidney disease is caused by 
diabetes and high blood pressure, conditions that can run in families.

 “Acute renal failure means the kidneys have failed suddenly, often due to a toxin (a drug 
allergy or poison) or severe blood loss or trauma. Dialysis is used to clean the blood and give 
the kidneys a rest. If the cause is treated, the kidneys may be able to recover some or all of their 
function.”¹

 It is important to recognize the symptoms of kidney disease so that it can be diagnosed and 
treated early.  Some of the symptoms of acute renal failure are as follows:

• Changes in urination – frequent urination or decreased urgency, feeling pressure when 
urinating, changes in urine color, foamy or bubbly urine, or interrupted sleep due to getting 
up at night to urinate. 

• Swelling of the feet, ankles, hands, or face - kidneys can’t remove excess fluid and it may stay 
in the tissues. 

• Fatigue or weakness – caused by a build-up of wastes or a shortage of red blood cells 
(anemia) when the kidneys begin to fail. 

• Shortness of breath – fluid can begin to build up in the lungs.  Sometimes it can be confused 
with asthma or heart failure. 

• Ammonia breath or an ammonia or metal taste in the mouth – caused by waste build-up in 
the body.  The person may have an aversion to protein foods, meat and eggs. 

• Back or flank pain – at the site where the kidneys are located on either side of the spine in 
the back. 

• Itching – occurs in the legs especially when waste builds-up in the body. 

• Loss of appetite 

• Nausea and vomiting 

• More hypoglycemic episodes, if diabetic.  (For other details, see Diabetes section).

 High blood pressure is one of the leading causes of kidney failure which is also commonly 
called end-stage renal disease (ESRD). People with kidney failure must either receive a kidney 
transplant or go on dialysis. Every year, high blood pressure causes more than 15,000 new cases of 
kidney failure in the United States. 
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The National Heart, Lung and Blood Institute found that five lifestyle changes can help control 
blood pressure:²,³

• Maintain your weight at a level close to normal. Choose fruits, vegetables, grains, and low-fat 
dairy foods.

• Limit your daily sodium (salt) intake to 2,000 milligrams or lower if you already have high 
blood pressure. Read nutrition labels on packaged foods to learn how much sodium is in one 
serving. Keep a sodium diary. 

• Get plenty of exercise, at least 30 minutes of moderate activity on most days of the week, 
such as walking.

• Avoid drinking too much alcohol. Men should limit drinking to two drinks (two 12-ounce 
servings of beer or two 5-ounce servings of wine or two 1.5-ounce servings of “hard” liquor) 
a day. Women should have no more than one serving daily.  Due to metabolic differences, 
women are more susceptible.

• Limit caffeine intake.

For more details, see the High Blood Pressure section.



126

References 
 

¹http://www.davita.com/education/kidney_disease/about_chronic_kidney_disease/01.
cfm?CMP=KNC-ZO3292772175

²National Kidney and Urological Disease Information Clearinghouse http://kidney.niddk.nih.gov/
kudiseases/pubs/highblood/index.htm#2

³National Heart, Lung, and Blood Institute: http://www.nhlbi.nih.gov/hbp/prevent/prevent.htm

http://www.davita.com/education/kidney_disease/about_chronic_kidney_disease/01.cfm?CMP=KNC-ZO3292772175
http://www.davita.com/education/kidney_disease/about_chronic_kidney_disease/01.cfm?CMP=KNC-ZO3292772175
http://kidney.niddk.nih.gov/kudiseases/pubs/highblood/index.htm#2
http://kidney.niddk.nih.gov/kudiseases/pubs/highblood/index.htm#2
http://www.nhlbi.nih.gov/hbp/prevent/prevent.htm


127

Part VIII:  Chronic Conditions & Medications 
 
Section I.  Arthritis
 The CDC estimates that arthritis will affect 60 million Americans by 2020. Presently, one 
in three people age 50 and over have arthritis.  It is known as the leading cause of disability among 
the U. S. population.¹ The Administration on Aging (AoA) reports that there are cost-effective 
interventions available to reduce the effects of arthritis, but often are not used.² Typical symptoms 
of arthritis are pain, swelling, and stiffness near the joints. The word arthritis literally means “joint 
inflammation.”³ It has been estimated that there are over 100 types of arthritis. 

 The National Academy on an Aging Society compared individuals with arthritis with those 
that do not have the condition and found that individuals with arthritis are likely to experience more 
physical and occupational limitations, have more financial difficulties, are less satisfied with their 
current circumstances and are less optimistic about the future.  They found that the elderly age 70+ 
with arthritis are more likely to have stayed in a nursing home.  Ninety-four percent of these elders 
use prescription medication and use a variety of services, such as Meals on Wheels, social worker, 
adult day care, rehabilitation and transportation. 

 Osteoarthritis (OA) is one of the most common chronic conditions affecting middle-aged 
and older adults.  The Arthritis Foundation defines “osteoarthritis or degenerative joint disease as one 
of the oldest and most common types of arthritis. It is characterized by the breakdown of the joint’s 
cartilage. Cartilage is the part of the joint that cushions the ends of bones. Cartilage breakdown 
causes bones to rub against each other, causing pain and loss of movement.” Its symptoms can range 
from very mild to very severe. It affects hands and weight-bearing joints such as knees, hips, feet and 
the back.  It affects an estimated 20.7 million Americans, mostly after age 45.  It commonly affects 
women more than men.  “It is the leading cause of disability in older people and costs the American 
economy about $124.8 billion annually.  This figure includes medical expenses and lost productivity. 
The older population is growing rapidly, the Centers for Disease Control and Prevention projects 
that osteoarthritis will affect almost 60 million people by 2020.” 4

 Although it affects those who are middle-aged or elderly, it is not caused by the effects of 
aging.  Obesity may lead to osteoarthritis in the knees due to excessive weight bearing on the joints.  
Also, any person with joint injuries resulting from sports, work-related activity or accidents may 
increase their risk of developing OA.  Scientists believe that genetics may also cause osteoarthritis in 
the hands over time.  

 Osteoporosis affects both men and women and puts them at greater risk for fractures.  
Women are at the greatest risk because they start with less bone mass than men. Osteoporosis causes 
the bones to lose strength and break easily as the person ages.  After menopause, women lose bone 
mass much more quickly.  According to the Arthritis Foundation, as the person ages, their body loses 
more older bone than the body can replace with new bone tissue.  AoA reports that one out of two 
post-menopausal women will have an osteoporosis-related fracture in her lifetime.

 There is no cure for osteoporosis.  It is largely preventable and is not a natural part of aging.  
It is closely associated to fractures and falls and can be prevented by good nutrition and exercise.  The 
National Osteoporosis Foundation reports that the best defense from developing osteoporosis is to 
develop strong bones and develop a healthy lifestyle before the age of 30.   
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Arthritis Medications

Tylenol (Acetaminophen) with Codeine:

Uses: Used for mild to moderate pain
 
Potential side effects: Mental alteration, lightheadedness, dizziness, sedation, vomiting, nausea, 
and shortness of breath, allergic reactions, euphoria, dysphoria, constipation, abdominal pain and 
pruritus

Medications that may interact: Anticholinergics, other narcotic analgesics, antipsychotics, antianxiety 
agents, other CNS depressants, and alcohol

Ibuprofen (anti-inflammatory drug):

Uses:  Used to relieve minor aches and pains, temporarily reduces fever

Side effects: Upset stomach (may be relieved if taken with food or milk), stomach bleeding

Medications that may interact: Alcohol, other anti-inflammatory drugs, methotrexate, warfarin, high 
blood pressure medications, diuretics, and lithium

DayPro (Oxaprozin):

Uses: For fever, inflammation, and mild to moderate pain

Potential side effects: Ulcer, visual disturbance, increased urination, stomach pain, swelling, 
constipation, diarrhea, difficulty sleeping, drowsiness, gas, heartburn, nausea, vomiting

Medications that may interact: Alcohol, alendronate, aspirin, cidofovir, cyclosporine, drospirenone, 
ethinyl estradiol, lithium, blood pressure medications, platelet medications, blood thinners, 
methotrexate, ibuprofen, prednisone, diuretics

Methotrexate sodium tablets:

Uses: Used for gestational choriocarcinoma, chorioadenoma destruens, hydatidiform mole, acute 
lymphocytic leukemia, meningeal leukemia, non-metastatic osteosarcoma, breast cancer, epidermoid 
cancers of the head and neck, advanced mycosis fungoides, lung cancer, advanced stage non-
Hodgkin’s lymphomas, severe psoriasis, and severe rheumatoid arthritis

Potential side effects: Ulcerative stomatitis, leukopenia, nausea, abdominal distress, depression, 
fatigue, chills, fever, dizziness, and decreased ability to fight infection          

Medications that may interact: Alcohol, non-steroidal anti-inflammatory drugs, salicylates, 
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phenylbutazone, phenytoin, and sulfonamides, cisplatin, oral antibiotics, penicillins, azathioprine, 
retinoids, sulfasalazine, and theophylline

Naproxin:

Uses: For relief of mild to moderate pain

Potential side effects: Constipation, heartburn, abdominal pain, and nausea, peptic ulcers, headache, 
drowsiness, dizziness, vertigo, lightheadedness, decreased concentration, depression, agitation, 
irritability, fatigue, sleep disorders, swelling, rash

Medications that may interact: Oral anticoagulants, hydantoins, salicylates (aspirin), sulfonamides, 
sulfonylureas, anticoagulant or thrombolytic agent, probenecid, methotrexate, lithium, prednisolone, 
furosemide, angiotensin-converting enzyme (ACE) inhibitors, antacids

Prednisone (Deltasone):

Uses: For relief of swelling, redness, itching, and allergic reactions and can be used to treat severe 
allergies, skin problems, asthma, and arthritis

Potential side effects: Confusion, excitement, restlessness, visual disturbances, decreased ability to 
fight infection, depression, muscle cramps, weakness, nausea, vomiting, round face, increased thirst, 
irregular heart rhythm, swelling, weight change, skin problems, diarrhea, headache, constipation, 
change in appetite, upset stomach, hair growth on face or body 
  
Medications that may interact: Acetazolamide, anti-inflammatory drugs, barbiturates, bosentan, 
heart medications, diabetes medications, phenytoin, rifabutin, rifampin, diuretics, warfarin

Darvocet (Acetaminophen/ Propoxyphene, Propacet, Wygesic, E-Lor, Propoxacet N):

Uses: For relief of mild to moderate pain

Potential side effects: Mental alteration, dizziness, sedation, nausea, vomiting, constipation, 
abdominal pain, skin rashes, lightheadedness, headache, weakness, euphoria, dysphoria, 
hallucinations and minor visual disturbances

Medications that may interact:  Sedatives, tranquilizers, muscle relaxants, antidepressants, other 
CNS-depressant drugs, alcohol, salicylates, and carbamazepine. 

Indomethacin(Indocin, anti-inflammatory drug):

Uses: For pain associated with severe arthritis, ankylosing spondylitis, and gout

Potential side effects: Headache, dizziness, nausea, vomiting, indigestion, heartburn

Medications that may interact: Aspirin or other salicylates, diflunisal, other non-steroidal anti-
inflammatory drugs, probenecid, methotrexate, cyclosporine, lithium, digoxin, diuretics, furosemide, 
triamterene, captopril, and losartan
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Arthritis Resources
 

Arthritis Foundation: www.arthritis.org

Arthritis Resource Center: www.healingwell.com/arthritis

Bone & Joint Decade (2002-USA-2011): www.boneandjointdecade.org/usa

National Institute of Arthritis and Musculoskeletal and Skin Diseases: www.niams.nih.gov/

Arthritis Information: www.arthritis.com

Arthritis news, information, & support:  www.arthritis.about.com

All About Arthritis:  www.allaboutarthritis.com

National Osteoporosis Foundation:  http://www.nof.org/prevention/index.htm

 

http://www.arthritis.org
http://www.healingwell.com/arthritis
www.boneandjointdecade.org/usa
http://www.niams.nih.gov/
http://www.arthritis.com
http://www.arthritis.about.com
www.allaboutarthritis.com
http://www.nof.org/prevention/index.htm
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Part IX:  
Assistive Technology

Relevance to Centers for  Independent Living 
(CILs)

 Assistive technology (AT) is not a new concept for 
those working in CILs.  But  many older consumers may 
be afraid, reluctant or  refuse to use assistive technology.  
The term “assistive technology” may frighten them.  In 
this section, CILs will learn how to introduce assistive 
technology to older consumers.  Using the terms “helpful 
products” instead of AT when introducing an assistive 
device and providing information or training will be less 
threatening to the older consumer.  CILs will learn that 
the consumer’s (and their family, caregiver) attitudes about 
technology will determine device acceptance or refusal.  For 
example, consumers have refused to use devices  because the 
devices appear to be complicated to use,  or “it’s ugly,” or “it 
makes me look old.” 

           CILs are in a good position to help older adults 
overcome “technology phobia,” through providing 
information, awareness, and training about devices that may  
improve or maintain  functional level.  CILs can help direct 
older consumers to funding sources or assistance.

Dressing 
aids

Shake Awake

Accessible Vehicle
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Part IX  Assistive Technology

 What is assistive technology (AT)?  It is defined as “any item, piece of equipment, or 
product system, whether acquired commercially off the shelf, modified, or customized, that is used 
to increase, maintain, or improve functional capabilities of individuals with disabilities. AT service 
is directly assisting an individual with a disability in the selection, acquisition, or use of an assistive 
technology device.”¹  Basically, it is a product that helps an individual with a disability do an activity 
that they might not otherwise be able to do.  Although the individual has a disability, the assistive 
device enables and/or enhances functional capabilities.  An example would be a bathseat.  The person 
may not be able to use the tub for bathing and have to sponge bathe if a bathseat was not available.

 What is the difference between having an impairment, disability or handicap?  According to 
the World Health Organization (WHO), an impairment is “any loss or abnormality of psychological, 
physical or anatomical structure of function.”²  A disability occurs when the impairment interferes 
with the person’s functional ability to be able to perform an activity in a way that is considered 
normal.  A handicap is representative of the person-environment relationship (WHO).  A handicap 
occurs when the person with an impairment or disability is unable to fulfill normal roles.

 There are many assistive devices on the market that can help people with disabilities. Yet, 
many elderly consumers and their caregivers are not aware of them.  CILs can be a valuable resource 
in the education and training of assistive technology to elders.  Also, CILS can help people to obtain 
funds and purchase needed devices.

 Assistive technology can be divided into several categories: low-tech, high-tech, medically 
necessary, durable medical equipment (DME) or convenience/luxury.

• Low-tech:  these devices are usually characterized as easy to make, easy to obtain and 
inexpensive.They do not have mechanical, electrical or computerized components (i.e. sock 
aid, long-handle shoehorn, modified eating utensils)

• High-tech:  these devices are usually characterized as hard to make, hard to obtain and 
expensive.  These devices have features or options that are computerized or electromechanical 
(i.e. print enlargement systems, voice recognition devices, electronic communication devices, 
smart phones)

• Medically necessary:  means that the device is prescribed by a physician, is used to restore 
or approximate normal function of a missing, malformed, or malfunctioning body part, 
directly related to a diagnosed medical condition; and expected to improve the user’s ability 
to function.³

• Durable medical equipment (DME): means that the device can withstand repeated use, 
is primarily or customarily used to serve a medical purpose; generally is not useful to an 
individual in the absence of illness or injury, and is appropriate for use in the home. 4

• Convenience or luxury devices: these devices are primarily considered as a convenience or 
luxury for most people (garage door opener, TV remote control, microwave oven).  Payment 
for these devices are not covered by HMOs or health insurance.  But these devices become 
assistive devices for people with disabilities who are unable to open the garage or operate TV 
buttons manually due to arthritis, limited mobility or range of motion.  A microwave oven 
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becomes an assistive device for someone who cannot bend to use a conventional oven or 
for someone with memory problems who may not turn off the stove or oven when finished 
cooking.  

 
Another way to differentiate between assistive technology is in the way the technology will be used.

• General-purpose – these devices can be used to serve more than one need, such as a reacher, 
mouthstick, or joystick on a wheelchair.  These devices usually involve low-tech AT.

