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· Resources

National Adult Protective Services Association http://www.napsa-now.org/ 

The National Adult Protective Services Association (NAPSA) is a national non-profit 501 (c) (3) 

organization with members in all fifty states. The goc!I of NAPSA is to provide Adult Protective 

Services {APS) programs a forum for sharing information, solving problems, and improving the 

quality of services for victims of elder and vulnerable adult mistreatment. Its mission is to 

strengthen the capacity of APS at the national, state, and local levels, to effectively and 

efficiently recognize, report, and respond to the needs of elders and adults with disabilities who 

are the victims of abuse, neglect, or exploitation, and to prevent such abuse whenever possible 

National Center on Elder Abuse https://ncea.acl.gov/ 

The National Center on Elder Abuse is dedicated to educating the public about elder abuse, 

neglect, and exploitation and its tragic consequences. NCEA is an internationally recognized 

resource for policy leaders, practitioners, prevention specialists, researchers, advocates, 

families, and concerned citizens. 

Elder Justice Coalition http://www.elderiusticecoalition.com/ 

The Elder Justice Coalition, through national and grassroots advocacy, educational briefings, 

media outreach, research, and information dissemination seeks to: 

• Increase public awareness of the tragedy of elder abuse, neglect and exploitation at the

local, state, and national levels.

• Increase awareness, support, and funding for the Elder Justice Act in the Senate and

House of Representatives as a comprehensive approach to addressing elder justice

issues.

• Monitor and appropriately influence other relevant legislation and regulations that

pertain to the prevention of elder abuse, neglect and financial exploitation.

US Department of Justice - Elder Justice Initiative https://www.iustice.gov/elderjustice 

Together our mission is to combat elder abuse and financial exploitation, encourage reporting 

abuse, and educate the public to make America safer for all. 

American Bar Association Commission on Law and Aging 

https://www.americanbar.org/groups/law aging/resources/elder abuse.html 
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Brunswick County Resources 

• Department of Social Services (910)253-2077
• Area Agency of Aging (910)395-4553
• Brunswick Senior Resource Center (910) 754-2300
• Hospice - Lower Cape Fear (910)754-5356
• Brunswick County Sheriff’s Office “Are You Okay?”

(910)253-2745 or (910)253-2708
• Brunswick County Sheriff’s Office General (910)253-2777
• Brunswick County Sheriff’s Financial Exploitation Office

(910)253-2505 – General Information
• 1-877-5-NO-SCAM

Other Resources 
• http://www.aarp.org/family/
• http://www.aoa.gov/AoARoot/Elders_Families
• http://www.caregiver.com
• http://www.caregiver.org/caregiver/jsp/home.jsp

The Elder Law & Life Care Planning Center 
www.aPracticeWithPurpose.com 

(910) 755-Plan (7526)
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New Hanover County
Elder Law & Life Care Planning Center Local Resource Guide

Local Support Systems 
According to the National Institute on Aging, many caregivers find building a local support system is 
a key way for them to get help. That local support system might include family members and friends, 
faith groups, and caregiver support groups. 
Dementia Alliance of North Carolina 
Phone: 1-800-228-8738 
The Dementia Alliance provide support and 
resources all around the state of North Carolina. 

New Hanover County Senior Resource 
Center
Phone: 1-910-798-6400
List of locations online at src.nhcgov.com/
New Hanover County Senior Resource 
Centerprovide services which promote wellness, 
encourage independence, and enhance quality of 
life for all older persons.

NCCARE360
Website: https://nccare360.org/
NCCARE360 is the first statewide network 
that unites health care and human services 
organizations with a shared technology that 
enables a coordinated, community-oriented, 
person-centered approach for delivering care in 
North Carolina. NCCARE360 helps providers 
electronically connect those with identified 
needs to community resources and allow for 
feedback and follow up. This solution ensures 
accountability for services delivered, provides a 
“no wrong door” approach, closes the loop on 
every referral made, and reports outcomes of that 
connection. NCCARE360 is available in all 100 
counties across North Carolina. 

Other Support Sources and Resources: 

NIA Alzheimer’s and related Dementias 
Education and Referral (ADEAR) Center 
Email: adear@nia.nih.gov 
Phone: 1-800-438-4380 
Website: www.nia.nih.gov/alzheimers 
The ADEAR Center offers information on 
diagnosis, treatment, patient care, caregiver needs, 
longterm care, and research and clinical trials 
related to Alzheimer’s disease. Staff can refer 
you to local and national resources, or you can 
search for information on the website. The Center 
is a service of the National Institute on Aging 
(NIA), part of the Federal Government’s National 
Institutes of Health. They have information to help 
you understand Alzheimer’s disease. You can also 
get hints on other subjects, including: 
• Talking with the doctor. 
• Financial and legal planning. 
• Medicines. 
• Comfort care at the end of life. 
• Paying for care. 

Alzheimer’s Association 
Phone: 1-800-272-3900 
Website: www.alz.org 
The Alzheimer’s Association offers information, 
a help line, and support services to people 
with Alzheimer’s and their caregivers. Local 
chapters across the country offer support groups, 
including many that help with early stage 
Alzheimer’s disease. Call or go online to find out 
where to get help in your area. The Association 
also funds Alzheimer’s research. 

Alzheimer’s Foundation of America 
Phone: 1-866-232-8484 
Website: www.alzfdn.org 
The Alzheimer’s Foundation of America provides 
information about how to care for people with 
Alzheimer’s, as well as a list of services for 
people with the disease. It also offers information 
for caregivers and their families through member 
organizations. Services include a toll-free hotline, 
publications, and other educational materials. 
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Other Support Sources and Resources: 

Eldercare Locator 
Phone: 1-800-677-1116 
Website: https://eldercare.acl.gov 
Caregivers often need information about 
community resources, such as home care, 
adult day care, and nursing homes. Contact 
the Eldercare Locator to find these resources 
in your area. The Eldercare Locator is a service 
of the Administration on Aging. The Federal 
Government funds this service. 

National Institute on Aging Information 
Center 
Email: niaic@nia.nih.gov 
Phone: 1-800-222-2225 
Website: www.nia.nih.gov/health 
The NIA Information Center offers free 
publications about aging. Many of these 
publications are in both English and Spanish. 
They can be viewed, printed, and ordered online. 

Project C.A.R.E
Phone: 910-408-6365
https://www.ncdhhs.gov/assistance/adult-services/
project-care
Project C.A.R.E. (Caregiver Alternatives to 
Running on Empty) is the only state funded, 
dementia specific support program for 
individuals who directly care for loved ones with 
Alzheimer’s disease or related dementias. Project 
C.A.R.E. is a coordinated delivery system that is 
responsive to the needs, values and preferences 
of unpaid family caregivers.

GoGo Grandparent
Phone: 855-464-6872
This service allows adults without a smartphone 
to use rideshare services like Lyft or Uber. 24/7 
operators add reliability and extra eyes. They can 
also help keep emergency contacts in the loop.

EatWell
https://www.eatwellset.com/
Tips and tools for taking care of loved ones 
with dementia. They have customized color and 
pattern adaptive dishes to help people living 
with dementia eat more successfully.

Direct Services: Groups That Help with Everyday Care in the Home 
Here is a list of services that can help you care for the person with Alzheimer’s at home. Find out if 
these services are offered in your area. Also, contact Medicare to see if they cover the cost of these 
services. You can reach Medicare at 1-800-633-4227.

Home Health Care Services 
Home health care services send a home health aide to your home to help you care for a person with 
Alzheimer’s. These aides provide care and/or company for the person. They may come for a few 
hours or stay for 24 hours. Some home health aides are better trained and supervised than others. 
What to know about costs: 

•	 Home health services charge by the hour. 
•	 Medicare covers some home health service costs. 
•	 Most insurance plans do not cover these costs. 
•	 You must pay all costs not covered by Medicare, Medicaid, or insurance. 

How to find them: 
1.	 Ask your doctor or other healthcare professional about good home health care services in your 

area. 
2.	 Search for “home health care” in your area. 

Here are some questions you might ask before signing a home health care agreement: 
•	 Is your service licensed and accredited? 
•	 What is the cost of your services? 
•	 What is included and not included in your services? 

Note: The Center is not affiliated with these services mentioned here and we have not done any independent investigation on these 
companies.  Consumers must investigate and vet all service providers.  
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REPORT THAT FRAUD! 

Where to file complaints – and what will happen then 

Your Money Scam Alert 
By Sid Kirchheimer 
AARP, 2017 
 
 

GUESS WHAT the most frequent Google search related to scams is.  According to Google, it’s simply “How 
do I report a scam?”  The answer, of course, isn’t simple. 

 
 Fraudsters can’t be stopped unless their schemes are reported. 
 
 For scams perpetrated by shady contractors and front-door solicitors, contact local police and your state 
attorney general or district attorney.  For other scams, here’s a guide to which federal watchdog agency should 
get your complaints.  Depending on your scam, there may be several. 
 
FEDERAL TRADE COMMISSION 
Ftc.gov/complaint, 877-382-4357 
 
 This is the agency for reporting identity theft, abusive debt collectors and most types of fraud.  After filing 
a complaint, you’ll get a reference number to use when contacting the agency for future updates.  The FTC 
received more than 3 million complaints in 2015, and it does not routinely respond back to you or resolve your 
individual case.  Rather, your complaints will be entered into a database that the FTC and some 2,000 civil and 
criminal enforcement agencies use to track scam patterns and build cases against specific con artists.  Fraud 
complaints should also be filed with your state’s attorney general and even local law enforcement authorities. 
 
NATIONAL DO NOT CALL REGISTRY 
Donotcall.gov, 888-382-1222 
 
 For reporting unsolicited sales calls.  Start by putting your phone number on this registry.  Once yours has 
been there at least 31 days, you can report unwanted calls.  Your information will be pooled with other data to 
help catch violators.  Note that calls from legitimate charities, survey firms, debt collectors and political 
candidates or parties are not covered by the Do Not call rules. 
 
CONSUMER FINANCIAL PROTECTION BUREAU 
Consumerfinance.gov/complaint 
855-411-2372 
 
 For complaints about shady business practices and financial products, including loans, bank services, 
credit reporting, ID theft, debt collection and payment cards.  The CFPB forwards complaints to the company, 
which has 15 days to respond.  Cases are supposed to be resolved within 60 days.  You can check the status of 
your case via the CFPB website.  For credit cards and bank-issued ATM and debit cards that are used fraudulently, 
lost or stolen, contact the issuer. 
 
INTERNET CRIME COMPLAINT CENTER 
ic3.gov/complaint 
  
 For reporting internet-based scams, including online auctions; investment and sales fraud; internet 
extortion, hacking and phishing; and scam.  
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Another tax scam: IRS imposters 
January 29, 2015 
by  
Amy Hebert  
Consumer Education Specialist, FTC  

Tax identity theft is the theme of the week, but it’s not the only tax 
scam we’re talking about. Complaints to the FTC about IRS imposter scams have shot up over 
the last year — by almost 50,000 complaints. 

Here’s what happens: You get a call from a scammer pretending to be with the IRS, saying 
you’ll be arrested if you don’t pay taxes you owe right now. You’re told to wire it or put it on a 
prepaid debit card. They might threaten to deport you or say you’ll lose your driver’s license. 
Some even know your Social Security number, and they fake caller ID so you think it really is 
the IRS calling. 

But it’s all a lie. If you send the money, it’s gone. 

IRS Imposter Scams Infographic  

When you have a tax problem, the IRS will first contact you by mail. The IRS won’t ask you to 
wire money, pay with a prepaid debit card, or share your credit card information over the phone. 
 
If you get a call like this, file a complaint with the Treasury Inspector General for Tax 
Administration at tigta.gov. You also can file a complaint with the FTC at ftc.gov/complaint. If 
you’re concerned there’s a real problem, call the IRS directly at 800-829-1040. 
 
Want to help your friends and family? Share this infographic and get more information at 
ftc.gov/taxidtheft. 
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PROTECTING CONSUMERS 
Attorney General Roy Cooper works to protect North Carolina consumers from scams and 
frauds. Cooper and his Consumer Protection Division have helped hundreds of thousands of 
consumers like you get more than $95 million of your money back, and have helped win $250 
million in savings on your utility rates. 
  
Scam Warnings 
Read our alerts to find out about the latest scams, or sign up to have our alerts delivered to you 
by email. You can also get advice on how to avoid common problems from Attorney General 
Cooper's consumer columns, and read our consumer tips. 
  
Identity Theft 
Consumers can now get a free security freeze to keep thieves from using your credit plus a free 
credit report every year. 
  
If you’re a victim of identity theft, we can help you get started fixing the damage. 
   
Telemarketing 
 Signing up for the Do Not Call Registry gives you the right to decide who calls you at home. 
 If you’ve joined the list but still get calls from telemarketers, let us know. We’ve taken action 
against dozens of companies, for unlawful telemarketing, winning more than $1 million from 
violators. 
  
Some telemarketers are criminals out to steal your money. Cooper’s consumer protection team 
shuts down telemarketing fraud rings and helps victims get their money back when possible. 
  
 Home Loans 
 Buying a home is probably the most important purchase you’ll ever make. We investigate and 
prosecute mortgage fraud and offer advice on avoiding unfair loans.  We're also helping North 
Carolinians prevent unnecessary home foreclosures. 
 
Contact us for help:  If you think you've been the victim of a scam, or if you want to learn to be 
a smarter consumer, call Attorney General Roy Cooper’s consumer hotline toll free within North 
Carolina at 1-877-5-NO-SCAM or (919) 716-6000.  You can also file a consumer complaint 
online. 
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http://www.ncdoj.gov/getdoc/3ac4da24-d1f4-4c5b-ac45-710ee0aeea5a/Alerts.aspx
http://www.ncdoj.gov/getdoc/81f620da-dc31-49cc-9e05-ea61c222ad0d/Sign-Up-for-Alerts.aspx
http://www.ncdoj.gov/getdoc/f09bfccd-7cf7-497c-b101-c6a2d1e79966/Consumer-Columns.aspx
http://www.ncdoj.gov/getdoc/6a32a2f6-80ad-4f63-8c1a-75704e622f96/Consumer.aspx
http://www.ncdoj.gov/getdoc/5ec7dfeb-a28e-4b26-92c2-42df5fa0c36e/Freeze-Your-Credit.aspx
http://www.ncdoj.gov/getdoc/95cfaf8b-b535-4de1-9370-fcc9966e8267/Do-Not-Call.aspx
http://www.ncdoj.gov/getdoc/355ee8c4-07b7-48bd-81db-87b3ccf9dd78/Telemarketing-cases.aspx
http://www.ncdoj.gov/getdoc/d1456324-544f-4137-b521-59a19c2720b7/Telemarketing-Fraud.aspx
http://www.ncdoj.gov/getdoc/2bac5583-b5b2-41cb-94c2-4c67d1e6497e/Unfair-Loans.aspx
http://www.ncforeclosurehelp.org/
http://www.ncdoj.gov/getdoc/fdbee1c7-c2a9-4f67-91b2-bb50beea1c0a/2-2-12-File-a-Complaint.aspx
http://www.ncdoj.gov/getdoc/fdbee1c7-c2a9-4f67-91b2-bb50beea1c0a/2-2-12-File-a-Complaint.aspx


 

AVOID CONSUMER SCAMS 
Scammers are always coming up with new tricks and twists to steal your hard-earned money. 
  
To protect yourself from consumer frauds and scams, remember:  
  

• Never share your Social Security Number, bank account or credit card information with 

someone you don’t know who calls you or emails you.  

• Walk away from high-pressure sellers who tell you that you must make a decision right 

away.   

• Don’t sign any contract or other paperwork until you’ve had a chance to read and 

understand it.   

• Never pay money upfront to get a loan or win a lottery or sweepstakes.   

• Don’t respond to letters or emails that ask you to help transfer money into your bank 

account or wire money out of the country.   

• Don’t cash checks you get in the mail along with a letter or call that tells you you’ve won an 

unexpected prize. The checks are most likely fake.   

• Check out a company with Attorney General Roy Cooper’s Consumer Protection Division at 

1-877-5-NO-SCAM before you do business with them.    

You can learn to avoid the latest frauds and scams by reading our consumer alerts 
and columns.  You can also sign up up to have alerts emailed to you. 
  

You can also read more consumer tips and learn how to file a complaint if you’re the victim of a 
scam or bad deal. 
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STOP TELEMARKETERS 
Stop unwanted phone calls by signing up for the Do Not Call Registry. It’s fast, free 
and effective. Telemarketers must stop calling your home phone or cell phone numbers in most 
cases if you add your numbers to the Do Not Call list. 
  
How To Join the Do Not Call Registry 
  
Call toll free (888) 382-1222 to add your numbers or join by email at     
 www.donotcall.gov.   
  
What If Telemarketers Keep Calling? 
  
Stop telemarketers who keep calling you by filing a complaint with Attorney General Roy    
Cooper. If a telemarketer who shouldn't call does anyway, they'll hear from us.  
 
We’ve taken action against dozens of companies that have broken Do Not Call laws, winning 
more than $1 million from violators. 
  
Telemarketing Fraud 
  
Some telemarketers aren’t just a bother, they’re criminals out to steal your money and your 
personal information. If you or someone you know has been scammed by phone, let us know. 
We work to shut down telemarketing fraud rings, and sometimes we can get your money back. 
  
You can also read about common telemarketing scams and learn how to avoid them. 
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CONSUMER 

 
How We Help Consumers 
If you’ve been tricked or scammed, we want to help. 
 
Attorney General Roy Cooper's Consumer Protection experts protect North Carolina 
consumers. We fight unfair business practices like scams and frauds. We’ve helped hundreds of 
thousands of consumers like you get more than $95 million of your money back, and have 
helped win $250 million in savings on your utility rates. 
 
File a Complaint 
You can file a complaint with us and we’ll work to resolve it. We respond to 20,000 consumer 
complaints each year. If we find a pattern of illegal business practices, we can enforce the law 
on behalf of all North Carolina consumers. While we can’t represent you in a private legal case, 
we may be able to help if you didn’t get what you paid for or were tricked into a bad deal. 
 
Get Tips 
We want to help you avoid problems from the start. Watch the video Standing Up, Fighting 
Back to learn about frauds and scams. Before you file a complaint, read our consumer 
information. We explain the law and give consumers tips on many topics, like how to stop 
telemarketing calls, get a fair loan or buy a new car.  
 
Contact Us 
If you think you've been the victim of a scam, or if you want to learn to be a smarter consumer, 
call Attorney General Roy Cooper’s consumer hotline toll free within North Carolina at 1-877-5-
NO-SCAM (1-877-566-7226) or (919) 716-6000. 
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CABLE TV 
Under a law passed by the General Assembly, the Attorney General’s Consumer Protection 
Division has been charged with handling certain kinds of consumer complaints against cable 
television companies. Local governments will continue to handle some cable complaints. 

Before filing a cable complaint with us, please review the two sections below: 

Contact your cable company first. 
 Before filing a complaint, please contact your cable company or video provider first and give it 
the opportunity to resolve your problem. Often, the company can resolve your complaint quickly 
and it may be unnecessary to file a complaint. 

Find out where to file your complaint - with local government or the Attorney General's 
Office.  
 If you first contacted your cable company and it did not resolve your problem, you may file a 
complaint with your local government or with the Attorney General’s Consumer Protection 
Division, depending on the type of franchise your company has. 

 Our office handles complaints only against companies with a State-issued franchise. If your 
cable company has a State-issued franchise, you can file a complaint with our Consumer 
Protection Division. 

• If your cable company has a local franchise, you should file your complaint with your local
government - usually your town, city or county.

• To determine what type of franchise your cable company has, ask the company or review
your cable bill. If your cable company has a State-issued franchise, your bill should say that
complaints should be filed with the Attorney General’s Office. If it doesn’t, your company
likely has a local franchise and you should contact your city or county manager’s office.
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http://www.ncdoj.gov/getdoc/ea5aec43-3685-41f5-ad8a-ea2af72b9c38/H2047v6.aspx
http://www.ncdoj.gov/getdoc/6a32a2f6-80ad-4f63-8c1a-75704e622f96/Consumer.aspx
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http://www.ncacc.org/countyinfo.htm


• If you have asked your cable company and reviewed your cable bill and still cannot find 
out whether your company has a local or State-issued franchise, contact your local 
government or us and we will help you determine where your complaint should be filed. 

  
Tips/FAQ 
  
Before filing a complaint with us, be sure to call your service provider to try to resolve your issue 
and to determine that your provider has a State-issued franchise. In addition, please review 
these tips and frequently asked questions. The tips may help you avoid or solve problems from 
the start, and there are some issues that should be directed to the Federal Communications 
Commission (FCC), the federal agency responsible for regulating cable and video services.  
  
What can I do to protect my children from sex and violence on television?  
  
Parental Controls: We encourage you to be aware of and take control over the programs your 
children watch. You have several options for blocking unwanted material. 
  
  

• First, if your cable service has a set-top box, the box probably contains a parental control 
feature on it that you can use to restrict access to certain channels or programs by using 
special codes. Alternatively, you may also ask your cable or video company about other 
ways to block certain channels. If you have any questions about how to use these devices 
or need to upgrade your equipment to include a parental control device, contact your cable 
company. Each company has different equipment and the company can best explain how to 
properly use it. 

  

• Second, if your television is fairly new and has a screen 13 inches or larger, it probably has 
a “V-chip.” Instructions on how to use the V-chip should be included in the operating 
instructions for your television set. You can use the V-chip to block programs based on 
ratings developed by the television industry and approved by the Federal Communications 
Commission. 
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These ratings, also called “TV Parental Guidelines” are designed to identify some programs 
containing violence and sexual content. Not all programs are rated, however. Sports, news, 
commercials, promotions, and unedited movies with a Motion Picture Association of America 
rating that are aired on premium cable channels such as HBO are not required to have the 
ratings. Here are the different ratings used: 
  

• TV-Y – This program is designed to be appropriate for all children. 

  

• TV-Y7 - This program is designed for children age 7 and above. Some programs with extra 
levels of “fantasy” violence may be designated TV-Y7-FV. 

  

• TV-G - This program is designed to be suitable for children of all ages. 

  

• TV-PG - This program contains some material that parents may find unsuitable for younger 
children. The program contains moderate violence (V), some sexual situations (S), 
infrequent coarse language (L), or some suggestive dialogue (D). 

  

• TV-14 - This program contains some material that parents may find unsuitable for children 
under age 14. This program contains intense violence (V), intense sexual situations (S), 
strong coarse language (L), or intensely suggestive dialogue (D). 

  

• TV-MA - This program is specifically designed to be viewed by adults and therefore may be 
unsuitable for children under age 17. This program contains graphic violence (V), explicit 
sexual activity (S), or crude indecent language (L). 

 Get more information about parental controls from the FCC. 
  

17

17

http://www.fcc.gov/parents/


 Obscene and Indecent Programming: Generally, cable and video companies are free to 
decide what channels are available to their customers. We do not have the authority to tell a 
company to get rid of certain channels or programs.  
  
However, federal law places restrictions on the airing of “obscene” and “indecent” programs. 
Generally, companies cannot air “obscene” material at any time. “Indecent” material can only be 
aired during certain hours, generally late at night. 
  
Unresolved complaints about obscene or indecent programming should be directed to the FCC. 
Get more information on obscene and indecent programming, and learn how to file an 
indeceny complaint with the FCC. 
   
What if I think my cable service is too expensive?  
  
We are sympathetic with your concerns, but the Attorney General’s Consumer Protection 
Division does not have the authority to regulate the rates your cable or video company charges.  
  
If your cable company has a local franchise, you may contact your local franchising authority, 
usually your city or county, for information regarding how it regulates your company’s rates. 
Generally, the local franchising authority is responsible, at least in some circumstances, for 
regulating rates for “basic cable service,” the introductory level of cable service a consumer can 
buy. This package usually includes local television stations and some public, educational and 
government access channels. 
  
Generally, the local franchising authority does not have the ability to regulate the rates a cable 
company charges for programs which are beyond the basic service tier. Get more information 
about the regulation of cable television rates from the FCC. 
  
 What if I don't like my line-up of channels?  What if my cable company does not carry a 
channel that I want?  
  
You may request a certain channel at any time by contacting your cable or video company. 
Companies usually take these requests into account, along with other business concerns, when 
they consider adding new channels to the line-up. 
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However, for the most part, the company is free to decide what channels it carries and on what 
tier a channel is offered. 
  
We do not have the authority to tell companies what channels it must provide or how it should 
package its channels. 
  
Get more information about the availability of channels from the FCC. You can also file a 
complaint with the FCC. 
  
  
What if I don't like my public access channels or want my cable company to carry 
different public access channels?  
 Public access channels, called PEG channels because they are for public, educational or 
governmental use, are the responsibility of local governments. 
  
