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Providing Low-Cost Assistive Equipment Through Home Care Services.
The Massachusetts Assistive Equipment Demonstration

EXECUTIVE SUMMARY

This report describes the Massachusetts Assistive Equipment Demondtration, a collaborative
project funded by the Robert Wood Johnson’s Home Care Research Initiative and carried out
collaboratively by the Gerontology Ingtitute at the University of Massachusetts Boston and the Executive
Office of Elder Affairs (EOEA). The purpose of the demongtration was to systematically encourage the
use of low-cost assigtive equipment among ederly cdlients through existing case management resources,
thereby extending the effectiveness of the Massachusetts home care program by supplementing formal
services with expanded use of assstive equipment.

The role that low-technology assistive devices can play in heping older adults maintain
independence and autonomy has been gaining interest. Although assitive equipment has been
demondtrated to be highly beneficia to older people with self-care limitations, equipment istypicaly
underutilized or used irregularly, and barriers to effective use of equipment are subgtantia. The
Massachusetts Assstive Equipment demondtration was undertaken in an effort to address some of the
barriersto greater use of low-cost ass stive equipment through the state-funded home care program,
using public monies to fund the equipment and case managers to facilitate the introduction of equipment
to elders.

The demondtration was carried out through two Aging Services Access Points (ASAPs) with a

samilar dient base. The Executive Office of Elder Affairs provided oversight for implementation of the



program, and the Gerontology Ingtitute conducted research activities amed at evauating the impact of
the program, which included client interviews conducted by the Center for Survey Research (CSR).

Through the project, case managers received training from occupationa thergpists on assgtive
equipment for elders. Case managers then identified potentia clients and, as part of their routine
reassessment vigts, worked with them to choose gppropriate assistive equipment, which was purchased
with public funds. Equipment was shipped directly to clients, and case managers made follow-up cdls
to determine clients difficulties or satisfaction with the devices.

A quas-experimentd pre-test/post-test design was used to evauate the demongration.  Clients
from the experimental ASAP recaived equipment Sx months prior to clients from the comparison
ASAP, with evaluation data (a combination of client interviews and client records) collected at baseline
and sx months after the interventions. CSR conducted in-person interviews to assess clients perceived
difficulties performing tasks associated with severd dally living activities (med preparation, dressing,
bathing, and expressve) and their experiences with assistive equipment that addressed these tasks.

Thirty-eight case managers received training and distributed equipment through the
demongtration to 196 home care clients. Although case managers were encouraged to spend an
average of $150 per client, actua purchases were quite modest; clients received an average of four
items, and the average expenditure per client was $76. Nearly haf the distributed items were associated
with med preparation, with others addressing bathing, dressng, and mobility. Client benchmarks were
high, with 70% reporting that they used their devices regularly, 60% reporting their devices as “very

helpful,” and 90% expressng high overd| stisfaction.



An impact andyss was conducted that compared the experiences of clients from the
experimenta and control groups. There were no measurable associations between the types of items
distributed and the specific tasks for which clients reported difficulty. Moreover, receiving equipment
was not associated with changesin percaived difficulty with functiond tasks. Thiswas not surprising,
given the modest amount of equipment distributed. Case studies and item andys's, however, provided
evidence that the intervention increased functional independence in some aress.

An important outcome of this demongration was the identification of implementation issuesto
be addressed if home care programs are to be effective vehicles for disseminating assistive equipment.
These issues do not presernt overwheming chalenges and could be addressed with rdatively modest
input of additional resources and effort. Case managers need comprehensive, hands-on training on the
potentia benefits of equipment, identifying appropriate devices, and methods for working with clients on
the use of equipment. Time for determining clients' equipment needs should be built into case
managers assessment and reassessment schedules. At the agency leve, awdl-developed system for
ordering, ddivering, inddling, and monitoring equipment ditribution is needed.

This demongtration indicated the potentid for expanding state-wide home care services to
elders by having case managers, with gppropriate training, assess, recommend, and procure |ow-cost
assdive equipment as part of their routine client re-evaduations. Although it was not possible to
demondrate that providing low-cost assstive equipment resulted in measurable improvement in eders
functiona independence or ability to carry out dally tasks, client satisfaction benchmarks were high. A
number of implementation issues were identified that should be addressed for successful introduction of

assgtive equipment through the home care program.



INTRODUCTION

Deveoping innovative, low-cost ways to help eders remain in the community has become
critically important, given demands on publicly funded services for the increasing ederly population. As
a consequence, the role that 1ow-technology assstive devices can play in helping older adults maintain
independence and autonomy is gaining interest. Typicaly, assstive equipment is recommended when
older adults are undergoing rehabilitation for acute or multiple chronic conditions such as stroke or
severe arthritis. Much less common, however, are efforts to systematicaly introduce the use of assgtive
equipment to elders outside of medica or rehabilitation centers.

The Massachusetts Assistive Equipment Demonstration was a collaborative project between
the Massachusetts Executive Office of Elder Affairs and the Gerontology Indtitute at the Universty of
Massachusetts Boston. The purpose of the demonstration was to systematically encourage the use of
low-cogt assdtive equipment among ederly clients through existing case management resources. It was
expected that, with modest training, case managers could identify clients for whom low-tech devices
might be beneficid, identify and order gppropriate devices, and support clientsin using the devices. It
was further anticipated that the use of gppropriate equipment would improve elders ability to manage
daly living tasks independently. Thus, the am of the project was to extend the effectiveness of home
care by supplementing forma services with expanded use of low-cost assitive equipment.

BACKGROUND

Many older people are adversdly affected by impairments that reduce their capacity to care for
themsdlves, often requiring substantia efforts of informa caregivers or costly forma services. The
adverse affects of some ADL and IADL deficits can be mitigated by assstive equipment. However,
ample, low-cost assstive devices are often overlooked as potentia resources, with greater atention
focusad on high-technology equipment addressing the requirements of individuas with severe disabilities
and highly speciadized needs (Enders, 1986).

Some older people, for example, can benefit from smple equipment to help with food
preparation (such as cooking implements with built-up handles, jar openers and rocker knives that
require only one hand and minima strength and dexterity, or household appliances with raised or
enlarged letters), dressing (such as gadgets to assst with putting on socks, clothing with Vel cro closures,
and zipper pulls), bathing (such as bath sests, grab bars, long-handled bath brushes, or hand-held
shower units), expressive activities (such as book- holders, magnifiers, or grips for pencils or crochet
hooks), or mobility (such as reachers, door-knob grips, walker baskets, and rolling carts).

A number of studies have reported on the use of assigtive equipment among older adults. Many
of these studies have surveyed eders who have undergone rehabilitation for acute or multiple chronic
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conditions, such as stroke or severe arthritis (Gitlin, Luborsky, & Schemm, 1998; Mann, Huren, &
Tomita, 1995; Mann, Huren, Tomita, & Charvat, 1995). Studies based on representative samples of
community-residing older adults have reported an increase in the use of assistive devices, modtly to
address mobility or hearing limitations (LaPlante, 1992; Hartke, Prohaska, & Furner, 1998; Manton,
Corder, & Stdlard, 1993; Zimmer & Chappell, 1994) .

Although assstive equipment can be highly beneficia to older people with sdf-care limitations,
equipment istypicaly underutilized (George, Binns, Clayden, & Mulley, 1988) or used irregularly
(Gitlin, Levine, & Geiger, 1993), and barriers to effective use of equipment are substantial. Reasons for
non-use of items have been reported by eders discharged from hospita rehabilitation units and their
therapigts (Gitlin, 1993; Luborsky, 1993). These reasons included socio-cultura factors such asa
preference for relying on persona assstance, fedings of embarrassment or stigma associated with using
assigtive equipment, and the denid of disability or the need for equipment. Other reported barriers to
greater use of assstive devices are alack of knowledge about how to use the device; a poor fit between
the device and the eder’ sindividua need or home environment; the device being lost or forgotten,
failure or mafunction of the device; or finding the item too cumbersome, painful, or time-consuming to
use (Gitlin, Luborsky, & Schemm, 1998; Gitlin, 1995). The most commonly reported reasons for not
having or trying a device include lack of information (regarding the existence of devices or how to obtain
them), cost, and believing that the disability is not serious enough to address (* Chdlenges......,” 1999).

