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TRANSMITTAL LETTER

20162020 Four Year Area PlAAnnual Update
Checkone W FY 16-207] FY 17-187 FY 18191 FY 1920

AAA Name: San Francisco Department of Aging and Adult Services PSA #6

This Area Plan isdreby submitted to the California Department of Aging for approval. The Governing
Board and the Advisory Council have each had the opportuni@grtacipate in the planning process and
to review and comment on the Area Plahe Governing BoardAdvisory Council, and Area Agency
Director activelysupport the planning and developmentafmunitybased systems of care and will
ensure compliance with the assurances set forth in this Areallindersigned recognize the
responsibility within each commupgito establish systems in order to address the care needs of older
individuals and their family caregivers in this planning and service area.

1.Edna James
(Type Name)

Signature: Governing Board Chair Date

2. Leon Schmidt
(Type Name)

Signature: Advisory Council Chair Date

3. Shireen McSpadden
(Type Name)

Signature: Area Agency Director Date

! Original signatures or official signature stamps are required.
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SECTION 1. MISSION STATEMENT

The San Francisco Human Services Agency has developed and adopted the followingvadgncy
vision and mission statements:

)l
)l

Visionni San Fr an c secammunityswhase cthiidrene youth, families, adults and

seniors arsafe,sels uf f i ci ent and thriving. o

Missioni The Human Ser vi c e sbeifggresabyfficipncyoamang es wel |
individuals,f ami | i es and communities in San Franci s

As the Aea Agency on Aging, the Department of Aging and Adult Services maintains the more specific
mission to:

T

AProvide | eadership in addressing issues tha
based systems of care that provide services which supporn dependence within
interdependent society, and which protect the quality of life of older persons and persons with
functional impairments; and to promote citizen involvement in the planning and delivery of
services. o



[This page intentionally left blank]



SECTION 2DESCRIPTION OF THE PLANNING AND SERVIGE
AREA (PSA)

Note: Senior population characteristics are described in more detail in Section 5 (Needs Assessment).

Only forty-seven square miles, the City and Couwrft§fan Francisco is unique. It is characterized by its
diversity, its distinct neighborhoods, an abundance of commbaggd service organizations that

provide an array of services for seniors and adults with disabilities, and a housing markeftéat is o
untenable for lowand middleincome persons. As a singteunty Planning and Service Area (PSA),
San Francisco is also unique in that it is entirely urban. The Department of Aging and Adult Services
(DAAS), a department of the San Francisco HumanviSes Agency, acts as the Area Agency on Aging
(AAA).

Physical Geography and Climate

San Francisco is also known for its hills and visté® housing stock is largely made up of old

buildings that sit closely together, many of which have staosniors or younger persons with

mobility impairments, these characteristics can present physical challSegesrs who would be

mobile and active in other communities may be isolated at home in San Francisco because of steep hills
and stairsWhile home nodifications can help make homes more accessible, these solutions are
unaffordatzz‘le to many older persons. Additionally, not all units can be modified due to layout and design
constraints.

Heat waves are an emerging risk associated with climate chargg known for its temperate climate,
San Francisco is projected to experience a substantial increase in the number of. kbsidaigslly,

the city has had an average of 12 days per year of temperature over 80 degrees, but Hbettme thesar
numberof hot days is expected to increase to e increase is not likely to be linear, as many more

hot days may occur in any given year, may last for extended periods, and may reach highBypeaks
mid-century San Francisco is projected to experiende4hot days per year, and by the end of the
century, 7094 San Franciscods temperatures may not ri ¢
recently had temperatures as high as 119 degrees, but the city is particularly vulnerable because only
11% of itshouseholds have air conditionifi§.During heat waves, seniors and persons with disabilities
and low income persons are at particular risk of illness and even death. They often fexistipge

health conditions such as diabetes that can be aggrdoatbd heat. Lowncome persons are less

likely to have air conditioning, and heat waves are often associated with energy blackouts, which may
isolate seniors in their homes without working refrigerators, fans, and elevators.

’San Francisco Mayordéds Office on Hou<20l8Aawsisaf Commun
Impediments to Fair Housing Choice. Accessed onlicl@er 1, 2015, at http://sf
moh.org/modules/showdocument.aspx?documentid=6333.