Cable companies operating under a local franchise must follow the PEG channel requirements 
of the local franchise agreement. These requirements will vary from place to place, depending 
on what the agreement says. 
  
Cable companies operating under a state-issued franchise must follow the PEG channel 
requirements of the new law. Generally, cities and counties can request PEG channels from the 
company. The city or county is allowed a minimum number of channels, depending on how 
large its population is. 
  
If you have any unresolved complaints about PEG channels, you should contact your city or 
county. 
  
What if the cable company has damaged my yard or property?  
 Generally, cable companies must comply with any right-of-way regulations the city has. If you 
have any questions about whether a right-of-way regulation exists in your city or what the 
regulation says, you may contact your city government. 
  
If a cable or video company with a State-issued franchise has damaged your yard or property, 
please contact the company first and give it the opportunity to fix the problem. If the company 
does not fix the problem, you may file a complaint with us. Include photographs of the damage if 

19

19

http://www.fcc.gov/cgb/consumerfacts/cablechannels.html
http://www.fcc.gov/cgb/consumerfacts/informalcomplaint.html
http://www.fcc.gov/cgb/consumerfacts/informalcomplaint.html
http://www.nclm.org/about%20cities%20and%20towns/citiesatoz.asp
http://www.ncacc.org/countyinfo.htm
http://www.nclm.org/about%20cities%20and%20towns/citiesatoz.asp


you can. 
  
 What can I do if a company with a State-issued franchise refuses to provide me with a 
cable or video service?  
 Under the new law, cable and video companies with State-issued franchises are generally not 
required to provide service in particular areas. Our office does not have the authority to tell 
companies where they must provide service. 
  
A cable or video company may not deny service to any group of potential residential subscribers 
within its franchise area due to race or income. If you believe that you have been the subject of 
this type of discrimination, please file a complaint with us. 
  
  
Can you help me get broadband, high-speed Internet service in my area? 
 Our office does not have the ability to order a company to provide broadband service in a 
certain area. If you want broadband service and it is not available in your area, contact your 
nearest cable or telephone company and request it. The more the companies hear from 
interested consumers, the more they will consider making the service available. 
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STOP JUNK MAIL 
Sick of sorting through piles of junk mail to find bills you need to pay or that magazine or letter 
you want to read? There are some simple steps you can take to limit the amount of junk mail 
clogging your mail box. Limiting certain kinds of junk mail can also reduce your risk of identity 
theft.  

Here’s how to cut down on junk mail. 
 Opt out of credit card offers. Those pre-approved credit card offers you get are tempting to 
identity thieves. If you throw them away without shredding them, all a criminal has to do is fill 
one out in your name and change the address. Call 1-888-567-8688 (1-888-5OPT-OUT) or opt 
out online to stop the flood of credit card offers. You’ll be asked to provide some personal 
information such as name, address and Social Security Number, but that information will be 
used only to process your request. 

 Ask the credit bureaus not to share your information for sales pitches. You can write to all 
three credit bureaus and tell them not to share your information for promotional purposes. 
Include your full name, address, Social Security Number and date of birth in your letter, and 
send it to:  

Equifax  
P.O. Box 74024 

Atlanta, GA 30374 
Experian 

901 West Bond 
Lincoln, NE 68521 

Attn: Consumer Services Department 
TransUnion 

Name Removal Option 
P.O. Box 505 

Woodland, PA 19094 

 Tell companies you don’t want their junk mail. Register with the Direct Marketing 
Association (which represents many but not all companies that solicit through the mail) and tell 
them you don’t want to get junk mail. This will stop mailings from any company participating in the 
DMA’s Mail Preference Service for five years. You can register with the DMA online at no charge, 
or download a registration form and register by mail.  

Mail Preference Service 
Direct Marketing Association 

P.O. Box 643 
Carmel, NY 10512 
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Note: If you register by mail you will need to include a check for $1 (along with your name and 
address) to cover processing of your request. 
  

• Block explicit mail. To stop unwanted sexually explicit advertising from being sent to you 
or your child, you can file what’s called a prohibitory order with the U.S. Postal Service. 
You’ll need to fill out the Application for Listing and-or Prohibitory Order form available via 
the U.S. Postal Service Web site. You can fill out the same form to report a piece of explicit 
mail that you or your child received. 

  

• Stop unwanted sales calls, too. Sign up for the Do Not Call Registry to cut down on 
unwelcome telemarketing calls. You can add your home and mobile telephone numbers to 
the National Do Not Call Registry online or by calling 1-888-382-1222 within North Carolina 
from the number you wish to register.  
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2017 2037 % Change 
2017-2037 Age # % # % 

Total 10,283,255 12,684,352 23% 

0-17 2,312,886 23% 2,606,213 21% 13% 

18-44 3,658,073 36% 4,419,187 35% 21% 

45-59 2,072,070 20% 2,304,524 18% 11% 

60+ 2,240,226 22% 3,354,428 26% 50% 

65+ 1,617,993 16% 2,660,084 21% 64% 

85+ 181,695 2% 382,686 3% 111% 

 

North Carolina is Aging! 

 The state’s total population has exceeded 10 million! 

 North Carolina ranks 9th nationally, both in total population and in the number of people 65 and over. 

 In 2025, one in five North Carolinians will be 65 and over. 

 In 2019, the state is estimated to have more people 60 and over than under 18 years.

 In 2017, 78 counties in the state had more people 60 and over than under 18 years. By 2025, this number is expected 
to increase to 89 counties and by 2037 to 94 counties. 

 In 2017, an estimated 39,381 people 60 and older migrated from other states and abroad to North Carolina. 

 In the next two decades, our 65 and over population will increase from 1.6 to 2.6 million, a projected growth of 64%.  
The projected growth among the age groups 65-74 (38%), 75-84 (100%) and 85+ (111%) indicates that as the baby 
boomers continue to age, there will be an increased proportion of older adults in the state creating challenges for 
long-term services and supports. 

 Source: NC Office of State Budget and Management, Facts and Figures 

Race and Hispanic or Latino Origin, 2017 

Race/Ethnicity, age 65 and over NC US 

White alone 80.4% 83.5% 

Black or African American alone 16.3% 8.9% 

American Indian and Alaska Native alone 0.9% 0.5% 

Asian alone 1.3% 4.2% 

Some other race 0.4% 1.7% 

Two or more races 0.6% 1.0% 

Hispanic or Latino origin (of any race) 1.8% 7.9% 
*As a % of age 65 and over   Source: US Census. 2013-2017 American Community Survey, 5-year estimates 

NC Population Change 2017-2037 
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Health Profile 

Rank 
Leading causes of death, age 65 
and over, 2017 

Number 
of 
deaths 

% of 
Total 
deaths 

 1 Diseases of the heart 14,710 22% 

2 Cancer 13,656 20% 

3 Chronic lower respiratory diseases 4,599 7% 

4 Cerebrovascular disease 4,295 6% 

5 Alzheimer's disease 4,245 6% 

6 Diabetes mellitus 1,973 3% 

Characteristics, age 65 and over NC US 

Living alone 26.6% 26.2% 

Veterans 19.7% 19.4% 

Speak English less than “very well” 2.1% 8.7% 

Have a disability 36.6% 35.5% 

Have less than high school education 18.6% 17.2% 

Have high school, GED/Alternative education 31.6% 32.1% 

In labor force 16.2% 16.8% 

Income is below poverty level 9.4% 9.3% 

Income is between 100%-199% of the poverty level 22.4% 20.0% 

Median household income (householder 65 and over) $38,466 $41,876 
As a % of 65 and over Source: US Census. 2013-2017 American Community Survey, 5-year estimates 

 Of the estimated 94,821 grandparents responsible for grandchildren under 18, 40% are age 60 and over. 

 According to the Alzheimer’s Association, North Carolina currently (2018) has 170,000 adults 65 and over with 
Alzheimer’s disease and this number is projected to rise to 210,000 by 2025, an increase of 24%. Alzheimer’s 
disease is the fifth leading cause of death among people age 65 and over. 

 NC Division of Public Health, Office of the Chief Medical Examiner, reported 104 opioid related deaths among 
people 60 and over, in 2018. 78% of them were White and 57% were males. 

 Of the people 65 and over, according to the Behavioral Risk Factor Surveillance System (BRFSS) survey, 2017: 

o 82% had at least one chronic disease, 55% of them had 2 or more chronic diseases;
o 66% had an adult flu shot/spray and 72% had a pneumonia shot ever;
o Only 10% reported that their health is poor and 65% reported exercising in the past 30 days.

     Source: North Carolina State Center for Health Statistics      Source: US Census, ACS, 5-year estimates 

 Given the potential social and economic impact of this unprecedented growth in the aging population, it is critical that 
NC focus efforts to improve those social determinants of health shown to have a direct positive effect on the health 
and well-being of individuals as they age including food security, access to health care services and transportation, 
availability of home and community-based services and other supports that promote aging within the community and 
postpone or avoid the necessity for long-term care.  

Type of disability, age 65 
and over, 2017 

% with a 
disability 

Ambulatory difficulty 24% 

Independent living difficulty 15% 

Hearing difficulty 15% 

Cognitive difficulty 10% 

Self-care difficulty 8% 

Vision difficulty 7% 

Social and Economic Characteristics of population, 2017 
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The Dementia Diagnosis 
What Should We Do Next? 

Most patients and their family members are not entirely surprised when a 
diagnosis of dementia is made by a physician. The patient and the family 
member have probably been noticing subtle changes for some time. 
However, when these suspicions are confirmed by an actual diagnosis, the 
patient and their family members need to carefully assess their situation 
and confirm that appropriate planning is done to ensure the best care 
without creating a financial crisis.  When the diagnosis of dementia is 
made early in the disease process, the patient can take part in the planning 
process allowing the family to map out the type of care to be utilized at 
the various stages of the illness.   

Most people prefer to receive care in their own homes.  Typically, family 
members are the initial caregivers for their loved ones.  As care needs 
increase, family members can quickly become overwhelmed.  Initially the 
family may decide to hire caregivers to help with the care in the home 
setting.  Families need to understand the differences between nurse 
registries and home health agencies when contracting for care.   
When hiring a home health agency, the contract is between the agency and 
the client and the home health aides and nurses are employees of the 
agency.  Nurse registries act to match a patient with an independent home 
health aide or nurse.  Once the match is made, the   contract is between 
the client and the aide or nurse individually.  It is critical that the client 
understand who will be responsible in the event of theft or negligence or 
if the worker becomes  injured on the property.  Families need to 
understand the amount of supervision of the worker that the company provides.   If 
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the company does not supervise the worker and the patient has dementia, the family 
must closely watch the situation to ensure that services are properly provided. 
Different companies have different contractual provisions and protocols for services. 
Some companies provide dementia training to the staff that will be dedicated to 
providing services to dementia patients in order to provide higher levels of service. 
At the Center, our team is familiar with the contract types and we are able to advise 
families about the choices available.   Some people prefer to avoid the company 
altogether by hiring unlicensed individuals as caregivers.  In addition to risks 
inherent in hiring someone who has not met the background checks of an agency or 
registry, families need to understand their legal obligations concerning payroll and 
unemployment taxes in these situations.  I know of an individual who was 
blackmailed when she discharged a private caregiver (not one hired through an 
agency) that she was paying “under the table.”   

Some families are surprised to learn that when a person needs 24-hour care, that 
home care is the most expensive option for obtaining that care.  Generally, it will 
cost in excess of $100,000 per year to have around the clock home care.  So families 
need to consider what funding sources they have to pay such costs.  If the patient has 
a long term care insurance policy, it should be carefully reviewed to determine what 
will trigger the policy, and what are the daily and lifetime policy limitations.  For 
patients who are veterans or their spouses, veterans’ benefits should be analyzed.     

When an early diagnosis is made, the patient will have an opportunity to consider 
changes to the estate planning documents in place.  If a patient can pay the cost of 
care from income indefinitely, then the typical revocable    living trust planning is 
appropriate.  However, if a family cannot pay for care from income without 
impoverishing the spouse or seriously jeopardizing future care by principal 
depletion, the documents need to revised in order to allow maximum flexibility for 
planning to utilize government benefits such as Veterans’ benefits or Medicaid.   

Many families wait until a person with a diagnosis is brought to an Elder Law and 
Life Care Planning attorney to ensure that person’s voice can be heard through their 
estate planning documents, such as the financial and health care powers of attorney.   
While we always tell our clients it is never too late to do planning for long term care, 
in this one instance of getting estate planning documents in place that accurately 
reflect one’s voice, one’s wishes, it will be too late if the person does not possess the 
requisite mental capacity to execute those estate planning documents.  If no estate 
plan was put into place prior to the diagnosis or if changes need to be made, be sure 
to consult with us as early in the diagnosis process as possible to see what can be 
done.   

30

30



31

31



32

32



Copyright 2016 American Medical Association. All rights reserved.

Association Between Anticholinergic Medication Use
and Cognition, BrainMetabolism, and Brain Atrophy
in Cognitively Normal Older Adults
Shannon L. Risacher, PhD; Brenna C. McDonald, PsyD, MBA; Eileen F. Tallman, BS; John D.West, MS; Martin R. Farlow, MD; FredrickW. Unverzagt, PhD;
Sujuan Gao, PhD; Malaz Boustani, MD, MPH; Paul K. Crane, MD, MPH; Ronald C. Petersen, MD, PhD; Clifford R. Jack Jr, MD;William J. Jagust, MD;
Paul S. Aisen, MD; Michael W.Weiner, MD; Andrew J. Saykin, PsyD; for the Alzheimer’s Disease Neuroimaging Initiative

IMPORTANCE The use of anticholinergic (AC) medication is linked to cognitive impairment
and an increased risk of dementia. To our knowledge, this is the first study to investigate the
association between ACmedication use and neuroimaging biomarkers of brain metabolism
and atrophy as a proxy for understanding the underlying biology of the clinical effects of AC
medications.

OBJECTIVE To assess the association between ACmedication use and cognition, glucose
metabolism, and brain atrophy in cognitively normal older adults from the Alzheimer’s
Disease Neuroimaging Initiative (ADNI) and the Indiana Memory and Aging Study (IMAS).

DESIGN, SETTING, AND PARTICIPANTS The ADNI and IMAS are longitudinal studies with
cognitive, neuroimaging, and other data collected at regular intervals in clinical and academic
research settings. For the participants in the ADNI, visits are repeated 3, 6, and 12 months
after the baseline visit and then annually. For the participants in the IMAS, visits are repeated
every 18months after the baseline visit (402 cognitively normal older adults in the ADNI and
49 cognitively normal older adults in the IMASwere included in the present analysis).
Participants were either taking (hereafter referred to as the AC+ participants [52 from the
ADNI and 8 from the IMAS]) or not taking (hereafter referred to as the AC− participants [350
from the ADNI and 41 from the IMAS]) at least 1 medication with medium or high AC activity.
Data analysis for this study was performed in November 2015.

MAIN OUTCOMES ANDMEASURES Cognitive scores, mean fludeoxyglucose F 18 standardized
uptake value ratio (participants from the ADNI only), and brain atrophymeasures from
structural magnetic resonance imaging were compared between AC+ participants and
AC− participants after adjusting for potential confounders. The total AC burden score was
calculated and was related to target measures. The association of AC use and longitudinal
clinical decline (mean [SD] follow-up period, 32.1 [24.7] months [range, 6-108months]) was
examined using Cox regression.

RESULTS The 52 AC+ participants (mean [SD] age, 73.3 [6.6] years) from the ADNI showed
lower mean scores onWeschler Memory Scale–Revised Logical Memory Immediate Recall
(rawmean scores: 13.27 for AC+ participants and 14.16 for AC− participants; P = .04) and the
Trail Making Test Part B (rawmean scores: 97.85 seconds for AC+ participants and 82.61
seconds for AC− participants; P = .04) and a lower executive function composite score (raw
mean scores: 0.58 for AC+ participants and 0.78 for AC− participants; P = .04) than the
350 AC− participants (mean [SD] age, 73.3 [5.8] years) from the ADNI. Reduced total cortical
volume and temporal lobe cortical thickness and greater lateral ventricle and inferior lateral
ventricle volumes were seen in the AC+ participants relative to the AC− participants.

CONCLUSIONS AND RELEVANCE The use of ACmedication was associated with increased brain
atrophy and dysfunction and clinical decline. Thus, use of ACmedication among older adults
should likely be discouraged if alternative therapies are available.

JAMA Neurol. 2016;73(6):721-732. doi:10.1001/jamaneurol.2016.0580
Published online April 18, 2016.
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A nticholinergic (AC)medicationshavebeen linkedto im-
paired cognition1-16 primarily in nondemented older
adults10,17 and an increased risk for cognitive impair-

ment anddementia in older adults.1,3,4,18-20 Thebiological ba-
sis for the cognitive effects of AC medications is unknown.
However, given the importance of the cholinergic system in
cognition, researchers speculate thatdirect impairmentof cho-
linergic neuronsmay underlie these effects. In fact, previous
studies21,22usingscopolaminehydrobromide,acholinergican-
tagonist, have shown transient cognitive impairment inyoung
and older adults. A recent study23 suggested that administra-
tion of AC medications modulates the association between
brain volume and cognition. However, to our knowledge, no
studies have examined the effects of regular AC medication
use on neuroimaging measures of brain structure and func-
tion in cognitively normal (CN) older adults.

The goal of the present studywas to assessACmedication
use in CNolder adults from theAlzheimer’s DiseaseNeuroim-
aging Initiative (ADNI). In particular, we sought to evaluate
whether cognitive performance, brain glucose hypometabo-
lism, structural brain atrophy, and clinical progression tomild
cognitive impairment (MCI)and/orAlzheimerdisease (AD)were
associated with the use of ACmedication.We also completed
a similar analysis in an independent cohort of CN older adults
fromthe IndianaMemoryandAgingStudy (IMAS).Wehypoth-
esized that participants taking AC medications (hereafter re-
ferred toasAC+participants)would showpoorer cognition, re-
ducedglucosemetabolism,brainatrophy,andincreasedclinical
decline relative to those not taking ACmedications (hereafter
referred to asAC−participants) and that these effectswouldbe
greatest in those with the highest total AC burden score.

Methods
Alzheimer’s Disease Neuroimaging Initiative
Dataused in thepreparationof this articlewereobtained from
the ADNI (http://adni.loni.usc.edu; formore information, see
the eAppendix in the Supplement, http://www.adni-info.org,
and previous reports24-29). Written informed consent was
obtained according to the Declaration of Helsinki.30

IndianaMemory and Aging Study
The IMAS includes CN participants, participants with subjec-
tive cognitive decline, participants with MCI, and partici-
pants with AD, but only data from CN participants and par-
ticipants with subjective cognitive decline were used for this
analysis. Participants provided written informed consent ac-
cording to the Declaration of Helsinki,30 and the procedures
were approved by the Indiana University Committee for the
Protection of Human Subjects.

ACMedications
Medication logs from the ADNI and the IMAS were manually
curated to identifymedicationswith low,medium,or highAC
effects as defined by the Anticholinergic Cognitive Burden
(ACB) scale and other reports.18,31-33 See eTable 1 in the
Supplement for allmedications identified. Tobedefinedas an

AC+participant,participantshad tohavebeen taking themedi-
cationat thebaselinevisit for aminimumof 1month.The total
ACburdenscorewasalsocalculatedusing theACBscale,which
uses the literature to guide an expert-based determination of
the adverse cognitiveACactivities (loweffect = 1,mediumef-
fect = 2, and high effect = 3). The total AC burden score was
the sum of ACB scores of all applicable medications taken by
a participant.4,6,8 See eTable 2 in the Supplement formedica-
tions included in calculating the total AC burden score.

Participants
A total of 402 CN participants from ADNI 1, ADNI Grand Op-
portunity, andADNI 2, including 301 CNparticipantswithout
significantmemoryconcerns and 101CNparticipantswith sig-
nificantmemoryconcerns,were included in thepresentanaly-
sis. A diagnosis wasmade as previously described34,35 and as
in the ADNI 2 manual (http://www.adni-info.org/Scientists
/doc/ADNI2_Procedures_Manual_20130624.pdf). Participants
weredividedbyACmedicationuse into those taking 1 ormore
medicationswithmediumorhighACactivity (AC+participants)
and thosenot taking any suchmedications (AC−participants),
resulting in52AC+participantsand350AC−participants.There
was no significant difference in the rates of AC use between
CN participants with significant memory concerns and those
without, nor was there a significant effect of diagnosis (with
orwithout significantmemory concerns) or of the interaction
between diagnosis and AC use on clinical progression.

TheCNparticipantswithorwithoutsubjectivecognitivede-
cline fromthe IMASwerealsoevaluatedasan independent rep-
lication sample. Participants were CN if they had normal cog-
nition relative to demographically adjusted norms and no
significant self- or informant-based cognitive complaints. Par-
ticipantshadsubjectivecognitivedeclineif theyhadnormalcog-
nition and self- and/or informant-based complaints. From the
IMAS, there were 8 AC+ participants and 41 AC− participants.

Cognitive Testing
The ADNI participants underwent a comprehensive cogni-
tive and clinical battery. We assessed the effect of AC use on
executive function (Trail Making Test Part B [TMT-B], a com-
posite executive function score36) and memory (Weschler

Key Points
Question Is use of anticholinergic medication associated with
poorer cognition, brain hypometabolism, brain atrophy, and/or
increased risk of clinical decline in cognitively normal older adults?

Findings In this longitudinal study of 2 cohorts of cognitively
normal older adults, use of medications with medium or high
anticholinergic activity was associated with poorer memory and
executive function, brain hypometabolism, brain atrophy, and
increased risk of clinical conversion to cognitive impairment. This
finding was greatest for those taking drugs with themost
anticholinergic activity.

Meaning Use of medication with significant anticholinergic
activity should likely be discouraged in older adults if alternative
therapies are available.
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Memory Scale–Revised Logical Memory Immediate and
Delayed, a composite memory score37).

Participants from the IMAS received a battery of neuro-
psychological tests and cognitive concern questionnaires,
most of which have been previously described.38 After pread-
justing for age, sex, and education, combined z scores (rela-
tive to the complete IMAS CN group) were generated for 3
domains: executive function, memory, and general cognition.
We then assessed the effect of AC use on the z scores of these
3 domains.

Fluorodeoxyglucose F 18 Positron Emission Tomography
Preprocessed fluorodeoxyglucose F 18–positron emission to-
mographic (FDG-PET) scans (coregistered, averaged, stan-
dardized image and voxel size, and uniform resolution) were
downloaded from the ADNI Laboratory of Neuroimaging
(LONI) site (http://adni.loni.usc.edu) and processed as
previously described.25,34 Mean standardized uptake value
ratios (SUVRs) were extracted from 2 regions of interest,
including a bilateral hippocampal region of interest39 and an
overall cortical region of interest representing regions where
CN participants show greater glucose metabolism than
participants with AD from the full ADNI 1 cohort. Seventy-
three participants were excluded from FDG-PET analyses for
missingdata.The IMASparticipantsdidnotundergoFDGPET.

Structural Magnetic Resonance Imaging
Baselinestructural3-Tmagnetic resonance imaging(MRI)scans
were downloaded from LONI for ADNI 2 participants; ADNI 1
participants were excluded because their scans were col-
lectedon 1.5-T scannersusing adifferent protocol. Scanswere
correctedprior to downloading as previously described.24Af-
terdownloading,weprocessed the scansusingFreeSurfer ver-
sion 5.134,35 to extract targetmeasures of atrophy selected for
knownrelevance in cognitive functionandAD (temporal lobe,
ventricle volume, and total cortex). If 2MRI scanswere avail-
able, the values from both scanswere averaged. A total of 116
ADNI participants were excluded from this analysis owing to
missingdata.TheIMASparticipantsunderwentstructuralmag-
netization-prepared rapid acquisition gradient-echo scans on
a Siemens 3T Tim Trio using the ADNI sequence. Similar to
ADNI, scans were processed using FreeSurfer version 5.1 to
extract the same atrophy measures. Two participants were
excluded owing to missing data.

Confounding Effects ofMedical History andMedication Use
Because the observed effects may potentially be caused by
overallmorbidity inAC+ participants,we evaluated the effect
of the total number ofmedications, the total number of com-
moncomorbidconditions, and thepresenceorabsenceofeach
comorbid condition. The comorbid conditions tested in-
cluded transient ischemic attack, myocardial infarction, car-
diac surgery,hypertension,hyperlipidemia,diabetes, sleepap-
nea, other vascular disorders, insomnia, depression, anxiety,
attention-deficit/hyperactivity disorder, and other psychiat-
ric disorders. First, we determined whether there was a dif-
ferencebetweenAC+participants andAC−participants regard-
ing medical history and medication use (Table). Next, we

determinedwhether these variableswere associatedwith the
outcome variables. Finally, we included those variables that
were either different between AC+ participants and AC− par-
ticipants or associated with an outcome in the general linear
model assessing the effect of ACmedication use on cognitive
and imagingmeasures.Only those thatwere significantwithin
the final general linear model were included (covariates re-
ported in the Results). Furthermore, we randomly selected
samples matched on medical history variables (52 AC− par-
ticipants and 52 AC+ participants) and ran similar analyses.