Based on a survey conducted by the American Society on Aging (1997), State Units on Aging
(SUAS) have been only moderately involved with or committed to addressing the assigtive technology
needs of older clients, with Area Agencies on Aging (AAAS) only dightly more so. As compared to the
nation as awhole, Massachusetts ranked low in its involvement with and commitment to assstive
technology and home modification. Prior to this demonstration, EOEA conducted a survey of elders
and individuas with disabilities (EOEA, 1998). Findings from this survey reinforced the potentia as
well as the chalenges associated with increasing the use of assstive technology devices to community-
resding frail eders who were experiencing substantid declinesin daily functioning.  Thus,
Massachusetts was a state that stood to benefit from an innovative program involving commitment of
publicly-funded resources to promote increased use of low-cost assistive technology among elders
served through the state home care program.

The Massachusetts state-funded home care program is administered through 27 regiond
agenciescaled “Aging Services Access Points’ (ASAPS), until recently known as *home care
corporations.” Because of cost-demand pressures, program digibility isrestricted to older people
whose sdf-care deficits are substantial and whose financia resources are very modest. The
Massachusetts home care program currently arranges avariety of servicesfor itsclients. Most clients
receive homemaker services. Many aso receive home-ddivered meds. To the extent that resources
permit, case managers may aso authorize other services including persona care, adult day hedlth, and
transportation. While regulations permit the use of service funds for equipment, the state-wide program
has not explicitly promoted assistive equipment that might enable clients to achieve greater



independence. Thus, the state home care program viewed this project as attractive because of its
potentia for increasing dients sdf-sufficiency in daily living tasks a minima additiona cod.

The role of ASAP case managersis to assess client needs and authorize services, which are
then provided through independent contractors. Clients are reassessed every six months, athough case
managers ether do home visits or check on clients by telephone at least oncein theinterim. Case
managerstypicaly carry case loads of 90 to 100 clients. Thereis often high turn-over for this entry-
level job that requires abachelor’s degree.

The Massachusetts Assigtive Equipment demonstration was undertaken in an effort to address
some of the barriersto greater use of low-cost assistive equipment through the state-funded home care
program, using public monies to fund the equipment and case managers to facilitate the introduction of
equipment to eders. The premise underlying the demondtration was that case managers have dready
established relationships with their clients and are knowledgeable about their clients needs. It was
hypothesized that case managers could promote the use of asstive equipment among edersin the
home care program by increasing client knowledge about equipment options, encouraging clientsto try
out equipment, assisting dients with acquisition and ingdlation of equipment, training clients in the use of
equipment, and following up with clients regarding additiona equipment needs. Moreover, it was
expected that case managers could incorporate equipment-related activities as part of their routine client
resssessment vists with the investment of little additiond time.

This research and demongtration project, funded by the Robert Wood Johnson’s Home Care
Research Initiative, was conducted collaboratively by the University of Massachusetts Boston and the
M assachusetts Executive Office of Elder Affairs (EOEA) through two Massachusetts ASAPs. The
magor purpose of this project was to determine whether the effectiveness of formal home care services
could be extended through the systematic introduction of low-cost assstive equipment to elderly clients.

The specific objectives of the project were to determine (1) if publicly funded home care providers
could increase the use of low-cost assigtive equipment among ther clients with minima extra case
management time; (2) if gppropriate use of low-cogt assgtive equipment would have beneficid
consequences for dders, and (3) if Massachusetts should systematically encourage greeter use of low-
cogt assigtive equipment on aregular basis within state-funded home care programs for the ederly.

Although this demondtration project was undertaken with agreat ded of forethought and
enthusiasm, the actual experiences chalenged a number of the premises underlying the project. These
experiences a so challenged the efforts to evaluate the project’ simpact. This paper sets out to describe
the assistive equipment project within the context of the Massachusetts home care system and to
describe some of the difficulties encountered in implementing such a program. It provides a detailed
description of the research dements and associated challenges (measurement devel opment, sampling,
data collection, coding, and andyss). Evauation findings, both quantitative and quditative, are
presented. Findly, complexities that emerged from simultaneoudy introducing and evauating an
innovative intervention are discussed.



RESEARCH AND DEMONSTRATION DESIGN

The assstive equipment demonstration project was conducted through two ASAPs with a
smilar client base, West Suburban Elder Services (WSES) and South Shore Elder Services (SSES).
The Executive Office of Elder Affairs (EOEA) provided oversght for implementation of the program.
The Gerontology Ingtitute conducted research activities amed a evauating the impact of the program.
Key personnd from the Gerontology Ingtitute, EOEA, and the participating ASAPs (a Ste coordinator
and a case manager from each) met regularly to discuss and work out policy and implementation issues
as they arose during the demondtration.

Implementation plan

The expectation for the intervention was that case managers would receive training on the
potentia benefits and pogtive indicators of low-cost assstive equipment for elders. Case managers
would then identify potentid clients who would be solicited for the research/eva uation component.
After further training from occupationa thergpists on ng for and sdlecting appropriate devices,
case managers would work with their designated clients to help them choose assistive equipment, which
would be purchased with public funds. 1t was expected that case managers would include assessment
for equipment within their routine reassessment vigits and would follow-up with clients (by telephone or
subsequent visgits) on use of the items they received and further equipment requests (demonstration or
additiond items).

Desgn of the evauation component

The following quas-experimentd pre-test/post-test design was used to evauate the
demondration.

Quas Experimental Design
Stel O X o
Ste2 O O X O

The design called for identifying gpproximately 150 clients from each ASAP who had the
potentia for benefitting from assgtive devices because they were experiencing difficulty completing daily
living tasks, were motivated to remain independent, and were dert and able to respond to interview
questions. The focus of the demonstration project was clients who were experiencing gradua declines
in their ability to perform daily living tasks. In addition, dients with Sgnificant cognitive impairments or
memory loss were not targeted for the demonsiration because it was expected that they would be
unable to provide meaningful interview data. Although it was recognized that assigtive equipment can
aso be helpful to dient caregivers, this demonstration focused on providing equipment that could be
directly hepful to the clients themsdlves.



The design called for clients from WSES, the experimenta Site, to receive equipment Sx months
prior to clients from SSES, the comparison site, to alow an impact assessment. Data were collected
from al participants a basdine (T1) and, again, Sx months after the experimenta group had received
equipment (T2), with find follow-up data collected for the control group six months after they recelved
equipment (T3). Thisdesign provided the opportunity for comparisons between clients who had
received equipment systematicaly from the project and those who had not.

M easurements

There were three sources of data used in the evaluation: information extracted from client
records, equipment tracking data collected by the ASAPs, and client interviews conducted by the
Center for Survey Research (CSR) at the University of Massachusetts at Boston. Each of theseis
described below.

Client background information. Client background information was extracted from client
records. To minimize data collection demands on the ASAPs, a brief form was devel oped to record
client age, gender, ethnicity, marital status, sensory limitations, and functiond impairment level (FIL)
ratings. The form aso documented housing satus, household members, socid participation, and
adequacy of socia supports. Photocopies of the most recent ADL and IADL ratings and client service
plans, which outline forma and informa services, were atached.

Equipment tracking forms. Devices distributed through the intervention were recorded on a
form that indicated the specific device, codt, date of ddivery, and activity domain for which items were
primarily to be used. At intervals of 2 days, 2 weeks, and 3 months after equipment was ddivered,
case managers were requested to contact their clients to assess the extent to which they were satisfied
with and using the devices, aswell asto identify problems, needs for demongtration, or additiona
equipment needs.

Client interview protocols. Client interview protocols were developed through a collaborative
process. Researchers at the Gerontology Institute developed the initid questionnaire, with feedback
from ASAP case managers and occupationd therapists from Spaulding Rehabilitation Hospital. Asa
next step, the research team from the Gerontology | nstitute and researchers from the Center for Survey
Research (CSR) convened afocus group comprising e ders from the Newton Senior Center to identify
key daily living issues of concern to eders and assistive devices with which elders are familiar. The
resultant interview protocol, which reflected ingghts from elders, case managers, and occupationd
therapists, was pilot-tested in the community and revised in response to respondents’ reactions.
Follow-up interview protocols repested the origind questions but included provisions for ng
clients experiences with items received through the project and services associated with the
demondtration.