% San Francisco Planning & Urban Research Association (2011). Climate change hits home: Adaptation strategies
for the San Francisco Bay Area. May, 2011. Accessible at
http://www.spur.org/publications/library/report/climateangehits-home

4 Miller, N.L.; Jin, J.; Hayhoe, K.; and Auffhammer, M. (2007). Climate Change, Extreme He&lemtdkity

Demand in California. For: California Brgy Commission, August, 2007.
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Population Demographics

Over eight hundred thousand people live in San Francisco. Most (67%) are adults between age 18 and
59. The child population has been declining in San Francisco as families have moved to more affordable
areas; in 1990, 16% of the population was under ageitli®dw 13%. Twenty percentl61,777

individualsi are older adults age 60 and older.

Compared to state and national trends, San Francisco residents are more likely to be younger adults
between age 25 argd: 2% comparedo less tharl5% of the state ahnational populationsSimilar

trends are evident for adults age 35 to®4e child population is significantly smaller in San Francisco
than elsewhere.

Age Distribution of San Francisco, California, and United States Population

27%
24%
21%
18%
15%
12%
9%
6%
3%

0% Am
Oto17 |18to24 | 25to34 | 35to44 | 45to 54 | 551059 | 60to 64 | 65t0 74 | 7510 84 85+
mSF 13% 9% 21% 17% 14% 6% 6% 7% 5% 2%
ECAl 25% 11% 14% 14% 14% 6% 5% 6% 4% 2%
EUS| 24% 10% 13% 13% 14% 7% 6% 7% 4% 2%

Source: IPUMS 2012 3-Year Samples (SF & CA); ACS 2013 5-Year Sample (US)

The local labor market plays a major role in these trends. As shdowa, kan Francisco has long had
pronouncedates of higher education compared to state and national trends. Urban areas tend to have
higher rates of educational attainment, and higher education is more common among young people
compared to older generatmrnThe knowledge economy in San Francis@iomly established and

growing largeii places a premium on education and attracts younger adults without children.

Percent of Adults Age 25+ with At Least Some College Education
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Percent of Population with at Least Some College Education
80% 76%
69% 70%
Older adults have lower levels of70%
higher education and are less  gpq

likely to berefit from local job S0 B Adults
. o Age 25to 59
growth inthe technology ) _
industry Already at risk of for %% m Seniors
Age 60+

ageism they may be turned away3%% -
from high-paying positions 20% -
because a bacheygo
increasingly becoming a 0% |
minimum requirement. 1990 2000 2012

Source: IPUMS 1990 5% sample, 2000 5% sample, ACS 2012 3-Year Sample

Salaries have risen to keep pace wihaation levels, consequently driving up the cost of living in a
compact city with limited room for growth. The chart below illustrates changes in the proportion of
households making more than $200,000 per year, and the corresponding drop in the normduke of
income households.

San Francisco Household Income Distribution
1990, 2000, 2012*

25%
[l 1990
Total
Households:
305,327

20% -

15% m 2000
Total
Households:

330,682

10% -
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Total
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341,633
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0%

Under $25Kto S$50Kto $75Kto $100Kto $125Kto $150Kto $175Kto  $200K+
$25K S50K $75K $100K $§125K $150K $175K $200K

* Adjusted to 2012 dollars
Source: IPUMS 1990 5% Sample, 2000 5% sample, 2012 ACS 3-Year Sample

These trends have many implications for the senior population. Many older persons are working longer,
in part to make up for lost wages and savings due to the 2008 recession and also in reponse to
soaring cost of living. They may need to complete forWage jobs against younger adults who have
college degrees. As adult children leave for more affordable areas to raise their own families, their aging
parents are often left behind without théoimmal support of nearby family. More broadly, the increasing
social and economic distance between young, educated, affluent adults without ¢hitcney of

whom live in San Francisco for only a few years before moving to more affordable comniuaities



the large number of older, lelmcome seniors raises concerns about social cohesion and the
communityds continuing capacity for support.

San Franciscods greatest asset

is its diversity. Bpulation San Francisco Population is Increasingly Asian-Pacific Islander;
demographics have shifted African-American Population Decreasing

over the last two decade®s  50% 47% 45%

shown to the right, whites are *~— .

45% ——
still the most common ethnic L T—— 1% —#-API

group but this is changing. 0%

The city is increasingly 35% P —
Asian-Pacific Islander (API).  30% ; e White

) . o-— 32%
African-Americans now 259 58%
constitute a smaller portion
: - 20% : 15%
of the cityods population, ux ° Latino

decreasing from eleven to six 1%

perent. Latinos have 10% —
increased from 13% to 15%. 5o, 11% \3%'\.