Statistical Analysis
In the ADNI, cross-sectional measures of cognitive perfor-
mance, glucose metabolism, and brain atrophy were com-
pared between AC+ participants and AC− participants using a
general linearmodel preadjusted for age, sex, andAβ positiv-
ity (yes/no; defined using previously established cutoffs on
either cerebrospinal fluid sample [Aβ1-42 < 192 mg/mL]40 or
cortical florbetapir F-18 SUVR [SUVR≥1.1],41 years of educa-
tion [included inanalysesof cognitivevariablesonly], and total
intracranialvolume[included inanalysesofMRIvariablesonly]
using the residuals of a linear regressionmodel). After check-
ing normality, we determined that the TMT-B score, the FDG
SUVR in the cortical region of interest, and the inferior lateral
ventricle and lateral ventricle volumeswere skewed.Using log
transformations, we normalized the TMT-B scores and FDG
SUVR in theoverall cortical region-of-interest variables,while
the ventricular volumes were normalized using a square root
transformation. These transformedvariableswereused in the
statistical analyses to test the effect of ACmedication use. All
other variables were normally distributed, so untransformed
values are reported. The statistical threshold for significance
was set at P < .05.

Associations between the total AC burden score and
cognitive performance, glucose metabolism, and brain atro-
phy measures were evaluated using Spearman correlation
models. Target cognitive and imaging variables were pread-
justed for age, sex, Aβ positivity, education, medical history
variables (see Results), and total intracranial volume as
appropriate.

Finally, a Cox regression model was used to determine
whether AC medication use was associated with clinical pro-
gression from CN to MCI and/or AD in the ADNI cohort (mean
[SD] follow-up period, 32.1 [24.7] months [range, 6-108
months]), covaried for age, sex, medical history variables (see
Results), andAβpositivity.We also looked at the interaction of
ACmedication use and Aβ positivity on clinical progression.

Cognitive performance and brain atrophymeasureswere
compared between AC+ participants and AC− participants in
the IMASto replicate the resultsobserved in theADNI.Allmea-
sures showedanormaldistribution.Ageneral linearmodelwas
used to assess the effect ofACmedicationuse in the IMAS, co-
varied for age, sex, education, and total intracranial volume
asappropriate.Associationsbetween the totalACburdenscore
and cognitive performance and brain atrophymeasures were
also evaluated using Spearman correlationmodels. Nomedi-
cal history variableswere found tobe significant covariates in
the IMAS.

Anticholinergic Use, Cognition, Brain Metabolism, and Brain Atrophy Original Investigation Research

jamaneurology.com (Reprinted) JAMANeurology June 2016 Volume 73, Number 6 723

Copyright 2016 American Medical Association. All rights reserved.

Downloaded From: http://jamanetwork.com/pdfaccess.ashx?url=/data/journals/neur/935350/ on 06/12/2017

35

35

http://adni.loni.usc.edu
http://www.jamaneurology.com/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamaneurol.2016.0580


Copyright 2016 American Medical Association. All rights reserved.

Results

Cognitive Performance
No significant differences in age, sex, education, ethnicity/
race, orAPOEε4genotypewereobservedbetweenAC+partici-

pants and AC− participants in either sample (Table; see eTable
3 in the Supplement for thedemographic characteristics of the
IMASparticipants).Of themedicalvariablesexamined,only the
totalnumberofmedications, thetotalnumberofcomorbidcon-
ditions,anxiety,anddepressionweredifferentbetweenAC+par-
ticipantsandAC−participants (P < .05).SignificanteffectsofAC

Table. Demographic Characteristics andMedical Histories of 402 Participants From the ADNI

Characteristic

Participants, No.

P Value
AC−
(n = 350)

AC+
(n = 52)

Age, mean (SD), y 73.3 (5.8) 73.3 (6.6) .96
Sex

Male 171 18
.06Female 179 34

Education, mean (SD), y 16.4 (2.6) 16.1 (2.7) .40
Handedness

Right 318 50
.20Left 32 2

APOE ε4 positive, % of participants 28.0 25.0 .65
Non-Hispanic white, % of participants 84.6 94.2 .06
Medications, mean (SD), Total No. 4.2 (2.8) 6.7 (3.1) <.001
Comorbid conditions, mean (SD), Total No. 1.8 (1.3) 2.2 (1.5) .03
Transient ischemic attack

No 341 51
.78Yes 9 1

Myocardial infarction
No 325 51

.15Yes 25 1
Cardiac surgery

No 330 50
.58Yes 20 2

Hypertension
No 193 24

.23Yes 157 28
Hyperlipidemia

No 181 29
.59Yes 169 23

Diabetes
No 324 49

.67Yes 26 3
Sleep apnea

No 334 49
.70Yes 16 3

Other vascular conditions (eg, atrial fibrillation)
No 327 47

.42Yes 23 5
Anxiety

No 342 47
.01Yes 8 5

Depression
No 306 37

.002Yes 44 15
Insomnia

No 338 46
.01Yes 12 6

ADD or ADHD
No 348 52

.59Yes 2 0
Other psychiatric condition (eg, posttraumatic stress disorder)

No 348 52
.56Yes 2 0

Concussion
No 331 48

.51Yes 19 4

Abbreviations: AC+, participant taking
anticholinergic medication with
medium or high anticholinergic
activity; AC−, participant not taking
anticholinergic medication;
ADD, attention-deficit disorder;
ADHD, attention-deficit/
hyperactivity disorder;
ADNI, Alzheimer’s Disease
Neuroimaging Initiative.
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medicationuseon themeanLogicalMemory–Immediate score
(rawmean scores: 13.27 for AC+ participants and 14.16 for AC−

participants; P = .04 [Figure 1A]), the mean TMT-B score (raw
mean scores: 97.85 seconds forAC+ participants and82.61 sec-
onds forAC−participants;P = .04 [Figure 1B],with transient is-
chemic attack as an additional covariate), and the mean com-
posite executive function score (rawmean scores: 0.58 forAC+

participants and 0.78 for AC− participants; P = .04 [Figure 1C],
with transient ischemic attack,myocardial infarction, anddia-
betes as additional covariates) were found, with AC+ partici-
pants showing lower scores than AC− participants. The mean
LogicalMemory–DelayedMemoryscore(rawmeanscores:12.40
forAC+participantsand13.24 forAC−participants;P = .07) and
themeanmemory composite score (rawmean scores: 0.85 for
AC+participants and0.93 forAC−participants;P = .11 [datanot
shown]) trended toward significance, with AC+ participants
showing lower scores than AC− participants. In the IMAS, the
generalmeancognitionzscorewassignificantly reducedfor the
AC+ participants relative to the AC− participants (raw mean
scores: −1.27 for AC+ participants and −0.34 for AC− partici-
pants; P = .03 [eFigure 1 in the Supplement]).

FDG Positron Emission Tomography
Differences inglucosemetabolismbetweenAC+participantsand
AC−participantswereobserved,withtheAC+participantsshow-
ingreducedglucosemetabolisminthehippocampus(rawmean
values: 1.06 for the AC+ participants and 1.08 for AC− partici-
pants; P = .02 [Figure 1D], with anxiety as an additional covar-
iate) and the global FDG-PET region of interest (rawmean val-
ues: 1.48 for AC+ participants and 1.52 for AC− participants;
P = .03 [Figure 1E], with concussion and other vascular dis-
eases as additional covariates) relative to AC− participants.

Structural MRI
AsignificanteffectofACmedicationuseonbrainstructurewas
alsoobserved.TheAC+participantsdemonstratedreducedtotal
cortical volume (rawmeanvalues:406134.21mm3 forAC+par-
ticipants and 423107.01 mm3 for AC− participants; P = .02
[Figure 2A]) and larger lateral ventricle (raw mean values:
17880.19mm3 for AC+ participants and 15620.22mm3 for AC−

participants; P = .01 [Figure 2B]) and inferior lateral ventricle
volumes(rawmeanvalues:757.25mm3forAC+participantsand
571.49mm3 forAC−participants;P < .001 [Figure 2C]) relative
to theAC−participants. Regional effectswere also observed in
the temporal lobe, with AC+ participants showing a reduced
temporal lobe cortical thickness (raw mean values: 2.80 mm
forAC+participants and2.84mmforAC−participants;P = .02
[Figure 2D], with concussion as an additional covariate) and a
reduced medial temporal lobe (MTL) cortical thickness (raw
meanvalues: 3.10mmforAC+participantsand3.15mmforAC−

participants; P = .02 [Figure 2E], with concussion and cardiac
surgery as additional covariates) relative to AC− participants.
In the IMAS, the AC+ participants had a reduced MTL cortical
thickness (rawmeanvalues: 2.91mmforAC+ participants and
3.10mmforAC−participants;P = .01 [eFigure2A in theSupple-
ment]) and showed a trend toward thinner bilateral temporal
lobe cortices (rawmean values: 2.69mm for AC+ participants
and 2.81 mm for AC− participants; P = .05 [eFigure 2B in the
Supplement]) compared with the AC− participants.

Association of Total AC Burden ScoreWith Cognition
and Brain Atrophy
Significant associations of the total ACburden scorewith cog-
nition andbrain atrophywere observed. Specifically, a higher
totalACburdenscorewasassociatedwithapoorerTMT-Bper-

Figure 1. Association of Anticholinergic (AC)Medication UseWith Cognition and GlucoseMetabolismAmong Participants
From the Alzheimer’s Disease Neuroimaging Initiative (ADNI)
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Cognitively normal older adults taking 1 or moremedications with medium or
high AC activity (referred to as AC+ participants [n = 52]) showed poorer
cognition than those not taking thesemedications (referred to as AC−

participants [n = 350]), including a lower score on theWeschler Memory
Scale–Revised Logical Memory Immediate Recall (P = .04 [A]), the Trail Making
Test Part B (TMT-B) (P = .04 [B]), and an executive function composite (P = .04,
with transient ischemic attack, myocardial infarction, and diabetes as additional
covariates [C]). Glucose hypometabolism, as measured by the

fluorodeoxyglucose F 18–positron emission tomographic (FDG-PET)
standardized uptake value ratio (SUVR), was also observed in the bilateral
hippocampus (P = .02, with anxiety as an additional covariate [D]) and in a
global cortical region of interest of AC+ participants (n = 43) relative to AC−

participants (n = 286), generated from an analysis of cognitively normal
participants who show greater glucosemetabolism than participants with AD
from the full ADNI 1 cohort (P = .03, with other vascular conditions and
concussion as additional covariates [E]). Error bars indicate SD.
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formance (r = 0.137; P = .01 [Figure 3A], with transient ische-
mic attack and total number of medications additional as co-
variates) andgreater inferior lateral ventricle (r = 0.126;P = .03
[Figure 3B]) and lateral ventricle volumes (r = 0.154; P = .01
[Figure3C]).The inferior lateralventriclevolumeremainedsig-
nificantly associated with the total AC burden score after ex-
cludingparticipantswitha totalACburdenscoreof0 (r = 0.331;
P < .001 [Figure 3E]). The TMT-B score (r = 0.146; P = .06
[Figure 3D]) and the lateral ventricle volume (r = 0.152;P = .10
[Figure3F]) showednonsignificant trendassociationswith the
total AC burden score after excluding those participants with
a total AC burden score of 0.

In the IMAS, the pattern of results was similar, although
mostly nonsignificant trends were observed owing to attenu-
ated power. Specifically, a higher total AC burden score was
associated with reduced general cognition and atrophy
(eFigure 3 in the Supplement). A trend for a negative associa-
tion between the total AC burden score and general cognition
across all participants (r = −0.239; P = .10 [eFigure 3A in the
Supplement]) was observed, which was significant after
excluding those with a total AC burden score of 0 (r = −0.625;
P = .004 [eFigure 3C in the Supplement]). A negative associa-
tion was observed between the total AC burden score and
MTL cortical thickness (r = −0.313; P = .03 [eFigure 3B in the
Supplement]), which only trended toward significant after
excluding those with a total AC burden score of 0 (r = −0.428;
P = .07 [eFigure 3D in the Supplement]).

Association of AC UseWith Future Progression
A significant association between ACmedication use and fu-
ture progression of ADNI participants to MCI and/or AD was
observed (P = .01; hazard ratio, 2.47 [Figure 4A]; with total
number of medications, cardiac surgery, total number of co-
morbid conditions, and other psychiatric conditions as addi-
tional covariates).After evaluating the interactionbetweenAC

medication use and Aβ positivity, we observed that AC+ par-
ticipants who are Aβ positive showed the highest risk of con-
version relative to AC− participants who are Aβ negative
(P < .001; hazard ratio, 7.73 [Figure 4B]; with cardiac surgery
and other psychiatric conditions as additional covariates) or
those who are positive for either AC medication use or Aβ
(P = .001; hazard ratio, 4.24 [Figure 4B]).

Matched Sample
In thematched sample, theAC+ participants showed reduced
total cortexvolumes (rawmeanvalues:406134.21mm3 forAC+

participants and417770.60mm3 forAC−participants;P = .01),
increased inferior lateral ventricle volumes (raw mean val-
ues: 757.25mm3 for AC+ participants and 583.62mm3 for AC−

participants; P = .02), and an increased likelihood for clinical
conversion (P = .01; hazard ratio, 3.87 [data not shown]) com-
pared with the AC− participants. The AC+ participants also
showedatrendtowardpoorerLogicalMemory–Immediateper-
formance (raw mean values: 13.27 for AC+ participants and
14.42 for AC− participants; P = .08) and increased lateral ven-
tricle volumes (raw mean values: 17880.19 mm3 for AC+ par-
ticipants and 15164.28mm3 forAC−participants;P = .10 [data
not shown]) compared with the AC− participants.

Discussion
Use of medications with medium or high AC effects in the
ADNI cohort was associated with poorer cognition (particu-
larly in immediate memory recall and executive function),
reduced glucose metabolism, whole-brain and temporal lobe
atrophy, and clinical decline. The effect appeared additive
because an increased burden of AC medications was associ-
ated with poorer executive function and increased brain atro-
phy. Similar effects were seen in an independent cohort of

Figure 2. Effect of Anticholinergic (AC)Medication Use on Brain AtrophyMeasures
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Cognitively normal older adults taking 1 or moremedications with medium or
high anticholinergic activity (referred to as AC+ participants [n = 35]) showed
more brain atrophy than participants not taking thesemedications (referred to
as AC− participants [n = 251]). Reduced total cortex volume (P = .02 [A]),
increased bilateral lateral ventricle volume (P = .01 [B]), and increased inferior

lateral ventricle volume (P < .001 [C]) were observed in AC+ participants relative
to AC− participants. Furthermore, reduced bilateral temporal lobe (P = .02, with
concussion as an additional covariate [D]) andmedial temporal lobe (P = .02,
with concussion and cardiac surgery as additional covariates [E]) cortical
thicknesses were also observed. Error bars indicate SD.
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older adults. These results suggest that medications with AC
properties may be detrimental to brain structure and func-
tion, as well as cognition.

Theobserved findings supportprevious reports1-16 regard-
ing the association betweenACmedication use and cognitive
impairments,with a significant effect ofACmedicationuseon
executive and immediate, rather than delayed, memory. We
also found that the increased clinical progression from CN to
MCI and/or AD was associated with ACmedication use.

This study is one of the first, to our knowledge, to exam-
ine in vivo brain structural and functional differences be-
tweenCNparticipants takingmedicationswithmediumorhigh
AC activity and CN participants not taking these medica-
tions.WeobservedthatAC+participantshadreducedbrainglu-
cosemetabolism and increased brain atrophy comparedwith
AC−participants. Furthermore, thosewith thehighest totalAC
burden scores showed the most atrophy.

The increased brain atrophy and decreased brain function
thatweobservedmaybelinkedtothecentraleffectsofACmedi-
cations on cholinergic pathways within the brain. Cholinergic
pathways, especially those extending from the basal fore-

brain,are important forcognition.42Studieshavesuggestedthat
ACmedicationsmayaffect cognitionbyalteringcholinergic in-
puts, with a study23 showing that AC medication administra-
tion leads to an uncoupling between brain structure and cog-
nition in older adults. The process by which AC medications
might lead to neurodegeneration is less clear. Cholinergic re-
ceptorantagonistshavebeenshowntoinducecelldeath,43while
increasedcholinergicneurotransmission reducesneurodegen-
eration in an ADmousemodel.44 Decreased cholinergic activ-
ity due to AC medications may induce synaptic loss and neu-
rodegeneration in regions with significant cholinergic
innervation, namely theMTL and cortex.45

Inmice, lesioning or damaging cholinergic neurons in the
basal forebrainhasbeenshowntocausedegenerationofthesep-
tal-hippocampal and basalo-cortical projections and neurons
inthehippocampusandcortex.46Anotherpossibility is thatpar-
ticipants takingACmedicationsmaybemore sensitive to neu-
ronal damage in response to stress. This hypothesis centers
around the interaction of cholinergic systems and stress be-
causeMTLcholinergicneuronshavebeenshowntoregulate the
hypothalamic-pituitary-adrenalaxis.47Reducedcholinergicac-

Figure 3. Association of Total Anticholinergic (AC) Burden Score and Brain Atrophy
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The total AC burden score was significantly associated with both cognition and
brain atrophy. Specifically, a higher total AC burden score was associated with
poorer performance on the Trail Making Test Part B (TMT-B) (r = 0.137; P = .01,
with transient ischemic attack and total number of medications as additional
covariates [A]) and greater inferior lateral ventricle (r = 0.126; P = .03 [B]) and
lateral ventricle volumes (r = 0.145; P = .01 [C]). Inferior lateral ventricle volume

was still significantly associated with the total AC burden score after excluding
participants with a total AC burden score of 0 (r = 0.331; P < .001 [E]). The
TMT-B score (r = 0.146; P = .06 [D]) and lateral ventricle volume showed
nonsignificant trend associations with the total AC burden score after excluding
those with a total AC burden score of 0 (r = 0.152; P = .10 [F]).
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tivity has been linked to increased plasma corticosterone lev-
els, which in turn are linked to increased hippocampal cell
death.47 Furthermore, chronic stress has been associatedwith
increased Aβ levels, tau hyperphosphorylation and aggrega-
tion, and neurodegeneration in mouse models through dys-
regulation of the hypothalamic-pituitary-adrenal axis.48

Overall, the findings in this study provide a potential bio-
logical basis for the reduced cognition associatedwith theuse
ACmedications through the functional andstructural changes
in thebrain.However, future longitudinal studieswith imaging
and other brain biomarkers, as well as in animal models, are
needed to more fully understand themechanism underlying
the effect of ACmedications on the brain.

There are a fewnotable limitations to this study. First, the
informationonmedicationusewasbasedonself-report rather
thandirectlyascertainedthroughmedical/prescriptionrecords.
Self-report could be inaccurate because participants may for-
get to report specificmedication use. However, given the nor-
mal cognitive statusof theparticipantsatbaseline, it isunlikely
that they would have reported taking medications that they
were, in fact,not taking.Thus, theobservedeffect ispotentially
underestimatedbecausesomeAC−participantsmayinfacthave
been taking an ACmedication. Future studies using medical/
pharmacyrecords,alongwithimagingandbiomarkermeasures,
would help to confirm the findings of the present study.

A second limitation is the relatively small sample size of
AC+participants. Future studies using larger samples arewar-
ranted.A third limitation is the inability todetermine the cau-

sality of the findings because the results may be due to poor
health rather than ACmedication use.49We did include com-
mon comorbid health conditions (eg, vascular and psychiat-
ric conditions), total number of medications, and total num-
ber of comorbid conditions as covariates. However, the only
way to determine true causality would be by use of a well-
controlled prospective longitudinal study.

Another limitationmaybe thevariability in thedurationof
ACmedicationuseamongparticipants.Furthermore, apartici-
pantwhohadtakenanACmedicationformanyyearsbutceased
shortlybefore thebaselinevisitwouldnotbecapturedasanAC+

participant.Futurestudieswithabetter-controlledmedication
historyassessment (ie,usingmedical/pharmacyrecordsandpa-
tient self-report) arewarranted, aswell as studies on theeffect
of the duration of ACmedication use on the target outcomes.
Finally, only structuralMRI andFDGPETwere assessed in the
present report. Future studies examining changesonmoread-
vanced imaging measures (ie, diffusion tensor imaging and
resting-state or task-based functionalMRI)would provide ad-
ditional evidence about the selective effect of ACmedications
on the brain structure and function in specific circuits.

Conclusions
In summary, we observed that CN older adults taking medi-
cations with medium or high AC activity showed poorer
cognition, reduced cerebral glucose metabolism, increased

Figure 4. Effect of Anticholinergic (AC)Medication Use on Clinical Conversion
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A, A significant association between AC use and future progression of
Alzheimer’s Disease Neuroimaging Initiative participants to mild cognitive
impairment and/or Alzheimer disease was observed (P = .01; hazard ratio [HR],
2.47; with total number of medications, cardiac surgery, total number of
comorbid conditions, and other psychiatric conditions as additional covariates).
B, When evaluating the interaction between AC use and Aβ positivity, we found
that participants taking 1 or moremedications with medium or high AC activity

who are positive for Aβ on florbetapir F-18–positron emission tomographic
(PET) scans or cerebrospinal fluid (CSF) samples (referred to as AC+ and Aβ+

participants) showed a higher risk of conversion relative to participants not
taking thesemedications who are negative for Aβ on florbetapir F-18–PET scans
or CSF samples (referred to as AC− and Aβ− participants) (P < .001; HR, 7.73;
with cardiac surgery and other psychiatric conditions as additional covariates)
and participants who are positive for either AC use or Aβ (P = .001; HR, 4.24).
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brain atrophy, and increased clinical decline compared with
those not taking these medications and that these symp-
toms were greatest in CN older adults with the highest total
AC burden scores. These findings highlight the importance