The interview protocol was divided into Six sections. The first section addressed clients
assessments of their socid opportunities and overdl hedth. The remainder of the protocol focused on
eaech of five domains of daily living for which assgtive equipment might be gppropriate: medl
preparation, bathing, dressing, medication management, and expressive activities. The researchers
recognized that these domains did not represent an exhaustive list of activities associated with the
capacity for independence and avoiding nursing home placement. However, the researchers believed it
was important to organize the questions into a manageable schemata, and there was consensus among
key stakeholders that the five domains were the most important areas to address. Researchers dso
recognized that ability to perform activities within each of these activity domains could be affected by
different disgbilities (loss of vision, hearing, mobility, strength, etc.). Thus, questions reflecting these
different functiond areas were included within each activity section.

| dentifying outcome measures that would be sengitive to the effects of such an individuaized and
subtle intervention was chalenging. Typicaly, evauation research relies on indicators distantly
asociated with the intervention, such as hospitaizations, nursing home placements, or medica codts.
Sdf-report dataare typicaly limited to client satisfaction ratings. For this study, the researchers
attempted to develop more sensitive measures that reflected clients perceptions of their ability to
complete daily tasks as well as their assessment of the qudity of their daily circumstances for each of the
activity domains examined. The measures are described below.

Use of assgtive devices. Equipment forms were used to track items distributed through the
project. The researchers were aware, however, that the extent and adequacy of equipment distribution
would aso be areflection of clients experiences with equipment prior to the intervention. Some dients
possessed and used assistive devices acquired through the ASAPs (in the case of bathing equipment),
from rehabilitation professonds, or from other sources. 1n addition, since the researchers anticipated
that the concept of assgtive equipment would be unfamiliar to many of the participants, language that
would be used to assess the acquisition and use of devices through the project was introduced as part
of the basdineinterview. Consequently, for each of the five domains, clients were presented alist of
four to six items, which were thought to be familiar to many eders and addressed anticipated task
difficulties

For example, in the area of med preparation, questions asked about a microwave oven, easy-
grip jar opener, cooking utensls with easy-grip handles, no-dip cutting board, and any other smilar
equipment or gadgets clients used to make food preparation easier. Participants were asked if they had
and how often they used each item (“alot, sometimes, dmost never”). For each of the five activity
domains, summary variables were congtructed to reflect the number of devices participants
acknowledged possessing and the extent to which they used their devices.

As part of the follow-up interviews, provisons were made in the interview protocol to question
participants about items they had received through the demonstration (as reported on the equipment
tracking forms). Specific items received by dients were individualy added to each interview protocol in
the most appropriate section (e.g., zipper pull inserted into questions on the dressing domain).



Questions asked participants to confirm whether they had recelved these items and the extent to which
they used them. (Thus, follow-up summary variables reflected both initid and newly acquired devices.)

Additiona questions addressing clients' use of equipment were included in both basdine and
follow-up interviews. Each domain dso included questions rating the helpfulness of items and reasons
for not using items more frequently. Questions were aso included to assess dlients overdl experience
with the intervention.

Perceived task difficulty. Case managers recorded assessments of clients ADL and IADL
ratings were one indicator of ability to complete daily living tasks. ADL and IADL ratings are based on
clients ability to manage tasks (with devices if they use them). In principle, the introduction of devices
should reduce ADL or IADL deficitsin someinstances. The researchers believed, however, that
participants persona perceptions regarding the difficulty or ease of performing specific activities (with
or without assistive devices) might provide more sengtive indicators of the effectiveness of the
intervention and might be more clearly tied to distributed equipment items. For example, dients
assessments of how difficult it was for them to wash their feet and legs (as opposed to generd bathing
capacity) or to open jars, bottles, or cans, (as opposed to general meal preparation).

Thus, a series of questions for each activity domain was developed to measure clients
perceptions of task difficulty for different dimensons. (See Appendix A for alist of problem areas by
activity domain.) Questions used a two-part response system.  Clients were first asked if they were
able to do the task (yes/no). If able, afollow-up question asked the level of difficulty the task
presented. [For example: “Areyou able to open jars, bottles, or cans?’ (able/unable), followed by (if
able), “How much of a problem do you have doing this...would you say a big problem, alittle problem,
or no problem at dl?’] Thus, for each task, potentia leve of difficulty was measured on a4-point
scae, ranging from 1 (“no problem”) to 4 ( “unable’). Standardized summary scales provided
measures of overdl task difficulty with medl preparation, bathing, dressing, medication management, and
expressve activities. Except for medication management, interna consistency (based on Cronbach’s
apha scores) was acceptable to high, ranging from .60 for medication tasks to .82 for dressing and
bathing tasks. (See Appendix A for alist of question items and dphareliability scae scoresfor the
Perceived Difficulty Scdes) A globa question was also asked for each task area: for example, “All
things considered, how easy isit for you to get dressed these days? Would you say very easy, easy,
difficult, or very difficult?’

PARTICIPANT DESCRIPTION

Because public resources are limited, clients who receive home care services tend to be quite
isolated and frail, many with both cognitive and physicd limitations. Recruiting participants for the
project proved to be challenging because case managers believed that many clients were too infirm to
benefit from equipment or would be unable to participate in the interviews. Case managers dso
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reported client reluctance to be interviewed or to try out new devices. Asaresult, athough the
demonstration design had projected that 15% of the clients (225) from each of the two ASAPswould
participate, the actuad number recruited was much lower.

A total of 264 dlients were nominated for the project (166 from WSES, 98 from SSES). * Of
these, 196 (74%) received equipment during the demonsiration period. There were anumber of
reasons why nominated clients did not receive equipment. Some clients becameill, died, or entered
nursang homes (N=22). Others moved out of the catchment areas or had family caregivers movein,
meaking them indigible for home care services (N=10). Alternative ways of procuring equipment were
found for some clients (N= 2). Other clients decided they did not want to receive equipment (N=30).
Findly, gaffing difficulties affected the capacity of one ASAP to disseminate equipment within the
demondtration period (N=6). Asanticipated, attrition was higher among clients from SSES (43%) as
compared to 16% for WSES because clients from SSES, the control site, waited Six months to ayear
after initid recruitment before receiving equipment. Of the clients who recelved equipment, 102 from
WSES and 42 from SSES were interviewed both before and after receiving eguipment. 2

Project participants were typicaly femde (87%), white (97%), and unmarried (85%). Their
ages ranged from 61 to 101 (median: 81 years). They typicaly lived done (79%) in rented apartments
(65%0), were judged by case managers as having inadequate informa socia supports (70%), and were
not involved in any outside activities (78%). While dmost haf had fewer than two ADL deficits, nearly
al had at least four IADL deficits. Participants typicaly received three to four paid services, from the
home care and other programs. Nearly al used homemaker services. Other commonly used services
included home-dedlivered medls, home hedlth aide, transportation, skilled nursing, and persond care
atendant. On average, participants received help with three daily living activities from informa
caregivers.

Nearly hdf the clients who were interviewed rated their hedlth asfair, with 20% as poor. About
haf the clients reported that preparing meals was difficult. Even though the mgority (70%) of clients
initidly had at least one bathing device, 38% reported bathing to be difficult and 22% could not bathe

! Asthe project unfolded, case managers recognized additiona dients for whom eguipment was
gopropriate; these individuas also received equipment but were not included in the research.)

2 Not al clients who received equipment could be included in the evaluation component. A
group of Russian-spesking clients could not be interviewed. Other clients were willing to try equipment
but did not agree to initia or subsequent interviews.
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without persond assstance. Over athird of the clients reported difficulties with getting dressed. The
mgority of clients regularly took medications, athough few reported difficulties managing this activity.
Engaging in expressve activities was reported as chalenging by athird of the clients.
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IMPLEMENTING THE PROGRAM

A key component of the demondtration was training case managersto facilitate greater use of
assistive equipment among their clients. As expected, case managers entered into the project with very
limited experience with low-cost assistive equipment other than mobility (wheelchairs and wakers) and
bathing or toileting aids. Mot of the dients, particularly those who had never had serious medica
incidents requiring intervention from rehabilitation specidigts, were dso unfamiliar with low-cost devices
that might assst them with dally activities, and it was anticipated that they would be rductant to try
something new. Thus, amgor chalenge to the success of the project was familiarizing case managers
with low-cost equipment and increasing their comfort level in recommending and encouraging clientsto
try devices.