• Specific-purpose – these devices are used to assist performance in one particular activity, 
such as feeding, dressing, communication, and hearing.  These devices are specialized and are 
designed to assist the person with one activity.

Another differentiation of AT is whether or not it is:

• Commercially available – these devices are mass produced and are designed to be used by 
anyone. For those with disabilities, these devices can be used with some modifications added 
(i.e. personal computer or microwave oven).

• Custom made – devices that are specifically designed and made to meet  a particular person’s 
individual needs (molded wheelchair seat cushion). These costs are usually expensive.

Designing technology to be used by all people will certainly contain costs.  Universal design is 
a concept that an increasing number of product designers use when developing new technologies.  
Products or environments with universal design can be used by all people to the fullest extent 
possible without it having to be adapted, modified or specialized (NC State University, The Center 
for Universal Design, 1997).  The NC State University Center for Design has conceived and 
developed seven principles of universal design that can be used as a guide to determine whether or 
not the products or environments can be used by all people.  These principles are listed below and 
more detail about each principle can be found at the Center for Design’s website: 

(http://design.ncsu.edu/cud/univ_design/principles/udprinciples.htm) 5

Principles of Design

ONE: Equitable Use 
The design is useful and marketable to people with diverse abilities. 
 
TWO: Flexibility in Use 
The design accommodates a wide range of individual preferences and abilities. 
 
THREE: Simple and Intuitive Use 
Use of the design is easy to understand, regardless of the user’s experience, knowledge, 
language skills, or current concentration level. 
 
FOUR: Perceptible Information 
The design communicates necessary information effectively to the user, regardless of ambient 
conditions or the user’s sensory abilities. 

(http://design.ncsu.edu/cud/univ_design/principles/udprinciples.htm)
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FIVE: Tolerance for Error 
The design minimizes hazards and the adverse consequences of accidental or unintended 
actions. 
 
SIX: Low Physical Effort 
The design can be used efficiently and comfortably and with a minimum of fatigue.
 
SEVEN: Size and Space for Approach and Use 
Appropriate size and space is provided for approach, reach, manipulation, and use regardless 
of user’s body size, posture, or mobility. 

Barriers to use and non-use of assistive technology
 Although there are thousands of devices available, researchers have identified barriers 
that exist among the elder population to determine if the technology will be accepted, utilized or 
abandoned.   Four factors were identified:

1. inadequate training and orientation for the elder consumer,
2. inappropriate match between the assistive device and the person’s need,
3. cumbersome designs, and
4. failure to understand that assistive technology involves more than just giving a person 

a device

 In 1990, Rehabilitation Engineering and Assistive Technology Society of North America 
(RESNA) reported that caregivers believed older people were reluctant to use new technology.  
Initially, researchers thought that this reluctance was partially due to the older person’s decreased 
ability to learn.6  This has been proven false.  Older people do retain their ability to learn, but may 
need one-on-one training.  Researchers have learned that the training approach used to introduce 
elders to assistive technology will have a critical impact on their understanding and on acceptance of 
the device.

Introducing Assistive Technology to the Older Consumer
• The device must be perceived as needed and meaningful and linked to the lifestyle of the 

consumer.  The elder consumer will not use the device if it is not vital to independence.

• Consider what the individual thinks and feels about the device.  Some think the device may 
detract from appearance.  They may feel stigmatized if the device is bulky.

• The idea of using the device may need to be introduced several times before the individual is 
willing to try it.  (The elder consumer needs to get use to the device and its function and how 
it will impact their life.  The consumer needs time to feel comfortable with the device).

• Disbelief in ability to learn how to use a device must be considered.  Sometimes the elder 
consumer does not have confidence about learning new technology. The trainer must be 
positive and exhibit realistic attitudes to encourage the consumer. 
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• Focus must be placed on the practical application of the device rather on technical features. 
The trainer should focus more on how the device can help the individual in their daily tasks, 
i.e. energy conservation, improve safety, increase independence instead of focusing on all the 
many features of the device.

• Omit irrelevant information.  Keep it simple.  Provide basic information for successful 
learning, confidence building and device acceptance.

• Choose a time to introduce the device when the consumer is not preoccupied with pressing 
personal problems.  The consumer will not be interested in learning how to use a device for 
bathing if worried about the ability to pay the heating bill this week or about a recent death 
in the family).

• Relate the information to the individuals’ past experiences.  Remind the individual of 
successful uses of devices he/she has used in the past, i.e. learning to use a VCR or microwave 
oven.

• Reduce extraneous noises and distractions during training.  Turn off  TV or radio for full 
attention.

• Training sessions should be held in the home or at a location where the device will be used.  
The consumer is more at ease if training is provided in a familiar setting.  It is best to train 
how to use a dressing device in the bedroom or cooking/feeding device in the kitchen.  This 
is especially true for those with mild cognitive impairment.  There is greater association with 
the activity and device.

• The consumer should know the person introducing the device.  A level of trust between the 
trainer and the consumer has been established and the consumer will be more willing to 
experiment with the device. 

• The attitude of the trainer must be positive and realistic.  If the trainer fumbles with the 
device or exhibits negative attitudes, the consumer will pick up on this and reject the device.

• Repeated short training sessions are more effective than longer sessions.  Repetition and 
consistency improve the learning process.  It helps activity performance become more 
automatic.

 Matching the person’s needs to the appropriate device is key to successful use and acceptance 
of the device by the user.  It can become very costly and time consuming if the device and person are 
not matched properly.  In order to obtain an appropriate match between the person’s abilities and 
the device, it is recommended that the evaluator must have a solid knowledge of physical functional 
needs assessment techniques and a strong background in the field of assistive technology.   It is most 
important to remember that the consumer should be actively involved in making the decision about 
the assistive technology.  The device must be incorporated into the person’s lifestyle - who the person 
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is physically, emotionally, culturally and personally.  M. Scherer states, “We know already that the 
single most important reason devices are not used by consumers is lack of consumer involvement 
in selection.  People select their assistive technologies based, first, on how well they satisfy goals, 
needs and preferences, then according to their attractiveness and appeal.  If the device meets the 
person’s performance expectations and is easy and comfortable to use, then a good match of person 
and technology has been achieved.  The perspective of the user will increasingly be the driving force 
in device selection, not which technology is most affordable or quickest to obtain.” 7 Also, funding 
sources want to be assured that purchased devices are needed, appropriate, and will be used.

 There are advantages to using assistive technology.  In 2001, Mann determined that assistive 
technology has the potential to ease the burden of caregivers.  He stated, “Any device that increases 
the level of independence for a person will at the same time decrease the amount of assistance 
required from a care provider.” 8  Gitlin and her colleagues (2001) found that assistive technology 
and home modifications could provide caregivers immediate relief, reduce stress and help them 
provide care more easily and safely. 9  Another study conducted by Mann and his colleagues (1999) 
found that assistive technology and home modifications can reduce home care costs for older adults 
and help delay institutional placement. 10

 Who are AT users?  Assistive technology users can be classified into five groups: 
1. caregivers – those caring for others who use AT to decrease burden of care
2. elderly consumers – use devices to promote safety or reduce the risk of injury
3. those with age-related changes/functional decline – use devices to promote 

independence and minimize disability
4. first-time disability/multiple chronic conditions – use devices to perform ADLs
5. people aging with disability – use devices over long period of time to support daily 

activities 

 When is assistive technology use effective during the aging process?  According to Gitlin 
(2002), there are three key points when assistive technology may be effective during the aging 
process.  They are:

1. “The period prior to the onset of functional decline in which assistive technology 
may have a preventive role.” (Safety-grab bars in bathroom) 

2. “The period following acute onset of a potentially disabling condition, such as a hip 
fracture or stroke.” (Rehabilitation-restore and maintain function)

3. “Long-term care. Older person may experience a combination of progressive physical 
and cognitive impairments.” (Maintain social, psychological, and physical function 
and cognitive awareness and orientation) 11 

 What key points should be considered when recommending assistive technology to the 
elderly consumer?  There are thousands of devices available.  Recommending and selecting the right 
one will depend upon the person’s needs, the setting in which it will be used, and the particular 
activity to be performed. 
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Key Points to Consider for AT Selection

1. What are elder consumer’s specific needs?  Do they need help with dressing, or need to 
compensate for a memory problem, such as forgetting to take medications.  Which device 
allows the greatest independence?

2. What are the elder’s strengths? The assistive device should incorporate the person’s strengths.  
Is it age, gender and culturally appropriate?  How does the consumer feel about the device?  
Are they comfortable with the appearance and operation of the device?

3. How interested and skilled is the elder in using technology?  The user must be involved in 
the selection process.  Abandonment or refusal of the device can occur if the consumer is not 
interested.  Need to address the family’s attitude and reaction to recommended devices.

4. In what setting will the device be used (home, work, social setting)?
Not all technology will be appropriate in every setting.  Need to decide where it can be used, 
stored or if adaptation is needed to use the device.

5. Will the elder need to use the device in more than one place? Larger devices will be difficult 
to transport.  Think about transportability. 

6. How easy or difficult it is to learn about and operate the device?  Is the device easy to use? 
Does it require training prior to its use? If so, where and how can one obtain it and how 
much will it cost?  Operating instructions should be simple and brief.  If it appears too 
complicated, or the trainer has problems with the device, the elder consumer will believe they 
will have difficulty learning the device’s operation.

7. How reliable is the device?  Need to know how well the device holds up under continuous 
use.  Does it frequently break down or need repairs? What is its lifespan use?  How difficult is 
it to obtain services for the device?

8. Does it need other technologies in order to work?  This usually applies to high tech devices 
such as computer systems and software, but can also apply to low-tech devices such as an 
assistive listening device that connects to a TV.  The TV must have an AC jack to be able to 
accommodate the listening device.  

9. Is there technical support available when needed?  Consumers need to know where to turn 
for help if the device does not operate properly.  Check for telephone numbers and websites 
for product warranties, limitations, costs and length of operation time.

10. Does the consumer have a personal support system? Success often depends upon having a 
local support system nearby such as friends or family members who may know about the 
device or own a similar one.12

(Listing adapted from the Nova Scotia Network’s website). 12
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 It is very important to remember that devices that are easy to use, setup, transport, and that 
are lightweight and inexpensive to obtain and repair are more acceptable.  The assistive technology 
should improve functional performance, increase self-esteem and self-efficacy and socialization.  The 
device becomes an extension of the person.  Therefore, consumer choice and selection are key to the 
needed assistive technology solution for the user.

 The elderly adult spends a great deal of time at home.  They interact in various activities 
(eating, cooking, dressing, bathing, playing and socializing) within the home.  Assistive technology 
is available to assist older consumers in performing these and other activities by increasing function, 
enhancing independence and environmental control, promoting communication, increasing visual 
and auditory access participation, improving mobility and promoting play, leisure and family 
socialization. 13  

Funding sources for AT

Private health insurance:
 Since private health insurance coverage varies, consumers must check their individual health 
plans for specific details regarding assistive technology.  

Medicare: 1-800-633-4227, TTY/TDD: 1-877-486-2048
 Medicare is a health insurance program that was established in 1965 by Title XVIII of the 
federal Social Security Act.  Individuals eligible for Medicare include persons age 65 and older, some 
disabled persons under age 65, and individuals with end-stage renal disease.  The Medicare program 
is divided into two parts: 14 

1. Medicare Part A provides the beneficiary coverage during a stay in a hospital and/
or skilled nursing facility, as well as coverage for home health care and hospice 
care.  Most individuals do not pay to participate in the Medicare program under 
Part A.  

2. Medicare Part B is an optional, supplemental plan that covers healthcare costs 
outside of the hospital. This includes coverage for doctors, outpatient hospital 
care, and other medical services.  Individuals enrolled in Part B typically must 
pay a monthly premium, an annual deductible, and a specified co-payment of 
Medicare’s approved amount to be charged for a specific device or service. 

Assistive technology (AT) is generally covered under Medicare when the device meets 
Medicare’s specific description of Durable Medical Equipment, Prosthetics, Orthotics, and/or 
Supplies (DMEPOS).  Additionally, in order for a device to be covered, the supplier must provide 
a Medicare billing number and “the device must be either reasonable or necessary for the treatment 
of illness or injury or to improve the functioning of a malformed part.”14  Some items require only 
a prescription by the physician, while other items call for a “certificate of medical necessity” to be 
submitted with the claim. Once submitted, claims are processed by one of four Durable Medical 
Equipment Regional Carriers (DMERC), which were established to help Medicare manage claims. 
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Each DMERC possesses a coverage manual for providers/suppliers that details covered and non-
covered items, as well as describes the classification of rental only items, purchase only items, and 
items that can be either rented or purchased. These manuals are available online on DMERC 
websites.  

Medicare Part B is typically the portion of Medicare that pays for DMEPOS. The types 
of devices covered by Medicare can vary between carriers. Examples of commonly covered items 
include: canes, walkers, bedside commodes and wheelchairs. Hearing aids and other assistive 
listening devices are not covered. Eyeglasses and other low vision aids are also normally not covered. 
Appealing a denial may result in eventual payment of a claim by Medicare.  A publication by 
Lighthouse International “SharingSolutions, Spring 99 issue” discusses a similar scenario involving 
closed caption televisions (CCTV) which are typically not covered under Medicare.  The article offers 
a step-by-step guide for appealing a Medicare denial of a CCTV claim.  Following the guidelines has 
reportedly resulted in success for some beneficiaries. 

Medicaid: (Call toll free number for your state) 15

Medicaid is health insurance for people with low income and families who meet specific 
criteria.  Medicaid does not make payments to the recipients.  It makes payments to the providers.  
The federal government sets up some general guidelines for the administration of Medicaid.  Each 
state establishes the specifics for administration of the program.  So there are differences in what 
services and equipment each state covers and to what extent they cover a service or equipment.

Medicaid covers equipment that is deemed medically necessary.  Medicaid defines medical 
necessity as prescribed by a doctor of medicine or a doctor of osteopathy, a reasonable, appropriate, 
and effective method for meeting the client’s medical need; the expected use is in accordance 
with current medical standards or practices, cost effective, meaning less costly and medically 
appropriate alternatives either do not exist or do not meet treatment requirements, provides for a 
safe environment or situation for the client, utilization is not experimental, investigational, or not 
generally accepted by the medical community, and primary purpose may not be to enhance the 
personal comfort of the client, nor to provide convenience for the client or the client’s caretaker.
 
 Some items that Medicaid may cover include:  wheelchairs, walkers, canes, crutches, 
commode chairs, hospital beds, augmentative communication devices, home glucose monitors and 
nebulizers.  It is necessary to check with the specific state to see what types of equipment they will 
cover, and for the purchasing or rental procedure.

Medicaid Home and Community-based Waiver
 To be eligible for this Medicaid waiver, the individual must need hospital or nursing home 
level of care.  The waiver then provides services to keep the consumer in the community.  Without 
the services provided they would be in an institutional setting.  There are no specific services that 
states must provide under this waiver.  However, there are some states that cover durable medical 
equipment.  The waiver is one of the last sources of funding tapped to cover durable medical 
equipment.  Private insurance is tapped first, then Medicare, then Medicaid, and finally this waiver if 
the specific state provides it as a benefit. See http://www.cms.hhs.gov/medicaid/1915c/design.asp.

http://www.cms.hhs.gov/medicaid/1915c/design.asp
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Veteran’s Administration: (VA Health Benefits Service Center: 1-877-222-VETS) 16

To be eligible for veteran’s health benefits, veterans must have completed 24 continuous months of 
active military service:

• Former enlisted persons whose first term of active duty began after September 7, 1980, OR 
• Former enlisted persons who originally signed up under a delayed entry program on or 

before September 7, 1980, and who subsequently entered active duty after that date, OR 
• Former commissioned officers and warrant officers whose first term of active duty began after 

October 16, 1981, OR 
• Any other person (officers as well as enlisted) who entered on active duty after October 16, 

1981, and who had not previously completed at least 24 months of continuous active duty 
service or had been discharged or released from active duty under section 1171 of title 10. 

These benefits include those serving in wartime WWI, WWII, Korea and Vietnam.  There are a few 
exceptions to eligibility. See http://www.appc1.va.gov/Elig/page.cfm?pg=1.