of considering the cognitive adverse effects of AC medica-
tions before using them to treat older adults at risk for cog-
nitive decline in a clinical setting, as well as in therapeutic
trials.
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Kelly M. Makino, BS, past investigator; M. Saleem
Ismail, MD, past investigator; Connie Brand, RN,
past investigator. UC Irvine: Ruth A. Mulnard, DNSc,
RN, FAAN; Gaby Thai, MD; Catherine McAdams-
Ortiz, MSN, RN, A/GNP. University of Texas
Southwestern Medical School: Kyle Womack, MD;
DanaMathews, MD, PhD; Mary Quiceno, MD.
Emory University: Allan I. Levey, MD, PhD; James J.
Lah, MD, PhD; Janet S. Cellar, DNP, PMHCNS-BC.
University of Kansas, Medical Center: Jeffrey M.
Burns, MD; Russell H. Swerdlow, MD;WilliamM.
Brooks, PhD. UCLA: Liana Apostolova, MD;
Kathleen Tingus, PhD; EllenWoo, PhD; Daniel H. S.
Silverman, MD, PhD; Po H. Lu, PsyD, past
investigator; George Bartzokis, MD, past
investigator.Mayo Clinic, Jacksonville: Neill R Graff-
Radford, MBBCH, FRCP (London); Francine Parfitt,
MSH, CCRC; Tracy Kendall, BA, CCRP; Heather
Johnson, MLS, CCRP, past investigator. Indiana
University: Martin R. Farlow, MD; AnnMarie Hake,
MD; Brandy R. Matthews, MD; Jared R. Brosch, MD;
Scott Herring, RN, CCRC, past investigator; Cynthia
Hunt, BS, CCRP, past investigator. Yale University
School of Medicine: Christopher H. van Dyck, MD;
Richard E. Carson, PhD; Martha G. MacAvoy, PhD;
Pradeep Varma, MD.McGill University, Montreal-
Jewish General Hospital: Howard Chertkow, MD;
Howard Bergman, MD; Chris Hosein, MEd.
Sunnybrook Health Sciences, Ontario: Sandra Black,
MD, FRCPC; Bojana Stefanovic, PhD; Curtis
Caldwell, PhD. University of British Columbia Clinic
for AD and Related Disorders: Ging-Yuek Robin
Hsiung, MD, MHSc, FRCPC; Howard Feldman, MD,
FRCPC; Benita Mudge, BS; Michele Assaly, MA, past
investigator. Cognitive Neurology–St Joseph’s,
Ontario: Elizabeth Finger, MD; Stephen Pasternack,
MD, PhD; Irina Rachisky, MD; Dick Trost, PhD, past
investigator; Andrew Kertesz, MD, past
investigator. Cleveland Clinic Lou Ruvo Center for
Brain Health: Charles Bernick, MD, MPH; Donna
Munic, PhD. Northwestern University: Marek-Marsel
Mesulam, MD; Kristine Lipowski, MA; Sandra
Weintraub, PhD; Borna Bonakdarpour, MD; Diana
Kerwin, MD, past investigator; Chuang-KuoWu,
MD, PhD, past investigator; Nancy Johnson, PhD,
past investigator. Premiere Research Institute (Palm
Beach Neurology): Carl Sadowsky, MD; Teresa
Villena, MD. Georgetown University Medical Center:
Raymond Scott Turner, MD, PhD; Kathleen
Johnson, NP; Brigid Reynolds, NP. Brigham and
Women’s Hospital: Reisa A. Sperling, MD; Keith A.
Johnson, MD; GadMarshall, MD. Stanford
University: Jerome Yesavage, MD; Joy L. Taylor,
PhD; Barton Lane, MD; Allyson Rosen, PhD, past
investigator; Jared Tinklenberg, MD, past
investigator. Banner Sun Health Research Institute:
Marwan N. Sabbagh, MD; Christine M. Belden,
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PsyD; Sandra A. Jacobson, MD; Sherye A. Sirrel,
CCRC. Boston University: Neil Kowall, MD; Ronald
Killiany, PhD; Andrew E. Budson, MD; Alexander
Norbash, MD, past investigator; Patricia Lynn
Johnson, BA, past investigator.Howard University:
Thomas O. Obisesan, MD, MPH; SabaWolday, MSc;
Joanne Allard, PhD. CaseWestern Reserve
University: Alan Lerner, MD; Paula Ogrocki, PhD;
Curtis Tatsuoka, PhD; Parianne Fatica, BA, CCRC. UC
Davis–Sacramento: Evan Fletcher, PhD; Pauline
Maillard, PhD; John Olichney, MD; Charles DeCarli,
MD, past investigator; Owen Carmichael, PhD, past
investigator. Neurological Care of Central New York:
Smita Kittur, MD, past investigator. Parkwood
Hospital: Michael Borrie, MB, ChB; T.-Y. Lee, PhD;
Rob Bartha, PhD. University of Wisconsin: Sterling
Johnson, PhD; Sanjay Asthana, MD; Cynthia M.
Carlsson, MD, MS. UC Irvine, Brain Imaging Center:
Steven G. Potkin, MD; Adrian Preda, MD; Dana
Nguyen, PhD. Banner Alzheimer’s Institute: Pierre
Tariot, MD; Anna Burke, MD; Nadira Trncic, MD,
PhD, CCRC; Adam Fleisher, MD, past investigator;
Stephanie Reeder, BA, past investigator. Dent
Neurologic Institute: Vernice Bates, MD; Horacio
Capote, MD; Michelle Rainka, PharmD, CCRP.Ohio
State University: Douglas W. Scharre, MD; Maria
Kataki, MD, PhD; Anahita Adeli, MD. Albany Medical
College: Earl A. Zimmerman, MD; Dzintra Celmins,
MD; Alice D. Brown, FNP.Hartford Hospital, Olin
Neuropsychiatry Research Center: Godfrey D.
Pearlson, MD; Karen Blank, MD; Karen Anderson,
RN. Dartmouth-Hitchcock Medical Center: Laura A.
Flashman, PhD; Marc Seltzer, MD; Mary L. Hynes,
RN, MPH; Robert B. Santulli, MD, past investigator.
Wake Forest University Health Sciences: KayceeM.
Sink, MD, MAS; Leslie Gordineer; Jeff D. Williamson,
MD, MHS, past investigator; Pradeep Garg, PhD,
past investigator; Franklin Watkins, MD, past
investigator. Rhode Island Hospital: Brian R. Ott,
MD; Henry Querfurth, MD; Geoffrey Tremont, PhD.
Butler Hospital: Stephen Salloway, MD, MS; Paul
Malloy, PhD; Stephen Correia, PhD. UCSF: Howard
J. Rosen, MD; Bruce L. Miller, MD; David Perry, MD.
Medical University South Carolina: JacoboMintzer,
MD, MBA; Kenneth Spicer, MD, PhD; David
Bachman, MD. St Joseph’s Health Care: Elizabeth
Finger, MD; Stephen Pasternak, MD; Irina
Rachinsky, MD; John Rogers, MD; Andrew Kertesz,
MD, past investigator; Dick Drost, MD, past
investigator. Nathan Kline Institute: Nunzio Pomara,
MD; Raymundo Hernando, MD; Antero Sarrael, MD.
University of Iowa College of Medicine: Susan K.
Schultz, MD; Laura L. Boles Ponto, PhD; Hyungsub
Shim, MD; Karen Ekstam Smith, RN. Cornell
University: Norman Relkin, MD, PhD; Gloria Chaing,
MD; Michael Lin, MD; Lisa Ravdin, PhD. University
of South Florida (USF), USF Health Byrd Alzheimer’s
Institute: Amanda Smith, MD; Balebail Ashok Raj,
MD; Kristin Fargher, MD, past investigator.

A Study of Brain Aging in VietnamWar Veterans;
Department of Defense ADNI; Part A: Leadership
and Infrastructure: Michael W.Weiner, MD, UCSF,
PI; Paul Aisen, MD, UC San Diego, Alzheimer’s
Diseases Cooperative Study PI and Director of
Coordinating Center Clinical Core. Executive
Committee: Michael Weiner, MD, UCSF; Paul Aisen,
MD, UC San Diego; Ronald Petersen, MD, PhD,
Mayo Clinic, Rochester; Robert C. Green, MD, MPH,
Brigham andWomen’s Hospital/Harvard Medical
School; Danielle Harvey, PhD, UC Davis; Clifford R.
Jack Jr, MD, Mayo Clinic, Rochester; William Jagust,
MD, UC Berkeley; John C. Morris, MD,WUSTL;
Andrew J. Saykin, PsyD, Indiana University; Leslie

M. Shaw, PhD, Perelman School of Medicine,
University of Pennsylvania; Arthur W. Toga, PhD,
USC; John Q. Trojanowki, MD, PhD, Perelman
School of Medicine, University of Pennsylvania.
Psychological Evaluation/Posttraumatic Stress
Disorder Core: Thomas Neylan, MD, UCSF.
Traumatic Brain Injury Core: Jordan Grafman, PhD,
Rehabilitation Institute of Chicago, Feinberg School
of Medicine, Northwestern University. Data and
Publication Committee: Robert C. Green, MD, MPH,
Brigham andWomen’s Hospital/Harvard Medical
School (Chair). Resource Allocation Review
Committee: TomMontine, MD, PhD, University of
Washington (Chair). Clinical Core Leaders: Michael
Weiner MD (core PI); Ronald Petersen, MD, PhD,
Mayo Clinic, Rochester (core PI); Paul Aisen, MD, UC
San Diego. Clinical Informatics and Operations:
Ronald G. Thomas, PhD, UC San Diego; Michael
Donohue, PhD, UC San Diego; Devon Gessert, UC
San Diego; Tamie Sather, MA, UC San Diego; Melissa
Davis, UC San Diego; Rosemary Morrison, MPH, UC
San Diego; Gus Jiminez, MBS, UC San Diego. San
Francisco Veterans Affairs Medical Center: Thomas
Neylan, MD, UCSF; Jacqueline Hayes, UCSF;
Shannon Finley, UCSF. Biostatistics Core Leaders
and Key Personnel: Danielle Harvey, PhD, UC Davis
(core PI); Michael Donohue, PhD, UC San Diego.
MRI Core Leaders and Key Personnel: Clifford R. Jack
Jr, MD, Mayo Clinic, Rochester (core PI); Matthew
Bernstein, PhD, Mayo Clinic, Rochester; Bret
Borowski, RT, Mayo Clinic; Jeff Gunter, PhD, Mayo
Clinic; Matt Senjem, MS, Mayo Clinic; Kejal Kantarci,
Mayo Clinic; ChadWard, Mayo Clinic. PET Core
Leaders and Key Personnel: William Jagust, MD, UC
Berkeley (core PI); Robert A. Koeppe, PhD,
University of Michigan; Norm Foster, MD, University
of Utah; Eric M. Reiman, MD, Banner Alzheimer’s
Institute; Kewei Chen, PhD, Banner Alzheimer’s
Institute; Susan Landau, PhD, UC Berkeley.
Neuropathology Core Leaders: John C. Morris, MD,
WUSTL; Nigel J. Cairns, PhD, FRCPath, WUSTL; Erin
Householder, MS, WUSTL. Biomarkers Core Leaders
and Key Personnel: Leslie M. Shaw, PhD, Perelman
School of Medicine, University of Pennsylvania;
John Q. Trojanowki, MD, PhD, Perelman School of
Medicine, University of Pennsylvania; Virginia Lee,
PhD, MBA, Perelman School of Medicine, University
of Pennsylvania; Magdalena Korecka, PhD,
Perelman School of Medicine, University of
Pennsylvania; Michal Figurski, PhD, Perelman
School of Medicine, University of Pennsylvania.
Informatics Core Leaders and Key Personnel: Arthur
W. Toga, PhD, USC (core PI); Karen Crawford, USC;
Scott Neu, PhD, USC. Genetics Core Leaders and Key
Personnel: Andrew J. Saykin, PsyD, Indiana
University; Tatiana M. Foroud, PhD, Indiana
University; Steven Potkin, MD, UC Irvine; Li Shen,
PhD, Indiana University; Kelley Faber, MS, CCRC,
Indiana University; Sungeun Kim, PhD, Indiana
University; Kwangsik Nho, PhD, Indiana University.
Initial Concept Planning and Development: Michael
W.Weiner, MD, UCSF; Karl Friedl, Department of
Defense (retired).

Part B: Investigators by Site: USC: Lon S. Schneider,
MD,MS; Sonia Pawluczyk,MD;Mauricio Beccera.UC
SanDiego: James Brewer,MD, PhD;Helen
Vanderswag, RN.Columbia UniversityMedical Center:
Yaakov Stern, PhD; Lawrence S. Honig,MD, PhD;
Karen L. Bell, MD.RushUniversityMedical Center:
Debra Fleischman, PhD; Konstantinos Arfanakis, PhD;
Raj C. Shah,MD.Wien Center: RanjanDuara,MD, PI;
Daniel Varon,MD, co-PI;Maria TGreig, HP
Coordinator.DukeUniversityMedical Center: P.Murali

Doraiswamy,MBBS; Jeffrey R. Petrella,MD;Olga
James,MD.University of RochesterMedical Center:
Anton P. Porsteinsson,MD (director); Bonnie
Goldstein,MS, NP (coordinator); Kimberly S.Martin,
RN.UC Irvine: Ruth A.Mulnard, DNSc, RN, FAAN;
Gaby Thai,MD; CatherineMcAdams-Ortiz,MSN, RN,
A/GNP.Medical University South Carolina: Jacobo
Mintzer,MD,MBA;DinoMassoglia,MD, PhD;Olga
Brawman-Mintzer,MD. Premiere Research Institute
(PalmBeachNeurology): Carl Sadowsky,MD;Walter
Martinez,MD; Teresa Villena,MD.UCSF:William
Jagust,MD; Susan Landau, PhD;Howard Rosen,MD;
David Perry.GeorgetownUniversityMedical Center:
Raymond Scott Turner,MD, PhD; Kelly Behan; Brigid
Reynolds, NP.BrighamandWomen’s Hospital: Reisa
A. Sperling,MD; Keith A. Johnson,MD; GadMarshall,
MD.Banner SunHealth Research Institute: MarwanN.
Sabbagh,MD; Sandra A. Jacobson,MD; Sherye A.
Sirrel,MS, CCRC.HowardUniversity: ThomasO.
Obisesan,MD,MPH; SabaWolday,MSc; Joanne
Allard, PhD.University ofWisconsin: Sterling C.
Johnson, PhD; J. Jay Fruehling,MA; SandraHarding,
MS.University ofWashington: Elaine R. Peskind,MD;
Eric C. Petrie,MD,MS; Gail Li,MD, PhD. Stanford
University: JeromeA. Yesavage,MD; Joy L. Taylor,
PhD; Ansgar J. Furst, PhD; Steven Chao,MD.Cornell
University: NormanRelkin,MD, PhD; Gloria Chaing,
MD; Lisa Ravdin, PhD.

Additional Information:Data used in preparation
of this article were obtained from the ADNI
database (http://adni.loni.usc.edu/). As such, the
investigators within the ADNI contributed to the
design and implementation of the ADNI and/or
provided data but did not participate in analysis or
writing of this report.
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The Beers Criteria[1] may well be one of the best-kept secrets in geriatrics. While widely cited in prescribing guidelines for older
adults, some geriatricians, at least anecdotally, report that many primary care physicians either don't know about them or don't
use them, even though 90% of older adults take at least one prescription drug.[2] And about one third of these older patients
have been prescribed at least one drug on the Beers Criteria warning list.[3]

The Beers Criteria do more than guide decisions about what drugs to use in older patients. They also tell us what not to do—
that is, what drugs are potentially good candidates for deprescribing.[4]

Issued by the American Geriatrics Society (AGS), the latest version of the Beers Criteria was released in January 2019. These
updated criteria, which apply to all clinical settings except hospice and palliative care, list 30 individual medications or
medication classes to be avoided. The criteria list more than 40 additional drugs or drug classes that should be used with
caution or avoided altogether in certain diseases or conditions.

Medscape spoke with Michael A. Steinman, MD, co-chair of the AGS committee, about these updates and their implications.

What's Changed?

The 2019 update drops 25 medications or medication classes included in earlier versions because they are no longer available
in the United States or because concerns with the drugs are not limited to the older population alone.

Otherwise, the new recommendations do not differ extensively from those of 2015.[5] "That reflects the stability of our
recommendations and a maturity in the evidence for many of the drugs," Steinman contended. He did caution, however, that
"the literature isn't as robust as we would like for some of these medications."

The rationale for each recommendation, the quality of supporting evidence, and the graded strength of the recommendation are
clearly noted. For example, the criteria list 15 first-generation antihistamines as drugs to avoid, noting, among other reasons,
that they are highly anticholinergic and that clearance is reduced with advanced age. While the quality of evidence is determined
to be moderate, the Beers committee grades the recommendation as strong. Another example: proton-pump inhibitors. These
drugs are associated with a risk for Clostridium difficile infection as well as bone loss; evidence is high. But the strong
recommendation to avoid is more nuanced, noting that scheduled use for more than 8 weeks should be avoided except for
certain high-risk patients.

However, the Beers Criteria are not intended to be taken as gospel. In an accompanying editorial,[6] Steinman and his AGS
panel co-chair Donna Fick, PhD, RN, caution against strict adherence to the criteria without considering individual patient
circumstances.

In practice, the quality of the evidence is probably not the primary driver of clinician decision-making, Steinman believes. "It's a
question of doing the best with the evidence that is out there. The vast majority of recommendations in most guidelines do not
have a strong evidence base to support them."

Keeping the Focus Where It Belongs

The 2019 Beers Criteria: What You Need to Know
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The Beers Criteria do not include medications that could be a problem for patients of all ages, instead keeping their focus on
those that create special concerns in the elderly. "We wanted to emphasize that the harms and benefits of drugs can change as
people age," Steinman stressed. "Clinicians may not fully appreciate the additional risks that come with age as well as the
changing opportunity for benefit."

The Beers authors stress that the criteria should not be used to excessively restrict access to these medications.

He outlined some of the challenges faced in deciding which drugs to retain in the updated criteria, noting that "some medications
were removed not because their benefits and risks have changed, but because these drugs were only rarely used. We wanted
to declutter the criteria and ensure that people weren't overwhelmed." Instead, the focus is on more frequently prescribed drugs
—though "how you determine that is not always easy," he admitted.

What's Missing in the 2019 Update

Statins. A widely used drug class that some might have expected to see in the Beers Criteria is absent. Studies of statins for
primary prevention of cardiovascular disease have reached different conclusions about benefit in people over 65, and major
guidelines in North America and Europe differ in their recommendations for the use of statins in older adults.[7] Recent reviews
found little or no benefit in the very elderly,[8,9] and the latest US cholesterol management guidelines advise that statins may
have limited benefit in adults aged ≥ 75 years with physical or cognitive functional decline, comorbidities, or frailty.[10] "Concerns
have been raised about the role of statins, particularly in primary prevention for older adults, but we did not find any very clear
evidence for an unambiguous recommendation," Steinman said. Further clarification is expected in 2020, when the STAREE
(Statins in Reducing Events in the Elderly) trial of atorvastatin versus placebo in individuals aged ≥ 70 years is completed.

Drugs approved in other countries. Also absent from the Beers Criteria are medications not approved in the United States.
But that does not mean that they are not useful for clinicians in other countries. "It's a matter of applying common sense,"
according to Steinman. "For example, a blanket recommendation to avoid benzodiazepines would also apply to
benzodiazepines not available here. The principles are the same, even though the specific medications might differ from country
to country," he maintained.

The Beers Criteria Should Not Be Overused

The Beers authors stress that the criteria should not be used to excessively restrict access to these medications through policies
such as prior authorization and/or health plan coverage policies.[6,11] The American Medical Association (AMA) recently voiced
concern that payers may use the Beers Criteria inappropriately to rate quality of care delivered by a physician and determine
coverage, potentially financially penalizing physicians. In a 2018 resolution, the AMA emphasized that the Beers Criteria "should
not be applied in a punitive or onerous manner to physicians and must recognize that deviations from the quality measure may
be appropriate."

Steinman agreed. "We certainly don't want the criteria to be used to restrict access for people and penalize them." There will still
be individual patients who can appropriately be prescribed drugs that warrant caution.

Access to the Beers Criteria

The 2019 AGS Beers Criteria document is available free to AGS members and to subscribers of the Journal of the American
Geriatrics Society, but nonmembers must pay ($42.00 currently) to download a printable version. The AGS and Steinman
declined to comment on why the paper is not available free of charge to everyone. The 2019 criteria can also be accessed for a
fee via the AGS iGeriatrics smartphone app ($9.99/year for all subscribers). The AGS has entered into a 15-year license
agreement with Clinical Support Information Systems to incorporate the Beers Criteria into medication review solution software.

A summary of the Beers Criteria for patients is available free on the website of the AGS's Health in Aging Foundation, along with
tip sheets in English and Spanish and what patients can do if they find that they are taking a medication on the list. The AGS
believes that the criteria provide a useful tool for initiating conversations between patients and healthcare providers about the
effectiveness, adverse effects, cost, adherence, and goals of care for patients' entire medication regimens.

Follow Medscape on Facebook, Twitter, Instagram, and YouTube
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You’re Not Alone
Living With Alzheimer’s Disease - Local Resource Guide

Local Support Systems 
According to the National Institute 
on Aging, many caregivers find 
building a local support system is a 
key way for them to get help. That 
local support system might include 
family members and friends, faith 
groups, and caregiver support 
groups. 

Brunswick Senior Resources, Inc. 
Phone: 1-910-754-2300 
List of locations online at www.
bsrinc.org 
Brunswick Senior Resources, Inc. 
and The Cape Fear Area Agency 
on Aging provides information, re- 
sources, case assistance, educational 
programs, and free support groups in 
the community throughout the year. 
The full list of area support groups 
are here: http://capefearcog.org/wp-
content/uploads/2019/06/Support-
Groups-6-2019.pdf 

New Hanover County Senior 
Resource Center
Phone: 1-910-798-6400
List of locations online at src.nhcgov.
com/
New Hanover County Senior 
Resource Centerprovide services 
which promote wellness, encourage 
independence, and enhance quality 
of life for all older persons.

Dementia Alliance of North 
Carolina 
Phone: 1-800-228-8738 
The Dementia Alliance provide 
support and resources all around the 
state of North Carolina. 

Project Life Saver
A rescue program for individuals with “Wandering 
Syndrome,” A symptom common to many brain related 
disorders. New Hanover and Brunswick Counties are the 
only local sheriff’s offices offering this FREE resource.

Brunswick Contact Information:
Phone: 910-253-2745
Mailing Address: P.O. Box 9, Boliva, NC 28422
Address: 70 Stamp Act Drive, Boliva, NC 28422
Website: http://www.brunswicksheriff.com/
community-programs/project-lifesaver

New Hanover Contact Information:
Phone: 910-798-4200
Address: 3950 Juvenile Center Rd., Castle Hayne, NC 28429
Website: https://www.newhanoversheriff.com/Forms-
Permits-Resources/

Cape Fear Council of Governments Family 
Caregiver Support Program
Phone: 910-395-4553 ext. 204
Website: https://capefearcog.org/area-agency-on-aging/
family-caregiver-support-program/
The NFCSP offers a range of services to support family 
caregivers. Specific services vary by county but generally 
include:
• Information to caregivers about available services,
• Assistance to caregivers in gaining access to the services,
• Individual counseling, organization of support groups,

and training to assist caregivers in the areas of health,
nutrition, and financial literacy, and in making decisions
and solving problems about their caregiving roles

• Respite care to enable caregivers to be temporarily
relieved from their caregiving responsibilities; and

• Supplemental services, on a limited basis
These services can work in conjunction with other State and 
Community-Based Services to provide a coordinated set of 
supports. Studies have shown that these services can reduce 
caregiver depression, anxiety, and stress and enable them to 
provide care longer, thereby avoiding or delaying the need 
for costly institutional care.
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Other Support Sources and Resources: 

Eldercare Locator 
Phone: 1-800-677-1116 
Website: https://eldercare.acl.gov 
Caregivers often need information about 
community resources, such as home care, 
adult day care, and nursing homes. Contact 
the Eldercare Locator to find these resources 
in your area. The Eldercare Locator is a service 
of the Administration on Aging. The Federal 
Government funds this service. 

National Institute on Aging Information 
Center 
Email: niaic@nia.nih.gov 
Phone: 1-800-222-2225 
Website: www.nia.nih.gov/health 
The NIA Information Center offers free 
publications about aging. Many of these 
publications are in both English and Spanish. 
They can be viewed, printed, and ordered online. 

Project C.A.R.E
Phone: 910-408-6365
https://www.ncdhhs.gov/assistance/adult-services/
project-care
Project C.A.R.E. (Caregiver Alternatives to 
Running on Empty) is the only state funded, 
dementia specific support program for 
individuals who directly care for loved ones with 
Alzheimer’s disease or related dementias. Project 
C.A.R.E. is a coordinated delivery system that is 
responsive to the needs, values and preferences 
of unpaid family caregivers.

GoGo Grandparent
Phone: 855-464-6872
This service allows adults without a smartphone 
to use rideshare services like Lyft or Uber. 24/7 
operators add reliability and extra eyes. They can 
also help keep emergency contacts in the loop.

EatWell
https://www.eatwellset.com/
Tips and tools for taking care of loved ones 
with dementia. They have customized color and 
pattern adaptive dishes to help people living 
with dementia eat more successfully.

Direct Services: Groups That Help with Everyday Care in the Home 
Here is a list of services that can help you care for the person with Alzheimer’s at home. Find out if 
these services are offered in your area. Also, contact Medicare to see if they cover the cost of these 
services. You can reach Medicare at 1-800-633-4227.

Home Health Care Services 
Home health care services send a home health aide to your home to help you care for a person with 
Alzheimer’s. These aides provide care and/or company for the person. They may come for a few 
hours or stay for 24 hours. Some home health aides are better trained and supervised than others. 
What to know about costs: 

•	 Home health services charge by the hour. 
•	 Medicare covers some home health service costs. 
•	 Most insurance plans do not cover these costs. 
•	 You must pay all costs not covered by Medicare, Medicaid, or insurance. 

How to find them: 
1.	 Ask your doctor or other healthcare professional about good home health care services in your 

area. 
2.	 Search for “home health care” in your area. 

Here are some questions you might ask before signing a home health care agreement: 
•	 Is your service licensed and accredited? 
•	 What is the cost of your services? 
•	 What is included and not included in your services? 

Note: The Center is not affiliated with these services mentioned here and we have not done any independent investigation on these 
companies.  Consumers must investigate and vet all service providers.  
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Other Support Sources and Resources: 

NIA Alzheimer’s and related Dementias Education and Referral (ADEAR) Center 
Email: adear@nia.nih.gov 
Phone: 1-800-438-4380 
Website: www.nia.nih.gov/alzheimers 
The ADEAR Center offers information on diagno- sis, treatment, patient care, caregiver needs, long- 
term care, and research and clinical trials related to Alzheimer’s disease. Staff can refer you to local 
and national resources, or you can search for information on the website. The Center is a service 
of the National Institute on Aging (NIA), part of the Federal Govern- ment’s National Institutes of 
Health. They have infor- mation to help you understand Alzheimer’s disease. You can also get hints 
on other subjects, including: 
• Talking with the doctor. 
• Financial and legal planning. 
• Medicines. 
• Comfort care at the end of life. 
• Paying for care. 