A team of occupationd thergpists from Spaulding Rehabilitation Hospital designed and
conducted a series of in-servicetraining for case managers from both ASAPs. The gods of the training
were to motivate case managers about the project and assst them in sdlecting and distributing
gppropriate equipment. The training was divided into two sessions for each ASAP and covered a
number of topicsincuding: the importance and role of assgtive equipment in maximizing the
independence of older people with functiond limitations, an overview of currently available low-cost
assigtive equipment; Smple methods for assessing clients needs for ass stive equipment; suggestions on
how to andyze dients' living environments and dally living paiterns to identify promising aress for
introducing asstive devices, and techniques for encouraging clients to try equipment items.

As part of ther training, case managers received a manud and a client assessment toal,
developed by gtaff from the rehabilitation hospitd, to assist them in making evauations and
recommendations for equipment. The assessment tool conssted of a check list of common activities that
clients frequently have difficulty performing. The manua described avariety of low-cost itemsin terms
of ther function, client indications and contra-indications, cost, and source. The equipment items were
cross-referenced in both the assessment tool and manua to facilitate the selection of appropriate
devices based on clients identified needs. Case managers were encouraged to consult with the training
gaff from Spaulding if they had questions about particular client situtions.

As part of the intervention design, case managers were expected to review their case loads
and identify clients who they believed would be good candidates for the introduction of assistive
equipment. The premise of the demonstration was that this screening of clients would be based on
information case managers received through the training. 1t was anticipated that, during home vigits,
case managers would work with their clients to decide on specific itemsto be ordered. Thus, sdlection
of equipment items was based on a combination of case managers assessments of clients needs and
clients’ willingnessto try out devices. The project dlowed for an average of $150 worth of equipment
per client.
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In practice, however, many clients were nominated before the trainings were completed in order
to provide a sample for the research component, since participants were interviewed before receiving
equipment. In some ingtances, case managers offered clients easy-grip jar and can openersto
encourage them to participate in the projects. In other instances, case managers had identified items for
clients before their training on assstive devices.

The ASAPs were expected to establish their own procedures for ordering items, tracking
orders, and monitoring the delivery of equipment. These activities required subgtantia effort. Each
ASAP assgned an equipment coordinator to mange the activities--in one ingance a hdf-time volunteer,
in the other, a paid adminigrative assstant. Once case managers had identified appropriate equipment
items for aclient, the equipment coordinator placed the order, tracked the status of the order, and
reminded case managers of the scheduled follow-up calsto monitor dients use of and satisfaction with
the equipment.

The ASAPs developed procedures aimed at minimizing the additional demands on case
managers required by the project. Case managers had typicaly made home visits to discuss equipment
options. Equipment was shipped to clients homes, thus relieving case managers of the need to make
deliveries. To reduce paperwork and the number of follow-up calls required of case managers, orders
were not shipped to aclient until dl itemswere available. This procedure sometimes resulted in lengthy
delays when an item of equipment was back-ordered. The second home care agency eventualy
modified this procedure and had orders sent in stages when extensve delays for some items were
anticipated.

Equipment policies were adopted that respected demands on case managers time and that
responded to case managers concerns about client safety and persond liability associated with
introducing equipment. Equipment distributed through the project was limited to items that did not
require ingtalation unless this could be arranged through family members or building maintenance
personnel. Case managers, typically did not assemble or demondrate the use of devices unless clients
requested this help. Both activities would require ahome visit after the equipment was received. Case
managers involvement with equipment assembly was further discouraged because of safety and liability
concernsin the event that improper assembly led to equipment mafunction or dient injury. Case
managers would not authorize items they viewed as potentidly dangerous if not fitted or used correctly
(such astrandfer boards) or items that are typically introduced by professionds (occupationa therapidts,
nurses, etc.). While case managers concurred that equipment aimed at addressing expressive activities
(such as book holders or scissors) could be beneficid, the policy was to provide these items after first
addressing clients functional needs.

Implementation of the project was ddlayed for severd months while mechanisms for funding the
assigtive equipment were developed. In addition, the scheduled time lag for distributing equipment to
clients from the comparison site was complicated by substantia case manager turn-over. In some
instances, case managers were covering double case loads. As aresult, there were delays of up to nine
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months before many of these clients were able to receive equipment. On the other hand, as aresult of

the scheduled delayed intervention, staff from SSES were able to learn from the experiences of WSES,

thereby streamlining procedures for ordering and tracking equipment and supplementing the training

manua with colored photos of items (from a supplier catadog) to help clients select assistive equipment.
EVALUATION FINDINGS

The evaduation was carried out at two levels. At adescriptive level, it assessed the extent to
which case managers were successful in promoting low-cost assistive equipment to the target population
of dders. by tracking the numbers, cost, and types of equipment items distributed through the project;
by ng the extent to which clients reported using the equipment they received; and by ng
client satisfaction with their equipment. At amore andytic leve, the experiences of clients from WSES
(the experimental group) were compared to those of clients from SSES (the control group) a Time 2
severad months after the experimenta group had received devices from the demongtration and before
the control group received devices. Findly, theimpact of the demondtration was further examined by
andyzing changes for the entire sample.

Decriptive findings

The evauation relied on two sources of data regarding equipment distributed through the
demondtration: records maintained by the ASAPs, which tracked equipment delivered to clients; and
sdf-report data from participating clients who were interviewed. The extent to which clients were
satisfied with and reported using their equipment was collected by both their case managers and the
client interviews

Didribution of equipment. Typicdly, clients possessed and used some low-cost assistive
equipment prior to the project (Table 1). At basdine, clients reported using an average of seven items
across the five domains, with haf of these representing items to assst with bathing. Therewerea
number of items reported by amgority of clients. These included a microwave oven for mesl
preparation; grab bar, tub-seat, hand-held shower, and non-dip bath mat for bathing; and easy-open
pill bottles for medication management. Very little equipment was reported for expressve activities.
There were no initid differences between the ASAPs in terms of the number of equipment items
reported at baseline.

Approximately 20 case managers from each ASAP participated in the initid training on assgtive
equipment. As anticipated, there was consderable turnover among case managers during the study
period. A few case managers left employment at the ASAPS, while others were reassigned to different
positions within the agency, and dill others exchanged al or part of their case loads with other case
managers. Newly recruited case managers received training on assistive equipment from supervisors or
other knowledgesble case managers.
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Thirty-eight case managers (19 from each ASAP) assessed clients and distributed equipment
through the demondtration. There was considerable variation in the intensity of case managers
engagement with the demongtration, as evidenced by the number of dients and the number of assgtive
items per client. Individua case managers distributed equipment to an average of 4.1 clients (ranging
from 1 to 8 clients), with an average of 1.8 to 10 items of equipment per client.

Although case managers were encouraged to spend an average of $150 per client for
equipment as part of the demonstration, actua purchases were quite modest, both in cost and number
of items (Table 2). Combining follow-up data from both ASAPS, clients received an average of four
items (ranging from 1 to 15) a an average cost of $19 per item (ranging from $1 to $209 per item). The
average expenditure per client was wdl under budget- - approximatdly $76 per client exclusive of
shipping costs. Table 3 ligs the percentage of items didtributed by domain as well as frequencies for
the items that were most commonly distributed. Nearly half the distributed items were associated with
medl preparation or eating, followed by bathing or toileting, mobility (including reachers, wakers, and
whedchair accessories), and dressing equipment. Items to address expressive activities were less often
distributed, in part, due to the ASAP s policy decision to address self-care before expressive needs.

Overdl, WSES ditributed assistive equipment to more clients (140) than did SSES (56). As
reported in Table 4, however, SSES case managers distributed more equipment per client--an average
of nearly five items compared to fewer than four for WSES. While there were no home care
differences in terms of the number of dressng, med preparation, or mobility items distributed, case
managers from SSES distributed more bathing and expressive items than did case managers from
WSES.

Group differences in bathing equipment may reflect differing policies a the two ASAPs that
predated the project. WSES customarily used its Title I11 discretionary funds for bathing equipment to
addressissues of client safety, while SSES typicaly used these funds for respite services. Staff from
SSES expressed a strong commitment to providing equipment that addressed clients' expressive needs,
aswedl asattivities of dally living.