The VA is required to provide “needed” services to veterans enrolled in the health benefits 
program.  The VA defines need as: “care or service that will promote, preserve, and restore health. 
This includes treatment, procedures, supplies, or services. This decision of need will be based on the 
judgment of your health care provider and in accordance with generally accepted standards of clinical 
practice.”  See http://www.appc1.va.gov/Elig/page.cfm?pg=3.

One of the benefits listed under covered services in the medical benefits package is 
durable medical equipment, prosthetic and orthotic devices, including eyeglasses and hearing 
aids. See  http://www.appc1.va.gov/Elig/page.cfm?pg=10.

Home Improvements and Structural Alterations
The Home Improvements and Structural Alterations program provides funding for eligible 

veterans to make home improvements necessary for the continuation of treatment or for disability 
access to the home and essential lavatory and sanitary facilities. Home improvement benefits up to 
$4,100 for service-connected veterans and up to $1,200 for non-service-connected veterans may 
be provided.  For application information, contact the prosthetic representative at the nearest VA 
Medical Center or outpatient clinic.  See http://www.va.gov/publ/direc/health/direct/195097.htm.

Specially Adapted Homes
 Disabled veterans may be entitled to a grant from VA for a specially adapted home that meets  
their needs or for adaptations to an existing house.

$48,000 Grant
 VA may approve a grant of not more than 50 percent of the cost of building, buying 

or remodeling adapted homes or paying indebtedness on those homes already acquired, up to a 
maximum of $48,000. Veterans must be entitled to compensation for permanent and total service-
connected disability due to one of the following:

http://www4.law.cornell.edu/uscode/10/1171.html
http://www4.law.cornell.edu/uscode/10/index.html
http://www.appc1.va.gov/Elig/page.cfm?pg=1
http://www.appc1.va.gov/Elig/page.cfm?pg=3
http://www.appc1.va.gov/Elig/page.cfm?pg=10
http://www.va.gov/publ/direc/health/direct/195097.htm
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1. Loss or loss of use of both lower extremities, such as to preclude locomotion without 
the aid of braces, crutches, canes or a wheelchair,

2. Disability that includes (a) blindness in both eyes, having only light perception, plus 
(b) loss or loss of use of one lower extremity,

3. Loss or loss of use of one lower extremity together with (a) residuals of organic 
disease or injury, or (b) the loss or loss of use of one upper extremity which so affects 
the functions of balance or propulsion as to preclude locomotion without the use of 
braces, canes, crutches or a wheelchair.

$9,250 Grant
VA may approve a grant for the actual cost, up to a maximum of $9,250, for adaptations to a 

veteran’s residence that are determined by VA to be reasonably necessary. The grant also may be used 
to help veterans acquire a residence that already has adaptations for the veteran’s disability. Veterans 
must be entitled to compensation for permanent and total service-connected disability due to (1) 
blindness in both eyes with 5/200 visual acuity or less, or (2) anatomical loss or loss of use of both 
hands.

Supplemental Financing
 Veterans with available loan guaranty entitlement may also obtain a guaranteed loan or a 

direct loan from VA to supplement the grant to acquire a specially adapted home.

See Federal Benefits for Veterans and Dependents (2002) http://www.vagreatlakes.org/docs/
02Fedben.pdf.

State Alternative Financing Programs
 State Alternative Financing Programs were established through Title III of the AT act and 
administered through NIDRR.  These programs offer low-interest loans and/or extended payments 
for assistive technology.  The programs started with federal grants to states and state funding.  Some 
states have a minimum or maximum that can be financed.19

State Technology Assistance Programs
 These are funded under the Assistive Technology Act of 1998.  The projects work to 
eliminate or reduce barriers to obtaining assistive technology for people with disabilities.  They work 
to change legislation or policies, streamline funding of assistive technology, provide outreach to 
ensure that under-served populations are not left out, provide information to increase awareness of 
assistive technology and funding of assistive technology, and manage assistive technology loan and 
recycling programs.  See http://www.resna.org/taproject/at/about.html.

HUD
 A home is eligible for the Home Rehabilitation Program if it is at least a year old and has 1-4 
family dwelling units.  Under this program, improvements may be made to the home for accessibility 
to a person with a disability.  For example: remodeling the kitchen, bathroom, installing ramps, etc.  
Mortgage proceeds must be used in part for improvements to a property. The improvements must 
cost at least $5,000 to be eligible for this program.  See http://www.hud.gov/offices/hsg/sfh/203k/
203kabou.cfm.

http://www.vagreatlakes.org/docs/02Fedben.pdf
http://www.vagreatlakes.org/docs/02Fedben.pdf
http://www.resna.org/taproject/at/about.html
http://www.hud.gov/offices/hsg/sfh/203k/203kabou.cfm
http://www.hud.gov/offices/hsg/sfh/203k/203kabou.cfm
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IRS: Deduction for Businesses
Businesses may deduct costs of making a facility or public transportation vehicle more 

accessible for people who are disabled or elderly. The business must own or lease the property or 
vehicle they are adapting and for which they are taking the deduction. 

The IRS defines facility as “all or any part of buildings, structures, equipment, roads, walks, 
parking lots, or similar real or personal property.”   The IRS defines a public transportation vehicle as 
“a vehicle, such as a bus or railroad car, that provides transportation service to the public (including 
service for your customers, even if you are not in the business of providing transportation services).” 

There is a $15,000 deduction limit per tax year on removing barriers.  To be considered 
eligible for the deduction, the adaptation has to meet very specific requirements according to the 
type of construction or alteration that is completed.  See http://www.irs.gov/publications/p535/ch08.
html#d0e6980.

Vocational Rehabilitation
 Vocational rehabilitation is to assist people in getting, keeping, or regaining employment.  To 
be eligible for vocational rehabilitation services, a person has to have a mental or physical condition 
that is interfering with their employment goal.  Vocational rehabilitation helps people attain an 
employment goal and helps them to get, keep, and regain employment.  Assistive technology may 
be covered under vocational rehabilitation if it will help the individual to obtain, keep, or regain 
employment. See http://www.rehabworks.org/index.cfm?fuseaction=SubMain.Consumers.

The Steps to Funding Assistive Technology17

 The University of Wyoming has identified nine steps to help develop a systematic and logical 
approach to funding assistive technology.  These steps are:

• Define the need
• Document the need
• Identify the equipment and/or services needed and secure necessary prescriptions and 

other justification
• Determine if alternative equipment will meet the need
• Determine funding sources
• Collect and submit the required paper work
• Obtain authorization
• Search for co-payment options
• Appeal denials

See website for specific details in each step:
http://www.uwyo.edu/wynot/inforesource/information/funding.asp or at http://www.cybercil.com/
library/at_funding.pdf

http://www.irs.gov/publications/p535/ch08.html#d0e6980
http://www.irs.gov/publications/p535/ch08.html#d0e6980
http://www.rehabworks.org/index.cfm?fuseaction=SubMain.Consumers
http://www.uwyo.edu/wynot/inforesource/information/funding.asp
http://www.cybercil.com/library/at_funding.pdf
http://www.cybercil.com/library/at_funding.pdf


145

 A company named Tumble Forms lists these nine steps to funding that were prepared by the 
South Carolina Assistive Technology Project (SCATP).    You can find their particular comments at: 
http://www.tumbleforms.com/bergeron/9steptofun.html.

 InterAct Plus has additional information on the funding of assistive technology.  This 
information can be accessed at http://www.interactplus.com/oyw_funding.htm.  

Definitions:  Quick Reference

AT according to the OAA:
The term “assistive technology’’ means technology, engineering methodologies, or scientific principles 
appropriate to meet the needs of, and address the barriers confronted by, older individuals with 
functional limitations.

AT according to the Assistive Technology Act:
The term “assistive technology” means technology designed to be utilized in an assistive technology 
device or assistive technology service.

The term “assistive technology device” means any item, piece of equipment, or product system, 
whether acquired commercially, modified, or customized, that is used to increase, maintain, or 
improve functional capabilities of individuals with disabilities.

The term “assistive technology service” means any service that directly assists an individual with 
a disability in the selection, acquisition, or use of an assistive technology device including the 
evaluation of the assistive technology needs of an individual with a disability.

DME according to Medicaid:
DME is equipment that can be used over and over again, is ordinarily used for medical purposes; is 
generally not useful to a person who isn’t sick, injured or disabled, and is appropriate for use in the 
home.  Usually, the equipment must be prescribed by a doctor and be medically necessary.

http://www.tumblefors.com/bergeron/9steptofun.html
http://www.interactplus.com/oyw_funding.htm
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Influences on Use of Assistive Technology18 

Milieu Personality Technology 

Use 

Support from family, peers, or 
employer

Realistic expectations of 
family or employer

Settings/environment fully 
supports and rewards use

Pressure for use from family, 
peers, or employer

Realistic expectations of the 
device

Proud to use device

Motivated

Cooperative

Optimistic

Good coping skills

Patient

Self-disciplined

Generally positive life 
experiences

Has the skills to use the 
device

Perceives discrepancy 
between desired and current 
situation

Willing to challenge self

Goal achieved with little or no 
pain, fatigue, discomfort, or 
stress

Compatible with, or enhances 
the use of other technologies

Is safe, reliable, easy to use 
and maintain

Has the desired 
transportability

Best option currently available

Nonuse 

Lack of support from family, 
peers or employer

Unrealistic expectations of 
others

Setting/environment disallows, 
prevents, discourages, or 
makes use awkward

Requires assistance that is not 
available

Medical status inhibits or limits 
use of device

Unrealistic expectations of the 
device

Fear of losing own abilities or 
becoming dependent

Embarrassed to use device

Depressed

Unmotivated

Uncooperative, resistant, 
hostile or angry

Intimidated by technology

Overwhelmed by changes 
required with device use

Does not have skills for use

Training not available

Poor socialization and coping 
skills

Perceived lack of goal 
achievement or too much 
strain or discomfort in use

Requires a lot of setup

Perceived or determined to be 
incompatible with the use of 
other technologies

Too expensive

Long delay for delivery

Other options to device use 
are available

Has outgrown

Is inefficient

Repairs or service not timely 
or affordable
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Jericho, NY  11753-2341    1-800-645-5816
1-800-537-2118  
1-516-937-3906 
www.independentliving.com
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Windsor, CT  06095-1302    Newport, RI  02840-2603
1-888-940-0605     1-800-959-3279
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Part X:  
Home Modifications

Relevance to Centers for  Independent Living (CILs)

 CILs are experienced in directing people with disabilities to information, funding 
sources and other resources for home modification.  A recent study surveyed over 200 CILs to 
find out more about the extent of this service for older adults.  This survey was conducted by 
the National Resource Center for Supportive Housing and Home Modification (NRCSHHM).  
They found that although CILs offer information and referral about home modification, 
some staff had knowledge about home modification while others’ knowledge was limited.  For 
staff with limited knowledge, the NRCSHHM recommended additional training in home 
modification and the needs of elders.

 In this section, CILs will learn that there is an increased demand for home modifications 
by older consumers in order to age-in-place.  CILs will learn about the benefits of home 
modifications, environmental problems and potential solutions in relation to age-related 
changes, and reasonable accommodations for accessibility.  

 Many senior consumers do not think about home modifications until a crisis arises.  
They may not know where to turn for information about home modification, contractors, and 
financial assistance. Many seniors pay for home modifications out-of-pocket.  Baby boomers 
are becoming more aware of accessibility problems in their homes as they are watching the 
difficulties their parents are experiencing.  CILs can tap into this market.



154

Part X:  Home Modifications

 What does it mean to have home modifications?  Generally speaking, it means making 
alterations to one’s home so that it is more livable or “user friendly."  Home modifications can 
involve very simple and inexpensive changes such as installing a grab bar in the bathroom or 
lever handles on the doors.  Sometimes, home modifications can involve expensive changes such 
as installing elevators or modifying kitchens, bathrooms or widening hallways for wheelchair 
accessibility.  

 The main benefit of making home modifications is that they promote independence and 
prevent accidents. According to a recent AARP housing study (2003), “83% of older Americans 
want to stay in their current homes for the rest of their lives.”¹ But other research indicates that most 
homes are not designed to accommodate the needs of people as they age.   

 Many elderly people are injured in and around their homes each year.  Most people over age 
65 live in homes that are more than 40 years old. Often these older homes contain obstacles and 
lack features that can help prevent injuries.  Falls are the leading cause of injury and death among 
people age 65 and over.  AARP reported that most homeowners fail to prepare for aging.  Although 
they anticipate making modifications that can help them remain in their home, only about half have 
actually made any changes. Linda Barrett states, “There appears to be some denial here.  People are 
focusing on their needs in the next five years or so rather than what they will need later in life.”²  
Research by the National Centers for Disease Control and Prevention (2002) shows that home 
modifications and repairs may prevent 30% to 50% of all home accidents among seniors, including 
falls that take place in these older homes.  As mentioned in earlier sections, chronic conditions such 
as arthritis, low vision, blindness, poor mobility, decreased hearing, decreased sense of touch and 
temperature, limited hand use, limited range of motion, and decreased balance and coordination 
all contribute to increased risk.  These limitations not only affect the frail elderly but also the well 
elderly who experience the affects of aging.  There may also be multi-factor and interacting causes 
such as poor vision, ambulation difficulties or both that contribute to a trip over a telephone cord.  

 Consumers can help themselves if they know where to obtain information.  Several agencies 
have developed home safety checklists that allow the consumer to walk room-to-room and answer 
specific questions regarding accessibility, usability, potential safety hazards or needs for improvement.  
Some of these agencies include the Centers for Disease Control, AARP, Consumer Product Safety 
Commission and Rebuilding Together.  You can find the location and name of their checklists in the 
resource section of this chapter.
 

Unfortunately, many older consumers are reluctant to change their homes.  Other times, 
family members or caregivers can put up roadblocks to modifications to the home simply because 
they haven’t thought about how change can be helpful.  It has been noted that there are three 
common areas in the home that are problematic for the older resident: 1) getting in and out of the 
house, 2) using the bathroom, and 3) going up and down stairs.  Home modifications and assistive 
technology can help eliminate these obstacles and promote independence, safety and quality of life.
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 Being able to stay in one’s home even if the affects of aging diminish your ability to perform 
everyday activities is called aging in place.  An AARP survey on housing and home modification, 
Fixing to Stay (1999) reported that 82% of those surveyed preferred to stay in their own homes and 
not move.  Problems that cause difficulty were climbing stairs (35%) and walking or lack of mobility 
due to problems in the knees, hips legs or arthritis (15%).  Safety was the reason most sited for the 
modifications.  The majority of the modifications were financed out of pocket (62%).³ 

  In 2001, Pynoos reports that home modifications create a supportive home environment 
for the elderly.   He states that modifying the consumer’s existing environment can provide several 
benefits: 4

• Promote the consumer’s independence (makes it easier to do daily activities such as bathing, 
cooking or getting in and out of the home)

• Facilitate caregiving (adequate space and features makes it easier for the caregiver to provide 
care when the bathroom has enough space for easier transfers)

• Reduce accidents (particularly falls by removing barriers or obstacles such as throw rugs and 
by installing grab bars and railings)

• Enable older adults to participate in life’s activities (increase lighting for a variety of activities 
such as reading, sewing, cooking)

• Be cost effective by reducing healthcare costs and delay institutionalizations. (Mann et al., 
1999).5

 Home modifications will always depend upon an individual’s needs.  It is important to 
find out from the individual what activities or tasks have increased in difficulty or can no longer be 
performed.  Gradually over the years, the older consumer with age-related changes or disabilities has 
learned to adapt to their environment.  They have not considered adapting their environment to 
meet their needs.  Adapting the environment to the consumers’ needs allows the individual remain 
in their home, promote independence, safety and improve quality of life.  Bob Villa of the television 
show Home Again states, “Whether you are completely remodeling your home or using some of the 
readily available low-cost adaptive products, creating a safe, comfortable and accessible environment 
is not planning for disability - it’s planning for continued independence.”6

 Many elderly consumers, their families and caregivers do not know where to obtain 
information or services.  Those that live in rental properties do not know they are allowed to make 
modifications to the residence - and that landlords cannot say no.  If the consumer is a renter, 
the Fair Housing Act requires that their landlord allow them to make their residence accessible.  
However, the landlord is not required to assist them with the cost.  And the tenant will have to 
return the interior of the residence to its original condition when they leave.  Exterior modifications, 
such as ramps, do not have to be removed.  