6% =- African-
s ; 0% American
As hlghllghte_d in _the Needs 1990 2000 2012
Assessment in this Area Plan N =723,626 N = 779,549 N = 812,138
(Section 5), these trends are  chart reflects major ethnic groups. "Other" not shown
heightened in the senior Source: IPUMS

population. Seniors are most
likely to be API (42%).

Thirteen percent of San Franciscans Hawéed English proficiency. Among adults age 18 to 59, this is
closer to 10%. Seniors are more likely to have limited English: 30%. Overall, slightly more than half of
the city speaks English as their primary language. The most common other langu&jesese (18%)

and Spanish (11%). Among the senior population age 60 and older, slightly less than half speak English
as their primary languag8ee Needs Assessment Part | (Section 5) for more information about senior
population trends.

San Francisco iable to meet the diverse needs and preferences of its residents in part through
partnerships with communiyased organizations, many of which focus on serving specific cultural
groups. This service provider network is a major asset. The DAAS Office oig,Aghich facilitates

the Older Americans Adunded services, contracts with over 50 agencies that provide services at over
100 siteghroughout the citySome services are not tiedkock-andmortar locatios but are provided

at t he cl| i suohta®homedelresed theals. dlrqugh these community partners, DAAS
funds services provided in English, Cantonese, Mandarin, Russian, Tagalog, Jafietrem®eseand
Korean. Congregate and hoelivered meals are tailored to meet a variety of preéa® including
Western, AmericatbouthernChinese, Latio, Japanese, kosher, and Sanidawaiian

The local provider network maintains a strong advocacy focus, another important resource for PSA 6.
Community advocates work tirelessly to secure attentesources, and support for seniors and adults
with disabilities. In recent years, the Coalition of Agencies Serving the Elderly has been successful in
securing additional funding for community services and the Aging and Disability Resource Center
network The Long Term Care Coordinating Council (an advisory laghointed by the Mayomade a

6



recommendation to the Mayor and Board of Supervisors that additional funding be extended to the
Community Living Fund, which received an annual budget increasenflfidn in FY 15-16. Other
communitybased organizations focus on improving collaboration and efficiency of the service system,
as well as empowering seniors and adults with disabilities how to advocate for themselves on a personal
level and in the commuty.

San Franciscob6s |l ong history of activism extend
leaders have dedicated significant funding for services that support the ability of seniors to age safely
and vibrantly in the community, well beyd the required match for Older Americans Act funding.

While the rising cost of living risks forcing levand middleincome persons out of San Francisco, it

also providegnhancedevenue, allowing the city to increase funding for social services. This has

allowed DAAS to expand existing services and explore innovative new programs, such as the
Community Living Fund, homeelivered groceries, and the Village model.

PSA 6 also faces notable resource constraints. Surromndiee sideby water, the cit has limited
space to develop additional housifRgal estate rates reach new levels each moraking it harder for
non-profit organizations to procure space to develop affordable houssngarket rental rates continue
to skyrocket, the amount of reuee lost for each unit offered as affordable housing unit increases,
disincentivizing developers to voluntarily designate units for lamd middleincome households.

The increasing cost of living impacts the availability of support for seniors. Asdghidd earlier,
middle-income families tend to leave the city for more affordable areas, leaving their aging parents
without adult children nearby to provide informal support. Paid service providers who support seniors

are also at risk of being forced obecause nearby counties have also become more expensive, they

may end up in more distant areas, such as Antioch and Vallejo. The commute in to San Francisco is long
and expensive for t hsmmmunty pakners face chilanges mamtey DAAS O
staff, who leave for higher paying positions with the county and/or in the healthcare field.
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SECTION 3DESCRIPTION OF THE AREA AGENCY ON AGING
(AAA)

This sectiordescribes the local AaeAgency on Aging (AAA), as well as its key partner agencies, and
outlines how the AAA carries out its role as a leader on aging issues.