Client benchmarks. Although the demondration resulted in only modest changesin use of
assigtive equipment, client satisfaction benchmarks were quite high. Based on follow-up telephone cdls
by case managers two weeks after equipment was ddivered, 71% of the clients reported using ther
equipment regularly, with ancther 16% using the equipment occasiondly. Almos dl clients (88%)
reported being satisfied with their equipment, while only 6% expressed dissatisfaction and another 6%
were unsure.

As part of the research interview, respondents reported smilar satisfaction rates, with 63% of
respondents reporting equipment received through the program as “very helpful” and another 22%
“somewhat helpful.” Many dients described specific ways in which equipment was helpful and
provided an increased sense of independence. For example, one client who received awall-mounted
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electric can opener was thrilled because this was the firgt time since her stroke she could do anything
without asking someone to help her. Another woman recovering from a stroke and hip replacement
surgery was ddighted on receiving arolling cart that dlowed her greater independence in managing her
medls. Elders receiving reachers reported: “1’'m able to pick up things on the bathroom and bedroom
floors... ,” and “It isnow in congtant use putting items away and taking items off my shelves”

In the follow-up research interviews, over athird of the clients expressed a desire to spesk with
someone about additional gadgets or equipment.  Fewer than 60% of the clients, however, recalled
receiving acal or vist regarding their equipment after receiving it. The extent to which the difference
between client and case manager reports of follow-up cals reflected confusion or poor recal on the
part of ederly clients or lack of direct follow-up by case managers could not be determined. Inthe
follow- up research interviews, the mgjority of participants mentioned one or more barriersto using
equipment regularly. A third of these reported not needing an equipment item, while others reported
finding an item difficult to use, not knowing how to use an item, forgetting to use the item, or that the
item did not work as anticipated.

Impact andys's

Group Comparisons. The premise of the study was that receiving equipment that addressed
daily living areas presenting difficulty to elders would result in reports of decreased difficulty and greater
ease with thesetasks. At Time 2, once the experimenta group had received equipment through their
case managers, there were decreases in reported task difficulty for severd of the activity domains
among clientsin the intervention group, but there were dso smilar improvements in many of these
domains among the control group, who had not received equipment through their case managers (T able
5). Bathing was the only area for which reported changes diverged--the intervention group reported
increased ease with bathing, while the control group reported more difficulty with bathing.

It was anticipated that case managers would distribute equipment that addressed clients
reported task difficulties, and that, in turn, this equipment would result in greater reported easein
performing the associated tasks. We created measure outcomes (changes in equipment and perceived
difficulty), “change variables’. Change variables were calculated by subtracting baseline scores from
Time 2 scores for each outcome.

We firgt examined bi-variate associ ations between the change measures and variables that were
expected to predict changesin the use of equipment or percelved task difficulty. Counter to
expectations, perceived difficulties with daily living tasks at basdline were not associated with changesin
equipment for any of the domains. This suggests that, typicdly, dients did not receive many assstive
devices that addressed activities with which they had reported having difficulties. Moreover, changesin
equipment were not associated with any changesin perceived difficulty with daily living tasks. This was
not surprising, given the modest amount of equipment distributed and the lack of association between
the types of equipment distributed and identified areas of need. We aso looked at associations
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between the change measures and a number of client characteritics. age, gender, resdentid status
(living done or with others), and hedth satus. Client characteristics were not associated with either
changesin amount of equipment or changesin percaived difficulty for any activity area.

A series of regresson equations were run to further explore predictors of quantity of equipment
a Time 2, one equation for each of four areas of equipment (med preparation, bathing, dressing, and
expressive). Predictor variables used in the equations included the trestment condition (being in the
demondiration or control group); the measure of percaived difficulty with the corresponding activity a
basdline; and the number of equipment items reported at baseline for the associated activity.

Very little variaion in equipment change was explained by the models (T able 6). For food
preparation, bathing, and expressive activities, having equipment at baseline negatively predicted
receiving equipment at Time 2, suggesting that individuals who did not dready have (many) equipment
items in those domains were more likely to receiveitems. As expected, being in the experimenta group
aso predicted recaiving more items. However, dients initid perceived difficulty with an activity did not
predict receiving devices that might address those difficulties.

For dressing equipment, there was a different trend. For this regression equation, neither being
in the intervention group nor baseline equipment was associated with receiving dressng devices. There
was aweak association, however, between perceived dressing difficulty and receiving dressing
equipment. Very few clients from either ASAP reported having dressing equipment at basdine. There
was a sgnificant increase, however, for both groups at Time 2. For thisfunctiond area, it gppears that
the modest increase in equipment (however it was acquired) was weakly associated with an initid
assessment of dressing difficulty, regardless of trestment group.

Tota sample. Follow-up data was collected for the control group participants once they had
recelved equipment. The impact of the demongtration on the sample as awhole was then explored by
combining data for the two groups of clients and by including data for eeven clients who were added to
the study at Time 2. For these analyses, we used data collected during the firgt interview as basdline
measures and data collected during the last interview as follow-up measures, regardless of the time
period data represented (Time 1, 2, or 3).3 Again, weinvestigated the extent to which dients

® Thus, data collection for the experimental, control, and added clients were as follows:

Timel Time?2 Time3
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expressed difficulties with performing daily living tasks predicted the assstive devices they received, and
the extent to which assgtive equipment received through the demonstration had a pogitive impact on
clients perceived ability to perform associated tasks.

An underlying premise of the demondtration was that clients, with assstance from their case
managers, would sdect assigtive equipment that addressed activities with which they were experiencing
difficulties. For example, it was predicted that there would be an association between clients perceived
difficulty with medl preparation activities and the number of med preparation devices received through
the project (likewise for bathing, dressing, and expressive activities). This hypothes's, however, was
largely unsupported by the data. Pearson correations conducted between baseline summary measures
of perceived difficulty and the number of items received through the project (as reported by the ASAPS)
were largely non-ggnificant. The only significant correlation was in the area of dressing; basdine
percaived difficulty with dressing was associated with receiving dressng devices (r=.15, p<.05). This
association remained sgnificant when basdine perceived difficulty and basdine dressing equipment were
regressed on dressing equipment received through the project. Clients who reported difficulty with
dressing activities, and, at basdline, reported minima equipment to help with dressing tasks, were more
likely to receive dressing equipment (F=6.4; Adj. RZ = .10).

As part of the evduation interviews, participants were asked about their ability to do tasks
associated with each area of daily living (med preparation, bathing, dressing, and expressive activities)
both a the beginning of the study and afew months after recelving equipment. Pre and post responses
were compared to identify changesin perceived difficulty with performing tasks that might be attributed
to usng assgtive equipment. Most commonly, there was no change in dients perceived difficulty with
performing tasks (T able 7), while in some instances, clients reported increasing or decreasing difficulty.

Moreover, there were no significant associations between equipment received and improved ability to
do atask. A confounding factor was that participants (home care clients who are typicaly frail with
redtricted abilities), continued to age, and in many cases, declinein functiond abilities, independent of
receiving equipmern.

When regression equations were run with changesin perceived task difficulty as the outcome
variables, for mogt areas of activity, task difficulty at basdine was the only predictor of changesin
percaived difficulty. Clientswho initidly reported less difficulty with an area of activity were more likely
to report greater difficulty with this area at the follow-up interview. The only instance for which

Experimentd group X X
Control group X X
11 added clients X X
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introducing equipment was associated with a reported decrease in task difficulty was bathing. Receiving
equipment was associated with a decrease in reported difficulty with bathing (F=6.7; Adj. R = .11).

Although we were not able to demonstrate measurable effects of the demondtration beyond
digtributing a modest amount of assgtive equipment to home care clients, there was other evidence that
the intervention was helpful. For example, dlients who initidly expressed difficulty reaching itemsin the
kitchen were more likely to receive areacher than were other clients, and clients who received a
reacher werelesslikdly to report difficulty with thistask at follow-up. Many dientsinitidly reported
difficulty with opening cansand jars. Although initidly expressed difficulty did not predict receiving a
device, clients who received jar or can openers and indicated using them, typicaly reported decreased
difficulty with this activity based on follow-up interviews.