It is important to plan for home modifications and not wait until frailty or injury. According 
to researchers, “the delivery system for home modifications is a patchwork of fragmented and 
uncoordinated services with significant gaps in types of services available and geographic coverage.”7,8  
This makes it even more difficult for consumers to know where to turn for assistance.  CILs have a 
long history of helping individuals with disabilities obtain assistance, self advocacy skills, information 
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and referral for resources, and knowledge about the Fair Housing Act.  Also, Area Agencies on Aging 
have recently initiated training programs to help their staff assist the elderly in advocacy, consumer 
choice and self-directed services.  

 A survey conducted by the National Resource Center (2002) confirmed that CILs (92%) 
promote home modifications most commonly through referrals to providers and programs (86%), 
general home modification information (84%) and home modification assessment (86%).  However, 
they found that only 16% of CILs rated their staff as extremely knowledgeable about home 
modifications: 40% report they are knowledgeable and the rest report low or no home modification 
knowledge.  The National Resource Center (NRC) questioned whether CILs will be ready to assist 
our rapidly growing aging population. Recommendations were made for CILs and AAAs to work 
together more closely.  This can be done by participating in task forces or local coalitions of disability 
and aging related organizations to promote home modifications.  Phoebe Liebig, co-investigator 
of the NRC states, “By collaborating with one another, CILs and Area Agencies on Aging can 
effectively promote consumer education about home modification in their local communities.  
Joining forces will enable the agencies to advocate for systems change and for a greater pooling of 
knowledge and resources at both state and local levels among organizations serving people with 
disabilities of all ages.”8,9

 An occupational therapist (OT) has specialized training and expertise to be able to match an 
individual’s abilities to the environment and assistive technology.  Mary Becker-Omvig has identified 
simple steps that family members and caregivers can use to help the consumer get ready for home 
modifications.  These steps are:10

1. Investigate and raise awareness - This can facilitate the home modification process.  The 
family member or caregiver should build a list of trusted resources, that are reasonably priced 
or have been used before.  Purchasing devices as a gift, like a cordless, to introduce change 
gradually.  Check with local aging agencies for additional resources as well as ask neighbors 
and friends about resources.

2. Assessing – Observe the person as they perform their activities and move about their home.  
Is the person experiencing any difficulty such as holding on to walls when walking, forgetting 
to take their medications, not cleaning or repairing the home?  Ask the person if they are 
having any difficulty doing their activities.  “Are there any activities that the consumer used 
to do and can no longer do?”  “Are they having any difficulty with bathing like getting in and 
out of the tub?”  Some may reply, “No, it just takes a little longer, two hours to do it.”

3. Consult with a professional occupational therapist – They can relieve the burden from the 
caregiver.  The OT is able to match abilities (physical and cognitive) to the environment.  It 
is called a person-environment interface approach.  They evaluate the persons’ skills, analyze 
the task and the environment in which the task is to be performed.  They are trained to ask 
questions that may trigger responses that will lead to developing a plan for modifying the 
home.  The OT identifies the environment as the main barrier to independent functioning, 
not the individual.
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4. The process of change – It’s best to plan ahead and make changes prior to the existence of a 
crisis.  Individuals are more resistant to change if they are in a crisis situation.  Change comes 
slowly and involve six steps:

• Pre-contemplation
• Awareness
• Information gathering
• Planning
• Action
• Maintenance

Those that work with the elderly population are aware that there are reasons this population may 
choose to move instead of staying in their current homes.  Some of these reasons are: 

• The housing is too expensive to modify and the return will not justify the costs at 
resale.

• Physical decline and no support system.
• Major modifications needed and the home will not lend itself to what they need 

structurally.
• Decide to move in with a relative.
• Neighborhood is no longer safe and is declining.  Need to be near social support 

systems (i.e. church, cultural group, family or friends).
• One spouse is disabled and in nursing home.  The other spouse needs to relocate to 

be nearby.
• Needs extra room to accommodate a live-in caregiver or nurse.
• Desires a new home, has more money to purchase a new home to improve quality of 

life now that the kids are out (retirees).
 

Older consumers that choose to stay in their homes and modify to meet their needs should 
be aware of common environmental problems and potential solutions.  Those that are involved 
with this population should also become familiar with these as well.  The chart below lists common 
environmental problems and potential solutions/interventions for the home of older consumers.  The 
chart is the result of numerous research efforts conducted by the RERC on Aging (1999).

ENVIRONMENT
Problems & Potential Interventions 

1) Bathroom

Problem Potential Intervention

a. Getting on/off toilet Raised seat, side safety bars, grab bars

b. Getting in/out tub Grab bars, bath stool/chair, transfer bench, hand held 
shower, rubber mat, hydraulic lift bath seat
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c. Slippery or wet floors Non-skid rugs or mats

d. Hot water burns Turn down hot water heater thermostat, anti-scald device

e. Doorway too narrow Leave wheelchair at door and use walker, install off-set 
door hinge

f. Dizziness standing at sink Sit on stool

g. Difficulty seeing
Adequate lighting, clear plastic shower curtain, toilet seat 
cover or seat that contrasts with walls and floor, adjustable 
mirror magnifier

2) Kitchen

Problem Potential Intervention

a. Open flames & burners Microwave, electric toaster oven, hot plates, crock pot, 
Meals On Wheels, frozen dinners, auto shut off

b. Access items

Install accessible wall outlets, switches, automatic fire 
extinguisher in range hood. Place commonly used 
items in easy to reach areas, adjustable height counters, 
cupboards, pull out drawers, lazy susans, wall storage 
rack, remove cabinet doors, reacher

c. Hard to turn on or off faucet/stove Lever-style faucet, “T” turning handle

d. Carrying items Slide across counter, use cart, walker basket or tray, bridge 
items surface to surface, eat at counter sitting on stool

e.  Difficulty seeing
Adequate lighting, contrasting colored china, placemats, 
napkins, utensils with brightly colored handles, Hi Marks 
raised identifying marks

3) Living Room

Problem Potential Intervention

a. Soft, low chair

Board under cushion, pillow or folded blanket to raise 
seat, blocks or platform under legs, automatic seat lift/
chair, firm armrests to push up on, back and seat cushions 
(Obus Form)

b. Swivel and rocking chairs Block motion

c. Obstructing furniture
Relocate or remove to clear paths (especially glass top 
tables)

d. Extension cords
Run along wall baseboard, under sturdy furniture, 
eliminate unnecessary ones, use power strips with 
breakers, if possible
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e. Accessing and seeing light switches

Touch sensitive switches, voice activated light switches 
(X-10, Radio Shack), illuminated wall switches, avoid 
light switch plates and sockets that blend with wall paper 
or paint color

4) Bedroom

Problem Potential Intervention

a. Rolling beds Remove wheels, block against wall

b. Bed too low
Leg extensions, blocks, second mattress, adjustable height 
hospital bed

c. Getting in/out bed Portable bed rail, trapeze

d. Lighting

Bedside light, night light, flashlight (attaches to walker or 
cane), remote controlled switches (X-10, Radio Shack), 
lamp switch extension lever, touch lamp, touch light 
extension control

e. Sliding rugs
Remove, tack down, rubber back, two sided tape 
(hardware store)

f. Slippery floor Non-skid wax, no wax, rubber sole footwear

g. Thick rug edge/threshold
Metal strip at edge, stripe to mark change, remove 
threshold, tack or tape down edge

h. Far from bathroom Mobility aid next to bed, bedside commode, urinal

i. Night-time calls Bedside cordless intercom, buzzer, Lifeline

j. Access clothes Place clothes in easy to reach drawers, shelves or hangers

k. Can’t see clock
Large faced clock radio, Braille alarm clock, talking alarm 
clock

 
5) Steps/Stairs

Problem Potential Intervention

a. Cannot negotiate Stair Glide, lift (Braun Corp), elevator, ramp (permanent, 
portable or removable), able to bump up/down stairs on 
rear end in emergencies

b. No handrails Install at least one side (check stability)

c. Loose rugs  Remove or nail down to wooden steps

d. Difficult to use Adequate lighting, mark edge of steps with bright colored 
tape (at least top & bottom ones)

e. Unable to use walker on stairs Keep second walker or wheelchair at top or bottom of 
stairs
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6) Telephone

Problem Potential Intervention

a. Difficult to reach Cordless; inform friends to give you 10 rings, clear path, 
headset cordless  answering machine & call back, remote 
answer 

b. Difficult to hear ringing Ring amplifier, blinking lights, vibration (Silent Call, 
Inc).

c. Difficult to hear other person Volume control, TDD, headset

d. Difficult to hold receiver Headset, speaker, adapted handles 

e. Difficulty dialing numbers Preset memory dial, large buttons & numbers, voice 
activated dialing

7) Home Management

Problem Potential Intervention

a. Laundry Easy to access (1st floor), sit on stool to access clothes in 
dryer, good lighting, fold laundry sitting at table, carry 
laundry in bag on stairs, use cart

b. Mail Easy to access mailbox, mail basket on door, ask carrier to 
place in a specific location (same for paper), install mail-
slot, use reacher, key lever

c. Housekeeping Long-handled sponge, dustpan, lightweight vacuum

d. Controlling thermostat Mount in accessible location, large print numbers 
(available from gas company in some areas), remote 
controlled thermostat (X-10, Radio Shack)

8) Medications

Problem Potential Intervention

a. Difficulty reading label Use magnifying glass, good lighting, large print

b. Memory loss Medication organizer, automatic pill dispensers, organize 
in envelopes with time & date, throw out all old 
medications

c. Difficult to open Pill cap opener, ask pharmacist for easy open top
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9) Leisure

Problem Potential Intervention

a. Can’t hear/see television Personal listening device with amplifier (several 
commercial brands, compatible with hearing aids), closed 
captioning, TV magnifier

b. Complicated remote control Simple remote with large buttons, universal remote 
control, voice activated remote control, Clapper

c. Can’t see or shuffle cards Large print cards, automatic shuffler, card holder

d. Can’t read small print Magnifying glass, print enlargement system, scanner with 
electronic voice output

e. Glare on reading material Use focused light source, avoid glossy paper for reading 
material, black ink vs. blue or pencil

10) Safety

Problem Potential Intervention

a. Difficulty locking doors Remote controlled door lock, door wedge

b. Difficulty opening door and knowing 
who is there

Automatic door openers, intercom at door, lever door 
knob handles, video intercom

c. Opening/closing windows/shades Remote controlled windows and shades, lever and crank

d. Can’t hear alarms, smoke detectors,  
ringing, or doorbell

Blinking lights, vibrating surfaces (Silent Call, Inc).

e. Access to emergency egress Must have alternative means of exiting home in case of 
emergency, fire blanket

f. Lighting Illumination 1-2 feet from object being viewed, change 
bulbs when dim, not burned out, adequate lighting in 
stairways and hallways, nightlights

g. Glare Light-colored sheer curtains on windows with direct 
sunlight, gradual decrease in illumination from 
foreground to background.

 Mentioned earlier in this chapter, older adults that live in apartments, assisted living facilities 
and retirement communities have rights under the Fair Housing Act to make reasonable 
accommodations to their living environment.  Listed below are suggested accommodations that 
can be made for inside and outside areas of the older consumers’ living environment.

Reasonable Accommodations for Accessibility

Walkways
1. Install railing on at least one side of walkway—preferably both sides
2. Patch holes, cracks and uneven pavement
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3. Install motion detectors on lighting—also photo sensors, timers, etc.
4. Use reflectors/low voltage outdoor lighting along walkways and driveways
5. Follow Uniform Federal Accessibility Standards standards for parking spaces
6. Install signage 

Home Entry
1. Install ramps (recommended 1:20 slope or less)
2. Install wheelchair lifts
3. Install railings on both sides of steps
4. Install stair treads on slippery steps
5. Illuminate doorways, doorknobs and locks
6. Install shelf or bench near door to place packages on when opening door
7. Install levered door handles/loop or push type/rubber gaskets
8. Install automatic door openers/locking systems/keyless locks (five pounds or less of force 

required to open door)
9. Install dead bolt locks and security devices
10. Widen door openings for wheelchair accessibility (32-36” clearance with open door)
11. Door threshold (1/4” or less in height preferred)
12. Windows along side of door to view outside for security/accessible height peep hole on door
13. Modify hinge and track doors for accessibility and ease of opening—swing clear hinges
14. Install amplification devices or light attachments to supplement bell for hearing impaired
15. Intercom system to entrances and throughout the home
16. Additional non-glare lighting
17. Mail chute at chair height (28”-36”)
18. Use non-skid flooring or dense, tight short-loop carpet 
19. Install kick plates along wall and door where wheelchair may cause damage
20. Remove tripping hazards, such as mats, rugs and landscaping 

Interior Stairways
1. Handrails on both sides of stairs (extend at least 12” past top/bottom of stairs where 

possible
    a.  contrast color from wall
 b.  top/bottom scrolled to provide directional cue
 c.  reinforce wall support
   2. Install extendible handrails, Stair Glides, electric wheelchair lifts or elevators
   3. Illuminated or contrasting reflective stair strips for the visually impaired/stair treads
   4. Additional lighting, non-glare can be low to floor 

Hallways and Living/Dining Rooms
  1. Install levered, push or automatic door handles or use rubber gaskets 
2. Modify doorways for accessibility (36”width preferred) – remove doors, install swing 

clear hinges, create pocket doors, use curtains,  etc.
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  3. Level thresholds between rooms
  4. Computerized Home Management Systems – Environmental  controls
  5. Thermostat controls on each floor at accessible height
  6. Hallway width (42” – 60”)
  7. Low pile, dense carpeting – glued to floor; remove throw rugs
  8. Non-slip surface on wood or linoleum floors
  9. Contrast colors between wall/floor surfaces
 10. Accessible, illuminated, pressure sensitive or rocker light switches (<42” above floor 

level with contrasting color switch plates)
 11. Additional lighting where needed
 12. Accessible electrical outlets (18-24” from floor level)
 13. Accessible height telephone jacks
 14. Remove low profile furniture from circulation areas
 15. Light filtering window coverings/decrease glare
 16. Firm, sturdy sofas and chairs with easily grasped arms – rounded edges on hard 

furniture
 17. Avoid changes in floor levels
 18. Use contrasting colors to contrast figure/ground surfaces – furniture, cabinets, floor, 

and walls 
 19. Avoid busy patterns that increase visual confusion
 20. Space planning of furniture to facilitate communication in group setting
 21. Sound absorption materials on walls, floors, ceilings, furniture, window coverings 

Kitchens
  1. Additional lighting
  2. Open cabinets for wheelchair accessibility/cabinets with removable fronts
  3. D-ring cabinet handles/large knobs
  4.  Levered handles, push button or automatic control faucets
  5. Water temperature (anti-scald) control devices or turn down water heater 115º or less
  6. Replace drawer hardware with easy glide hardware
  7. Pullout shelves and cutting boards, lazy susans
  8. Shallow cabinets and sinks
  9. Install height adjustable cabinets and countertops/push button control or track   
 system
  10. Accessible sinks, cook tops and ovens
  11. Appliances designed for accessibility – controls in front or side (installed 30 – 42”   
 high)
  12. Side-by-side shallow refrigerator
  13. Retractable water hose from sink that is accessible to stovetop
  14. Flat surface induction cook top
  15. Microwave at accessible height with small shelves in front
  16. Angled mirror above stovetop
  17. Push button, large knobs/visual/tactile cues on oven and stove controls
  18. Front load washer/dryer, touch pads recommended
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  19. Consider turning radius for wheelchair maneuverability (minimum 60” x 60”)
  20. Pocket doors/swing clear hinges to open access room through  doorway – eliminate   
 swing doors
21. Use tactile cues/varying textures or raised symbols to label cabinets for contents

  22. Matte surfaces/avoid glare and reflection
  23. Automatic jar openers and bottle openers
  24. Wall oven – vertical hinge 