San Francisco Department of Aging and Adult Services

In July 2000, the City and County of San Francisco created tparaent of Aging and Adult Services
(DAAS) to provide humane and protective services for vulnerable adults, including people with
disabilities, mentally ill persons, veterans and senltssnission is to provide leadership in the area of
aging and adulkervices, promote the involvement of older individuals and their caregivers in San
Francisco, develop commuribased systems of services to support the independence and protect the
quality of life for older persons, and coordinate activities and deiaster prepareéss plans for

this populationAs a public sector organization for the City and County of San Francisco, DAAS serves
as theAAAfor the City and County of San Francisco

The Area Plan budget, however, only includes funding relatec tOtfice on the Aging, which

allocates &iscal Year (FY) 20186 baseline ohpproximately 832 million of state, federal and local
general funds to 50 communibased organizations, one city agency, and one interiegirated Intake

and Referral UnitAlImost 80% of the OOA FY 186 budget comes from local general furfeisnds

included in the Area Plan budget are composed of the California Department of Aging state and federal
allocations and local general fund, plus cash match and program income ér@fiitle on the Aging
contractors

DAAS programs can be broadly categorized into four ndijasions. These divisions and the included
services aréescribed in detail below:

DAAS Division Community Services

There arghree primary programs in theAlAS Community Services division: Office on Aging,
Integrated Intake and Referral Unit, and the County Veterans Service Ofiese programs consist of
services provided through partnership with commubéged organizations and services that help
consumes living in the community access appropriate services.

x Office on the Aging
The Office on the Aging (OOA) is responsible for the program design, scope of services, and monitoring
of all programs and services funded by tladifGrnia Department of Agindt contracts wittover50
communitybaseddrganizations and one public agency to prowddell range of programs and services
for adults aged 60 and older and for adults with disabilifiee OOA targets frail, isolated, low income
and ethnic minority gnaps of seniors, including elderly lesbian, gay, bisexual and transgender persons
The services that the OOA funds include:
1 Adult Day Care Communitybasel program that provides nemedical care to persons 18 years of age
or older in need of personal caerdces, supervision or assistance essential for sustaining the activities
of daily living or for the protection of the individual on less than 4n@dr basis.
1 Aging and Disability Resource Center (ADREjovides information, referral, and assistance
sewvices at community hubs in neighborhoods throughout the city. Service is offered in a variety
of languages.



Alzhemer 6 s Day Car e:DRyecar@spacifically far ¢hase ia thesmoderate t
severe st ag e sseasdorrdldterd Heenentrgosecae néeds and behavioral
problems make it difficult for the individual to participate in existing day care programs

Brown Bag:Provision of sirplus and donated food products, produce, and nutrition education to
low-income older adults and aduitsth disabilities.

Case ManagemenCare coordination for older adults or adults with disabilities who are
experiencing a diminished capacity to function so that formal assistance is required. Services
include: assessing needs; developing care plangraitiyg, arranging and coordinating

services; followup monitoring; and reassessment.

Community ServiceServices that maintain or improve quality of life such as health
maintenance (exercise), education, translation, services that protect eldereigitesshat
promote socialization/participation, and services that assure access and coordination. Community
Services are provided in senior centers or activity cettiesaghout the city

Congregate MealdMeals provided in a group setting that consfdhe procurement,

preparation, transporting and serving of meals, as well as nutrition education.

Elder Abuse Preventior€onsultation with the Ombudsman Program and coordination with
Adult Protective Services and other abuse prevention services idgosmucation, outreach,
referral, and receipt of complaints on behalf of vulnerable seniors and adults with disabilities.
Emergency shoitierm homecare for senior§ime-limited personal care, homemaker, and chore
services to allow older adults to livefaly in the community, thereby preventing premature
institutionalization.

Empowerment for Seniors and Adults with DisabilitiBsiining programs for seniors and adults
with disabilities in community organizing, leadership, conducting effecting meetiogsssing
essential services, conflict resolution, promoting diversity and engaging in civic affairs and
advocacy.

Family Caregiver Support Progran@utreachand support focaregivers who assist older adults
Services include information and assistascgport groups;ounseling, respite services and
supplemental services to caregivers vah® havinglifficulty maintaining quality homecare.

Health Insurance Counseling and Advocacy Program (HICABunseling and information

about Medicare, supplementaddith insurance, lonagerm care insurance, managed care or
related health insurance; community education activities; advocacy; and legal representation.
Health PromotionProvidesevidencebased health promotion programs which have been proven
tobeeffeaa ve i n reducing ol der peopleds risk of
people to take more control over their own health through lifestyle changes, including health
education, wellness and exercise workshops.

Homecare Advocacyesponsible fobuilding collaborative networks; working collaboratively
with coalitions and health care professionals toward the expansion and improvement of long
term care plangt advocates for persons who are at risk for institutionalization, but unable to
obtain d&ordable and timely IHSS hel@hrough efforts to coordinate, plan and strategize with
community groups, unions, and local government, more seniors and adults with disabilities
receive critical irhome care

HomeDelivered MealsMeals for persons whoe@homebound because of illness, incapacitating
disability, isolation, or lack of a support network; includes nutrition education.