Anecdota information reported by case managers dso reveded Stuations where the equipment
was very helpful to clients. For example, a dient with limited thumb mobility used “problem solving”
with her case manager to identify devices to assst with med preparation, bathing, and her hobby,
painting. Solutions included a key lever; shoe fastener; and foam tubing, which her case manager used
to build up handles of cooking utensils; a bath brush; and paint brushes. Along with the benfits, this
case demongrated some of the limitations of assistive equipment and the importance of case manager
follow-up. Although her kitchen would not accommodate a one-handed, under-the-counter jar opener
that her nephew attempted to ingtall, her case manager was able to figure out away she could
successfully use ajar opener she dready possessed. However, she was unable to find a button hook
she could use with her thumb limitation.

DISCUSSION

While the demondtration illustrated the potentid for case managers to distribute low-cost
devices within a state-funded home care program, typicdly, the intervention was very modest. On
average, case managers provided clients with only four assstive devices. Moreover, these items tended
to be digtributed across a number of functional areas rather than a concentration of itemsin particular
functional areas. In some cases, both clients and case managers expressed great enthusiasm for the
devices. At the sametime, there wasllittle empirica evidence that the equipment that clients received
was targeted to difficulties they were experiencing with specific components of daily living activities, and
there was no measurable improvement in clients' ahilities to perform these activities

The lack of empirica findings can partly be explained by the low intensity of the intervention,
that isthe typicaly smadl expenditure per dient. Thelack of findings may aso be areflection of the
difficulties of devisng measurestha are sengtive enough to capture the individud circumstances of
home care clients. It is aso possible that the outcome measures we selected are not redidtic, even if the
intervention had been more intense. Other projects involving the provison of assstive equipment and
home modifications (Mann, Ottenbacher, Fraas, Tomita, & Granger, 1999) reported continued declines
in functiond abilities despite intensve interventions.  However, as can be seen from the investigation of
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the impact of a particular item (reacher) that addressed a specific need, dong with reports of client
satifaction, assigtive equipment has the potentia to improve client independence in smal ways.

An important outcome of this demongration was the identification of implementation issuesto
be addressed if home care programs are to be effective vehicles for disseminating assistive equipment.
These issues do not present overwhelming chalenges and could be addressed with relatively modest
input of additiona resources and effort.

Traning of case managers

To successfully include assistive equipment as aregular home care service, case managers need
comprehensive training on the potentia benefits of equipment and on methods for working with clients
on use of equipment. Thistraining should include hands-on demongtrations of equipment items as well
asamanua and aclient assessment tool. Moreover, the high rate of case manager turnover, common
among home care programs, necessitates that training about assstive equipment be included within the
basic preparation of newly recruited case managers. (One of the participating ASAPsis now doing
this) If feasble, one case manager within a home care agency could become an ass stive equipment
“expert” who could train new case managers and serve as a mentor or consultant to others, for
example, an occupationd thergpist who has prior experience with equipment or a case manager who
has demondrated comfort and enthusiasm with arange of equipment items. The reedy availability of
consultation from rehabilitation professondsis aso needed.

Allocation of case manager time

For an assgtive equipment program to be successful, time for determining clients' equipment
needs should be built into case managers assessment and reassessment schedules. Clients may be
interested more reedily in asstive devicesif case managers bring devices with them for demongtration
purposes rather than smply showing dlients pictures of devices. By alowing adlient to try an item, case
managers may be able to determine whether a particular item is suitable for a client or whether another
item for the same purpose may be needed. If case managers devote significant time to client assistive
equipment needs, however, they will require areduction in other responsibilities an adjustment in the 5ze
of their case loads.

Agency sysems for ordering and dedlivering equipment

At the agency levd, greater client use of assgtive equipment would be facilitated by awell-
developed system for ordering, ddlivering, ingtaling, and monitoring equipment distribution. In the
demondration, the challenges associated with tracking, delivering, ingaling, and following up with clients
were underestimated. Both agencies designated a centra person to order the items, but this
arrangement invited difficulties in communication between case managers and the purchasing agent. The
agencies relied on hand-written forms to track equipment orders, ddlivery, and follow-through, and
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most equipment was ordered through a catalog from asingle supplier. Items requiring ingdlation (such
as grab bars and hand-held showers) were ordered only if the assistance of a case manager was not
required for the ingtalation, becalise case managers were uneasy about ligbility risks that might be
attributable to in improper ingtdlation of devices. Equipment tracking became especialy complicated
when multiple items were ordered and some could not be shipped immediately. To minimize case
manager burden, items were sent directly to clients, but this practice resulted in high shipping and
handling costs. Typicaly, case managers made follow-up contact with clients (two days and two weeks
after delivery) by telephone, which did not alow case managers to observe whether clients were using
the equipment properly.

A number of drategies may help ASAPs overcome these difficulties:

A computerized system could track the tatus of items ordered on behdf of clients.

A supply of commonly-used items could be maintained within the agency to be made available
immediady to dients.

Home care agencies could experiment with a variety of equipment sources, including magor
cataog digtributors, loca hedth equipment companies that deliver equipment t little or no extra
charge, and local department stores.

Wil trained volunteers could assgt with the digtribution of equipment. Volunteers might help
with equipment delivery, ingalation of devices, training clientsin proper use of devices, and
follow up to determine client satisfaction with devices.

CONCLUSION

This demondtration indicates the potentia for expanding state-wide home care servicesto elders
by having case managers, with appropriate training, assess, recommend, and procure low-cost assstive
equipment as part of their routine client re-evauations. Although it was not possible to demondtrate that
providing low-cost assstive equipment resulted in measurable improvement in elders functiond
independence or abilitiesto carry out daily tasks, client satisfaction benchmarks were high and instances
were documented of clients increased qudity of life. A number of implementation issues were identified
that should be addressed for successful introduction of asstive equipment by ASAPs. To include
assigtive equipment as a significant home care service, case managers require hands-on training on an
on-going bag's; dients need opportunities to try equipment options, and an effective equipment delivery
system must be indtituted.
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Tablel

Basdine Assistive Equipment
Client interview report * (N=216)

Time 1 Equipment Mean items Range
Totd #items 7.4 (1- 20)
Food preparation items 1.3 (0-6)
Bathing items 34 (0-6)
Dressang items 0.9 (0-6)
Medication management items 12 (0-4
Expressve/mobility items 0.5 (0-4)

* Table 1 reflects clientswho completed pre-demonstration interviews at Time 1. Twenty-one clients who
participated in the demonstration were not interviewed because they were non-English-speaking or chose not to
participate in the research. Eleven clients were added to the project at Time 2. Sixteen clients, initially nominated for
the project, died or becametoo ill to participate before the baseline interviews.
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Table?2

Equipment Distribution per Client by Activity Domain
Tota sample (N=196 °)

Domain Mean items Range
Tota equipment/dient 4.0 1-15
Totd cost/client $76 $3 - $604
Mesdl preparation and esting 16 0-8
Bathing and toileting 0.9 0-5
Dressng 04 0-5
Medication management 0.0 0-1
Expressve activities 0.3 0-4
Moility 05 0-6
Miscdlaneous 0.2 0-4

® Thistablereflectsall clients who received eguipment as part of the demonstration, whether or not they
completed interviews.
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Table3
Frequency of Equipment Items Distributed
(Tota of 780 itemsfor 196 clients)

% of total Items commonly
Domain equipment  distributed Frequency
Mesl preparation/esting 40% jar opener 92
can opener 49
pecler 19
paring board 18
edting utensls 17
ralling knife 16
no-dip padding 13
oven-pull 13
Dressing 11% spird shoe laces 20
sock aid 20
button hook 14
shoe horn 13
Zipper grip 7
dressing stick 6
Bathing 23% long-handled sponge 43
bath rail/grab bar 22
hand-held shower 21
tub chair 17
toilet (seet) 17
no-dip bath mat 17
Mohility 13% reacher 46
walker basket/pouch 20
cane 7
Expressve 7% megnifier 15
easy-grip pen 10
book- holder 7
easy-grip sCisors 6
easy-switch lamp 6

Other (dleaning, dinica)

5%




Medication management 1% medi- planner
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Table4
Group Comparisons of Distributed Equipment by Domain
(N=196)

WSES(N=140)  SSES (N =56) signif.

mean # items mean # items difference

Total Equipment/dlient 3.6 4.8 *
Totd cost/client $67 $99 o
Med preparation/esting

1.6 15
Dressng 04 0.5
Bathing 0.7 13 *x
Moility 0.5 05
Expressve 0.2 0.6 e
Other 0.1 0.3 *
Medication management

0.0 0.0

* P <.05; ** p <.01; *** p<.001
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Group Comparisons of Time-2 Outcome Change-Variables

Tableb

(N=159) °
Experimental Contral
(N=96) (N=63) Change

Change variable mean mean diff. (p)
Perceived Difficulty *

- medl preparation -17 * -.03 .06

- bathing -.04 -.05

- dressing -11 -11

- expressive -12 * -.04
Overdl Ease®

- meal preparation +.22 * +.25 **

- bathing +.22 * -.05 .05

- dressing +.08 +.10

- expressive +.23 * +.24 *
#ADLs -.05 +.11 10
#IADLs +.14 * 0.16
# Informdl services +.14 ** +.16 **

® Thistablereflects participantswho completed both baseline and T2 follow-up interviews.