Alzheimer’s Association 
Phone: 1-800-272-3900 
Website: www.alz.org 
The Alzheimer’s Association offers information, a help line, and support services to people with 
Alzheimer’s and their caregivers. Local chapters across the country offer support groups, including 
many that help with early stage Alzheimer’s disease. Call or go online to find out where to get help in 
your area. The Association also funds Alzheimer’s research. 

Alzheimer’s Foundation of America 
Phone: 1-866-232-8484 
Website: www.alzfdn.org 
The Alzheimer’s Foundation of America provides information about how to care for people with 
Alzheimer’s, as well as a list of services for people with the disease. It also offers information for 
caregivers and their families through member organizations. Services include a toll-free hotline, 
publications, and other educational materials. 
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Medicaid Planning
The Facts...

•	Assets in a revocable living trust are not protected and must be used to pay for the 
costs of long-term care.

•	 If you are married, your home is exempt and cannot be taken when applying for 
Medicaid.  If you are single or widowed, your home is exempt up to $595,000. If you 
transfer your home to your children, not only will it result in immediate ineligibility for 
Medicaid, but it could also:

•	Trigger a gift tax,

•	Result in the loss of any property tax exemption, and,

•	Result in your child’s spouse (the in-laws) inheriting your home.

•	Giving your assets away means losing control. It’s not safe even if you “trust” who 
you give it to. If that person divorces, goes bankrupt or is sued, all of the money you 
transferred is at risk. There are asset protection trusts that permit you to keep 100% 
control of your assets without the risk of losing them if long-term care is needed.

•	You do not have to wait 60 months to qualify for Medicaid. Eligibility is calculated 
on a case-by-case basis. It is possible to have cash and other assets and still qualify 
immediately. Get professional advice and learn the facts.

•	 It is never too late to protect your assets even if you are already in a nursing home. In 
fact, you can qualify for Medicaid sooner if you are already in a nursing home, than if 
you aren’t.

•	A nursing home or hospital that offers to file a Medicaid application for you has no 
obligation (and often can’t) advise you on how to protect your assets. Only a qualified 
Medicaid planning attorney will be looking out for your interests.

•	Applying for Medicaid prior to qualification could result in being disqualified for a 
longer period of time than you otherwise would have been.

•	Make sure the attorney you hire is experienced in Medicaid planning. Would you go to 
your regular doctor for a heart problem?

•	Consider long-term care insurance. An annual premium for a couple is usually less 
expensive than one month of nursing home care and with proper planning; it may also 
enable you to stay home if you become ill. There are also asset based long-term care 
policies without the risk of premiums that rise every year.

MEDICAID PLANNING & 
TRUST GUIDE

Contact the Elder Law & Life Care Planning Center today at 910.755.PLAN (7526) or 
ClientServices@aPracticeWithPurpose.com.
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Contact the Elder Law & Life Care Planning Center today at 910.755.PLAN (7526) or 
ClientServices@aPracticeWithPurpose.com.

Who needs Estate Planning?
The Facts...

Estate planning isn’t about how much money you have, it’s about protecting what you have 
for you, during your lifetime and for those you love after you’re gone.  It ensures what you 
have gets to the people you love, the way you want, when you want.  

If you were to die today, are you comfortable everything will be taken care of the way you 
wanted? Estate planning is legally ensuring things will be handled the way you want by 
providing sufficient instructions.  

Estate planning really is for everyone.  It doesn’t matter if you have $40,000, $400,000, 
or $4,000,000. You still have to plan for the future. Whether it’s to protect your spouse or 
to ensure your children don’t blow through your assets if you unexpectedly die or become 
disabled (Terri Schiavo case). 

Estate planning can only be done by attorneys, and it can be as simple as a Will, Health 
Care Documents, Living Will and Power of Attorney.  It can also include a revocable, 
probate-avoidance trust, asset protection trusts, multi-generational tax-saving trusts, tax-
saving charitable trusts, private family foundations, and many other fact-specific strategies. 

 

Keeping your Estate Plan Current...
Once completed, your estate plan should be reviewed and kept current with life events 
such as the birth, death, marriage, divorce or diagnosis of anyone included in your plan. In 
addition, you should review your plan if there is a significant increase or decrease in your 
finances or if the laws related to your estate plan change.  
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Do you need to avoid probate?
The Facts...

What is probate? 

It is the legal process of presenting your Will to 
the Court after your death to authenticate it, 
and appoint your Executor.  Your Executor must 
be appointed by the Court in order to collect 
and distribute your assets as stated in your Will.  
However, because it is a legal process, there are 
many steps that must be followed before your 
Executor can be appointed. 

•	The attorneys must obtain signatures from your 
heirs signifying they agree the Will is yours, and 
they will not contest it.  Your heirs are your spouse 
and children and all must agree not to contest your Will before your Executor can 
be appointed.  If you don’t have a spouse or child, probate becomes even more 
complicated. Even if your heir is not a beneficiary, his waiver is still required.  This 
can be very different in second-marriage situations, if you have minor children or if 
you have a child you have lost contact with.  If a child dies before you, then all of your 
deceased child’s children will have to agree not to contest your Will, but if they are 
under 18, the Court will need to appoint a separate attorney to represent them.  The 
same is true if any of your heirs are legally incapacitated, such as a mentally disabled 
child or a spouse with Alzheimer’s.

•	The Executor will have to submit a family tree, filing fees, a petition, a death certificate 
and affidavits from the individuals who witnessed your Will.  Upon receipt of all of the 
appropriate information (and if no heirs contest it), the Court will appoint the Executor.

•	After your Executor is appointed, estate administration begins.  It is a period of time 
the law permits the Executor to accumulate the assets and report to the Court how he 
or she intends to distribute them.  This period is a minimum of 6-9 months, after the 
Executor is appointed.  However, in many cases, it can take a year or more. If you die 
without a will, the process is similar, but the State decides who gets your assets, not 
you.

•	Unfortunately, probate is unpredictable. That’s why many people choose to avoid it, but 
if all of your heirs agree and your assets are centralized, it can go smoothly.

Contact the Elder Law & Life Care Planning Center today at 910.755.PLAN (7526) or 
ClientServices@aPracticeWithPurpose.com.
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Medicare and Medicaid
The Facts...

Eligibility 

Medicare is a health-care benefit provided by the federal government to individuals over age 
65, or under age 65 and disabled.  Medicare covers doctor visits, tests and care provided in 
a hospital and limited benefits in a nursing home (see below). 

Medicaid is health insurance for the poor.  To qualify, you must not exceed certain income 
and asset limits.  If your income or assets exceed the qualifying limits, you will not be 
eligible. There is no age restriction to qualify. 

Qualification 

To qualify for Medicare, you must be over 65, and eligible for Social Security benefits.  
You may also qualify if you are under age 65 and have been disabled for two years.  An 
application at the Social Security office will get your benefits started. 

To qualify for Medicaid, you must submit a multiple-page application and provide detailed 
proof of all your financial transactions (banking, CDs, stocks, bonds, income, expenses, 
annuities, etc.) for the previous 60 months. 

Nursing Home Costs 

Medicare will only pay for 20 days in a nursing home (in limited circumstances, it can pay 
the partial cost of 80 additional days) while Medicaid will pay the entire cost of a nursing 
home.  

The laws around Medicaid qualification are extensive, and there are many exceptions.  
Often, hospitals and nursing homes will offer to do an application for you at no cost.  Be 
careful, they do not represent you, but rather, the institution for which they work.  Even 
with the best of intentions, they often do not have the legal knowledge necessary to 
determine whether or not your qualification is accurate.  This is where a legal professional 
can really be of value and oftentimes, be able to get you benefits much sooner. 

Contact the Elder Law & Life Care Planning Center today at 910.755.PLAN (7526) or 
ClientServices@aPracticeWithPurpose.com.
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Elder Law Estate Planning Attorneys
An Elder Law Estate Planning attorney practices “estate planning on steroids,” the 
level needed to meet the second half of life head-on.
The Facts...

Would you have your regular doctor do your heart surgery?  Sounds like a stupid question 
right? However, the same could be said for choosing the right attorney for your estate 
planning. Unfortunately, the legal profession does not have specialties like the Medical 
profession. You have to guess whether your attorney is qualified to guide you on your estate 
planning and elder law options. 

It seems every brochure or letter you receive from your bank, financial advisor, or brokerage 
firm asks if you have done your “estate plan.”  The fact is, your bank, financial advisor 
or brokerage firm can only help you with the financial planning aspects of your estate. 
You need a qualified Elder Law Estate Planning attorney to draft the legal documents that 
create an estate plan for you.  A qualified Elder Law Estate Planning attorney will work with 
your financial advisor and accountant to create the best plan for you. 

Many attorneys attend a short seminar to learn a certain area of law and then immediately 
add it to their existing law practice. The intricacies around estate, Medicaid and tax 
planning are extensive. Not only does the attorney need a thorough knowledge of probate 
law, estate administration, trust, asset protection and Medicaid laws, they must also have 
an extensive knowledge of income tax, estate tax, gift tax, generation-skipping tax and 
excise tax laws.  All of these areas intertwine and have a significant impact on your estate 
plan.  

While general attorneys may have some knowledge of the law and be able to guide you 
through certain parts of the estate or Medicaid planning processes, they will not be 
aware of the many exceptions and details an attorney whose 
practice concentrates only on elder law and estate planning 
will know. 

An attorney, who does traffic court one day, divorce 
on another, business law on the third day, estate 
planning on the fourth day, and sues for personal 
injury on the fifth, will not have the experience and 
knowledge of the loopholes as an attorney who 
practices exclusively in elder law estate planning. 
If you’re looking for a divorce, find an attorney who 
focuses on divorce. If you want elder law estate 
planning, utilize an attorney who focuses on elder 
law estate planning. 

Contact the Elder Law & Life Care Planning Center today at 910.755.PLAN (7526) or 
ClientServices@aPracticeWithPurpose.com.
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Planning for those with disabilities or special needs...
The Facts...

In the past, families would disinherit disabled family members and leave assets to someone 
else who agreed to “take care” of them.  If assets are left to a disabled beneficiary, it could 
disqualify them from state or federal programs under which they are receiving benefits.  
In 1993 Congress enacted new laws that entitled disabled individuals to derive the same 
estate planning benefits as non-disabled individuals without affecting their eligibility for 
state or federal benefits.  The law made provision for Supplemental Needs Trusts, which 
enable you to leave any amount of money to a loved one who has special needs without 
affecting their eligibility for the state or federal benefits they receive.  

The law further provides the trust proceeds must be used to provide luxuries for the 
disabled individual he or she would not otherwise receive under the state and federal 
programs.  Luxuries can include trips, computers, power wheel chairs, prosthetics, or other 
comforts not generally provided by the government. 

A Supplemental Needs Trust can be created by an individual with their own funds or be 
created by someone other than the disabled individual, typically a parent or relative. 

There are different rights and restrictions to each of these trusts, but both ensure 
immediate qualification for federal and state benefits (i.e. Medicaid) and provide luxuries to 
the disabled beneficiary they otherwise, most likely, would be unable to have.  

When do I need Guardianship for my Special Needs Child?

As a parent of a special needs child, you are the child’s “natural guardian” and can make 
all decisions regarding the child.  However, your rights as guardian do not allow you to 
have access or control of your child’s assets (i.e., proceeds from a lawsuit or gifts from a 
family member).  In addition, when your child reaches the age of 18, you lose your rights 
as the natural guardian to make healthcare and other life decisions for them. To maintain 
these rights, you must commence a guardianship proceeding or the State will assume 
legal authority over your disabled loved one. There are less restrictive alternatives to 
guardianship if your child possesses the requisite level of capacity for supportive decision-
making. To avoid losing your authority, you should contact a qualified Elder Law and 
Special Needs attorney to discuss your options at least six months prior to your child’s 18th 
birthday. 

Contact the Elder Law & Life Care Planning Center today at 910.755.PLAN (7526) or 
ClientServices@aPracticeWithPurpose.com.
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Revocable Living Trusts (RLTs)
The Facts...

A trust is a contract between the Grantor (the 
person who creates the trust), the Trustee (one 
who controls the trust) and the beneficiaries 
(those entitled to benefit from the trust).  You, as 
Grantor, determine how the trust will be operated 
by the Trustee and who benefits, how and when.  
You can create a trust that permits you to be 
Trustee and give yourself the right to receive 
full benefits from it. This type of trust is typically 
referred to as a Revocable Living Trust and is 
often used as a substitute to your Will.  It permits 
you to keep total control and access to all your 
assets during your lifetime, and provides for the 
distribution of your assets to your beneficiaries at your death.  We often refer to a revocable 
living trust as your “Book of Instructions.”  A well-established advantage to Revocable 
Living Trusts is the avoidance of probate, which is required if you use a will to distribute 
your assets after death.  Other advantages of Revocable Trusts, when property drafted, can 
include: 

•	Asset protection for your spouse after your death.

•	Special needs planning for disabled beneficiaries.

•	Asset management and protection for children who are not proficient with handling 
money.

•	Protection of assets from a spouse’s subsequent remarriage after your death.

•	Disability planning in the event you become disabled prior to death.

•	Asset protection for your child if his or her marriage should fail to ensure your assets 
are not part of a divorce settlement.

•	Keeping your affairs private (as opposed to open for public review in probate).

•	No court intervention required (handled entirely by the Trustee you name in accordance 
with your detailed instructions).

•	Plan for proper management of your business in your absence.

Very few revocable living trusts provide these benefits. Only a qualified estate planning 
attorney will know how to incorporate these protections into your plan. While a Revocable 
Living Trust has many advantages, it does not protect your assets from a nursing home, 
lawsuits, divorce bankruptcy or other creditors.

Contact the Elder Law & Life Care Planning Center today at 910.755.PLAN (7526) or 
ClientServices@aPracticeWithPurpose.com.
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Irrevocable Trusts
The Facts...

A trust is a contract between the Grantor (the person who creates the trust), the Trustee 
(one who controls the trust) and the beneficiaries (those entitled to benefit from the trust).  
You, as Grantor, determine how the trust will be operated by the Trustee and who benefits, 
how and when. 

While a Revocable Trust permits you to maintain full control (as Trustee) and have access 
to all your assets (as beneficiary), an Irrevocable Trust, once created, may prohibit your 
right to control the trust (as Trustee) or have access to your assets, but you get to decide to 
what extent.  

It is a common misconception that irrevocable trusts, once created, cannot be changed. 
While that is true of many irrevocable trusts created to avoid taxes (tax reduction or 
avoidance trusts), it is not true of all irrevocable trusts.  An irrevocable trust is a trust you 
create for the benefit of yourself or others and once created, you, as Grantor, must give up 
your right to something.   

Debtor/Creditor law provides that whatever you can get, your creditors can get.  You 
can have known creditors (i.e., bank/credit card debt) or unknown potential creditors 
(unforeseen lawsuits, nursing home, and divorce).  A typical income-only irrevocable trust 
permits you to receive the income on your assets, but you must give up your right to your 
principal.  In some irrevocable trusts, you can retain the right to change who gets your 
assets during your life and after your death, and maintain 100% control of your assets 
until your mental disability or death (asset protection trusts). 

Tax reduction/avoidance trusts are much more restrictive than asset protection trusts.  
Typically, you cannot retain any right to control or access any of the assets in an 
irrevocable tax reduction/avoidance trust.  There are many irrevocable trusts available that 
are quite flexible and grantor-friendly.  You should consult a qualified Elder Law attorney to 
get counseled on all your options before creating an irrevocable trust.  

Contact the Elder Law & Life Care Planning Center today at 910.755.PLAN (7526) or 
ClientServices@aPracticeWithPurpose.com.
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Charitable Planning
The Facts...

Charitable giving techniques are typically used for those who have accumulated wealth 
that is subject to estate tax after death.  The estate tax rates are as high as 50% and 
those who have worked hard to create and accumulate assets will opt to utilize charitable 
giving techniques to minimize taxation while creating a lasting legacy without necessarily 
depriving family from benefitting from your assets.  Charitable planning is also utilized 
to minimize income taxes (which can exceed 40%), and you can retain full control of your 
assets.   

Charitable planning can also be effective when selling your business.  When properly 
utilized, you can avoid paying income taxes on the sale of your business when sold. 

Utilizing a charitable giving plan enables the donor to direct the use of his or her assets 
that would otherwise go to the IRS.  Your assets can pass to your family, charities, or the 
IRS, but you must choose two out of the three.  If you don’t, the IRS wins by default. 

There are many ways to do charitable planning, including Charitable Remainder Trusts and 
Charitable Lead Trusts.  

Charitable Remainder Trusts enable you to: 

•	Transfer highly appreciated assets,

•	Liquidate them with no tax consequence,

•	Receive a charitable tax deduction against your current income, and

•	Still receive the benefits from your assets for the balance of your life

At death, the remainder goes to the charity of your choice. 

Charitable Lead Trusts: 

•	Provide income to a charity for a term of years, and at the end of the term, the 
remainder is paid to your family.

•	A Charitable Lead Trust is primarily a gift-discounting technique that permits you 
to gift $1 of assets to your family members, and the IRS will view it as less than $1 
(typically 30% - 60% less).  This enables you to gift more than you otherwise would be 
able to.

•	Other charitable strategies include:

•	Private Family Foundations.

•	Donor Advised Funds.

•	Special Funds as part of a Local Community Foundation.

Contact the Elder Law & Life Care Planning Center today at 910.755.PLAN (7526) or 
ClientServices@aPracticeWithPurpose.com.
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Last Will and Testament
The Facts...

If you own assets in your name alone, they may pass from you to the people you love, as 
long as you leave a Will.  Without a Will, your assets pass according to the State’s rules, 
also known as intestacy. The State may not pass your assets to the people you care about.  
You should be sure.  

Also, you should know that... 

•	Assets will pass through your Will to your loved ones if the Will is written properly.

•	You can protect the ones you love by creating a trust in your Will which can protect 
that person from creditors.

•	You can protect you.

•	 It is important that you give your family the tools to help you if you cannot help 
yourself, your children from divorce, or you may protect your children who are not good 
with money, or those who have other problems, such as addiction or mental illness.

•	You can protect disabled beneficiaries by creating a Supplemental Needs Trust for 
them, which preserves assets for the family, while keeping their eligibility for public 
benefits.

•	Your Will must go through probate - using the courts to divide your property.

Power of Attorney
The Facts... If you become sick or disabled, either temporarily or permanently, who will 
make decisions for you?

•	A Power of Attorney is the most important document in your estate plan. It is the one 
document that stands between you and guardianship.

•	Without a Power of Attorney, your family may have to file what is known as a 
Guardianship Proceeding, unnecessarily involving the court and at great expense to the 
estate. 

•	A Power of Attorney allows you to appoint someone you trust to handle your affairs if 
you cannot do so.

•	 If you cannot pay bills, get records or make other decisions, your family will be 
prevented from helping you get treatment, pay doctors or for Medicare.

•	 It is important that you give your family the tools to help you if you cannot help 
yourself.

•	Without a “powerful” Power of Attorney, your family may have no choice but to spend 
your money for costly long-term care expenses.

•	With a carefully crafted Power of Attorney, by an elder law firm, you can be positioned 
to protect assets from the costs of long-term care.
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What is SHIIP?
Seniors’ Health Insurance Information Program (SHIIP) is a consumer information division of the North Carolina 
Department of Insurance that assists people with Medicare, Medicare Part D, Medicare supplements, Medicare 
Advantage, and long-term care insurance questions. We also help citizens recognize and prevent Medicare billing 
errors and possible fraud and abuse through our NC Senior Medicare Patrol (NCSMP) Program.

How does SHIIP work?
SHIIP provides education and assistance to North Carolinians in three ways:
• by operating a nationwide toll-free consumer information phone line Monday through Friday from 8 a.m.

until 5 p.m.
• by training volunteers to counsel Medicare beneficiaries within their community about Medicare, Medicare Part D,

Medicare supplements, Medicare Advantage and long-term care insurance, and
• by creating educational materials for consumers’ use including the Medicare Supplement Comparison Guide and

featuring a Medicare Supplement Premium Comparison Database on our Web site (www.ncshiip.com).

When was SHIIP established?
The program was founded in 1986 by the Department of Insurance in direct response to the growing concerns 
about health insurance for the more than one million Medicare beneficiaries in North Carolina. Numerous insurance 
companies sell Medicare supplements, Medicare Advantage, long-term care insurance and other medical insurance 
products to people in North Carolina. Because there are so many companies, and because the Medicare system is so 
complex, SHIIP was founded to provide people who are eligible for Medicare with an objective information service.

How do North Carolinians contact SHIIP?
You can contact SHIIP by dialing the nationwide toll-free consumer number, 1-855-408-1212, visiting the SHIIP Web 
site, www.ncshiip.com, or e-mailing ncshiip@ncdoi.gov. Trained SHIIP Volunteer Counselors are available in all 100 
counties of North Carolina and are coordinated through an existing human service agency such as the Council on 
Aging, senior centers or the Cooperative Extension offices. If your problem is too complex to handle over the phone, 
you will need to contact your local SHIIP Coordinator for a one-on-one appointment with a SHIIP Volunteer Counselor.

Can I get more information about SHIIP?
Yes! Contact SHIIP nationwide at 1-855-408-1212 or (919) 807-6900, visit www.ncshiip.com or e-mail  
ncshiip@ncdoi.gov for further information and ask for more details on the Seniors’ Health Insurance Information 
Program and how it can help you.

In ______________________________ County, contact _______________________________________________ at

 ___________________________________________________, phone number: _____________________________.

Seniors’  Health Insurance Information Program
North Carolina Department of Insurance
Mike Causey, Commissioner 

Medicare Basics

1-855-408-1212  •  www.ncshiip.com
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Services Benefit Medicare Pays ⁽1) You Pay ⁽1)

INPATIENT HOSPITALIZATION (admitted)
Semi-private room and board, general 
nursing and miscellaneous hospital 
services and supplies.

First 60 days All but $1,316 deductible $1,316 deductible

61st to 90th day All but $329 per day $329 per day

91st to 150th day ⁽²⁾ All but $658 per day $658 per day

Beyond 150 days Nothing All costs

POST-HOSPITAL SKILLED NURSING 
FACILITY CARE
You must have been an inpatient in 
a hospital for at least 3 days, enter a 
Medicare-approved facility generally 
within 30 days after hospital discharge, 
and meet other program requirements.⁽³⁾

First 20 days 100% of approved amount Nothing

21st to 100th day All but $164.50 per day Up to $164.50 per day

Beyond 100 days Nothing All costs

HOME HEALTH CARE (also see Part B)
Medically necessary skilled care, home 
health aide services, medical supplies, etc. 
after a 3-day inpatient hospital stay for 
visits 1-100.

100% part-time or intermittent nursing 
care and other services for as long as 
you meet criteria for benefits.

100% of approved amount;
80% of approved amount for Durable 
Medical Equipment.

Nothing for services; 
20% of approved amount for Durable 
Medical Equipment.

HOSPICE CARE
Full scope of pain relief and support 
services available to the terminally ill.

As long as doctor certifies need.
All but limited costs for outpatient 
prescription medications and inpatient 
respite care.

Limited cost sharing for outpatient 
prescription medications and inpatient 
respite care.

BLOOD Blood All but first three pints 
per calendar year For first three pints ⁽⁴⁾

2017 Medicare Part A: Hospital Insurance – Covered Services Per Benefit Period

1	These figures are for 2017 and are subject to change each year. 
2	Lifetime reserve days may be used only once.
3	Neither Medicare nor Medicare Supplement (Medigap) insurance will pay for most nursing home care.
4	To the extent the blood deductible is met under one part of Medicare during the calendar year it does not have to be met under the other part.

NOTE: The Medicare Part A premium is $0 for eligible beneficiaries. For those who are ineligible, the Medicare Part A premium is $413 per month for those 
who worked fewer than 30 quarters, or $227 per month for those who worked between 30 and 40 quarters.

A benefit period begins on the first day you receive services as an inpatient in a hospital and ends after you have been out of the hospital or skilled nursing 
facility for 60 consecutive days.
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Services Benefit Medicare Pays You Pay ⁽5)
MEDICAL EXPENSE
Physicians’ services, outpatient medical 
and surgical services and supplies, physical 
and speech therapy, diagnostic tests, 
durable medical equipment, ambulance 
services, outpatient mental health 
services, etc.

Medicare pays for medical services 
in or out of the hospital.