HomeDelivered GroceriesDelivery of grocery bags to loimcome persons who are in need of
additional nutrition resources barte unable to visit local food pantries or transport food home.
Recipients must have ability to store food and prepare meals.
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Housing Counseling/Advocachnformation for individuals in jeopardy of being evicted and
assistancen advocating for tenant rigs, as well agraining for individuals and groups so they
can inform the public about the need for affordable and accessible senior housing

Legal ServicestLegal advice, counseling and/or representation by an attorney person acting
under the supervisioof an attorneyAreas of expertise include: benefits appeals, eviction
prevention, consumer rights, estate planning, etc

LGBT Cultural Competency Training and Integration Progrdr:educate social service
providers about how to overcome service leasrthat exist for LGBT consumers. The goal of

the program is to improve access to services, thus improving the quality of life for LGBT
consumers.

Linkages and Respite Purchase of Serdrevention of premature or inappropriate
institutionalization of Elerly and functionally impaired adults, who may or may not be Nizdi
eligible, by providing care management, and information and assistance services

Medication ManagemenBrovides medication screening acmhsultation for clients enrolled in
OOA casamanagement servicés prevent incorrect medication and adverse drug reactions.
Money Managemen#ssistance to consumers in the management of income and abgets

may include, but is not limited to, payment of rent and utilities, purchase of foamtlaerd
necessities, and payment of insurance premiums, deductibles-pagiroents.

Naturalization ServicesServices that help legal permanent residents become naturalized
citizens, such as: (1) learn English as a second language, (2) prepare forhgtiesis(3)

increase awareness of resources, (4) assure access and coordination, (5) hands on assistance wit
completing N40O application, and (6) provide legal advice, counseling, and representation
Ombudsman Servicelivestigates allegations of aleusnd neglect made by mandated reporters
if the victim is in nursing homes, residential care facilities for the elderly, adult residential care
facilities, and other settings in accordance with California.lJdve Ombudsman also advocates
for behavioral halth consumers under 60 as well as the developmentally disabled who reside in
these settings.

Senior CompaniarFunds a small number of older persons to provide assistance to other older
adults. Supportive services provided by companions are intendelp tclieatsmaintain
independent livingvhile also enriching social interaction and providing a small stipend for
companions

Social Support Services to Hoarders and ClutterBravides support groups and eviction
assistance to individuals who compulsivatquire possessions and are unable to discard them.
This program also provides education and training to professionals working with target
population.

Taxi VouchersProvides taxivouchers to seniors and adults with disabilities who cannot take
public tansportation to medical appointments and other community services. The service is
provided by a noiprofit.

Transportation:Additional Paratransit servicdanded through MUNI and provided primarily by
communitybased organizations to offeheelchair lif-van and group van transportation to
seniors and adults with disabilities.

Village ProgramsThe Senior Village is a rapidly growing model of senior services
programming that promotes independent living and helps clients develop enhanced support
networks.The model is a membership organization through which paid staff and a volunteer
cadre coordinates a wide array of services and socialization activities for senior members. DAAS
funding is used to subsidize membership fees foritmeme persons.

11



x DAAS Integrated Intake and Referral Unit

Created to make services more accessible, the DAAS Integrated Intake and RefemalJities 24

hour information, referral and assistance for older adults and adults with disabilities, caregivers, and
communitybased orgnizations serving older adults and adults with disabilities. It is the hotline for
screening for In Home Supportive Services and referrals to Adult Protective Services, Home Delivered
Meals, Community Living Fund, Information, Referral and Consultatiod,aher types of calls. The

staff maintains a database for analysis and monitoring purposes. The Intake, Screening and
Consultationés Information and Referral service
DAASGs onl y di rbethetOffisceedm Aging: Ehis bfficenvebiksiclosely with the Aging

and Disability Resource Center (ADRC) in providing information and referral services.

x County Veterans Service Office (CVSO)

The County Veterans Service Office assists veterans, most of etgodisabled, and their dependents

in obtaining U. S. Department of Veterans Aff ai
represents veterans, their dependents and survivors during the benefits claims process. One of the goals
of CVSO is to povide outreach and service to homeless veterans. Currently the CVSO staffs a main
office and five ousstations.