! Negative change scores indicate a decrease in perceived task difficulty.

8 positive change scores indicate greater ease with regard to doing the task.
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# Formad sarvices +.23 * +.56 * .009

*p<.05** p<.01
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Table6

Predictorsof Increasesin Assistive Equipment
OL SRegression Analyses (N=159)
Increased Equipment - Domain Predictors of Increased Equipment

Medl preparation Member of intervention group
Lessmed equipment (T1)

Bathing Member of intervention group
Less bathing equipment (T1)

Dressing Perceived dressing difficulty (T1)

Expressive/mobility Member of intervention group

Less expressive equipment (T1)
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Table7

Changesin Perceived Ease with Daily Tasks °

N =144

Functional Reduced I ncreased

Domain Difficulty No Change Difficulty

Medl preparation 42 (29%) 77 (54%) 25 (17%)

Bathing 43 (30%) 75 (52%) 26 (18%)

Dressng 39 (27%) 78 (54%) 27 (19%)
Medication

Management 19 (13%) 94 (65%) 31 (22%)

Expressive 46 (32%) 75 (52%) 23 (16%)

% Based on client assessment of how easy it isfor them to perform each activity. Table summarizes change
scores from participants from both groups who compl eted pre- and post-intervention interviews (While 196 clients
received equipment, only 144 completed all interviews).
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APPENDIX A
Challenges Encounter ed with a Resear ch and Demonstration Project

Challenges of a collaborative project (meshing service with research)

The assigtive equipment research demondtration project involved multiple collaborations that
chdlenged the feasibility of Smultaneoudy carrying out the research and intervention components of the
project. The Massachusetts elder agency, Executive Office of Elder Affairs (EOEA), had conceived of
the project jointly with the Gerontology Indtitute at the University of Massachusetts Boston, which
served as principa grantee overseeing the project. EOEA makes policy decisons regarding state-
funded elder services and provides oversight to the 27 area ASAPs. The ASAPs are independent,
non-profit agencies charged with ng potentia home care dlients and arranging agppropriate
sarvices, and have broad discretion regarding how to carry out their programs. Although there was
initid willingness by the two ASAPs to participate in the demongtration, the capacity for EOEA to
provide effective oversght for the project proved chalenging.

A. Chalenges of participant recruitment

At the outset, EOEA and the two ASAPs chdlenged the origind plans for subject recruitment.

This ultimately jeopardized the sample Sze and, in some ingtances, the strategy for ng clients for
equipment. The research plan caled for potentia participants to be identified based on their
gppropriateness for equipment and an in-person interview. Once potential subjects were identified,
passive consent procedures would be used for recruitment. The use of passive consent works as
follows. Invitaionsto participate in the interview would be mailed to clients by the interview team from
the Center for Survey Research (CSR), and targeted clients would have the option to notify the
researchers if they were not interested. Those clients who had not notified CSR would be contacted by
an interviewer who would attempt to recruit them into the sudy. Only after clients were interviewed by
the research team would case managers talk with them about equipment needs.

Task force members from EOEA and the ASAPs fdt strongly, however, that research
interviewers should not contact potentid participants until after clients had been informed of and agreed
to participate in the demondtration. The result was that case managers were placed in aposition of
gmultaneoudy recruiting clients for the research study (agreeing to an interview) and for the
demondiration (agreeing to try equipment). Thisresulted in confusion on the part of many dients (who,
understandably, could not distinguish between the two activities) and the refusa of many clients (who
might have agreed to one or the other activity but not to both as presented.)

B. Pressure to produce participants undermined training

Using case managersto enlist study participants put unwelcome pressure on case managers to
recruit enough clients for the sudy. Asaresult, in many ingtances, case managers had dreedy visted
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clients and spoken with them about the project and the benefits they would receive (specific equipment
items) by agreaing to an interview. Thus, in many cases, case managers made equipment decisions at
the time of recruitment, and never went back to assess clients' equipment needs more thoroughly once
they had gone through the training.

C. Protection of dients

The interviewers were further condtrained by agency concerns about protecting clients.
Typicdly, CSR interviewers are indructed to follow up with potentia participants who had initialy
indicated interest in participating, but subsequently declined. Sometimes subjects are confused at the
time of theinitid cdl or are contacted at a difficult time. Follow-up cals or unsolicited home vigts can
often reverse an initid refusa, without putting pressure on participants. Task force members from
EOEA and the ASAPs were concerned, however, about stressing or overtaxing clients and would not
permit these recruitment strategies. This undoubtedly resulted in higher attrition and refusa rates than
might have been otherwise.

D. Capacity of service providers to respond to research needs

A chdlenge to the project was developing strategies for carrying out the intervention activities
within aschedule that was vigble from a research perspective, while, at the same time, working within
ASAPS exigting structure and case managers  routines as much as possible. Whilethe ASAPs
expressed a willingness to respond to research demands, in practice, this proved difficult for them to do.

Project funds were dlocated for a hadf-time program coordinator for each ASAP to oversee the
demondiration and facilitate data collection activities (other than the client interviews). In both instances,
ASAPs assgned an exising daff person to thisrole. An advantage of using exiging s&ff ina
supervisory cgpacity was that they were in natural positions to enlist case managersinto the project. A
disadvantage, however, was that these persons were stretched between competing respongbilities and
unable to devote adequate effort to the project.

. Challenges of data collection within the context of an ongoing sarvice program

The chalengesto callecting data within the context of an ongoing services program are outlined
in Table 8, dong with potentia solutions.
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Data Collection Problems and Potential Solutions

Problems

1. Case managers found follow-up cdls or vidts
too burdensome; often, it was not done.

2. Staggered deivery of itemsto individud clients
mede tracking difficult, but holding orders until
complete caused long delays.

3. Assdtive equipment follow-up forms bundled
items together, making assessment of client
satisfaction and usage unreliable.

4. Using paper formsto track assigtive devices
resulted in inaccuracies.

5. Photocopying hand-written client
(re)assessment forms led to inaccuracies.

6. Client reassessment data did not correspond
(intime) to other data collection.

Potential Solutions

- Use case manager extenders (volunteers, aides,
etc.) to follow up with clients on assgtive
equipment.

- Limit to 1 or 2 follow-up cdls per client.

- Develop a computerized system for tracking
assgtive equipment.

- Have equipment orders shipped to the ASAP.
- Ddliver equipment ordersto clients in-person,
by a case manager extender, if needed.

- Smplify the follow-up form to measures of
satisfaction and use.

- Assess each equipment item (or related items)
separately.

- Develop standard rules for assgning equipment
items to categories on the interview guide.

- Assgn project Saff to maintain the equipment
data base and tranamit informetion to al parties
involved.

- Have aproject staff person abstract the needed
information from the origind forms,

- Encourage the use of a standardized MISto
record client data, which could be transmitted to
the research team.

- Coordinate the research interviews with client
reassessments by case managers.

- Make client information from the MIS database
available to the research team.

- Assign project staff to coordinate client data
collection.



[1. Intervention issues

A. Adeguate traning.

If case managers are to play arole routindy in asssting clients to acquire and adopt assistive
devices, they need adequate training. This training should introduce case managers to the potentia
benefits of assdtive equipment and familiarize them with available equipment options. Training must dso
provide hands-on opportunities for case managers to brainstorm situations where equipment could be
helpful; guiddines to identify dlients and circumstances for which equipment is indicated; guidelines for
assessing clients for smple, low-risk equipment; and guidelines for referring clients for a professond
evauation for assgtive equipment. Such training cannot be donein afew hours. Moreover, just as
elders need time to assmilate new information, most case managers dso need time to be converted to a
new client sarvice. Thus, training on assstive equipment should be provided in severa short sessons,
with periodic refresher trainings to update case managers on new products and to reinforce prior
learning.