80% of approved amount 
(after $183 deductible)

$183 deductible⁽6)
20% of approved amount and 
charges above approved amount⁽7)

CLINICAL LABORATORY SERVICES Blood tests, biopsies, urinalysis, etc. Generally 100% of 
approved amount. Nothing

HOME HEALTH CARE (also see Part A)
Medically necessary skilled care, home 
health aide services, medical supplies, 
etc. after a 3-day inpatient hospital stay 
beginning with visit 101 or beginning day 
one if there is no previous hospital stay.

100% part-time or intermittent 
nursing care and other services for 
as long as you meet criteria 
for benefits.

100% of approved amount Nothing

80% of approved amount for 
Durable Medical Equipment

$183 deductible⁽6)
20% of approved amount for Durable 
Medical Equipment

OUTPATIENT HOSPITAL TREATMENT
Reasonable and necessary services for 
the diagnosis or treatment of an illness or 
injury. (for inpatient see Part A)

Unlimited if medically necessary 80% of approved amount 
(after $183 deductible)

$183 deductible⁽6)
20% of approved amount

BLOOD Blood
80% of approved amount 
(after $183 deductible and  
starting with the 4th pint)

$183 deductible⁽6)
First 3 pints plus 20% of approved 
amount for additional pints⁽8) 

2017 Medicare Part B: Medical Insurance – Covered Services Per Calendar Year

The monthly Part B premium for 2017 is $134.
(Premiums will be higher for individuals with annual incomes of $85,000 or more and married couples with annual incomes of $170,000 or more.)

5	These figures are for 2017 and are subject to change each year. 
6	Once you have paid $183 for covered services, the Part B deductible does not apply to any other covered service(s) you receive for the rest of the 

calendar year.
7	The amount by which a physician’s charge can exceed the Medicare approved amount is limited by law.
8	To the extent the blood deductible is met under one part of Medicare during the calendar year, it does not have to be met under the other part.
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SHIIP’s interactive Web site tool allows individuals to 
compare Medicare supplement plans at the touch of 
their fingers. To the right you will see a snapshot of how 
the page appears. By simply entering your age, gender, 
the Medicare supplement plan you want to compare and 
whether or not you use tobacco products, the computer 
will generate a list of the companies offering that plan 
along with their estimated premiums. By clicking on the 
company name, you will be directed to other important 
aspects of the product. This site has the most up to date 
information of plans available in North Carolina. It is 
located at www.ncdoi.com/medisupp/search_new.asp.

Supplement Plans
A B C D F* G K L M N

         

      50% 75%  1

      50% 75%  

      50% 75%  

    50% 75%  

     50% 75% 50% 

 

 

     
N/A N/A N/A N/A N/A N/A $4,969 $2,560 N/A N/A

Benefits
Part A Coinsurance and 
Hospital Costs**

Part B Coinsurance 
or Copayment

Parts A/B Blood 
Deductibles (first 3 pints)

Part A Hospice Care 
Coinsurance or Copayment

Skilled Nursing Facility 
Coinsurance

Part A Deductible

Part B Deductible

Part B Excess
2

Foreign Travel Emergency

Out-of-Pocket Limit***

* Plan F also offers a high-deductible plan (F Prime) with the same benefits, but it does not pay until you have met the annual deductible 
of $2,200.

** Part A Hospital coinsurance costs after Medicare benefits are used up. Days 61-90: $329 per day of each benefit period. Days 91-150: 
$658 per “lifetime reserve day” for each benefit period (up to 60 days throughout your lifetime). Beyond 150 days: 100% up to 365 days.

*** After you meet your out-of-pocket yearly limit and your yearly Part B deductible, the plan pays 100% of covered services for the rest 
of the calendar year.
1 Plan N pays 100% of the Part B coinsurance except for a copayment of up to $20 for some office visits and a copayment of up to $50 for 
emergency room visits that don’t result in inpatient admission.
2 If you have Original Medicare and the amount a provider is legally permitted to charge is higher than the Medicare approved amount, 
the difference is called Excess Charge.

Standardized Medicare Supplement Plan Comparison Chart

Online Medicare Supplement 
Premium Comparison Database

Part A Deductible for 2017 is $1,316  |  Skilled Nursing Coinsurance (days 21-100) is $164.50/day  |  Part B Deductible for 2017 is $183
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Medicare Advantage Plans are health care options provided under Medicare Part C of the Medicare program. These 
plans are approved by Medicare but sold and serviced by private companies. There are several plan options available 
under Medicare Advantage such as managed care plans that involve a provider network (HMOs and PPOs) to those that 
are specially designed for people with certain chronic diseases and other specialized health needs (SNPs) and some 
that may or may not have a provider network (PFFS) requirement. Some Medicare Advantage plans include Medicare 
prescription drug coverage. 

To enroll in any Medicare Advantage plan option you must have both Medicare Part A and Medicare Part B. Once you 
enroll into a Medicare Advantage plan, you will not use your Original Medicare (red, white and blue) card as your 
Medicare Advantage plan will replace Original Medicare. Instead the Medicare Advantage plan will provide you with a 
member ID card to use when visiting your medical provider. Please note, you will continue to pay the Medicare Part B 
premium, and you might also have to pay an additional monthly premium charged by the Medicare Advantage plan. 

It is important to remember to check with your healthcare providers before making any change to your Medicare 
coverage to make sure they will accept the Medicare Advantage plan you are considering.

Medicare Part C: Medicare Advantage Plans

The Medicare Prescription Drug Plans, also called PDPs, are provided by private companies that sell plans approved by 
Medicare. You can identify an approved plan by the MedicareRx logo. All people who are new to Medicare have a seven 
month window to enroll in a Medicare Part D drug plan – three months before, the month of, and three months after their 
Medicare becomes effective. Remember, the month you enroll will affect the month your PDP is effective.

All people with Medicare are eligible to enroll in a PDP, regardless of income or assets; however, unless they are new to 
Medicare or are entitled to a Special Enrollment Period, they must enroll during the Open Enrollment Period (OEP) which is 
October 15 through December 7 each year. For assistance in understanding and enrolling in a Medicare PDP, you may visit 
the Medicare Web site at www.medicare.gov or contact SHIIP at 1-855-408-1212. 

NOTE: If you do not enroll in a Medicare PDP when you first become eligible, and you do not have creditable drug 
coverage in place, in most cases you will pay a penalty for life when you do enroll in a PDP during the OEP.

There is assistance available for people with Medicare who have limited incomes and resources. If they qualify, they can 
receive assistance with premiums, deductibles and co-payments for their prescriptions. If someone has a monthly income 
below $1,508 as an individual or $2,030 as a married couple living together and assets lower than $13,820 as an individual 
or $27,600 as a married couple living together (includes $1,500/person funeral or burial expense), they can visit their local 
Social Security office, call Social Security toll free at 1-800-772-1213, visit www.socialsecurity‌. gov,  or request an extra help 
assistance application by contacting SHIIP. People who qualify for any level of Medicaid automatically qualify for LIS and do 
not need to apply.

NOTE: If you applied for Extra Help and have a letter stating that you do not qualify for assistance, you are still eligible to 
enroll in a PDP during your 7 month Initial Enrollment Period or during the annual Open Enrollment Period (Oct. 15 –  
Dec. 7) and will be responsible for paying the premiums, deductibles and co-payments.

Medicare Part D: Prescription Drug Plans Benefit
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Covered Services Who is Covered What You Pay
One-Time Welcome to Medicare Preventive 
Visit and Yearly Wellness Visit
One-time “Welcome to Medicare”preventive visit 
within twelve months of the day your Medicare 
Part B becomes effective. After you have had Part 
B for longer than 12 months you can get a “yearly 
wellness visit” to develop or update a prevention 
plan based on your current health and risk factors.

All people with Medicare You pay nothing for the “Welcome to Medicare” preventive visit or 
the yearly “Wellness” visit if the doctor accepts assignment. The 
Part B deductible does not apply; however, if your doctor performs 
additional tests or services during the same visit that aren’t covered 
under these preventive benefits, you may have to pay coinsurance, 
and the Part B deductible may apply.

Colorectal Cancer Screening
Fecal Occult Blood Test – Once every 12 months. 
Flexible Sigmoidoscopy – Once every 48 months. 
Screening Colonoscopy – Once every 10 years, but 
not within 48 months of a screening sigmoidoscopy 
if you are not at high risk for colon cancer. Once 
every 24 months if you are high risk for colon cancer. 
Barium Enema – Once every 48 months (or every 24 
months if you are high risk) when used instead of 
sigmoidoscopy or colonoscopy.

All people with Medicare age 50 and 
older or at high risk for colorectal 
cancer, but there is no minimum age 
for having a screening colonoscopy.

Fecal Occult Blood Test – You pay nothing.
Flexible Sigmoidoscopy and Screening Colonoscopy – You pay nothing 
if your doctor accepts assignment. However, if a screening test 
results in a biopsy or removal of a lesion or growth, the procedure is 
considered diagnostic and you may have to pay a copayment; in which 
case, the Part B deductible does not apply. 
Barium Enema – You pay 20% of the Medicare-approved amount for 
the doctor’s services. The Part B deductible does not apply. If done in 
a hospital outpatient setting, you pay a copayment.

Breast Cancer Screening (Mammogram)
Once every 12 months for screening mammogram. 
Diagnostic mammogram covered when medically 
necessary.

All women with Medicare age 40 and 
older. Women can get one baseline 
mammogram between ages 35 and 39.

Screening Mammogram – You pay nothing for the test if the doctor 
accepts assignment. 
Diagnostic Mammogram – You pay 20% of the Medicare-approved 
amount.

Cervical and Vaginal Cancer Screening
Pap test and pelvic exam to check for cervical and 
vaginal cancers once every 24 months. Once every 
12 months if you are at high risk for cervical or 
vaginal cancer or if you are of childbearing age and 
have had an abnormal Pap in the past three years.

All women with Medicare. You pay nothing for the lab Pap test, nothing for the Pap test specimen 
collection and nothing for the pelvic exam if the doctor accepts 
assignment.

Prostate Cancer Screening
Digital Rectal Exam – Once every 12 months.
Prostate Specific Antigen (PSA) Test – Once every 12 
months.

All men with Medicare over age 50. Digital Rectal Exam – 20% of the Medicare-approved amount after the 
annual Part B deductible. If done in a hospital outpatient setting, you 
pay a copayment. 
PSA Test – You pay nothing for the test. The Part B deductible does not 
apply.

Medicare Preventive Benefits

(Refer to your Medicare & You Handbook for a complete list of Preventive Benefits)
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Covered Services Who is Covered What You Pay

Cardiovascular Screening
Screening blood tests for early detection of 
cardiovascular (heart) disease. Medicare covers 
screening tests for cholesterol, lipid and triglyceride 
levels every 5 years.

All people with Medicare. You pay nothing for the test. The Part B deductible does not apply. You 
will pay 20% of the Medicare-approved amount for the doctor’s visit.

Diabetes Screening, Supplies and  
Self-Management Training

All people with Medicare who have 
diabetes (insulin users and non-users).

20% of the Medicare-approved amount after the annual Part B 
deductible.

Coverage for glucose monitors, test strips, lancets 
and self-management training

Coverage for medical nutrition therapy services 
for beneficiaries with diabetes or kidney disease, 
including diagnostic therapy and counseling services 
furnished by a registered dietitian or nutrition 
professional.

Certain people with Medicare who 
have diabetes, kidney disease (not on 
dialysis) or had a kidney transplant 
within the last 3 years. Your doctor 
needs to refer you for this service.

20% of the Medicare-approved amount after the annual Part B 
deductible.

Up to two screening (Fasting Blood Glucose) tests 
a year for Medicare beneficiaries at risk for getting 
diabetes

People with Medicare who are at risk 
for diabetes.

You pay nothing if your doctor or health care provider accepts 
assignment.

Shots (Flu, Pneumococcal, Hepatitis B)
Flu Shot – Once a year in the fall or winter. 
Pneumococcal (Pneumonia) Shot – One shot in a 
lifetime if your doctor deems necessary.
Hepatitis B Shot (one series, three shots) – If you are 
at medium to high risk for hepatitis.

All people with Medicare. Flu Shot – You pay nothing. The Part B deductible does not apply.
Pneumococcal and Hepatitis B Shots – You pay nothing if your doctor 
accepts assignment. The Part B deductible does not apply.

Glaucoma Screening
Once every 12 months. Must be done or supervised 
by an eye doctor who is legally allowed to do this 
test in your state. 

People at high risk for glaucoma, 
including people with diabetes or a 
family history of glaucoma, African 
Americans age 50 and older, or 
Hispanic Americans age 65 or older.

20% of the Medicare-approved amount after the annual Part B 
deductible.

HIV (Human Immunodeficiency Virus) Screening 
Once every 12 months, or up to 3 times during a 
pregnancy.

All people with Medicare. You pay nothing for the test, but you generally have to pay 20% of the 
Medicare-approved amount for the doctor’s visit.

Bone Mass Measurements
Once every 24 months for beneficiaries at risk for 
osteoporosis (more often if medically necessary).

Certain people with Medicare who are 
at risk for losing bone mass. Discuss 
with your doctor.

You pay nothing if your doctor accepts assignment.

95

95



Form No. COMBO (Revised 2/17)

Your Medicare Coverage Choices at a Glance

When you become eligible for Medicare, you will be able to choose between:
1.	 Parts A & B (Original Medicare), Part D (Prescription Drug Benefit), and potentially Medicare Supplement Insurance
2.	 Part C (Medicare Advantage Plan)

When comparing coverage, it’s important to look at the two core options first: Original Medicare and Medicare Advantage. 
Note that Medicare Advantage plans come in many types (the most common are HMOs and PPOs) and must cover the same 
benefits as Parts A & B of Original Medicare.*

It’s also important to consider the potential to add a Medicare Supplement (or Medigap) policy to your Original Medicare 
to help cover all or some of the costs of Parts A & B. Remember, you cannot have both a Medicare Supplement policy and a 
Medicare Advantage Plan. If you need help comparing Original Medicare and Medicare Advantage Plans, use these steps to 
help you decide.

Original Medicare
(Parts A & B)

Part A
Hospital 

Insurance

Part B
Medical 

Insurance

Medicare Advantage Plan**
(Part C)

Combines Hospital & Medical
(Managed Care plans offered by 

private insurance companies)

OR

Do you need to add 
supplemental coverage?

Medicare 
Supplement Insurance

(also called Medigap plans)

Part D 
Prescription Drug Coverage

(PDP Plan)

Available with or without 
Prescription Coverage.***

*** Most Medicare Advantage Plans cover 
prescriptions drugs. You may be able to add 
drug coverage in some plan types if not already 
included.

* If you enroll in Part C, you are still in the 
Medicare program and are responsible for 
payment of Part B premiums.

**You must have enrolled in both Medicare Part A
and Part B with SSA to sign up for Medicare  
Advantage (Part C).

Do you need to add drug coverage?
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The Top 6 Reasons to Hire an Elder Law Attorney 

 
Seniors face complex legal concerns that are often different from what they faced 
when they were younger. Actions taken may have unintended legal effects. As a 
senior or someone who’s helping make decisions for a senior, it’s important that you 
work with an attorney who is an expert in Elder Law. 
 
What Is Elder Law? 
Elder Law encompasses many different fields of law. An Elder Law attorney 
specializes in how to best use their knowledge to fit the needs of seniors. Some of 
these fields include: 
 
• Preservation/transfer of assets seeking to avoid spousal impoverishment when a 
spouse enters a nursing home 
• Medicaid 
• Medicare claims and appeals 
• Social security and disability claims and appeals 
• Supplemental and long-term health insurance issues 
• Disability planning, including use of durable powers of attorney, living trusts, 
"living wills," for financial management and health care decisions, and other means 
of delegating management and decision-making to another in case of incompetency 
or incapacity 
• Conservatorships and guardianships 
• Estate planning, including planning for the management of one's estate during life 
and its disposition on death through the use of trusts, wills, and other planning 
documents 
• Probate 
• Administration and management of trusts and estates 
• Long-term care placements in nursing home and life care communities 
• Nursing home issues including questions of patients' rights and nursing home 
quality 
• Elder abuse and fraud recovery cases 
• Housing issues, including discrimination and home equity conversions 
• Age discrimination in employment 
• Retirement, including public and private retirement benefits, survivor benefits, 
and pension benefits 
• Health law 
• Mental health law 
 
Most Elder Law attorneys do not specialize in every one of these areas, so when an 
attorney says he or she practices Elder Law, find out which of these matters he or 
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she handles. You will want to hire the attorney who regularly handles matters in the 
area of concern in your particular case and who will know enough about the other 
fields to question whether the action being taken might be affected by laws in any of 
the other areas of law. For example, if you are going to rewrite your will and your 
spouse is ill, the estate planner needs to know enough about Medicaid to know 
whether it is an issue with regard to your spouse's inheritance. 
 
Why Hire an Elder Law Attorney? 
Rather than being defined by technical legal distinctions, Elder Law is defined by the 
client to be served. 
 
An Elder Law attorney: 
 
1. Focuses his or her practice on the legal needs of seniors. 
 
2. Works with a variety of legal tools and techniques that specifically meet the goals 
and objectives of the older client. 
 
3. Uses a holistic approach to legal advice, taking into consideration the key issues 
facing seniors: housing, financial well-being, health and long-term care, and 
autonomy/quality of life. 
 
4. Brings to his or her practice a knowledge of the issues facing seniors that allows 
them and their staff to ignore the myths relating to aging and the competence of 
seniors. 
 
5. Will take into account and empathize with some of the physical and mental 
difficulties that often accompany the aging process. Their understanding of the real-
life problems of people as they age allows them to determine more easily the 
difference between the physical versus the mental disability of a client.  
 
6. Is tied into a formal or informal system of social workers, psychologists, and other 
elder care professionals who may be of assistance to you. 
 
How to Find an Elder Law Attorney 
Members of the National Academy of Elder Law Attorneys (NAELA) are attorneys 
who are experienced and trained in working with the legal problems of aging 
Americans and individuals of all ages with disabilities. Established in 1987, NAELA 
is a non-profit association that assists lawyers, bar organizations and others. The 
mission of NAELA is to establish NAELA members as the premier providers of legal 
advocacy, guidance and services to enhance the lives of people with special needs 
and people as they age. NAELA currently has members across the United States, 
Canada, Australia and the United Kingdom. For more information, visit NAELA.org. 
 
The clients served by Elder Law attorneys can be among society’s most vulnerable 
people, often seeking help when they are most in need of wise counsel and advice. 
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Because of this, NAELA members believe that Elder Law attorneys should aspire to a 
higher level of professional practice standards and so they developed Aspirational 
Standards to define them. Every member pledges to uphold the Aspirational 
Standards as a requirement of membership. 
 
Hiring an Elder Law attorney will give you peace of mind that the legal advice you 
seek will come from an expert in the legal needs of people as they age. 
 
To locate an Elder Law attorneys and for more information about the National 
Academy of Elder Law Attorneys, go to www.NAELA.org.  
 
This information is provided as a public service and is not intended as legal advice. 

Such advice should be obtained from a qualified Elder Law attorney. 

© National Academy of Elder Law Attorneys 
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This article describes, compares, and analyzes the roles and functions of guardianship and
several decision-making interventions previously identified as potential alternatives to

guardianship. An analytical framework, comprised of capacity, risk, complexity, and support,
is developed to assess performance expectations and identify limitations of four types of

decision-making interventions. Using case examples to illustrate how the framework applies to
practice, the capacity of different types of interventions to address needs and to substitute or

divert older adults from guardianship is examined. The article concludes with propositions
introduced to guide future research.

Key Words: Financial management, Alternatives to guardianship,
Alternatives to conservatorship, Protective services

Rethinking Alternatives to Guardianship1

Kathleen H. Wilber, PhD,2 and Sandra L. Reynolds, BA3

Over the last decade, a variety of financial and
health-related decision-making interventions have
been identified as potential alternatives to legal
guardianship. Guardianship, called conservatorship
in some states, refers to court appointment of surro-
gate decision makers for persons judged not compe-
tent to make their own decisions. The search for
alternatives (Hommel & Wood, 1990; Kapp & Detzel,
1992; Stiegel, 1992; Wilber, 1991) is driven, largely,
by the restrictive and paternalistic nature of guard-
ianship as an intervention. Underlying this search is
the assumption that less restrictive approaches will
balance the need for protection with the need for
self-determination by processes that Schmidt (1990)
distinguishes as diversion (delaying or preventing
the need for court appointment of a surrogate deci-
sion maker) and substitution (acting in place of
guardianship). Because financial and medical
decision-making interventions are important com-
ponents of guardianship, they are viewed as means
to help older persons avoid guardianship.

Societal aging and increasingly complex institu-
tional transactions suggest a growing role for ser-
vices that provide older persons assistance with
money management, benefits advocacy, estate plan-
ning, and medical decision making. For example,
current estimates are that between 1.5 and 3 million

1This article is based on research supported by a grant from the John
Randolph Haynes and Dora Haynes Foundation, Los Angeles, CA 90017, a
grant from the Borun Foundation, Los Angeles, CA 90024-1687 and grant
number 90AM-0153, from the Administration on Aging, Department of
Health and Human Services, Washington, DC 20201. Grantees undertaking
projects under government sponsorship are encouraged to express freely
their findings and conclusions. Points of view or opinions do not therefore
necessarily represent official Administration on Aging policy. The authors
wish to thank Leah Buturain, Mary Joy Quinn, Lori Stiegel, Winsor Schmidt,
Mary Baker, Arnie Possick, Kerry Burnight, and Julie Culver for their
assistance.

2Address correspondence to Kathleen H. Wilber, PhD, Assistant Profes-
sor, Gerontology and Public Administration, Andrus Gerontology Center,
University of Southern California, Los Angeles, CA 90089-0191.

'Doctoral Candidate, Andrus Gerontology Center, University of South-
ern California, Los Angeles, CA 90089-0191.

persons age 65 and older need help managing their
finances (National Center for Health Statistics, 1987;
Stone & Murtaugh, 1990). Of these, a conservatively
estimated 500,000 who are without relatives or
friends to assist them must look to social services or
to the private sector for help (American Association
of Retired Persons, 1992). Despite a high level of
need among low and moderate-income older adults,
financial management and health-related decision-
making interventions represent what Estes, Swan
and Associates (1993) refer to as a "no-care zone" or
underdeveloped social service in many communities
(Wilber & Buturain, 1992).

Although financial management and health-
related decision-making services have the potential
to affect the lives of dependent persons significantly,
these areas have received little attention from re-
searchers. Studies that have been conducted have
focused primarily on the process and problems of
legal guardianship. Identified problems with guard-
ianship include lack of due process in court proceed-
ings, poor performance and abuse by guardians, the
high economic costs of guardianship, the immutable
nature of the decision, and lack of oversight by the
courts (Alexander, 1990; Associated Press, 1987;
Bulcroft, 1992; Iris, 1988, 1990; Kapp, 1981, 1992;
Keith & Wacker, 1993; Steinberg, 1985; Stiegel,
1992). Although efforts have been underway during
the last decade to reform guardianship policies and
practices, implementation has been uneven. In addi-
tion, despite reforms, guardianship remains the in-
tervention of last resort because, without requiring
consent, it transfers an adult's authority to make
personal and estate-related decisions to a surrogate.

The search for interventions that prevent or substi-
tute for guardianship placement is a recent area of
interest, initiated by conceptually grouping a broad
array of services together as "alternatives to guard-
ianship" much the same way that community based
long-term care services have been considered "alter-
natives to institutionalization." Although such an
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approach is an important first step to differentiating
service areas, it tends to overshadow the distinct
roles, capabilities, and functions of financial man-
agement and health-related decisional options.

The purpose of this article is to describe, analyze,
and conceptualize financial and medical decision-
making interventions for older adults. We do this by
developing a theoretical framework to differentiate
the roles and functions of four types of service op-
tions within the context of current institutional ar-
rangements, policies, and practices. Although our
primary emphasis is on financial decision making, we
also discuss health-related decision-making ap-
proaches. We begin by presenting a typology of
decision-making interventions through which we ex-
amine current institutional arrangements, distin-
guish the benefits and liabilities associated with dif-
ferent types of interventions, and differentiate the
roles of various services. This typology is followed by
the development of an analytical framework com-
prised of capacity, risk, complexity, and support. The
framework is applied to a case study to illustrate
which alternatives are most appropriate under differ-
ent conditions. The article concludes with the pre-
sentation of several propositions regarding the sub-
stitution and diversion parameters of different
decision-making alternatives.

Typology of Decision-Making Options

In Chart 1, decision-making approaches are cate-
gorized according to the locus of decisional respon-
sibilities as: (1) services that support the older per-
son as decision maker; (2) services in which the
older person shares decisional responsibility with
another party; (3) services where the older person
delegates current and/or future decisional authority
to another party; and (4) services in which a surro-
gate decision maker is appointed for the older per-
son. Chart 1 also identifies service options available
within each category.