Bathrooms
  1. Install pocket door
  2. Barrier-free roll in showers (3’ x 3’ transfer shower or 5’ x 5’ roll-in shower)
  3. Non-skid flooring
  4. Single levered or automatic faucet controls
  5. Temperature control systems (anti-scald device)
  6. Grab bars, tub rail, toilet rails, reinforced wall supports
  7. Accessible toilet seats/raised, high rise, or adjustable
  8.  Retractable shower seat or tub with permanent transfer tub bench
  9. Side, wall-mounted, accessible medicine cabinet
  10. Accessible-height bidet (wash/dry features) – adaptable controls
  11. Accessible laundry chute
  12. Hand-held shower heads on adjustable track
  13. Accessible doorway (36” width/32”clearance)/swing clear hinges
  14. Specialized bathtub and Jacuzzi systems
  15. Accessible water, light, and heating controls
  16. Additional lighting and heating systems, night light
  17. Ground Fault Intercept (GFI) receptacles
  18. Lowered or angled wall mirrors
  19. Reinforced walls around shower/tub and toilet areas for grab bar installation
  20. Non-skid strips or mat for tub/shower floor
  21. Remove sliding glass shower door and track – use shower curtain on rod or barrier-

free door
  22. Turning radius (5’ x 5’)
  23. Telephone outlet for emergency/cordless /intercom
  24. Remove area rugs
  25. Recommend ceramic tile or rubberized surface over sheet vinyl 

Bedrooms
  1. Minimize furniture barriers, use built-in dressers, etc.
  2. Install accessible closet systems – adjustable and shallow shelves and rods
  3. Level door threshold/accessible doorway (36” width clearance)
  4. Evaluate best floor covering for safety and accessibility
  5. Accessible windows that open and close with ease – automatic casement windows/  
 crank adaptation controls (24 – 28” above floor level)
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  6. Direct access to bathroom
  7. Intercom system
  8. Large number or tactile controlled thermostats/controls on each floor
  9. Direct emergency exit to outside
  10. Accessible laundry room on bedroom level
  11. Accessible switches, jacks and outlets
  12. Pressure sensitive, or rocker, illuminated light switches
  13. Reinforced ceilings for pulleys or lifting mechanisms
  14.   Levered door handles or rubber knob gaskets
  15. Accessible height, firm mattress (may be raised on platform or sturdy blocks
  16. Touch lighting and remote controls
  17. Speaker with touch pad 

Indoor and Outdoor Gardens
  1. Raised/cantilevered beds for wheelchair accessibility
  2. Automated sprinkler system/easy access faucet hoses and controls
  3. Container gardens
  4. Non-toxic and edible plants
  5. Long-handled or ergonomically designed garden tools
  6. Accessible outdoor storage for equipment
  7. Accessible play equipment and swimming pools 

 
Safety and Security 
  1. Audio and visual signal alert smoke detectors, door bells, security systems,     
ring, motion detectors, etc. 
  2. Fire extinguishers 
  3. Fire escape plan – visual and memorized – written map posted at key locations 
  4. Personal emergency plan 
  5. Medication management system 
  6. Automatic timers for lights 
  7. Heat sensors for stove 
  8. Home security systems 
  9. Emergency escape wheelchairs that can access stairs 
  10. Emergency lighting for indoors 
  11. Relocate fuse and breaker box to main floor 
  12. Outdoor view or location water, gas, electric meters 

Frequently Recommended Solutions to Access and Independence
1.  Partnerships
2.  Alter existing room settings
3.  Additions 
4.  Moving
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Financing Home Modifications

 Most home modifications are paid out-of-pocket.  For eligible individuals, there are some 
programs that provide free services or reduced rate loans.  Some of these agencies are:

• Area Agencies on Aging (AAAs):  Some AAAs use funds from the Older Americans Act Title 
III to modify homes.  To locate the AAA in your area, contact the Eldercare Locator at (800) 
677-1116 or visit www.n4a.org.

• Banks and Lenders:  Some banks will offer loans to finance home modification projects 
(building ramps, installing lifts, widening doors, or lowering cabinets).  Reverse mortgages 
may be offered by some banks and lenders to help homeowners turn their home’s value into 
cash.  Contact the local banking and lending agencies in your area for more information.   
(The U.S. Dept. of Housing & Urban Development offers free counseling on reverse 
mortgages – (888) 466-3487.

• Department of Housing and Community Development: Community Development Block 
Grants (CDBG) are used to help maintain or upgrade homes by many cities and towns.  For 
more information contact the National Association of Housing and Redevelopment Officials 
(877) 866-2476 or obtain a listing of the Housing and Development Agencies at www.nahro.
org/reference/internethousing.cfm

• Federal Housing Administration (FHA):  The FHA administers mortgage insurance 
programs that can help homeowners and homebuyers obtain loans for home modifications 
(Title I, Section 203(k)).  For additional information, contact your regional HUD field office 
listed in the telephone directory or call (202) 708-1112.  You can find a local FHA lender by 
visiting www.hud.gov/II/code/IIplcrit.html

• Habitat for Humanity:  The Habitat for Humanity under its remodeling program may 
provide volunteer labor to construct a ramp if materials are provided.  Call your local affiliate 
of Habitat for Humanity for more information.

• Home Energy Assistance Program (HEAP)/Low Income Home Energy Assistance Program 
(LIHEAP)/Weatherization Assistance Program (WAP):  These programs help low income 
homeowners obtain home modification that increase comfort.  Both of these programs are 
operated by local energy and social service departments.  For more information visit www.
acf.dhhs.gov/programs/liheap/directry.htm 

• Internal Revenue Service (IRS): Under certain conditions, home modifications may be tax 
deductible.  If the modification has been prescribed as medically necessary and will increase 
the resale value of the property such as installation of elevators or partial expense of building 
a ramp.  It is always best to consult a tax professional to determine deductibility.  You may 
obtain a free copy of the IRS Publication 502 for additional information by calling (800) 
829-3676.

http://www.n4a.org
http://www.nahro.org/reference/internethousing.cfm
http://www.nahro.org/reference/internethousing.cfm
http://www.hud.gov/II/code/IIplcrit.html
http://www.acf.dhhs.gov/programs/liheap/directry.htm
http://www.acf.dhhs.gov/programs/liheap/directry.htm
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• Managed Care Programs: These programs may pay for ramps and home modifications on 
a case by case basis if the physician writes a prescription and if they are considered durable 
medical equipment.  For more information, contact the managed care program in your area.

• Medicare and Medicaid: Anyone over 65 that qualifies for Social Security or railroad benefits 
qualifies for Medicare.  If you do not qualify for Social Security, you may voluntarily sign 
up for Medicare for a monthly fee.  Medicare will only pay up to 80% of expenses, and will 
not pay for emergency alert systems, hearing aids, augmentative communication devices 
and home modifications.  Other sources must be found to supplement the coverage.  Items 
covered by Medicare, such as wheelchairs, often have restrictions on costs, models and types 
that can be purchased.  There are many special private insurance plans that are specifically 
designed as Medicare supplements.  Programs such as Medicaid and private insurance 
plans can help fill the gap.  For example, Medicaid offers a program such as the Home and 
Community-based Waiver which provides some home adaptation along with other services.  
Also Home Health Services provides durable medical equipment along with other services to 
enable older persons to stay in their homes.

• Private Insurance:  Depending on the individual’s or group policy terms, private insurance 
may pay for ramps and home modifications.  These modifications are considered to be 
durable medical equipment by many insurance companies.  You must contact the insurance 
company’s representative for specific information.

• Private Organizations:  Private organizations that can provide assistance include the Arthritis 
Foundation, the American Cancer Society and the Polio Remember Your Strength (P.R.Y.S.) 
which can supply durable medical equipment.  Local churches and other organizations may 
be able to provide financial assistance for assistive technology.

• Rural Housing Services (RHS) Grants/Loans:  The RHS offers various grants and loans 
for rural, low-income elders that may be used to rehabilitate, repair, buy, build, or improve 
rural homes and related facilities (RHS Section 502 Home Ownership Loans).  The Very 
Low-Income Housing Repair Program (Section 504), provides loans and grants to low-
income, elderly, age 62+ to repair, improve, or update their homes or to remove safety and 
health hazards. To learn more about these programs contact the USDA Rural Housing 
Services Programs at (530) 792-4820, (530) 792-5848 (TDD) or www.rurdev.usda.gov/rhs/
Individual/ind_splash.htm.

• Rebuilding Together, Inc. is a national volunteer organization. Through its local partners, 
it is able to assist some low income seniors with home modifications.  To obtain more 
information contact your local AAA or Rebuilding Together at 1-800-4-REHAB-9, or visit 
the website at: http://rebuildingtogether.org/home_modifications.

Note:  A complete list of home modification services nationwide can be found by visiting the 
National Resource Center on Supportive Housing and Home Modification: www.homemods.
org/profile/index.html or by writing to the National Resource Center on Supportive Housing and 
Home Modification, USC Andrus Gerontology Center, 3715 McClintock Avenue, Suite 228, Los 
Angeles, CA  90089-0191 or call: (213) 740-1364.

http://www.rurdev.usda.gov/rhs/Individual/ind_splash.htm
http://www.rurdev.usda.gov/rhs/Individual/ind_splash.htm
http://rebuildingtogether.org/home_modifications
http://www.homemods.org/profile/index.html
http://www.homemods.org/profile/index.html
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• Veterans Home Improvement and Structural Alterations Program (HISA): This program 
provides medically necessary improvements or structural alterations to a veteran’s home.  
Specific eligibility requirements must be met to determine how much money is allowed for 
the grant.

• Veterans' Specially Adapted Housing Program:  Veterans that have specific service-
connected disabilities may be entitled to a grant from the Department of Veterans Affairs for 
the purpose of constructing an adapted dwelling or modifying an existing dwelling to meet 
the veteran's needs. The goal of the Specially Adapted Housing (SAH) Program is to provide 
a barrier-free living environment that affords veterans a level of independent living they may 
not normally enjoy.

There are two types of grants administered by VA which are available to assist severely 
disabled veterans in adapting housing to their special needs. The Specially Adapted Housing 
Grant is available to disabled veterans who are entitled a wheelchair accessible home, and 
the Special Home Adaptations Grant for veterans who are entitled to adaptations because of 
blindness in both eyes with 5/200 visual acuity or less, or because of the loss of both hands.
Special Housing Adaptations Grant 
 Under this program, an eligible veteran may receive a VA grant for the actual cost 
to adapt a house, or for the appraised market value of necessary adapted features already in 
a house when it was purchased. In either case, the maximum grant is $9,250. Veterans who 
have a service-connected disability due to military service entitling them to compensation for 
permanent and total disability due to blindness in both eyes with 5/200 visual acuity or less 
or the anatomical loss or loss of use of both hands. 

Specially Adapted Housing Grant 
 An eligible veteran may receive a VA grant of not more than 50% of the cost of a 
specially adapted housing unit up to a maximum of $48,000. Veterans who have a service-
connected disability are entitled to compensation for permanent and total disability due to 
the loss or loss of use of both lower extremities, such as to preclude locomotion without the 
aid of braces, crutches, canes, or a wheelchair; disability which includes blindness in both 
eyes, having only light perception, plus loss or loss of use of one lower extremity; or the loss 
or loss of use of one lower extremity together with (1) residuals of organic disease or injury, 
or (2) the loss or loss of use of one upper extremity, which so affects the functions of balance 
or propulsion as to preclude locomotion without the aid of braces, crutches, canes, or a 
wheelchair.

The following adaptations are considered appropriate under the Special Housing 
Adaptations Grant: special lighting, sliding doors, handrails, grab bars in the bathroom, 
smoke detectors/fire detection systems, security systems, intercom system, covered porch, 
swimming pool, and other adaptations such as lever-type fixtures with the approval of the 
VA.

The following adaptations are considered appropriate under the Specially Adapted 
Housing Grant: at least two ramps suitable for entry and exit, doorways at least 36 
inches wide, halls a minimum of 48 inches wide, and other home accessibility features or 
modifications.
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For more information contact: Veteran’s Home Accessibility Grants: VA Office at 
(800) 372-7172 - VA adapted housing grant programs at http://www.housingall.com/Home/
VA.htm

http://www.housingall.com/Home/VA.htm
http://www.housingall.com/Home/VA.htm
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 Home Modification Resources

Agencies:

Center for Inclusive Design and Environmental Access (IDEA)
http://www.ap.buffalo.edu/idea/indexwelcome.html
Located at the University at Buffalo, School of Architecture and Planning, Buffalo, NY.  IDEA is 
dedicated to improving the design of environments and products by making them more usable, safer 
and appealing to people with a wide range of abilities, throughout their life spans. IDEA provides 
resources and technical expertise in architecture, product design, facility’s management and the social 
and behavioral sciences.  Technical reports and other publications regarding environmental access 
and products are available for free download.

National Resource Center for Supportive Housing and Home Modification
http://www.homemods.org
Located at the University of Southern California Andrus Gerontology Center, NRCSHHM 
promotes aging in place, independent living, for frail elders and the disabled; with home 
modification and supportive housing, for successful aging, long-term care, and elder-friendly 
communities. They are dedcated to home modification research, policy analysis, training, education.

New Horizons Un-Limited, Inc.: - http://www.new-horizons.org/gdbhac.html
It is a nonprofit organization with a mission to make information and life experiences accessible 
to individuals with lifelong disabilities and their families.  At this particular site, you can obtain 
information regarding accessible homes and home modification.

The Center for Universal Design 
A national research, information, and technical assistance center that evaluates, develops, and 
promotes universal design.

 
The Center for Universal Design  

NC State University School of Design 
Box 8613  

Raleigh, NC 27695-8613  USA 
919-515-3082 (P)
919-515-3023 (F) 

Email: cud@ncsu.edu   URL: www.design.ncsu.edu/cud/index.html
 
UDhomes.com  www.udhomes.com 
A source for “people friendly” home plans and resources to build a lifetime of better living.  

 

http://www.ap.buffalo.edu/idea/indexwelcome.html
http://www.homemods.org
http://www.new-horizons.org/gdbhac.html
mailto:cud@ncsu.edu
http://www.design.ncsu.edu/cud/index.html
http://www.udhomes.com
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Mary Jo Peterson Inc.  www.mjpdesign.com
Design consultants specializing in universal design, kitchens and baths.

 
Mary Jo Peterson Inc. 

3 Sunset Cove Rd. 
Brookfield, CT 06804  USA 

 203-775-4763 (P)
203-740-2333 (F) 

Email: MaryJo@mjpdesign.com  

Rehabilitation Engineering and Assistive Technology Society of North America (RESNA)  http://
www.resna.org   
This organization provides information on assistive technology and home modifications, definitions, 
legislature, housing initiative projects and other resources.  More information on assistive technology 
and home modification can be located at the Technical Assistance Project.  Making Homes 
Accessible at http://www.resna.org/taproject/policy/community/HMRG.htm

Other Resources:

Wright State University:  PowerPoint presentation on accessible bathrooms
http://www.cs.wright.edu/bie/rehabengr/bathrooms/start.htm

AARP Consumer Self-Help Guide: Home Modification. Available at: http://www.aarp.org/money/
legalissues/legalissues-resources/Articles/a2004-03-25-homemod.html
This guide provides the consumer with information on what to do if home modifications are needed 
as a result of a disability, hiring a contractor, and finding funding for the modifications.

Administration on Aging (AoA).  
Aging Internet Information Notes, “Modification and Design of Living Spaces for Older Adults.”  
Available at: http://www.aoa.gov/prof/notes/Docs/Design_Living_Spaces.pdf
AoA provides the consumer with a wealth of information and resources regarding home 
modification, home safety assessments, government guidelines, agencies working with home 
modification, builders, repair and modification programs, etc.  It can be the consumer’s one-stop 
information resource site.