DAAS Division Long-Term Care Operations

The LongTerm Care Operations Division consists of newer innovative programs focuasdisting

those in the communityo avoid institutionalization and helping people transition back to the community
after a period of institutionalizatiohese programs are the Community Living Fund, Care Transitions,
and Clinical Quality and Assurance Unit.

x Community Living Fund

The Community Living Fund (CLF) is a unique San Francisco creation. Launched in March 2007, this
fund is focused on preventing unnecessastitutionalization of seniors and adults with disabilitesl

helping those currently institutiafized transition back to the community if that is their preferred

location. CLFhas broad and flexible authority to use funds in whatever way deemed necessary to allow
seniors and adults with disabilities to reside in the commuiRgatively small portins of this funding

have been used for services like emergency hdeligered meals and transitional care in the past.
However, the primary use of the funding is an intensive case management program that also provides
purchase of services and items nedddd/e safely in the community for which there is no other payer.

x |HSS Care Transitions Program

The IHSS Care Transitions Program (CTP) is a new program in 2015. It is a revised continuation of a
transitional care system that DAAS developed through addesldemonstration project. This program

is focused on helping new IHSS applicants who are hospitalized transition smoothly back to the
community. This transitional care service is provided by staff from the DAAS Integrated Intake and
Referral Unit.

x Clinical Quality and Assurance Unit

In FY 1516, he DAAS Clinical and Quality Assurand€QA) Unit was developed to providginical
consultationdy Registered Nurses (RN) and Licensed Clinical Social Worker (LCISIWHSS and

APS consumers with complexmkcal needge.g.,complex medical, nursing and behavioral health
need3$. The CQA unitcreats client centered service plan and will refer client to community resources
who will best assist in recovery from @iraa, mental or physical illneds. particula, the LCSWs
advocateon behalf of clients to resolve crises; they suppomie of the most complex IHSS cases.

12



DAAS Division: Protective Services

The DAAS Protective Services Division consists of five servicAdult Protective Services, Public
Administrator, Public Conservator, Public Guardian, and Representative Pthagesupport the most
vulnerable seniors and adults with disabilities who are require or are at imminent risk of
institutionalization due to difficulty meeting their basic needs.

x  Adult Protective Services

Adult Protective Services investigates possible abuse or neglect of seniors and dependent adults. The
abuse may be physical, emotional, financial, neglect by others, -oreggéict. If abuse or neglect is
suspected, social workersopide shorterm counseling, case management and referral services that
ensure the ongoing safety of the persaault Protective Services will involve the courts if necessary

and if the victim agreest operates a 2&our hotline seven days a week.

x  Public Administrator

The Probate Code charges the Public Administrator to investigate and administer the estates of persons
who die with no known next of kin or without a will. One of the Public Administrator's main
responsibilities is investigatory: attermg to locate next of kin, locating and protecting the assets of the
deceased person and locating a will. Once a next of kin is located, the family member is often named as
the personal representative of the estate. However, for a variety of reasoasgyddytwvhen no next of

kin can be found or the estate is at risk for loss, waste or misappropriation, the Superior Court appoints
the Public Administrator as the personal representative of the estate and instructs it to administer the
estate. The Public Adinistrator is frequently appointed by the court as a neutral stake holder in
contested estates.

x  Public Conservator

The Public Conservator program provides mental health conservatorship, a legal procedure that
authorizes psychiatric treatment of a perimmd by the Court to be gravely disabled due to mental
illness and who is unable or unwilling to accept voluntary treatremilic Conservator services

include reports for placement hearings, psychosocial evaluations for the Superior Court, medical
congents, psychiatric medication consents, supervision of treatment, advocacy, placement and case
management of conservatees placed outside of San Francisco County.

x  Public Guardian

The Public Guardian program operates under the authority and directionSefggeor Court to

provide conservatorship of person and estate for people who are frail, elderly, and/or disabled and who
are substantially unable to provide for their own personal needs or manage finances or resist fraud or
undue influenceConservatordp services include: developing a care plan for both immediate and long
term care; conferring and advocating on behalf of the conservatee and managing finances, and
marshalling and protecting assets.

x Representative Payee Program

The Representative Paye@gram manages money for seniors and adults with disabilities who are
unable to manage their own finances to ensure that daily living needs are met and theingelhd
independence are protectdthese services are voluntary, and the consumer musthzage manager
to be eligible.
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DAAS Division: In-Home Supportive Services

x In-Home Supportive Services

In-Home Supportive Services (IHS@pvides home help workers to lancome elderly and disabled
and/or blind adults to remain in their homes rathan reside in an institution. Home help workers
assist physically fragile adults with household chores;medical personal care like bathing, grooming,
feeding or dressing, cooking and more physically challenging home maintenance aciiviéie22,00
seniors and disabled adults are enrolled in IHSS, and over 19,000 caregivers serve as independent
providers for IHSS clients.