B. Client assessment process

Assessing clients for assstive equipment or environmental modifications needs could become a
part of case managers routine client assessment processes. However, this assessment will require
additiond case manager time, as wdll as adequate training. Including a sandardized set of equipment-
related questions within the client reassessment protocol would expedite the process, but, based on the
experience of case managers with the Massachusetts demondtration project, additiona time would dso
be required.

C. Eoquipment ddivery and follow-up

The experience of the Massachusetts demondtration suggests that having equipment shipped
directly to dderly clientsis not effective. Case managers must be certain clients understand what they
have received and know how to use the items. If items need assembly or indalation, that must be
arranged at the time of ddlivery. Clients initid encounters with the equipment should indicate to the case
manager how well clients understand how to use the items and whether further demonstration or support
around the equipment is needed. Follow-up, by telephone or in person, is needed to reinforce use of
the equipment. If possible, afamily member should be engaged to learn how to use the equipment and
to provide follow-up support. As has been reported in the literature on providing elders with assgtive
equipment, demongtration, practice opportunities, and caregiver support are needed for many clientsto
adopt devices effectively (Gitlin, Levine, & Geiger,1993.)

D. Redtrictions on equipment distribution
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Case managers expressed consderable concerns about client safety and persond liability
associated with introducing equipment. As aresult, the ASAPs decided not to provide items that would
require ingalation unless this could be arranged through family members or building maintenance
personnd. Since most ASAP dlients are socidly isolated and many live in their own homes, this policy
had implications for the project’s ability to address some clients needs. Case managers could not
authorize items that require assessments by licensed occupationd or physica thergpists to ensure
appropriate utilization. In addition, ASAPs decided not to offer items viewed as potentidly dangerous
when used without supervision (such as transfer boards).

There wasinitia disagreement about using public resources to fund equipment aimed a
assgting with expressve activities, such as card-holders and TV-screen enlargers. EOEA and
participating ASAP personnd decided that this type of equipment would be permitted but would be
secondary to items that addressed clients' functiona needs.

V. M easurement issues

A. Organization of interview protocol did not match intervention

Because of condraintsin planning and implementing the research and demondtration project, it
was necessary to develop the client interview protocol before clients were assessed for equipment
needs and before it was known what types of equipment items woud be most commonly distributed to
cients. ASAP gaff, dong with professonas from Spaulding Rehabilitation Hospita, participated with
decisons on the content area of the client interview. Questions about the need for and use of equipment
were thus focused on five domains considered critica to clients well-being: med preparation, bathing,
dressing, medication management, and expressve activities. There were no sections to address generd
mohbility, toileting, eating, or housawork. With the intervention, it turned out that very little equipment
addressng medication management was distributed. Thereisardatively smal range of available
devices to address this area, and most people who needed medication reminders were aready using
them. Many clients, however, requested items to assst with genera mohility, including wakers,
accessories for walkers and whedlchairs, door handles, etc. A number of clients also received items to
help with eating and toileting, areas not covered by the survey indrument. Findly, the expressve
activities domain covered awide scope of activities (from active hobbies to passve enjoyment of
televison) and functiond limitations (difficulties with vison, hearing, as well as fine and gross motor
mohility) thus chalenging the sdection of interview topics.

B. Chdlenges of designing vaid outcome measures for ahighly individudized intervention

The intervention was intended to be customized to the unique needs and circumstances of
participants. Moreover, each participant came to the project with different experiences around assistive
equipment (from none to substantia experience). Thus, there was wide variation in the equipment that
was requested and received by participants. This variability presented significant challengesto creating
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a dandardized instrument that would gpply to the circumstances of each participant, yet would yield
information that could be andyzed Satidticaly.

For example, questions were developed to assess clients' difficulties with various aspects of
bathing (getting into and out of the tub or shower, using soap, reaching one' sfeet, etc.). Many clients
are no longer able to bathe or shower independently and rely on personal ass stance or sponge bathing.

While assigtive equipment may make the bathing experience somewhat easier or sdfer, the standardized
guestions were not sengtive enough to capture small changes, especidly for clients for whom bathing
independence, even with equipment, was not aredistic god.

Moreover, in anumber of instances, devices were distributed that addressed activities that were
not addressed by the interview instrument (toileting, grooming, house work, egting). Thus, measures of
clients perceptions of improved abilities were not comprehengve enough to investigate al the activities
addressed by the equipment digtributed through the demondtration.

In the few Stuations where questions addressing clients' capacities to complete a specific task
(such as opening jars or cans) coud be compared with corresponding equipment items that directly
addressed this task (adaptive jar or can opener), improvement could be measured. In mogt Situations,
however, there was little direct correspondence between equipment items and questions about task
ability. In other stuations, where there were equipment items that matched an evaluated task (dicing
food — rocker knife), there were not enough clients who received the item to measure the outcome
gatidicaly.

C. Problems categorizing equipment items

Another problem was that many items distributed through the project did not clearly apply to
only one or to any of the five domains. For example, areacher could be used for reaching itemsin a
kitchen cupboard, for assisting with dressing, or with reaching an item dropped on the living room floor.

Moreover, reachers were not explicitly included in the basdine questionnaire, dthough a number of

participants volunteered informetion that they were using them. This presented chalenges both to
reliable assessment of reachers (Snce some clientswho initidly had reachers, had not mentioned it,
while others received reachers after the baseline period) and to ng the extent to which reachers
addressed a difficulty associated with medl preparation (reaching kitchen cupboards) or with other
domains.

There were Smilar difficulties with other items. Devices amed at improving mobility, such as
whed chairs or walker baskets, had the potentid of improving clients capacity to do avariety of
activities (e.g., med preparation, expressive activities).

D. Extraneous confounding factors
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Clients reports of devices they possessed were incongstent from one interview to the next. In
some ingtances, clients acknowledged having devices at basdline that they no longer acknowledged at
follon-up. The reverse dso occurred, with clients acknowledging items at follow-up that were not
acknowledged at baseline or reported as being distributed through the project. In these instances, there
was no way of knowing the extent to which these differences reflected actua changes, changesin recal,
or increased understanding of the conceptsin question.

APPENDIX B

Per ceived Task Difficulty Scales
Itemsfor Measuring Participant Perceptions about Task Difficulty

Areyou ableto....... (IF ABLE: How much of aproblem do you have doing this: would you
say abig problem, alittle problem, or no problem at al?)

Meda preparation: Cronbach’sdpha Basdine: .746 Follow-up: .722

control the temperature settings on the stove?
open jars, bottles, or cans?

grasp pots or utens|s?

dicefood (bagdls, vegetables, etc.)?

read food |abels?

reach food or dishesin cupboards?

oSubkwhNE

Bahing: Cronbach'sdpha: Basdine: .821 Follow-up: .841
1 gep into or out of the shower or bath by yoursaf?

2 wash your legs or feet by yoursdf?

3 keep steady while standing in the shower or bathtub by yoursalf?

4 adjust the water temperature by yourself?

5 hold on to the soap?

6 set down in or get up from the bathtub by yourself?

Dressing: Cronbach'sdpha Basdine: .875 Follow-up: .870

1 get your socks or stockings on by yourself?

2 get your shoes on by yoursdf?

3. tie or fagten your shoes by yoursdlf?

4, get your shirt, swegter, or coat on by yoursaf?

5 fasten your shirt or coat by yourself?

6 get on and fasten your pants, dacks, dress, or skirt by yourself?
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7.

get your underwear (undergarments) on and off by yoursdf?

Medication management: Cronbach’'sdpha Basdine: .598

A wbdpE

open pill bottles or jars by yourself?

pour or measure medicines by yoursdf?
remember when to take your medications?
remember when you last took medications?

Expressve activities Cronbach'sdpha Basdine: .663

oSubkwhNE

understand what people are saying on TV?
seethe TV screen clearly?

switch the TV or radio channels when you want to?
see print in books, magazines, or newspapers?
hold an open book?

grip apencil, pen, or crochet hook.?
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