Home Modification Resource Guide, 4th ed. (2003).  Available through the National Resource 
Center on Supportive Housing and Home Modifications, cost: $15.00 payable to the Andrus 
Gerontology Center, http://www.homemods.org/library/hm_res_gd_03.pdf
The guide was developed to help Area Agencies on Aging and other agencies who help people of all 
ages with disabilities remain in their homes and prevent premature institutionalization.  It is filled 
with bibliographies of articles, web-based resources, assessment tools, and audio-visuals.  It provides 
a listing of journals, newsletters, organizations and institutions that cover developments in home 
modifications and their contact information.
Safety Checklists:

http://www.mjpdesign.com
mailto:MaryJo@mjpdesign.com%20
http://www.resna.org
http://www.resna.org
http://www.resna.org/taproject/policy/community/HMRG.htm
http://www.cs.wright.edu/bie/rehabengr/bathrooms/start.htm
http://www.aarp.org/money/legalissues/legalissues-resources/Articles/a2004-03-25-homemod.html
http://www.aarp.org/money/legalissues/legalissues-resources/Articles/a2004-03-25-homemod.html
http://www.aoa.gov/prof/notes/Docs/Design_Living_Spaces.pdf
http://www.homemods.org/library/hm_res_gd_03.pdf
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Check for Safety, A Home Fall Prevention Checklist for Older Adults.  Centers for Disease Control, 
U.S. Department of Health and Human Services
Available at:  http://www.cdc.gov/ncipc/pub-res/toolkit/checkforsafety.htm

Safety for Older Consumers Home Safety Checklist.  Consumer Product Safety Commission.  
Available at: http://www.cpsc.gov/cpscpub/pubs/701.html

Home Safety Checklist. Rebuilding Together.  Available at: http://www.rebuildingtogether.org/
home_modifications/Checklist.pdf

Tremblay, Jr., K.R. and Kreul-Froseth, S.A. Fact Sheet: Safe Housing for the Elderly, Colorado 
State University Cooperative Extension.  Available at: http://www.ext.colostate.edu/pubs/
consumer/09529.html

Books:

Trandem, Bryan. Ed., The Accessible Home: Updating Your Home for Changing Physical Needs. 
(2003). Creative Publishing International, Inc.

Greenstein, Doreen. (1997). Easy Things to Make…To Make Things Easy: Simple Do-It-Yourself 
Home Modifications for Older People & Others with Physical Limitations. Brookline Books.

Wasch, William K. (1996). Home Planning for Your Later Years. Beverly Cracom Publications.

Wylde, Margaret; Baron-Robbins, Adrian; and Clark, Sam. (1994). Building for a Lifetime, The 
Design and Construction of Fully Accessible Homes. The Taunton Press.

National Association of Home Builders Research Center. (2003). Directory of Accessible Building 
Products.  For more info: www.nahbrc.org

National Association of Home Builders Research Center and Barrier Free Environments, Inc. (1996). 
Residential Remodeling and Universal Design: Making Homes More Comfortable and Accessible. 
U. S. Department of Housing and Urban Development.

http://www.cdc.gov/ncipc/pub-res/toolkit/checkforsafety.htm
http://www.cpsc.gov/cpscpub/pubs/701.html
http://www.rebuildingtogether.org/home_modifications/Checklist.pdf
http://www.rebuildingtogether.org/home_modifications/Checklist.pdf
http://www.ext.colostate.edu/pubs/consumer/09529.html
http://www.ext.colostate.edu/pubs/consumer/09529.html
http://www.nahbrc.org
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Part XI:  
Transportation

Relevance to Centers for  Independent Living (CILs)

 This section discusses issues that make driving more challenging for an older adult 
including driving situations that are most hazardous, alternative transportation systems, and 
what an older adult needs or may look for in an alternative transportation system.    
 
 Consider: 
 1.   Most older adults who do not drive were able to drive safely. 
 2.   Loss of the ability to drive often limits range of activities outside the home. 
 3.  Unless assisted in finding and using alternatives, older adults, who have stopped  
  driving, may become depressed and isolated. 
 4. CILs can identify alternative transportation options and counsel older   
  consumers in ways to remain active in their communities. 
    
 Transportation is an important part of being able to get around a community and 
participate in activities.  Older adults may drive to social engagements, errands, visits to family, 
and to work or to volunteer.  However, when it is no longer safe for an older adult to drive, 
they may find it difficult to locate alternative transportation or they may be reluctant to use an 
unfamiliar public transportation system.  CILs may assist in helping older consumers to meet 
their transportation needs.
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Part XI: Transportation 

 Driving is a daily task for many of us.  We drive to work, to socialize, to get our groceries, 
to appointments, and for many other reasons.  We come and go as we please. And most of us do so 
safely.  Driving is considered a complex task requiring that the driver be able to process and respond 
to many different stimuli at the same time.  The purpose of this chapter is to introduce the reader to 
challenges an older driver may encounter and alternative modes of transportation that an older driver 
may need help accessing.

 Driving is visually demanding and requires:

 • Acuity
 • Depth perception
 • Figure/ ground ability
 • Tracking
 • Contrast sensitivity
 • Peripheral vision
 • Central vision
 • Color perception

Adequate hearing is also necessary for safe driving.

 Driving is demanding cognitively and requires:

 • Alertness
 • Orientation- to time, place, and person
 • Memory- immediate, short term, and long term
 • Attention- attention span, selective attention, multi-tasking
 • Recognition
 • Learning
 • Generalization
 • Problem solving
 • Processing

 Driving is demanding physically and requires:
 • Strength
 • Coordination
 • Endurance
 • Visual- motor integration
 • Motor control
 • Range of motion

 As people age, their abilities in some of these performance components decline.  Most people 
experience visual changes beginning at 40-50 years of age.1  The ability to distinguish detail at rest 
and in motion decreases with age, which affects ability to read road signs. The ability to change focus 



177

quickly decreases with age, which affects ability to look at something close up like the dashboard 
and then focus on something at a distance like other cars, pedestrians, and road signs.  The field of 
vision also decreases with age making objects off to the side more difficult to see and making right of 
way situations more difficult.2  Sensitivity to bright light may make it difficult for the older driver to 
see when sunlight shines in their eyes during the day or headlights shine in their eyes during night 
driving.  Decreased depth perception may make it difficult for the older adult to park and to make 
a left turn.  Nearsightedness may make it difficult for the older driver to pick out road signs and 
pedestrians.  This may be especially challenging at cluttered intersections.
 

Visual disorders commonly associated with increasing age may interfere with the ability to 
drive safely.  They include macular degeneration, cataracts, glaucoma, and visual changes that result 
as a secondary complication from diabetes. 

Macular degeneration results in decreased central vision and usually results in the older adult 
ceasing driving3.  Most people with macular degeneration maintain their peripheral vision.

Cataracts may interfere with driving at night.  Headlights may seem too bright and glare 
may be severe or vision may seem blurry.

Glaucoma may interfere with right of way situations.

People with diabetes are at an increased risk of developing glaucoma, cataracts, and 
retinopathy.  Glaucoma and cataracts were described earlier.  Retinopathy involves damage to the 
small blood vessels in the retina and the growth of new fragile blood vessels that break easily, bleed 
into the middle of the eye, and cloud vision.4  Severe vision loss may occur or blindness.  The person 
may not have symptoms, but if symptoms are present the person may experience blurred vision, 
floaters or flashes of light, vision loss, or eye pain.5

 
There are some techniques that may be used to compensate for visual changes associated with 

aging while driving.26  These techniques include:
• Wear sunglasses to eliminate glare
• Avoid looking directly into the headlights of oncoming traffic
• Use sunglass lenses that flip up and down to help with lighting problems upon 

entering and exiting tunnels
• Limit night driving
• Avoid eyeglass frames that block peripheral vision
• Turn head to compensate for decreased peripheral vision
• Drive in familiar locations
• Avoid rush hour
• Avoid driving during bad weather
• Keep headlights clean and properly adjusted

Another sensory system that drivers rely heavily on is their auditory system.  Hearing alerts 
the driver to sirens, horns, and other vehicles.7  According to an AARP report, about 20% of people 
over 55 and 30% of people over 65 have a hearing impairment.
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There are cognitive changes associated with aging that may interfere with the ability to drive 
safely.  Cognitive processing slows with age, which affects how fast an individual can respond to a 
situation.  If it takes longer to process, it will also take longer to react.  The ability to remain focused 
on driving while other things are happening may be a problem if the older adult is experiencing 
difficulty with selective attention.  On the other hand, the older adult may be experiencing difficulty 
in multi-tasking.  Both of these types of attention are used and necessary for safe driving.  A driver 
has to process a variety of information, attend to what is important, and then react to the situation 
appropriately.8

Dementia is a cognitive impairment that becomes more prevalent as people age.  In 
dementia, there are memory deficits.  The older driver with dementia may start getting lost when 
they are driving or forgetting their destination.8  As the disease progresses the driver is less and less 
able to drive safely.  Short-term memory loss interferes with the ability to merge and change lanes 
safely among many other tasks associated with driving.  If a stressful situation arises when driving, 
the cognitive impairment may appear more pronounced and the driver may have increased difficulty 
with the task.9  Another problem with dementia is that the older driver does not recognize that they 
are unsafe and should stop driving.  When dementia has reached the point where the driver is no 
longer safe, it may be necessary to involve outside assistance in transitioning the older adult to the 
role of non-driver.

The older adult experiences musculoskeletal changes with age that may interfere with driving.  
Joints may stiffen, muscles may weaken, movements may be slower, coordination may decrease, and 
reflexes may be slower.8  Between the ages of 35 and 65, reaction time decreases by 40%.9  Older 
drivers respond more slowly in a crisis and may instinctively compensate for this by driving slower.  
A decrease in mobility is linked to increased reaction time.  Decreased mobility may interfere with 
the ability to turn the steering wheel, to turn the head to see what is behind when backing up, to 
move the foot from pedal to pedal in an effective manner, or to push on the brakes or honk the horn 
fast enough to avoid an accident.

Some medical conditions that are more prevalent in the older population also interfere with 
driving.  Eighty percent of the population over 70 has arthritis, which may interfere with mobility 
and reaction time necessary for safe driving.  Parkinson’s disease may also interfere with a driver’s 
ability to move in a manner necessary to drive safely.  Diabetes may cause decreased sensation in 
hands and feet, which can interfere with steering and using the pedals effectively.

Another issue older drivers have is how medication may affect their driving.  Older adults 
take more medications than any other age group.  They may take several different types of 
medication at once.  They may be more sensitive to medications that act on the central nervous 
system and medications may stay in their system longer.8  Some of the medications that may 
interfere with the operation of a motor vehicle include sleep aids, depression medications, anti-
histamines, strong painkillers, and diabetes medications.

 
 Even though there are declines in physical, cognitive, and sensory abilities with age, it is 
important to understand the statistics associated with older drivers rather than assume problems 
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associated with driving due to decline.  An AARP article reported that drivers age 65 and over have 
fewer car accidents than any other age group per 1,000 licensed drivers.9  This may be due to self-
limiting driving time.  Older drivers drive fewer miles and do not drive as often at night, during rush 
hour, or during bad weather.10  There are some older drivers that are not aware of the decline in their 
driving abilities and therefore do not self-limit their driving time.

One study compared adults age 69 + to adults 30-39 and found that “older adults are more 
likely to receive citations for failure to yield and disregarding traffic signals or signs, twice as likely to 
be involved in left-hand turn crashes, and seven times mores likely to be killed and hospitalized when 
wearing seatbelts”.11  Another study found that the most common errors associated with older adults’ 
involvement in traffic accidents were failure to yield and not responding appropriately to stop signs 
and traffic lights.9  Other research has found that older drivers have difficulty judging correct speed 
and judging timing for merging and turning corners.12  They also have difficulty braking quickly and 
using fluid motion when steering.

Motor vehicle accidents claimed the lives of 7,780 people over 65 in 1999 and injured 
209,000 people over 65 in 2000.13  In 2000, the majority of the accidents involving people over 
65 happened in the daytime on a weekday and involved another vehicle.  An AARP report also 
uncovered the deadly affects of traffic accidents on older adults, reporting drivers age 80 to 84 were 4 
times as likely to die in a crash than those 65 to 69 and drivers over age 85 were 6 times more likely 
to die in a crash as drivers age 65 to 69.9  This is most likely due to increased frailty with age.
 
Transportation Alternatives

If an older driver is having difficulty with driving safely, there may be some alternative 
methods of transportation available.  A study by Kerschner and Aizenberg came up with the five A’s 
of transportation based on what older adults desired in a transportation system.14  They state older 
adults want:

• Availability- available to them when needed, including evenings and weekends
• Accessibility- they can get to it, get in it, ride in it, and get out of it
• Affordability- this relates to cost and ability to use vouchers and coupons to decrease out of 

pocket expense
• Acceptability- clean, safe, and easy to use
• Adaptability- meets special needs like transporting a person with a wheelchair or the ability 

to stop for several errands

Some alternative forms of transportation include:

• Walking- second most common form of transportation, with driving being number one
• Carpooling with family and friends
• Taxi cab
• Personalized driver service
• Bus
• Train
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• Subway
• Shuttle buses or vans
• Special services like those offered by senior centers, churches, Area Agencies on Aging, 

independent living centers, or other local organizations
• Public door to door paratransit service

Some of the alternative transportation solutions available currently do not meet the 
transportation needs of the older adult.15  Some of these problems include: 

• The transportation is not available on weekends or evenings¹⁶
• It is too difficult for the older adult to get to the transportation stops- important to have 

door-through-door service option
• The vehicles are too difficult for the older adult to board and exit 
• The climate is harsh making it hard for the older adult to sit and wait for the vehicle
• Feeling unsafe waiting at a transportation stop, especially in the evening
• Many places do not have public transportation, especially in rural areas
• Problems that interfere with the older adults’ ability to drive are often the same problems 

that interfere with their ability to learn a new transportation system

Even in areas where public transportation is available, it is not typically the mode of 
transportation the older adult can or will use.  Older drivers use private vehicles over 90% of 
the time for their transportation needs.9  Less than 5% of the older population uses public 
transportation.  If the older adult grew up using public transportation, they are more likely to use it 
later in life. If transportation is not available, many older adults continue to drive even if they are not 
safe.  With the loss of their mode of community mobility, when older people no longer drive, they 
are at high risk of social isolation.

There are programs around the country that teach people to use public transportation or provide 
public transportation.  For example, the Independent Transportation Network in Portland, Maine 
provides 24 hour service 7 days a week that is safe, easy, and reliable according to the company.16  
Local CILs may offer training in use of public transportation.

There are many different sources of funding for alternative transportation.  The federal 
government has over 50 different sources alone.  Because there are so many funding sources for 
transportation and so many different programs, there is a new initiative called “United We Ride” by 
the Department of Transportation, Department of Health and Human Services, and Department 
of Labor and Department of Education to coordinate the various programs and deliver better 
service to the consumers.17  This initiative will hopefully make it easier for people to use alternative 
transportation and meet the transportation needs of older adult with disabilities.

Local Area Agencies on Aging keep track of transit services available in the area.  CILs are 
encouraged to become aware of transportation options in their area.

For more information on the types of alternative transportation available in your area, contact:
• Your local Area Agency on Aging by using ElderCare Locator 1-800-677-1116 and ask 

for your local Office on Aging
• Easter Seals Project ACTION (Accessible Community Transportation In Our Nation) at 

1-800-659-6428 or go to their website at www.projectaction.org.

http://www.projectaction.org
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Transportation Resources

AARP Driver Safety Program (55 Alive) - refresher course for those over 50 designed to improve 
the driver’s skills and teach them how to avoid accidents and traffic violations.  The course covers 
vision and hearing changes, effects of medication, reaction time changes, left turns and right of way 
situations, hazardous driving situations, and new laws.  Many states offer automobile insurance 
discounts for those who complete the refresher course.  For information about the AARP Driver 
Safety Program go to www.aarp.org/drive or call 1-888-227-7669.

National Safety Council Defensive Driving Program- nonprofit organization working to “educate 
and influence society to adopt safety, health and environmental policies, practices and procedures 
that prevent and mitigate human suffering and economic losses arising from preventable causes.”  
This organization also offers a defensive driving course nationally.  See their webpage at http://www.
nsc.org/train/ddc/ or call 1-800-621-6244.

AAA Safe Driving for Mature Operators- this is an improvement program for experienced drivers.  
Many states offer automobile insurance discounts to those who complete the course.  The course is 
designed to improve everyday driving skills and cover topics related to aging and driving.  For more 
information go to www.aaapublicaffairs.com and click on “On the Road” and “Mature Drivers” or 
contact your local AAA or 1-800-AAA-HELP.

National Highway Traffic Safety Administration- United States Department of Transportation- a 
variety of brochures are available at their website on driving with different medical conditions and 
safe driving for older adults in general.  To view the brochures go to www.nhtsa.dot.gov/people/
injury/olddrive/index.html and click on the brochure of interest.