As the Area Agency on Aging for PSA 6, DAAS works closely with several partner agencies to solicit
the input of consumers asdpport communitypased systems of services that support the independence
andprotect thequality of life of older individuals, adults with disabilities, and their careg.

Aging and Adult Services Commission

TheSan Francisco Aging and Adult Servig@smmission is a charter commission of the City and

County of San Francis@ndserves as the Governingoard for the AAA. Its purpose is to formulate,
evaluate and approve goals, objectives, plans and programs and to set policies consistent withl the overal
objectives of the City and County that are established by the Mayor and the Board of Supértgers

seven members.

The Commission maintains an annual statement of purpose, outlining its areas of jurisdiction,
authorities, purpose and goals, subfeateview and approval by the Mayor and the Board of
SupervisorsAfter public hearing, the Commission hears the DAAS budget and any budget
modifications or fund transfers requiring the approval of the Board of Supervisisss subject to the
Mayor'sfinal authority to initiate, prepare and submit the annual proposed budget on behalf of the
executive branch and theo8rd of Supervisors' authority.

Other issues before the Commission may be related to the various locajrvops and state
Committeesand Commissions such as the Area Agencies on the Aging Council of California and the
California Commission on the Aging and Adult Services

Advisory Council to Aging and Adult Services Commission

The Advisory Council to Aging and Adult Services Commisserves as a publiwvoice to review and

advi se DA ASdbkshedlny th& Area Agency on Aging, the Council carries out advisory
functions that further the area agency's mission to develop and coordinate corbasadysystems of
servicesSanFranc s co6s Advi sory Council to the Aging an
DAAS on: 1) developing and administering the area plan; 2) conducting public hearings; 3) representing
the interest of older persons and adults with disabilities; and 4) reviemihgpamenting on

community policies, programs and actions which affect older persons and adults with disabilities
Members also visit the OOgontracted agencies each year to assess their work and to gain a
comprehensive understanding of the senior ses\ineéwork

The Advisory Council includes eleven members wheeapep oi nt ed by San Franci s
Supervisors and eleven who are elected by the Council membdrsaimembership is made up of: 1)

more than 50 percent older persons, including miyardividuals who are consumers or who are

eligible to participate in programs; 2) representatives of older persons; 3) representatives of health care
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provider organizationst) representatives of supportive services provider organizations; 5) persons with
leadership experience in the @ie and voluntary sectors; 6) representatives of the leghyn
bisexualtransgender (LGBT) community; 7) members of the California Senior Legislature;)ahd 8
general public.

Long Term Care Coordinating Council

A key partner for DAAS is the Long Term Care Coordinating Council (LTCCC), established by Mayor
Gavin Newsom afterth8an Fr anci scob6s 2004 Living Wi th Digr
to meet the needs of t he tediThe)l6CCCisresponsible forp(b)pul at i
advising,implemening, and monitang communitybased long term care planning in San Frangisco

and (2) facilitatinghe improved coordination of home, commurtigsed, and institutional services for

older adults anddults with disabilitiesThe LTCCC and its subcommittees are workingrprove the

guality of the care and support, to expand the system capacity and to build a coalition of community
caregivers for the aging and persons with disabilities inFgamci€o. Consumers and service providers

hold the majority of seats on the Countihe goals othe AAA have beemlignedin the pastvith the

Living With Dignity Plandeveloped by theTCCC. The 20162020 Area Plan for PSA 6 reflects the

Long Term Care Integtion Strategic Plana joint project of the LTCCC and DAAf#halizedin 2013,

as well as topics investigated by LTCCC workgroups and discbiysbe entire councibver the last

four years

Role of the AAA

As the local AAA, DAAS is one critical part af larger service delivery system for commutifsed
long term careThe DAAS programs and those of other key county agencies are listed below.