Supportive decision-making approaches, shown in
Cell 1, presume that the older adult has decisional
authority to direct transactions but requires help

executing decisions (Collopy, 1988; Smyer, 1993).
Supportive options, therefore, require decisional ca-
pacity for execution, can be terminated by the older
person at any time, and become invalid if the person
loses capacity. Supportive financial management ar-
rangements include formal bill-paying services (BPS)
provided by social service agencies and certified
financial planners (CFP); powers-of-attorney (POA)
assigned to a family member, friend, bank officer, or
attorney; and personal trusts, if language is not in-
cluded that allows the trust to continue after incapac-
ity. In addition to basic bill paying assistance, BPS
includes client education and counseling, benefits
advocacy, insurance billing, budgeting, and credit
management. Private fiduciaries (e.g., CFP) provide
similar services augmented by investment counsel-
ing and estate planning. Although BPS offered by
social service providers have not been shown to
substitute for guardianship (Wilber, 1991), potential
benefits include protection against financial exploi-
tation and consumer fraud and reduced risks of util-
ity shut-off, damaged credit, and eviction or foreclo-
sure. BPS provides some measure of safety, as most
programs have reasonable oversight mechanisms,
such as external audit procedures (Kapp, 1992;
Wilber & Buturain, 1993).

POA arrangements grant specific or general
powers to an agent to act on behalf of the older adult.
Benefits are client control, privacy, and ease of exe-
cution and cancellation. Limitations are that POAs
lack oversight mechanisms such as bonding, notice,
and legal advice, unless a corporate agent is in-
volved; POAs do not survive incapacity.

Case Example: Mrs. S., 76, suffered from hemiplegia
and mild cognitive impairment resulting from a
stroke. Although she was able to make decisions for
herself, she was unable to write and had difficulty
organizing and paying her mounting bills, including a
number of medical claims from an extended hospital
stay. The case management agency that coordinated
her home health, housekeeping, and personal care
services referred her to a non-profit daily money
management (DMM) service that assisted her with her
banking, budgeting, bill paying, and medical claim

Chart 1. Typology of Financial Management and Health-Related Decision-Making Services

Supportive CelM Shared Cell 2

• Elder retains decisional authority
• Elder delegates executional authority
Examples:

Powers of Attorney (POA)
Bill Paying Services (BPS)
Trusts (can be supportive)

• Elder shares and negotiates both decisional and executional
authority

Examples:
Joint Accounts
Joint Tenancy
Trusts (can be shared)

Delegated Cell 3 Surrogate Cell 4

• Elder exercises decisional authority prior to incapacity with
advance directives

Examples:
Living Wills
Durable Powers of Attorney (DPA)
Durable Powers of Attorney for Health Care (DPAHC)
Trusts (usually delegated)

• Decisional and executional authority transferred by formal
mechanisms

Examples:
Family Consent Laws
Representative Payee (rep payee)
Limited Guardianship
Plenary Guardianship
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forms. Because DMM is not designed to serve per-
sons who lack decisional capacity, her money man-
ager also helped her execute health and financial
advance directives so that her preferences would con-
tinue to guide decisions in the event that she became
mentally incapacitated.

Shared decision making, shown in Cell 2, involves
joint or negotiated responsibility between the older
person and another party. Shared decision making
includes joint accounts and joint tenancy arrange-
ments in which an elderly person with income or
assets other than federal transfer payments (e.g.,
Social Security, Supplemental Security Income, Vet-
erans Administration Pension, etc.) establishes joint
accounts or holds property with another person,
presumably a trusted family member or friend. Al-
though these arrangements require capacity when
they are executed, joint accounts and joint tenancy
(with rights of survivorship, as most are) survive both
incapacity and death. While joint accounts can pro-
vide authority for a designated party to access funds
to assist the older person in bill paying and investing,
no oversight is provided; nor is there any obligation
for the joint tenant to perform services.

Because older adults with capacity are frequently
co-trustees of their own estate, sharing decision-
making powers with another fiduciary, trusts are
included as a shared financial management service.
Trusts involve the drawing of documents that set
forth the instructions of the grantor for the manage-
ment of assets and income. Revocable Trusts, which
are the most widely used, can be changed or re-
scinded by the grantor at any time prior to incapacity
or death. Because most are written to anticipate
future incapacity, trusts also are included in Cell 3.

Case Example: Shortly after Mr. McD., 80, placed his
bank accounts and his home in joint tenancywith one
of his two sons, he suffered a massive infection from a
ruptured gall bladder. Rushed into surgery, he spent 3
months in the hospital in a semiconscious state. Al-
though he eventually recovered fully and resumed
control of his property and assets, during his hospital-
ization his son was able to manage all of his financial
affairs. Had he not recovered, however, upon his
death the property would transfer to the joint tenant,
suggesting that survivorship issues need to be consid-
ered in this type of arrangement.

Delegated decision making (Cell 3) relies on plan-
ning tools such as a durable power-of-attorney
(DPA), a durable power-of-attorney for health care
(DPAHC), and trusts to ensure that financial and
health care preferences of the person will survive
incapacity. Under DPA and DPAHC arrangements,
the older adult selects a responsible party to make
decisions in identified areas. Both the DPA and
DPAHC are relatively easy documents to enact, yet
they confer considerable authority to the agent. In
part, because they convey authority to address com-
plex decisional areas, DPA and DPAHC advance di-
rectives are believed to offer a viable means to divert
adults from guardianship (Alexander, 1990). Author-
ity is not absolute, however, as the agent may be
challenged if family conflict or competing interests

lead to problems. Because the presence of the
DPAHC does not always relieve the medical service
provider from the threat of legal action by a family
embroiled in conflict, some nursing homes and hos-
pitals may be unwilling to follow DPAHC directives,
for fear of costly litigation (Kapp & Detzel, 1992;
Moody, 1992). As with joint tenancy arrangements,
advance directives lack oversight protection while
conveying decisional authority to another.

Trusts are included in Cell 3 as well, because most
are written with language that specifies continuation
of the terms, under a designated fiduciary, after the
grantor no longer has the cognitive capacity to make
reasoned decisions. A trust allows the older adult to
designate a trustee to manage assets and to stipulate
the circumstances under which the trustee assumes
control. The trust also describes the manner in which
the assets are to be managed after the death or
incapacity of the grantor. A major benefit of trusts is
their versatility, in that they can be written to address
almost any need or concern of the grantor or benefi-
ciaries including complex investment and estate
management issues. Disadvantages include the costs
and complexity of arranging a trust including draw-
ing up the document, which generally must be done
by an attorney, and ongoing trustee's fees, typically
1-2% of the value of the assets per year for a corpo-
rate fiduciary. The benefits of using a corporate
trustee (typically, bank trust departments or law
firms) include regular methods of accountability and
the use of a neutral party in situations where compet-
ing interests create conflict. A family member or
friend can also be named as the trustee, thereby
keeping ongoing fees to a minimum. In addition to
durable powers-of-attorney and trusts, adults may
also nominate a guardian prior to incapacity. Courts
generally try to honor these preferences unless there
is a compelling reason (e.g., exploitation, neglect)
not to do so.

Case Example: Mr. B., 68, was rushed to the hospital
after suffering a massive heart attack. Some months
earlier he had executed a DPA and a DPAHC identify-
ing the oldest of his three daughters as his agent.
Because Mr. B. had previously notified his family and
his physician about the advance directive and had
addressed family members' concerns about his
wishes for a "do not resuscitate" order, his daughter
was accepted by significant others and medical per-
sonnel as his legitimate decision maker. Although Mr.
B. never recovered consciousness, his daughter man-
aged his finances and participated in making deci-
sions about his medical care during his hospitaliza-
tion and the 6 months he spent in a skilled nursing
facility prior to his death. Had Mr. B. been less explicit
about his decisions, family or physician disagreement
may have undermined the execution of his wishes.

Surrogate decision-making authority (Cell 4) is
transferred formally from an adult to another by state
statute (family consent laws), government stipulation
(representative payee), or court order (guardian-
ship). Currently 25 states have provisions for family
consent laws, which determine the order in which
family members may act as health care decision
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makers (e.g., spouse, adult children, other relatives)
(Sabatino, 1991). Although family consent laws have
provisions that ensure that a responsible party is
available in most instances, they do not address the
suitability of family members or the preferences of
the older person. A representative payee (rep payee)
is a person or entity specifically designated by the
Social Security Administration or other government
agency to receive federal transfer payments, such as
Social Security or Veterans Administration Pension
payments. Rep payee services are authorized based
on an assessment by a physician or other health care
professional that the beneficiary is unable to manage
finances because of a long-term or permanent de-
menting illness or mental disorder (Hortum, 1989).

Plenary guardianship is a legal process that grants
the guardian authority to act in virtually all areas of
the ward's life (Schmidt, Miller, Bell, & New, 1981).
Most often, a guardian is appointed after the observ-
ance of certain court procedures (i.e., petition, in-
vestigation, and hearing), if a person of authority,
usually a physician, determines that an individual
lacks capacity to make decisions and if a responsible
party is available to serve as guardian (Kapp, 1990). To
address both financial and personal risk, most states
separate guardianship into decisional power of the
person (e.g., living arrangements, physical well-
being, and medical treatment) and the estate (e.g.,
managing property, assets, and income). A guardian
can be appointed for one or both areas. The majority
of states' statutes also acknowledge that capacity is
situation-specific through provisions for limited
guardianship, which tailor surrogate decision-
making authority to the individual needs of the ward
by granting powers to the guardian only in areas
specifically stipulated by the court (Kapp, 1992). Ad-
vantages of guardianship are that it serves as a vehi-
cle to protect dependent adults and to conserve
assets by transferring decisional control to a surro-
gate. The authority to grant custodial and economic
control of an adult to a proxy represents a highly
problematical solution, however, because it rescinds
basic civil rights and autonomous decision making.
Some of these disadvantages are mitigated by limited
guardianships that protect dependent persons with-
out excessive restrictions. Disadvantages of limited
guardianship include resistance by some courts to
tailor guardianship because of the potential time
involved and the concern that the intervention will
be insufficient.

Case Example: Mr. S., 71, a resident of a single room
occupancy (SRO) hotel, received a modest Social Se-
curity benefit and Supplemental Security Income.
When Mr. S. failed to pay his rent for the third month
in a row, his building manager contacted a case man-
ager at the local senior center for assistance. In talking
with Mr. S., the case manager learned that he had
been signing his checks over to "a friend." He did not
know the friend's name or where he lived. A medical
workup suggested that Mr. S. was physically healthy
but suffered from moderate cognitive impairment as a
result of a dementing illness. In addition to home-
delivered meals and a shopping assistance program,
the case manager arranged for a local volunteer pro-

gram to serve as a rep payee for Mr. S. After paying all
the bills each month, the rep payee provided Mr. S.
with the remaining money to spend as he wished. This
arrangement worked well until Mr. S. was hospital-
ized with congestive heart failure resulting from a
damaged heart valve. Although his condition re-
quired treatment decisions, Mr. S. appeared to lack
capacity to make an informed medical decision or to
execute a DPAHC. Using the state's family consent
law, his closest relative, a niece, agreed to make
health-related decisions on his behalf. Had Mr. S.
resided in a state without health care consent legisla-
tion, guardianship might have been necessary.

A Framework for Analyzing Alternatives
to Guardianship

With the exception of the criterion of least restric-
tive appropriate alternative (Stiegel, 1992), the litera-
ture offers little guidance for determining the spe-
cific financial service or combination of services
most suitable to the needs of a particular older per-
son. Guidelines have been suggested, however, for
determining the appropriateness of guardianship,
including assessment of the older person's capacity
and potential risk (Heller, 1989; Nathanson, 1990). To
assess the suitability of decisional interventions to
address various executional and decisional needs
and the potential for substitution between interven-
tions, we incorporate capacity and risk standards
into a framework that also includes the complexity of
decisional issues and the availability and efficacy of
informal assistance. The relationship of different de-
cisional interventions to capacity, risk, and complex-
ity is shown in Table 1. The following case example is
used to illustrate how different characteristics of the
person and his/her situation affect decisional inter-
ventions.

Case Example: Scenario No. 1. Mrs. F., 83, recently
widowed, owned her own home and a small rental
home. She had a savings account of approximately
$35,000 and a modest stock portfolio. In addition to a
small return on her investments, her income included
rent from her second home and Social Security bene-
fits. Although she was mentally and physically able to
manage her finances, she had never done the book-
keeping and had no interest in learning how to review
bank statements, balance her checkbook, and make
investment decisions. After several weeks, she no-
ticed that a large number of bills and checks had
accumulated including several past due statements.
Confronting piles of bills on the kitchen counter, she
was unsure about how much she owed or what was
entailed in maintaining her investments.

In assessing the appropriateness of financial and
medical decision-making interventions for Mrs. F.,
her competence or decisional capacity is a critical
factor.

Competence/Capacity

Competence, or the cognitive capacity to make
decisions is both a legal term and a construct (AARP,
1992; Kapp, 1992). Legally, individuals are presumed
competent unless a court of law has rendered a
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Table 1. Characteristics of Financial and Health-Related Services Available to Older Persons

Service

Power of attorney

Bill-paying services

Joint accounts/
Joint tenancy

Durable power of attorney

Durable power of attorney
for health care

Representative payee

Personal trusts

Limited guardianship
Plenary guardianship

Capacity

Required
for Execution

Yes

Yes

Yes

Yes

Yes

No

Yes

No
No

Survives
Incapacity

No

Not usually

Yes

Yes

Yes

Yes

Yes, if drawn
properly

Yes
Yes

Appropriateness to Address Risk to the Older Person

Personal Risk:
High,

Medium, Low

Low

Low

Low

Low

Medium

Medium

Medium

High
High

Financial Risk:
High,

Medium, Low

Medium

Medium

Meidum

High

Low

Medium

High

High
High

Oversight or
Recourse

Oversight by family;
legal action

Agency audit;
legal action

Virtually none; legal
action

Oversight by family;
legal action

Oversight by family;
legal action

Virtually none by Fed.
Govt. Agency

Internal audit, banking
commissioner, legal
action

Court: legal action
Court: legal action

Complexity

Ability to Address
Complex Financial
or Medical Issues

Medium

Low

Low

Medium

Medium

Low

High

High
High

Note. These criteria assume the availability of an appropriate social support network.

formal judgment of incompetence. Conceptually,
competence refers to clinical judgment about the
extent to which an individual has a reasonable under-
standing of the nature and consequences of available
choices and can reach a reasoned decision, regard-
less of the actual choice made (Kapp, 1990). As with
competence, individuals are presumed to have ca-
pacity unless there is clear evidence to the contrary.
Although there is considerable variation among state
statutes as well as within the literature on the defini-
tion of competence and capacity, and they are often
used interchangeably, we follow Kapp (1990) in using
competence to refer to legal judgments and capacity
to mean clinical assessments. Decisions about capac-
ity made in a court of law generally are a prelude to a
finding of incompetence and the appointment of a
proxy decision maker. Such decisions rely, to a cer-
tain extent, on clinical judgments as to whether cli-
ents possess capacity; but judges, not clinicians, rule
on whether the client is legally competent (Kapp,
1990).

In the legal sense, competence is viewed as a
threshold concept — one either has it or does not. In
a clinical sense, however, capacity may be intermit-
tent, decision-specific (e.g., capacity to make in-
formed medical decisions versus ability to conduct
financial transactions), complete or limited (Bu-
chanan & Brock, 1986). Because a clinical determina-
tion of the extent and consequences of mental im-
pairment is inexact, Buchanan and Brock suggest
that standards of capacity represent value choices
rather than scientific ones. (A comprehensive discus-
sion of the determinants of competence and capacity
is beyond the scope of this article. For competing
perspectives see Buchanan & Brock, 1986, and
Culver & Gert, 1990.)

Despite its vagueness, assessing whether or not an
individual has capacity to make decisions is an im-

portant consideration for determining which ser-
vices are appropriate and which are not. As the first
panel of Table 1 indicates, decision-making service
options can be separated into those that assume
capacity when they are transacted, those that initially
assume capacity yet survive incapacity, and those
granted based on incapacity. Substitution between
services that differ on the presumption of capacity is
problematical for two reasons. First, from a practical
perspective, transactions by persons who lack capac-
ity may be invalid. Second, there is an inherent
contradiction in substituting a service that assumes
decisional authority for one that is designed for per-
sons who lack the capacity to make reasoned
choices.

While the first column under capacity, "Required
for execution," groups service arrangements accord-
ing to whether or not the older person must have
decisional capacity to establish the intervention, the
second column identifies approaches that survive
incapacity. For example, decisional capacity is re-
quired to execute trusts and durable powers-of-attor-
ney, as well as arrangements for shared decision-
making such as joint tenancy and joint accounts.
Unlike supportive arrangements, however, these
tools continue to be legally binding after the person
loses capacity. (Trusts must contain specific language
stipulating survival past incapacity of the grantor).
Therefore, when considering the capacity compo-
nent of the framework, delegated approaches over-
lap with surrogate approaches, including legal
guardianship, as a means to address the needs of
persons who lack capacity.

Case Commentary: Because Mrs. F. has capacity, she
may decide to use BPS from a daily money manage-
ment (DMM) social service program if one is available
in her community and she meets the income guide-
lines. While some DMM BPS accept clients with mod-
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erate, or even high, income through a sliding fee
schedule, many are designed to serve persons who
lack the resources to purchase fiduciary services from
the private sector, and few are equipped to manage
investments or complex estate planning. Some serve
higher income clients by providing routine money
management while contracting out investment coun-
seling. In addition to assisting Mrs. F. with day-to-day
financial matters, BPS could empower her by show-
ing her how to manage her finances, avoid financial
exploitation, and use financial management plan-
ning tools.

Although it would probably be more costly, Mrs. F.
could employ a bank or other private professional to
manage her finances, provide investment counsel-
ing, and assist her with estate planning. Or, she could
rely on informal assistance from a trusted friend or
neighbor.

Assessing and Addressing Risk to the Older Person
Case Example: Scenario No. 2. Mrs. F. turned to her

tenant for help. Prior to Mr. F.'s death, the tenant had
provided assistance with home repairs, grocery shop-
ping services, and gardening in exchange for rent
reduction. Several months after Mr. F.'s death, the
tenant began to take responsibility for paying Mrs.
F.'s bills and doing her banking. Eventually, she as-
signed him POA and included him on her bank ac-
count as a joint tenant. According to a concerned
neighbor, the tenant pressed her to negotiate a pur-
chase agreement on her rental property that was con-
siderably below its market value and even suggested
that she deed the property to him based on "the
considerable rent that he had paid."

Risk, presented in the middle panel of Table 1, is
the second component used to delineate service
appropriateness. Whereas decisional ability resides
within the person, risk involves the degree of danger
present in the contextual situation (Culver & Gert,
1990; Heller, 1989). Questions about risk address the
extent to which the older person's behavior, in the
context of environmental factors, threatens or sup-
ports his/her well-being. In the following discussion,
we consider two related areas of competing values
used to address risk: (a) decisional freedom versus
protection; and (b) privacy versus oversight.

Assessing risk involves balancing the right to self-
determination with the need for protection and re-
quires providers to confront the dilemma of when
their responsibility to protect a vulnerable incapaci-
tated person from serious harm overrides the older
person's right to self-determination (Culver & Gert,
1990). Although a determination of incapacity should
be the sine qua non of legal guardianship and other
interventions that remove choice, decisional inca-
pacity is a necessary but not sufficient determinant
for appointment of a surrogate. The second is the
extent to which risk threatens the well-being of an
older person who lacks capacity.

Risk can be divided into threats to the person's
health, personal safety, or financial well-being. For
example, an aged person who lacks capacity to as-
sess dangerous situations but who stays within a
supportive housing environment is not likely to re-
quire intervention as long as the situation remains

stable. Conversely, an older adult who lives indepen-
dently, lacks capacity, refuses assistance, and endan-
gers herself by wandering at night, walking in traffic,
or neglecting important health and hygiene care is a
candidate for intervention. In the area of financial
risk, a person with marginal capacity to manage fi-
nances may not require formal financial manage-
ment assistance if adequate family support and assis-
tance is available. (Informal support, the fourth area
of the framework, is discussed more extensively be-
low.) Conversely, intervention is suggested when an
older person lacks capacity and is at imminent risk of
being defrauded.

In situations where risk is questionable, a "lesser
of two evils" philosophy can be applied. This ap-
proach suggests that the severity of an intervention
should be considered in light of the potential conse-
quences if a less restrictive intervention or no inter-
vention at all is pursued. A guiding principle when
weighing which intervention to pursue for a person
who lacks capacity is that the anticipated direct bene-
fits of the intervention should outweigh the potential
costs to the older adult. When the situation is ambig-
uous, concern for freedom overshadows safety. (For
a comprehensive discussion of weighing the costs
and benefits of competing interests see Rein, 1992.)

The degree of risk that various financial manage-
ment and health-related decision-making interven-
tions are geared to address is depicted as high, me-
dium, and low in Table 1, middle panel, column 1
(personal risk) and Table 1, middle panel, column 2
(financial risk). When intervention is necessary, it is
important to consider which interventions are most
likely to reduce risk appropriately. For example, if
protective placement is found to be necessary be-
cause the person is in imminent danger, does the
intervention provide the designated decision maker
with the authority to make a protective placement?
If not, what other interventions would be more
appropriate?

A corollary to the costs and benefits of interven-
tion is the trade-off between privacy and oversight.
(Oversight mechanisms of various interventions are
depicted in Table 1, middle panel, column 3.) To
some extent, older persons who delegate decisional
authority to agents through trusts or DPAs do so to
protect their financial and personal privacy. In ex-
change for privacy and the autonomy of selecting the
surrogate, older people lose oversight and public
accountability. Although the extent of financial
abuse by agents and trustees is unknown because of
the difficulty of obtaining information on private
arrangements, it appears to be a problem of some
magnitude (Quinn, personal communication, Au-
gust 5, 1993; Schmidt, in press; Stiegel, in press).
Risk is high because of the private nature of the
relationships and the lack of redress. Unless a corpo-
rate fiduciary is involved, legal action through the
courts and bonding of the agent are the only meth-
ods of recourse for malfeasance by private agents.
When corporate surrogates are used, institutional
methods of oversight and accountability generally
are adequate. In contrast to private arrangements,
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surrogate decision-making mechanisms such as
guardianship and rep payee services have public
mechanisms to ensure accountability of the surro-
gate. It should be noted, however, that the effective-
ness of oversight has been questioned in these pro-
grams as we l l (Associated Press, 1987; U.S.
Congress, 1981).

Case Commentary: In Case Scenario No. 2, Mrs. F. has
chosen to rely on a POA and joint tenancy, ap-
proaches that entail virtually no oversight. Although
this appears to put her at risk for financial exploita-
tion, she has the decisional capacity to make her own
choices. Given Mrs. F.'s relationship with a third
party, referral to a supportive financial management
service such as BPS at this juncture is unlikely to result
in a successful intervention unless Mrs. F. is seeking
to change her financial management arrangements.
Although BPS providers support and execute clients'
decisions and offer advice on financial matters, they
have neither legal nor ethical authority to control
clients or assume responsibility for their decisions.
Nor do they have the authority to resolve complex
financial problems such as competing interests be-
tween family members or competing claims by third
parties. BPS providers have little authority to inter-
vene in instances of potential financial exploitation or
in situations where a person with capacity jeopardizes
her own safety. Assuming that she maintained capac-
ity and remained unwilling to change the arrange-
ment with her tenant, there is little in the way of
financial management remedies, short of advising her
of potential problems and offering to be available if
needed, that could be pursued.

Complexity
Case Example: Scenario No. 3. Two years after the
death of her husband, Mrs. F. had a massive stroke
which impaired both her cognitive and physical func-
tioning. After a prolonged period of recovery, find-
ings from a comprehensive assessment were that she
had moderate to severe irreversible dementia. Clearly
much of what happens after this depends on the steps
she had taken to plan for incapacity. If she had not
planned in any way and there were no appropriate
family members available to assist her, her options
would be limited. In addition, if her tenant had man-
aged her affairs in his own interest instead of hers, her
assets may have been diminished.

The question of which service is most appropriate
prior to incapacity and after a person loses capacity is
related to the extent to which the management of the
estate involves complex financial and real estate
transactions. Whereas capacity resides with the per-
son and risk addresses the interaction with the envi-
ronment, complexity refers to the ability of deci-
sional intervention to manage a variety of resources
and assets. For example, financial management
needs may range from modest federal transfer pay-
ments used to maintain basic necessities to complex
investments, real estate transactions, and estate
management needs. Using a ranking of high, me-
dium and low, the third panel of Table 1 identifies
financial management services designed to handle
complicated, moderately complex, or limited finan-
cial management or medical issues. For example, rep

payee is ranked low because it allows a surrogate to
collect federal transfer payments (Social Security,
Veterans Pensions, etc.) and disburse funds, but
confers no authority over other areas (i.e., checking
accounts, other income, real estate, or investments).
Similarly, joint tenancy allows flexibility to both ten-
ants on the property concerned, which typically con-
sist of bank accounts (less frequently real estate,
depending on the type of joint tenancy), but is silent
on any property not placed in joint tenancy. In con-
trast, advance directives such as DPA or trust ac-
counts usually grant an agent authority to manage
complex investments, while providing for current
and future estate and money management.