U.S. Administration on Aging- at http://www.aoa.gov/prof/notes/notes_older_drivers.asp there is a 
document that is available in Microsoft Word and PDF format that has 48 different references and 
links for information regarding older drivers.  The types of information include: general information 
on aging and driving, information on license renewal, organizations and information centers, 
research and statistics, and a couple recent articles.

AAA Foundation for Traffic Safety - a not-for-profit education and research organization.  Their 
senior driver’s website is www.seniordrivers.org and it has information to optimize driving abilities, 
resources for alternative transportation, and research articles regarding older drivers.  The  number 
for this organization is 202-638-5944.

PDE Publications, Inc (www.drivers.com)- “knowledge-based company specializing in information 
about drivers, driving, and driver behavior.”  PDE has a special section for older drivers, which 
contains articles and several links with useful information from highway design to reduce risks to 
licensing issues.

http://www.aarp.org/drive
http://www.aaapublicaffairs.com
http://www.nhtsa.dot.gov/people/injury/olddrive/index.html
http://www.nhtsa.dot.gov/people/injury/olddrive/index.html
http://www.aoa.gov/prof/notes/notes_older_drivers.asp
http://www.seniordrivers.org
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Part XII: 
Housing

Relevance to Centers for Independent Living (CILs)

  CILs may assist older consumers with housing issues in several ways: 
 
 1. Assisting consumers to obtain personal care services, 
 2. Assistance in obtaining needed home modifications and identifying local   
  contractors who provide quality services at a fair price, 
 3. Identifying support groups and caregiver classes, 
 4. Providing other support that allows older consumers to remain in their homes. 
 
 This section discusses housing options and issues related to older adults, problems that 
may arise with different types of dwellings, options for personal assistance in their homes, and 
issues related to relocating.
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Part XII:  Housing

Introduction 

 Where we live affects our lives.  It affects how likely we are to come into contact with other 
people.  For example, a person in an apartment building could see people several times per day.  
An individual in a rural, single-family home may see people less frequently.  The type of housing 
an individual resides in will determine the amount of effort needed to maintain the home.  People 
residing in assisted living have different responsibilities than people in a single-family home or 
condominium.  Some types of dwellings are easier to get around in than other types.  A two-story 
home with an upstairs bathroom has mobility challenges that a ranch-style home or apartment 
building with an elevator does not have.  There are many things for an older adult to consider when 
thinking about housing options.  The purpose of this chapter is to introduce the reader to various 
environments where older adults live from an independent home to a nursing home and to discuss 
the challenges they may encounter in those environments.

 What types of dwellings are older adults living in today?  In a report by AARP, it was found 
that the majority of people over 45 live in single-family homes.  Only 9% of people over 45 live 
in multi-unit buildings .  This indicates that the majority of people as they age remain in their 
single-family homes.  According to the U.S. Census on Housing, 89% of people over 55 reported 
they either strongly agree or somewhat agree they want to stay in their current residence as long 
as possible.  This is an increase from 84% in 1992, a 5% increase in 8 years.  As baby boomers 
age, this figure may continue to rise.  Different age groups may have different expectations about 
aging, including where they will age.  This is an important issue because of the increasing number 
of older adults and the rising costs of health care.  Often, it is less expensive to offer an older adult 
services in the community to keep them independent and safe at home than it is to care for them 
in an institution.  This is also important because centers for independent living (CIL) may be able 
to intervene and assist older adults in remaining independent in their homes either through direct 
services or referring seniors to appropriate agencies and businesses to get help.

An AARP survey reported people over 55 (86%) typically own their own homes and do not rent1.  
According to the U.S. Census on Housing, the number of elderly homeowners has risen over the last 
20 years2.  In 1970, 68 % of people 65 years and older in the United States owned the home they 
lived in as compared to 75% in 1990.  These types of statistics may indicate that older adults have 
more buying power than they did previously.  Home ownership is also an indicator of a long-term 
commitment to a community or residence.

What do people do if they find themselves needing assistance in caring for their home or themselves?  
There are a variety of options that someone who needs additional assistance may explore.  The person 
may look at hiring help to come into the home.  They may have modifications made to their existing 
home or purchase adaptive devices.  They may look into other housing options that would provide 
more support and services.  In the AARP housing survey, 82% of those surveyed responded that 
they would prefer to remain in their home if they needed assistance in caring for themselves1.  Eight 
percent of those surveyed indicated that they or someone in their home had difficulty getting around 
the home.  The most common mobility problem reported was climbing up and down stairs and 
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the most common reason for mobility problems was arthritis.  People who have difficulty going up 
and down stairs may benefit from having a bedroom and bathroom on the main floor.  Sometimes 
when the main floor does not have a bathroom and remodeling is not an option, people with 
mobility difficulties utilize a bedside or portable commode.  According to the AARP survey, of those 
respondents that lived in a dwelling other than a multi-unit building, 42% lived in a residence with 
2 or more floors.  However, 88% of respondents indicated that they have a bathroom on the main 
floor.  A CIL could offer people information and referrals to help them adapt their environment to 
promote independence as they age.

 Living with other people is also something older people may consider when dealing with 
housing issues.  Living with others may offer benefits such as shared financial burden, shared 
household chores, and potential assistance with self-care.  Older people who live with a spouse or 
family member are also less likely to have health problems and live in poverty2.  The AARP housing 
survey found that 71% of people over 45 years old live with one or more other people1.  Of the 
respondents that lived with another individual, 77% lived with their spouse.  Some of these people 
may act as caregivers for their spouse or family member.  They may benefit from support groups, 
caregiver classes, and peer counseling.  CILs may offer some of these services or refer people to 
agencies that offer them.

Housing Options for the Older Adult

Single family home or mobile home
 Many older adults remain in their family home after retirement.  The time they are most 
likely to sell their home and relocate is after their spouse dies or the individual moves to a nursing 
home .  The pattern of older people remaining in their homes may increase with time and with the 
growing number of older adults.  It may potentially become more difficult for the older adult to sell 
their home because the population of potential buyers will be smaller than the population of sellers.  
 
 Older adults who need assistance with some daily activities and still reside in a house 
may receive assistance from home care or an adult day program.  Adult day programs can be very 
beneficial when an older adult requires assistance.  Adult day services typically offer services such as 
supervision, meals, activities, and assistance with self-care like toileting and bathing.  In addition, 
there are adult day centers that specialize in services for adults with dementia.

 Home care may allow the individual who wishes to remain in their home a safe solution 
when they need extra support and services.  There are many home care agencies across the country 
that provide skilled care and home support services.  Skilled care is care that is directed by a doctor 
and provided by health care professionals.  For example, a person receiving skilled care in their 
home may have home therapy from an occupational or physical therapist or they may have home 
nursing services.  An individual receiving support services may have someone come to their home for 
housecleaning, meal preparation, or other tasks that need to be done for the resident to remain safe 
in their home.  An individual receiving home care services may also obtain a combination of skilled 
and supportive services.  They do not have to receive one or the other.
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Apartments/ Condominiums/ Town homes
 There are many advantages that apartment and town home type dwellings have for older 
adults.  Apartments, condos, and town homes eliminate the need for the older adult to care for the 
home exterior.  Most often, the home is on one floor, which is beneficial for the group of individuals 
that find climbing stairs a challenge.  These dwellings often have fewer square feet than single-family 
homes, so there is less space to clean.  There may be more opportunity for socializing with peers 
when living in an apartment or town home due to the close proximity of neighbors.  Home health is 
also an available service for individuals who live in apartments, condominiums, and town homes.

 There are a few disadvantages to weigh as well.  Town homes may also have stairs to climb to 
get to second story bedrooms and bathrooms.  Moving to an apartment or town home from a single-
family home means leaving neighbors behind that may have become friends, leaving a house with 
many memories and familiarities, and downsizing of mementos accumulated over the years.  Town 
homes and apartments may offer fewer options for home modifications.

Senior Apartments
 Senior apartments are much like regular apartments except they may have a minimum age 
requirement for residency.  They may also have features like a walk-in shower with a bath bench and 
hand held shower, lever door handles, call buttons or cords in the bathroom and bedroom, night 
lights, grab bars in the bathroom, and other features to help the older adult function independently 
and safely in their apartment.  Some senior apartment complexes may have a floor of assisted living 
apartments and congregate meals.  They may also offer more socialization opportunities.  Home 
health services may be available to people in senior apartments.

Continuing Care Communities
 Continuing care communities have a variety of dwellings and services that they offer.  They 
usually guarantee the individual a lifelong residence.  In a continuing care community, an individual 
can move from an independent living home to an assisted living residence to a skilled nursing facility.  
The person does not have to move in this specific order.  For example, say an older woman is in her 
independent living apartment and falls.  She is admitted to the hospital where they find she has a 
broken hip.  The surgeons fix her hip and she remains in the hospital for a short time for therapy.  
She then moves to the skilled nursing facility to heal and for additional therapy to regain strength 
and function.  When she has healed well and is functioning independently, she moves back into 
her independent living apartment.  Sometimes individuals in this type of a situation may continue 
therapy as an outpatient at the rehabilitation department in the skilled nursing facility.  They may 
actually be discharged home a little earlier than someone who resided in an independent living 
apartment who did not have a rehabilitation department so readily available.

 The costs of a continuing care community can be expensive.  Continuing care communities 
usually have an entrance fee and a monthly fee .  The entrance fee is usually between $20,000 and 
$400,000.  Monthly payments usually range from $200 to $2500 per month.  Contracts vary from 
facility to facility.
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Assisted Living

 The Assisted Living Quality Coalition defines an assisted living facility as:

A congregate residential setting that provides or coordinates personal services, 24 hour 
supervision and assistance (scheduled and unscheduled), activities, and health related services; 
designed to minimize the need to move; designed to accommodate individuals residents’ 
changing needs and preferences; designed to maximize residents’ dignity, autonomy, privacy, 
independence, and safety; and designed to encourage family and community involvement.

 By this definition, there were 11,459 assisted living facilities in the United States in 1998 
housing 521,500 residents6.  The most common monthly rent was $1,582, which is about $19,000 
per year.  In 1997, 84% of people 75 and older had incomes of less than $25,000 per year.  This 
obviously is not an affordable option for the majority of people over 74 years old.  There are some 
assisted living facilities that cost less, but often those provide fewer services and offer less privacy.

 The most common type of living quarters in an assisted living facility was a room, and the 
most common type of room was a private room with a full bath.6  The second most common type of 
living quarter was an apartment, and the most common type of apartment was a one-bedroom with 
single occupancy.  In the survey, 73% of all the rooms and apartments were private and 62% had 
their own bathroom.  Some people in assisted living share living quarters and bathrooms with other 
people.  This is important to be aware of when thinking about older people with disabilities.  There 
are older adults who have equipment that may need to be rearranged or removed to allow others to 
use the facilities.  People who are blind may have difficulty locating items and navigating in the room 
if they live with others who rearrange the environment.  These are potential problems because 25% 
of assisted living units are shared by 2 unrelated people and 38% of assisted living residents have to 
share a bathroom.

 Less than half of assisted living facilities will take someone who needs help with transfers.6  
Most will admit someone who uses a wheelchair or walker.  In the majority of assisted living 
facilities, a person could move from fairly independent to needing help with bathing, dressing, and 
medications, as well as to using a wheelchair for locomotion.  However, most assisted living facilities 
discharge a resident when they need help with transfers, demonstrate moderate to severe cognitive 
impairment, or display behaviors like wandering or resisting help with self-care.

 The most common types of services assisted living facilities provide include: housekeeping, 
2-3 meals per day, 24 hour staff, medication reminders, medication storage, assistance with 
medications, assistance with bathing, assistance with dressing, nurse on staff, and therapy services.6  
These services may be provided by the facility itself.

Board and Care Homes
Board and care homes are similar to assisted living facilities, but on a smaller more intimate 

scale.  They are private homes that provide a room, meals, and assistance with daily activities and 
care.  They may or may not be licensed.  Some states allow board and care homes to offer some type 
of medical care, but they are not considered medical facilities.
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Specialty Assisted Living- Dementia Care
 About 30% of assisted living facilities in the United States are specialized in dementia care 
or have some sort of a dementia care unit.  Certain things are available in dementia care assisted 
living facilities that may not exist in traditional assisted living facilities such as space for wandering, 
staff trained in dementia and dementia related issues, activities that are appropriate for people with 
dementia, and support for the families of the individual with dementia.

 The majority of people entering a dementia care assisted living facility come from home or 
an independent-living retirement community.8  Most often when people are discharged from this 
type of a facility, they enter a skilled nursing facility.  The primary reasons that people are discharged 
to a skilled nursing facility from a dementia care assisted living facility is that the person is needing 
a higher level of care than the facility is able to provide.  Behaviors are a major factor in a resident 
being discharged to a skilled nursing facility, even when dementia care assisted living facilities are 
designed to handle problem behaviors.

 Residents in dementia care assisted living facilities differ from people with dementia that 
are living in their homes in that they are older, more cognitively impaired, and more likely to need 
physical assistance or reorientation.8  They differ from people with dementia who are in skilled 
nursing facilities in that they are less cognitively impaired, are less dependent on caregivers, and have 
fewer additional diagnoses.

Skilled Nursing Facility
 Skilled nursing facilities provide the highest level of care for residents.  These facilities are 
regulated and licensed by the State Department of Public Health.  They take a variety of payer 
sources from Medicare, Medicaid, private insurance, and out of pocket funds.  They provide personal 
care, supervision, safety, and ambulation.  They also have nursing services, therapy services, social 
workers, dieticians, doctors, activities personnel, and pastoral care.  Some people enter a skilled 
nursing facility for a short time while they recover from an illness or injury or they enter as a long-
term resident.

 The National Nursing Home Survey of 1999 found that there were 18,000 nursing homes 
in the United States.  On average, nursing homes in the U.S. have 105 beds and run at 87% 
occupancy.  At the time of the survey, there were 1.6 million nursing home residents with 90% of 
them being over 65 years of age.  The average daily charge to residents in nursing homes is $116 per 
day.  Medicaid covers payment for the majority of nursing home residents.  However, of people who 
are discharged from a nursing home, Medicare is the primary source of payment.  These people are 
generally in the nursing home for short-term care while they recover from an illness or injury.  They 
may be receiving therapy services while they recover.

 Between 3-5 % of people over 65 years of age are admitted to a nursing home each year.  
Forty-five percent of women and 28% of men over 65 years of age will be admitted to a nursing 
home at some point in their life.  Some factors that have been identified as predictors of nursing 
home admission include increased age, being female, living alone, being white, poor social support 
network, physical and mental impairment, functional impairment, and having certain medical 
conditions.  CILs may be able to intervene to reduce some of these risk factors prior to the individual 
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entering a nursing home.  They may be able to connect seniors with other seniors and expand their 
social network.  They may also be able to help people obtain assistive devices and offer training in 
their use to decrease an individual’s level of functional impairment.

 Dementia is a leading cause of nursing home admissions.8  There are other diagnoses as 
well that have been associated with entering a nursing home.  They include bowel and bladder 
incontinence, rigidity, bradykinesia, behavioral disturbances, and dementia with depression.  Falls 
have been associated with premature nursing home admission.  CILs may be able to help older adults 
in decreasing their risk for falls in the home and out in the community.  They may be able to offer 
training, education, or home modifications to reduce the risk of falling.  CILs may also be able to 
refer seniors to agencies and organizations that would be able to offer similar services.

 The majority of people admitted to a nursing home come from the hospital; the second place 
most people come from is a private or semi-private residence.  If CILs are able to work with other 
agencies and use their expertise in promoting independence and safety, perhaps more older adults 
could remain in their homes or avoid hospitalization that would lead to a nursing home placement.
 
 Thirty-three percent of people discharged from a nursing home in 1999 recovered and 24% 
were deceased9.  The average length of stay in the nursing home for those who recovered was 62 days 
and the average length of stay for those who died was 568 days (just over a year and a half ).  Just 
prior to discharge, 80% of those discharged needed assistance with dressing and bathing, and 37% 
needed assistance with walking.  This is important for CILs to know if they are involved in helping 
an individual transition from the nursing home to a community-based residence.  These may be areas 
that need to be addressed.
 
 In an article by Chapin & Dobbbs-Kepper (2001), the authors state that relocating especially 
to a nursing home, creates risk of depression and suicidal ideation in the older adult .  Relocation 
has also been associated with weight loss, stress, isolation, grieving, and general decline.  Relocation 
is expensive and people have to get rid of possessions due to limited space in their living quarters.  
These are all serious outcomes of relocating that must be weighed against the foreseen benefits of the 
older adult changing residences.

Retirement Community
 These range from a few hundred homes with a clubhouse to large, self-contained towns.  The 
larger communities usually offer a variety of housing types, from free standing single-family homes 
to condominiums.  In some communities, the homes offer features that are specifically designed with 
the older adult in mind, such as lever faucets and doorknobs, brighter lighting, ramps, and handrails.  
As these communities age with residents reaching their 80’s and 90’s, often home adaptations need to 
be made to accommodate the residents, like installing grab bars and ramps.

 Retirement communities typically have an age restriction.  The age restriction terms vary 
from community to community .  Retirement communities also have community associations that 
take care of things like lawn and gardening, home maintenance, club memberships and maintenance, 
trash service, snow plowing, and some home utilities.  There are association fees for retirement 
communities and the amount varies with the community.
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 Retirement communities often have a wide variety of activities offered.  They offer activities 
such as golf, tennis, swimming, dancing, theater, ceramics, woodworking, biking, exercise rooms, 
and more.  In addition, there are many opportunities to interact with peers.

Relocating
 People may relocate because of a life-changing event like becoming a widow or retiring and 
having a change in health status.  There are three types of relocation that older adults usually make.  
The first move occurs after a couple has retired.  At this time, they may move to a warmer climate 
and a community that caters to the older, active adult.  The second move occurs when the older 
adult develops a chronic disability that limits their functional ability.  At this point, the older adult 
typically moves closer to family for support.  The third move occurs when the older adult has a severe 
disability or illness that can no longer be handled by the family or home care services.  The older 
adult may move to an assisted living or nursing facility.  Not all older adults make all of these moves 
in residence.  However, these are some types of typical moves that an older adult may make.

 Some of the negative reactions that the older adult may experience when moving include 
disorientation, anger, depression, confusion, illness, grief, and idealization of the old or new 
residence.15  Some of the factors that may influence the older adult’s reaction to the move include 
his/her experience in planning for the move, what he/she thinks of the new residence, and how 
comfortable he/she is in their new home.
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Housing Resources

American Association of Homes and Services for the Aging (AAHSA)- The association represents 
5,600 mission-driven, not-for-profit nursing homes, continuing care retirement communities, 
assisted living and senior housing facilities, and home and community-based service providers.  The 
AAHSA’s website offers a variety of information on planning for long-term care services and housing.  
They also offer additional resources.  Go to www2.aahsa.org and click on “consumers”.

American Association of Retired Persons (AARP) - A nonprofit, nonpartisan membership 
organization for people over 50.  The AARP website offers housing information for older adults and 
reports on research regarding housing that has been funded by AARP.  Go to www.aarp.org and click 
on “Care and Family” and then on “housing options” to find general information on housing issues.  
Go to www.aarp.org and click on “policy and research” and then on “independent living.”  There is 
information regarding housing research and policies.

American Health Care Association (AHCA) -  A nonprofit federation of affiliated state health 
organizations, together representing more than 10,000 nonprofit and for-profit assisted living, 
nursing facility, developmentally-disabled, and sub-acute care providers that care for more than 1.5 
million elderly and disabled individuals nationally.  AHCA provides information for consumers on 
planning for future housing and service needs.  Go to www.ahca.org and click on the subheading 
“consumer info.”  There are options that provide information on nursing facilities and assisted living 
facilities.

Assisted Living Federation of America (ALFA) - The largest association exclusively dedicated to 
the assisted living industry and the population it serves. ALFA represents over 5,000 for-profit and 
not-for-profit providers of assisted living as well as a diverse range of organizations involved in the 
assisted living industry.  The ALFA’s website offers information about assisted living and provides 
definitions of senior housing options.  Go to www.alfa.org and click on the subheading “consumers.”

Care Planner - a free service funded by the Centers for Medicare and Medicaid Services.  It allows 
seniors and caregivers to enter their information and get customized reports regarding housing 
options.  Go to http://www.careplanner.org/default.htm and click “Enter the Care Planner.”

http://www.aahsa.org
http://www.aarp.org
http://www.aarp.org
http://www.ahca.org
http://www.alfa.org
http://www.careplanner.org/default.htm
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Department of Housing and Urban Development (HUD) - HUD’s mission is to increase 
homeownership, support community development and increase access to affordable housing free 
from discrimination.  HUD has a senior services page that offers lots of information for older adults 
on housing issues.  Go to www.hud.gov and click on “senior citizens” under the “Information for 
citizens” heading.

ElderWeb - Designed to be a research site for both professionals and family members looking for 
information on eldercare and long term care, and includes links to information on legal, financial, 
medical, and housing issues, as well as policy, research, and statistics.”  Go to www.elderweb.com and 
click on “housing and care.”

The National Center for Assisted Living (NCAL)- The assisted living voice of the American Health 
Care Association (AHCA), NCAL and AHCA work together to offer strong federal representation 
and have the largest long term care federal relations team in Washington, D.C.  NCAL’s state 
affiliates actively represent assisted living providers’ interest in state regulatory issues.  NCAL’s website 
offers information to consumers about long-term care and assisted living facilities.  The information 
is available at www.ncal.org.  Click on the subheading “consumer information.”

Nursing Home Compare - A tool provided by the Centers for Medicare and Medicaid Services 
that provides past information about every Medicare and Medicaid certified nursing facility in the 
country.  Go to http://www.medicare.gov/default.asp and click on “Nursing Home Compare.”

Retirement Net - Claims to be the world’s largest searchable database of retirement communities.  
Go to www.retirenet.com for information on different types of retirement communities from 
extended care communities to active adult communities.

Seniorresource.com - Website with information on a variety of different housing options for older 
adults.  Go to www.seniorresource.com/index.html and click on the subheading “housing choices.”  
There is information on many different housing options and services.

United States Administration on Aging (AoA) - An agency in the U.S. Department of Health and 
Human Services.  The AoA is part of a federal, state, tribal and local partnership called the National 
Network on Aging.  The AoA is one of the nation’s largest providers of home- and community-
based care for older persons and their caregivers.  On their website, the AoA offers descriptions of 
various types of housing options.  They also provide links to additional resources.  This information 
is available at www.aoa.gov.  Click on the subheading “Elders and Families” and then click on the 
heading “housing.”

http://www.hud.gov
http://www.elderweb.com
http://www.ncal.org
http://www.medicare.gov/default.asp
http://www.retirenet.com
http://www.seniorresource.com/index.html
http://www.aoa.gov


194



195

Part XIII:   
Helpful Resources  
and References 

Relevance to Centers for  
Independent Living (CILs)

Additional resources can be found in each 
chapter of this Pathfinder. This section 
provides additional information for quick 
reference.  These resources include:  web site 
resources, links of interest, product catalogs, 
information about surfing the worldwide 
web and professional journals. These re-
sources will provide CILs with tools to learn 
more about aging  and resources that sup-
port the older consumer.
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Part XIII:  Helpful Resources and References

Surfing the Web – The Information Highway

 For those of you who may be new to the Internet, one of the best tutorial websites we found is: 
http://www.learnthenet.com/english/html/00start.html 

It is an animated learning tool to help the user learn how to use the Internet.  Some of the areas it 
focuses on are¹:

1. The Web at a Glance – 20 items are addressed in regarding how the web works
2. Describes Web Browsers – focuses on Internet Explorer and Netscape Navigator as the 

two primary browsers
3. How the Web Works – what it consists of and describes the “client-server” system
4. Anatomy of a Web Page – describes HTML, URL, and website
5. Understanding Web Addresses – describes how your computer obtains access to sites
6. Domain Names – explains what .com, .biz, or .org means
7. Bookmark and Favorites – teaches you how to save the addresses of sites so you can 

return to them quickly, without having to retype the address
8. Home Page – teaches you how to set your default home page such as for Yahoo.com or 

Microsoft.com, to establish your browser’s start-up page

 To obtain information about a particular subject, Google (www.google.com) is recognized 
as one of the best search engines.  What is a search engine?  The web definition is:  “A tool 
that enables users to locate information on the World Wide Web. Search engines use keywords 
entered by users to find web sites which contain the information sought….”²

 If you need more information on how to access the web, become familiar with how to access 
a search engine and go through the tutorial for specific training in which you need information.  

 For those of you who are current users of the Internet, the following are some key topic terms 
that can be typed into Google (www.google.com)³ to locate specific information about aging.  
These topics were used to collect information for this Pathfinder:

AARP
Accidents
Adapted clothing line
Administration on Aging
Age-related changes
Aging
Aging and vision
Aging in place
Aging with a disability

http://www.learnthenet.com/english/html/00start.html  
http://www.google.com
http://www.google.com
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Aging Network Organizational Chart
Alliance for Aging Research
Alzheimer’s Association
Area Agencies on Aging
Arthritis
Assistive technology
Bathroom modifications
Blindness
Care giving
Centers for Independent Living
Chronic conditions
Diabetes
Disability
Falls in the elderly
Hard of hearing
Hearing loss
Helpful products for disabled
Home care services
Home modifications
Housing
Independent living
Independent Living Centers
Matching assistive technology to person
Quality of life in old age
The older driver
Older Americans Act
Safety for older consumers
State Units on Aging
Stroke
Universal design
Visual impairment

Links of Interest:
AbilityHub.com – www.abilityhub.com 
This website provides information on assistive technology for people with a disability who find 
operating a computer difficult, maybe even impossible. This web site will direct you to adaptive 
equipment and alternative methods available for accessing computers.

Benefits Checkup – www.benefitscheckup.org 
BenefitsCheckUp helps thousands to find programs for people ages 55 and over to pay for some 
of the costs of prescription drugs, health care, utilities, and other essential items or services.  It is a 
service from the National Council on Aging.

http://www.abilityhub.com
http://www.benefitscheckup.org
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Children of Aging Parents – www.caps4caregivers.org 
Children of Aging Parents is a nonprofit, charitable organization whose mission is to assist the 
nation’s nearly 54 million caregivers of the elderly or chronically ill with reliable information, 
referrals and support, and to heighten public awareness that the health of the family caregivers is 
essential to ensure quality care of the nation’s growing elderly population.
Comprehensive Assessment and Solution Process for Aging Residents (CASPAR) – www.ehls.com/
caspar/caspar.html  
CASPAR is an innovative and tested process for assessing homes and specifying modifications.  It 
is based on the experience of Extended Home Living Services (EHLS) and developed with a Small 
Business Innovative Research grant from the National Institute of Health.
Drivers.com – www.drivers.com/Top_Older_Drivers.html 
This site has various on-line information about driving, the environment, fuel economy, safe driving 
and driving behaviors, driver training courses to update skills.  For the older driver, this web site 
provides a wealth of information about new technologies such as M.I.T.’s  AgeLab’s 2000 Smart 
VW Beetle. It has incorporated smart technology to help the older driver. It is fitted with a vision 
enhancement screen to reduce glare, a collision warning system, and an emergency alert system that 
beeps when a vehicle wanders from its lane. There are other useful devices that can help, such as 
corrective mirrors, raised driver seats, and pedal extensions.

Fair Housing Accessibility Guidelines (FHAG) – www.hud.gov/fhefhag.cfm 
This document presents guidelines adopted by the Department of Housing and Urban Development 
to provide builders and developers with technical guidance on how to comply with the specific 
accessibility requirements of the Fair Housing Amendments Act of 1988.

FirstGov.gov – Access for Seniors – www.FirstGov.gov 
FirstGov web site provides any information you need or want to know about the U. S. government.  
The visitor can find a wealth of on-line information, services and resources.  The visitor can search 
millions of web pages from federal and state governments, the District of Columbia and U.S. 
territories. Most of these pages are not available on commercial websites. FirstGov has the most 
comprehensive search of government anywhere on the Internet. 

Grandparents Resource Center – www.grc4usa.org 
The Grandparents Resource Center works with grandparents and family members to facilitate 
harmony, and foster intergenerational relationships, providing a broader security for the children 
in the family. They estimate that 1 out of every 10 children under the age of 18, is raised by a 
grandparent.  The Center is a resource for grandparents that need assistance or guidance.

Healthfinder – www.healthfinder.gov 
The Healthfinder web site provides information on various topics regarding health, prevention and 
wellness, illnesses, and alternative medicines. Health topics are organized relating to male, female, 
child or adult, parent or caregiver. Also available are resources on doctors, dentists, clinics, health 
insurance, Medicare, etc.  Anything you want to know on a topic regarding health, this is one-stop 
shopping.

HousingCare.org – www.housingcare.org 
This site aims to help older people make decisions about where to live, and any support or care they 
need. It will help you maintain, adapt or improve your home; find care or home help services; or 
move to retirement, or extra care housing, or to a care home. It is a partnership venture, led by the 
charity Elderly Accommodation Counsel (EAC).

http://www.caps4caregivers.org
http://www.ehls.com/caspar/caspar.html
http://www.ehls.com/caspar/caspar.html
http://www.drivers.com/Top_Older_Drivers.html
http://www.hud.gov/fhefhag.cfm
http://www.FirstGov.gov
http://www.grc4usa.org
http://www.healthfinder.gov
http://www.housingcare.org
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Housing and Urban Development (HUD) – www.hud.gov/fhe/fheacss.html 
HUD provides a vast of practical information about Section 504 of the Rehabilitation Act of 1973.  
It contains information on modification funds, advocacy agencies, guidelines, disability rights in 
housing programs, accessible housing designs, model building codes and a question and answer 
section.

International Conference on Aging, Disability and Independence - http://icadi.phhp.ufl.edu   
The International Conference on Aging, Disability and Independence will bring together researchers, 
practitioners, business leaders and people involved in aging policy to focus on these issues: smart 
technology; assistive technology; telehealth; home modification and universal design; transportation; 
injury prevention; consumer perspective and business perspective.  In 2006, the conference will be 
held in St. Petersburg, Florida. Check out their web site for more information.

National Accessible Apartment Clearinghouse (NAAC) – www.aptsforrent.com 
The NAAC is the only national database of accessible apartments, with a registration of more than 
46,000 units, covering more than 155 major metropolitan cities.

National Association of the Remodeling Industry (NARI) – www.nari.org 
NARI provides a guide for hiring a remodeler and lists of certified remodelers by region.  Their web 
site includes UD articles and assistance in selecting a remodeler. 
Well Spouse Foundation – www.wellspouse.org 
Well Spouse is a national, not for profit membership organization which gives support to wives, 
husbands, and partners of the chronically ill and/or disabled.  They publish a bi-monthly newsletter, 
“Mainstay” available to their members.  They work to help educate health professionals and the 
general public about the difficulties the caregivers face everyday. This organization has regional and 
annual conferences. 

Journals:
Generations – Published quarterly by the American Society on Aging (ASA). According to ASA, 
each issue is devoted to bringing together the most useful and current information about a specific 
topic in the field of aging, with emphasis on practice, research and policy.  Subscriptions, single 
copies and back issues are available through the ASA’s website: www.generationsjournal.org

Journal of Applied Gerontology – It is the official journal of the Southern Gerontological Society.  
Each issue is devoted explicitly to the application of knowledge and insights from research and 
practice to improvement of the quality of life of older individuals.  Subscriptions are available 
through SAGE Publications, 2455 Teller Road, Thousand Oaks, California 91320 or at website: 
www.sage.com

Assistive Technology – It is the official journal of the Rehabilitation Engineering and Assistive 
Technology Society of North America (RESNA).  The journal’s purpose is to enhance 
communication between individuals working in all areas of assistive technology including 
researchers, developers, clinicians, educators and consumers.  Subscriptions are available through 
RESNA, 1700 N. Moore St., Suite 1540, Arlington, VA 22209-1903 or at their website:  www.
RESNA.org

http://www.hud.gov/fhe/fheacss.html
http://icadi.phhp.ufl.edu/index.php               
http://www.aptsforrent.com
http://www.nari.org
http://www.wellspouse.org
http://www.generationsjournal.org
http://www.sage.com
http://www.RESNA.org
http://www.RESNA.org
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