With advances in medical technology and increas-
ing institutional complexity, medical decision mak-
ing adds an additional component to complexity.
Concerns have been raised that guardianship is used
inappropriately because the interests of third parties
(i.e., hospitals, nursing homes, heirs, etc.) take pri-
ority over the interests of incapacitated patients. In
response, legislation such as the Patient Self Deter-
mination Act has been passed in an effort to encour-
age the use of advance directives for health care
decisions. The effectiveness of this legislation, how-
ever, has not yet been determined.

Case Commentary: Because Mrs. F. lacks capacity at
this juncture, BPS, shared powers, or advance direc-
tives are inappropriate. Options that assume incapac-
ity such as rep payee do not confer authority needed
to manage her affairs in most areas. Family consent
laws would cover her medical decision making but
she would still need a surrogate to manage her fi-
nances. In this situation, few options appear to be
available except for limited or plenary guardianship
placement.

Availability of an Adequate Support System
Case Exam pie: Scenario No. 4. If Mrs. F. had failed to
plan by executing a trust or advance directive and if
she retained property and financial assets, in addition
to her Social Security income, it is unlikely that any
combination of financial or health-related decision-
making services initiated at this time could substitute
for guardianship. The exception would be if she had
had an adequate informal support system. For exam-
ple, if the tenant had managed her affairs in her
interests and if his authority included health care
decision-making the current arrangement may be ad-
equate.

The ability of family or close friends to provide
informal decisional support for those with question-
able capacity is often overlooked as a possible alter-
native to formal approaches. Research on guardian-
ship and family caregiving has tended to ignore the
informal financial assistance provided by friends and
family. While formal interventions involve weighing
the trade-offs of freedom versus safety to determine
whether protective intervention is warranted, deci-
sional power is not always a zero sum game. In the
context of family decision making, Kapp (1991) sug-
gests that conceptualizing safety and freedom as
opposites is a mistake because it limits financial
decision-making choices to an either/or situation. In
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practice, decision making among older persons and
their families or significant others may be enhanced
when authority is shared (Jecker, 1990), or when
those with marginal or fluctuating capacity are as-
sisted informally by others. Close family members, in
particular, may be able to guide their relative to a
reasoned decision because they are likely to under-
stand the historical context of decisions, the older
person's previous preferences, and how best to con-
vey information. Assuming that the older person
benefits from the arrangement, adequate informal
support may eliminate the need for formalized surro-
gate interventions. The dilemma is ensuring that the
interests of the individual are served by informal as
well as the formal arrangements, as noted in the
earlier discussion of privacy.

Informal family decision making may provide an
effective method for some elderly persons, but it
assumes certain ideal conditions, including geo-
graphic proximity to significant others willing and
able to fulfill such roles, and the absence of compet-
ing interests, family conflicts, or uncomfortable rela-
tionships between those involved (Buchanan &
Brock, 1986). Additional problems with "influenced"
decision making include the possibility that third
parties will serve their own interests rather than the
interests of the older person, and the erosion of the
elderly person's autonomy and self-determination
that is likely to occur over time. For some older
adults, however, sharing or relinquishing significant
areas of authority is the solution of choice. Research
on decision making between caregiving dyads of
mothers and daughters suggests that both favor
child-directed decisions, partly due to the mothers'
surprisingly strong belief in the propriety of "pater-
nalism" directed from child to parent (Cicirelli,
1992). Such findings, however, may be specific to the
cohort of women who participated in the study.
Research on decisional autonomy in health care
among different cultures and cohorts (Wetle, 1991)
suggests that attitudes are related to such character-
istics as ethnicity and age/cohort differences.

As the preceding discussion has attempted to
show, the choice of which financial service or service
mix is most appropriate is driven by characteristics of
the older person (capacity), the situation (risk), and
the mix of assets and income (complexity). In addi-
tion to examining each alternative separately, it is
important to recognize that some interventions can
be used in concert (e.g., DPAHC and rep payee) to
balance the person's desire for autonomy and self-
determination, the family's and community's con-
cerns about safety, and corporate/provider concerns
about the need for an authorized decision maker.

Discussion

By delineating potential roles and areas of respon-
sibilities for each type of service, the analytical
framework illustrates how interactions between
characteristics of the older person and the environ-
ment govern which service mix is appropriate and
which is not. In addition, because only those services

that share functions will provide viable substitutions,
we suggest the following propositions:

• Financial services that demand capacity (BPS, POA)
will not substitute for services designed for older
persons who lack capacity (rep payee, limited or
plenary guardianship).

• Financial services that survive incapacity (DPA,
joint accounts, trusts) will not divert older persons
from guardianship if the individual's personal
well-being is imminently threatened unless they
contain provisions to address risk.

• Limited financial services targeted to older adults
who lack capacity (rep payee) will not substitute
for guardianship if the individual's personal well-
being is imminently threatened.

• Limited financial services targeted to older people
who lack capacity (rep payee) will not substitute for
guardianship if the individual's financial asset mix
exceeds the authority of the "substitute" to act.

• Financial services that survive incapacity (DPA,
joint accounts) or those targeted to older adults
who lack capacity (rep payee, DPA) will not substi-
tute or divert older persons from guardianship if
the individual's financial well-being is threatened
by the payee/agent.

The viability of alternatives also must be addressed
in light of institutional requirements, such as the
reluctance of many institutions to accept a POA to
convey real estate without the security of a court
appointment. Other instances include banks who
are unwilling to accept POAs that are not on their
own forms. This represents at most a minor delay for
the mentally competent elderly person who is asking
an agent or BPS provider to assist with supportive
decision making, but it is unmanageable for an agent
acting under a DPA for a client who has now become
incapable of signing the bank's papers.

Although the framework illustrates why BPS and
other approaches that assume capacity are not viable
substitutes for guardianship, it does not offer a ra-
tionale for why there has been widespread optimism
about the viability of these less restrictive ap-
proaches to serve as alternatives. Experience sug-
gests, however, that service providers look to guard-
ianship as a default bill-paying service because they
lack other available options. Confronted with the
choice of a restrictive intervention or no interven-
tion, providers and even friends and family often
prefer to err on the side of safety by referring mar-
ginal older adults to guardianship. For example, in
Los Angeles County, 80-90% of referrals are "non-
handled" by the Office of the Public Guardian (OPG)
because they are inappropriate. Steinberg (1985)
found that a high percentage of inappropriate refer-
rals were based on the need for money management.
These observations lead to two final propositions:

• While supportive interventions do not substitute
for appropriate guardianship, they can reduce the
number of inappropriate referrals to the guardian-
ship system and inappropriate use of guardianship
as a bill-paying service.

Vol. 35, No. 2,1995 255

 at U
niversity of N

orth C
arolina at C

hapel H
ill on O

ctober 3, 2014
http://gerontologist.oxfordjournals.org/

D
ow

nloaded from
 

107

107

http://gerontologist.oxfordjournals.org/


• Supportive interventions, initiated while the indi-
vidual has capacity, may delay somewhat the need
for guardianship for older adults with marginal
capacity, particularly when family or providers are
willing to err on the side of autonomy rather than
safety.

The study of substitution of decisional interven-
tions is still in its infancy. So far, the debate has
focused primarily on alternatives to guardianship, in
part, as a response to values of self-determination
and autonomy. In addition, guardianship has been
the standard policy response to incapacity and risk,
in older adults and the developmentally disabled. It
is instructive to remember that policy decisions tend
to define options and create incentives for certain
choices over others (Buchanan & Brock, 1986). Poli-
cies have developed that support the concept of
guardianship and, consequently, research has devel-
oped to evaluate such policies. While this emphasis
is natural, it overlooks the fact that the same policies
de-emphasize the rest of the repertoire of financial
and health-related decisional interventions.

The focus on less restrictive alternatives, while
important, also diverts attention from other pressing
problems that fall under the general area of financial
services for older persons. In addition to testing the
propositions proposed earlier, important areas of
future research include assessing unmet needs for
financial assistance and evaluating various strategies
and programs for how those needs can be ad-
dressed, examining how financial service support
affects quality of life, and clarifying the dimensions
of financial exploitation and evaluating potential in-
terventions.

Excessive reliance on initiatives to reduce guard-
ianship diverts decision makers from considering
appropriate types and levels of other financial man-
agement and health-related decision-making ser-
vices. While we agree that guardianship should only
be imposed in the highly circumscribed instances of
incapacity, high risk, complexity, and lack of infor-
mal solutions, those who assume that guardianship
is always the least desirable alternative, simply be-
cause it is the most restrictive, overlook the possibil-
ity that for some, it is the only viable option. Only in a
broader context can guardianship and other service
options be evaluated in terms of their ability to ad-
dress the problems of functionally and cognitively
dependent older adults.
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In Response to Your Needs...

The Journals of Gerontology
Have Changed

In 1995, The Gerontological Society of America celebrates its 50th
anniversary, and The Journals of Gerontology are marking 50 years
of publishing cutting-edge basic research in the field they helped
launch in 1945.

Responding to the demand for more focused information and more
timely publication of research, the four Journals of Gerontology,
formerly under one cover, are now produced as two specialized
publications. They remain four distinct journals, each with its own
Editor and Editorial Board. One publication, The Journals of Geron-
tology: Biological Sciences and Medical Sciences, will target re-
search in these fields while the other, The Journals of Gerontology:
Psychological Sciences and Social Sciences, will focus on aging
issues in the behavioral and social sciences. Each publication carries
the Table of Contents for its companion volume.

At the same time, the number of pages has increased by 25
percent, allowing the most timely presentation of the latest geronto-
logical research. At this time, individual members of The Geron-
tological Society of America will continue to receive both publica-
tions, along with The Gerontologist, as a benefit of membership at no
additional charge.

Because of the multidisciplinary nature of gerontology, it is hoped
that scientific libraries and other institutional subscribers will recog-
nize the importance of making research in all areas of aging available
and will continue to subscribe to both volumes of The Journals of
Gerontology as well as The Gerontologist.
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Robocall Hotline: (844)-8-NO-ROBO

All Other Complaints: (877)-5-NO-SCAM

Outside NC: 919-716-6000
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Free Security Freeze

What Is a Security Freeze?

A “security freeze” blocks access to your credit unless you have given your permission. This can prevent an identity thief

from opening a new account or getting credit in your name. All consumers can get a free security freeze online, by phone

or by mail. A security freeze, also known as a credit or a file freeze, can be lifted (or “thawed”) temporarily when you are

applying for credit, or removed permanently. Parents and guardians can also shield their children’s credit report with a

special Protected Consumer security freeze. These freezes can also be used to safeguard incapacitated adults.

How a Security Freeze Works

Once you’ve placed a security freeze on your credit, a creditor who asks to see your file will see a message that your

file is frozen. The creditor will not see your credit score, and may treat your application as incomplete but not

rejected.

Government agencies collecting child support payments or taxes and your existing creditors or collection

agencies acting on their behalf can continue to access your credit despite the freeze.

Other creditors may also use your information to offer you pre-approved credit. You can stop most credit offers by

calling (888) 5-OPT-OUT or visiting www.optoutprescreen.com.

You will still be able to get a free copy of your credit report annually from each credit bureau.

Freeze Your Credit for Free

Placing a security freeze on your credit reports can block an identity thief from opening a new account or getting credit in

your name. North Carolina residents can set up and manage security freezes free of charge. Credit bureaus must comply

with online or telephonic requests for a security freeze within one business day of receiving them. The credit bureaus must

comply with requests made by mail within 3 business days of receiving them.

How to Get Free Security Freezes Online

To establish your security freezes, you will need to contact each of the three credit bureaus online:

Equifax – Online Form

Experian – Online Form

TransUnion – Online Form

(Note: the links above will take you to the websites for the three credit bureaus. These sites are separate

from www.ncdoj.gov.)
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Be prepared to provide detailed information about yourself, including:

Your Full Name

Your Address

Your Date of Birth

Your Social Security Number

(Note: The credit bureaus already have this information in their files. You will be providing it to verify your identity.)

You can establish and manage a security freeze by mail or phone, as well as online.

Free Security Freezes by Mail

Credit bureaus must comply with your written request for a security freeze within three business days after they receive it.

To request a security freeze by mail, send a letter to each of the three credit bureaus listed below.

Your letter should include:

Your full name including middle initial and any suffix (such as Jr.)

Your home addresses for the last five years

Your Social Security number and date of birth

Two proofs of residence (examples: a copy of your driver’s license, utility bill, insurance statement, bank statement)

Police or DMV report if you’re a victim of identity theft

Note: The credit bureaus already have your name and other personal information in their files. You will be providing it to

verify your identity.

Free Security Freezes by Phone

Credit bureaus must comply with your request by phone for a security freeze within one business day. To place a freeze by

phone, call each of the three credit bureaus. Be prepared to supply the information listed above including your driver’s

license number and Social Security Number.

Contact the Credit Bureaus to Request a Security Freeze

Equifax

PO Box 105788

Atlanta, GA 30348

1-800-349-9960

Experian

PO Box 9554

Allen, TX 75013

1-888-397-3742

TransUnion

PO Box 2000

Chester, PA 19016

1-888-909-8872

Keep Your PINs or Passwords Safe
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Main Campus

114 West Edenton Street

Raleigh, NC 27603

p: (919) 716-6400

f: (919) 716-6750

State Crime Laboratory

121 East Tryon Road

Raleigh, NC 27603

p: (919) 582-8700

f: (919) 662-4475

NC Justice Academy

Salemburg Campus:

PO Box 99

Salemburg, NC 28385

p: (910) 525-4151

f: (910) 525-5439

NC Justice Academy

Edneyville Campus:

PO Box 600

Edneyville, NC 28727

p: (828) 685-3600

f: (828) 685-9933

Triad Regional

State Crime Laboratory

2306 West Meadowview Road

Suite 110

Greensboro, NC 27047

p: (336) 315-4900

f: (336) 315-4956

Western Regional

State Crime Laboratory

Sheri�s' Training & Standards

PO Box 629

Raleigh, NC 27602

p: (919) 779-8213

f: (919) 662-4515

Criminal Justice

Training & Standards

PO Drawer 149

Raleigh, NC 27602

When you freeze your credit, the company will send you confirmation of the placement of the freeze along with information

on how to remove the freeze, including any authentication information you will need, such as a PIN (Personal Identification

Number) or password. The information should be sent to you no later than five business days after placing the freeze. Make

sure to keep this authentication information in a safe place.

Protected Consumer Security Freezes

You can freeze the credit reports of children and incapacitated adults.

Lifting or Removing Your Freeze

You can request that a freeze be lifted for a specified period of time or removed by making the request to the credit

bureaus and providing proper identification. The credit bureaus must lift or remove a freeze one hour after receiving the

request when the consumer makes the request by telephone or online. If the request is made by mail, the credit bureaus

must lift or remove the freeze within 3 days after receiving such a request. Learn more about Lifting your Security Freeze.
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State Crime Laboratory

300 Saint Pauls Road

Hendersonville, NC 28727

p: (828) 654-0525

f: (828) 654-9682

p: (919) 661-5980

f: (919) 779-8210

NCDOJ does not represent individuals in private cases. Need an attorney?

  

CONTACT NCDOJ

© 2019 | all rights reserved | Website by AndiSites Inc.
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Jimmo Corrective Action Plan Completed
medicareadvocacy.org /jimmo-corrective-action-plan-completed/

Jimmo Corrective Action Plan Completed

CMS Adds Resources Regarding Medicare Coverage
To Help People Who Need Skilled Maintenance Nursing or Therapy

As ordered by the federal judge in Jimmo v. Sebelius, the Centers for Medicare and Medicaid Services (CMS)
published a new webpage containing important information about the Jimmo Settlement on its CMS.gov website.
The Jimmo webpage is the final step in a court-ordered Corrective Action Plan, designed to reinforce the fact that
Medicare does cover skilled nursing and skilled therapy services needed to maintain a patient’s function or to
prevent or slow decline. Improvement or progress is not necessary as long as skilled care is required. The Jimmo
standards apply to home health care, nursing home care, outpatient therapies, and, to a certain extent, for care in
Inpatient Rehabilitation Facilities/Hospitals.

The Jimmo webpage and other elements of the Corrective Action Plan should help ensure that the Jimmo
Settlement is implemented correctly and that it opens doors to Medicare coverage and necessary care for
beneficiaries who require maintenance care, including people with long-term, progressive, or debilitating conditions.
As required by the Court, CMS also provided additional training for Medicare decision-makers.

Judith A. Stein, Executive Director of the Center for Medicare Advocacy, which is lead counsel for the nationwide
class of Medicare beneficiaries said, “People living with MS, Parkinson’s, Alzheimer’s, paralysis and other long-term
conditions have waited long enough for this relief. We hope that the new CMS education and information, which can
be found at CMS.gov and printed out with the CMS logo, will help convince providers that Medicare really is
available for people who need this critical maintenance care.”

“After years of fighting over this standard in court, we are hopeful that Medicare has finally acknowledged that
beneficiaries with long-standing and chronic problems are entitled to maintenance skilled care to prevent or slow
decline in their overall condition,” said Michael Benvenuto, of Vermont Legal Aid, co-counsel for the Jimmo plaintiffs.

The new webpage contains an “ Important Message About the Jimmo Settlement ,” in which court-approved
language emphasizes that the Settlement “may reflect a change in practice” for providers and Medicare decision-
makers who erroneously believed that the Medicare program covers nursing and therapy services only when a
beneficiary is expected to improve.  Indeed, the new education and Jimmo webpage are important because many
health care providers still operate under this misconception, leading beneficiaries to be wrongly denied needed
services such as physical and occupational therapy.

This was the case, for example, for Mrs. B, who was denied necessary on-going physical therapy, needed to
maintain her condition after spinal surgery. While she had begun to walk again independently after nursing home
care, and out-patient PT, when the PT ended because it was “maintenance only,” Mrs. B declined and was no
longer able to ambulate independently.

One of the “Frequently Asked Questions” posted on the Jimmo CMS.gov page clarifies that this should not happen:
“The Medicare program does not require a patient to decline before covering medically necessary skilled nursing or
skilled therapy.”
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The Jimmo webpage contains fifteen such “Frequently Asked Questions,” which dispel other mistaken beliefs.  One
answer, confirms: “Skilled services would be covered where such skilled services are necessary to maintain the
patient’s current condition or prevent or slow further deterioration so long as the beneficiary requires skilled care for
the services to be safely and effectively provided.”

Judge Christina Reiss of the U.S. District Court in Vermont ordered the corrective action plan in February 2017 after
finding that CMS was in breach of the original Jimmo settlement agreement, which was reached in 2013. In addition
to the webpage, the Corrective Action Plan required CMS to offer additional training about coverage for skilled
maintenance care for Medicare’s contractors and adjudicators who decide whether coverage will be granted.

Under the original Jimmo Settlement, CMS revised several chapters of its policy manuals (including those for Skilled
Nursing Facility, Home Health, Outpatient Therapy and Inpatient Rehabilitation Facility). CMS also held an
educational campaign to clarify that improvement is not required for coverage of skilled care. Lawyers for the Jimmo
plaintiff class requested further action from the court when it became clear that too many people were still being
wrongfully denied Medicare coverage – in part because many health care providers had not been adequately
educated, and in part because many providers were still skeptical that Medicare would alter its coverage practices.
The new webpage offers CMS’s official imprimatur on the correct legal standard that improvement is not required
when there is a need for skilled care.

For more information about Medicare coverage for maintenance care and CMS’s new Jimmo webpage,
register for the Center for Medicare Advocacy’s free webinar , to be held September 27, 2017 at 3:00pm
EDT/12pm PDT.

Contact:
Matthew Shepard, Communications Director
MShepard@MedicareAdvocacy.org, (860) 456-7790

###

The Center for Medicare Advocacy, Inc. , established in 1986, is a national nonprofit, nonpartisan law organization
that provides education, advocacy and legal assistance to help older people and people with disabilities obtain fair
access to Medicare and quality health care. The Center is headquartered in Washington, DC and Connecticut, with
attorneys throughout the country.
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GRIEVING THE LIVING
During COVID-19, many senior communities complied with state mandated lockdown 
procedures, denying entry to family and other visitors who have loved ones living within those 
facilities.  In so many ways, this created tremendous hardship for all, but mostly for residents 
of facilities, or within their own homes, both sickly and healthy, who really need, love, and look 
forward to socialization with the world outside that facility.  Hardship doesn’t even attempt to 
describe those who had to endure sickness or death without the comfort and attention of their 
families, nor those families and loved ones that could not be there for the one sick or dying. 
This section will address grieving the living who are under a lockdown order. Here are some 
ways to help facilities or a loved one who is in a facility or homebound when you can’t visit 
during the COVID-19 lockdown order:

• Discuss if estate plans and living wills are up to date
• Discuss if they have contingency POAs in place in case their POAs are unavailable to assist because they

themselves are not well, they are essential workers or worse, pass away during this time.

Ways to stay connected include video chatting and providing iPads, tablets or smartphones to 
your loved ones, they can be dropped at the door. Many  facilities are providing  such devices  for 
their residents’ use with proper disinfectant protocols in place. 

Here are a few things to keep in mind:
• Facilities need to spend money on extra staff, if needed, and medical/cleaning supplies at this time and it may

be a hardship for them to buy iPads or tablets. Older people have had to get used to all new technology for
visually visiting with family such as FaceTime, Zoom, Skype etc. and will likely want to continue using these
after the quarantine is over.  But let’s remember there is no substitute for live in-person visits.

• Drop off goody bags of your loved ones’ favorite items. No homemade food, as everything needs to be wiped
off at the door.

Facilities can use:
• Card tables and TV trays (most facilities are having to implement a “stay in your room policy” and these

items can help residents who are now eating in their rooms and with doing solitary activities):
• Puzzles, crossword puzzles, word searches, pens and pencils, colored pencils, adult coloring books, deck of

playing cards, craft supplies...there are kits like sun-catcher paint kits they can do by themselves.
• Subscriptions to magazines or local newspapers. Most facilities are not allowed to share newspapers, playing

cards, etc. at this time.
• MP3 players with music loaded, speakers, radios, or CD Players with some CDs.

Help the entire facilites:
• Chalk walks - Leave messages on the sidewalk of the facility
• Send flowers or cards - have a group of people or children make cards (fight boredom!) and send them to the

facility
• Go visit at windows (but please don’t touch the windows!)
• Drop off (call ahead to let them know you are coming) a gallon or two of ice cream and sundae supplies.
• Call the facility and ask how they are doing and if there is anything their loved one needs such as toiletries,

seasonal clothing, etc.
• Like the communities Facebook page and encourage your family to do so, also.
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AGE LIKE YOU MEAN IT!SM

TOP TEN TAKEAWAYS 
1. If nothing else, focus immediately on your Disability Documents (Powers of Attorney for

Finances and Health Care Decision-Making) to avoid Guardianship.  Check your General Power
of Attorney (finances) for:
a. Durability
b. Power
c. Depth of Succession

2. When in a medical situation, separate your Health Care Power of Attorney from the Advance
Directive, and only provide them the Power of Attorney (for those who DO NOT WANT A DNR –
i.e. you would want to be resuscitated!

3. PAY ATTENTION DURING HOSPITALIZATIONS (YOU OR YOUR ADVOCATE):
a. Know your PATIENT STATUS (Observation or Admitted)
b. Advocate for Status
c. Know Your Rights and Know the Law (Jimmo Settlement)

4. Check Beneficiary Designations on IRA, Life Insurance, Annuities, Brokerage accounts for both
Primary and Contingent Designations.  NEVER name your estate as beneficiary on Probate-
Avoiding assets!

5. You don’t have to spend-down your money if faced with Nursing Home Care

6. Leverage your assets for Long Term Care options – make your money work for your Long-Term
Care Needs and for a Death Benefit

7. Protect your Family and Yourself by Protecting your Precious Assets – Primary Residence
Protection.  Position for optimal transfers

8. When you devise an estate plan, FOLLOW ITS DIRECTIONS or you may unravel the protection in
the plan

9. Don’t Accept the First Answer you get if it’s not the one you want to hear – insurance
companies, investment companies, health care, social security…

10. DO NOT RISK YOUR PRECIOUS ASSETS BY TRANSFERRING OUTRIGHT TO CHILDREN/OTHERS
(applies to during lifetime and upon death)
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