Department of Aging and Adult Services Department of Public Health

9 Adult Protective Services 1 Community Behavimal Health Services

1 Community Living Fund i Health at Home

1 County Veterans Service Office 1 Housing and Urban Health

1 Integrated Intake and Referral Unit 1 Laguna Honda Hospital

1 In-Home Supportive Services 1 San Francisco General Hospital

1 Office on the Aging

9 Public Administrator Department of Parks and Recreation

9 Public Conservator Mayordés Office of Communi

9 Public Guardian Mayor é6s Office on Disabil

1 Representative Payee Program Mayor 6s Office of Housing
Municipal Transportation Agency

Department of Human Services San Francisco Housing Authority

1 Food Stamp Program San Francisco fA3110 Muldonec

1 Housing and Homeless Program
1 Medi-Cal Health Connections Program

Many critical services are provided by commu+sbsed organizations that are best suited to serve San
Franciscobds senior population, including those
management services, and community serviseme CBOs focus on particular spbpulations,

making their srvices invaluableFor example, the LGBT Cultural Competency Training and Integration
Program, and the Social Support Services to Hoarders and Clutterers Program each work directly with
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groups of consumers with specialized needs, allowing those protadeffer highly specialized and
appropriate services.

Provide Leadership

As the Area Agency on Aging, DAASt ands as San Franciscobds | ead

seniors Between June 2005 and December 2@kHe Hintonserved ashe executive dector of
DAAS. Ms . Hi nt o n 0 smoceaharB5eyearsimquding manyl directoflevel positionsin
communitybased organizations serving older persts.Hin t 0 ex@esencealso included servings
a lecturer/teacher in the field of Gerontolagydhas served on several boards, including the California
Association of Area Agencies on Aging and the National Association of Area Agencies on Aging
boards, professional associations and committees whose focus is long teimloaréen years at the
agency, she led DAAS to develop and implement a number of new initiatives and pragrases.
include, but are not limited to: evidenbased health promotion programs; an Aging and Disability
Resource Connection; social support services for hoarderdutetars; information, referral, and
assistance for seniors in Housing Authority buildings; a new model for deb¥¢ransitional care
servicesthe Community Living Fundandthe SF Connected computer technology and lab pragram

In April 2016, Shiree McSpadden was appointEsecutive Director of DAAS by Mayor Edwin Lee

Prior to that appointment, she had served as Interim Executive Director since December 2015, and prior

to that roleas Deputy Director of the departnmesince 2003Ms. McSpaddenhasor e t han 25
experience providing services to people with disabilities and seniors, in both the nonprofit and public
sectors. Ms. McSpadden has served on the boards of local community organizations and committees
such as Glide, Habitat for Human®an Francisco, Rebuilding Together San Francisco, and the
advisory board of UCSF6s Center for Aging in
organizations such as the California Association of Area Agencies on Aging, the California #h@socia

)

Di

of Public Administrators, Public Guardians, and Public Conservators, and the Probate and Mental Health

Advisory Committee of the California Judicial
Nonprofit Administration from the University of Sandficisco. She is an alumna of Leadership San
Francisco, Class of 2006.

The Aging and Adult Services Commission andAleisory Council to Aging and Adult Services
Commissiorsupport the leadership of the Area Agency on Aging in significant Wéngr roles are
discussecarlier in this sectian

Promote the involvement of older individuals and their caregivers within its community

One way by which the AAA ensures the involvement of older persons within the community is in the
membership of the Long Termag Coordinating Council (LTCCCAs mentioned above, the
membership of this body is comprisedgely of consumers and advocaie47 of the 40membership

slots are reserved for consumers and advocBiesLTCCC also maintains several workgroups that
focus on key issues for the disabled and aging populations, including but not limited to housing,
technology, and palliative care. Workgroup participation is not limited to council members, and many
workgroup members are seniors, adults with disabilitieggoaers, and advocates from the community.
This counciland its workgroupplays a key role in ensuring that the programs and initiatives discussed
in the Area Plan are carried out, and offers insight into its development.

In addition, as mentioned abowtbe Advisory Councimembershipncludes seniors, adults with
disabilities and caregiverghis council plays a key role in ensuring that the programs and initiatives
discussed in the Area Plan are carried out, and offers insight into its development.
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Develop community based systems of services to support the independence and protect the quality of
life of older persons and adults with disabilities

A number of Agency initiatives speak to its efforts to support the independence and protect the quality
of life of older San FranciscarBhese includdut are not limited to

1 Community Living FundAs described above, the Community Living Fund was created in order
to facilitate transitions from institutional living to the community, and to support those vgho wi
to continue living in their home&undedalmostentirely at the local level, the program serves
low-income seniors and younger adults with disabilities to live safely in their homes as long as
possible.

1 Aging andDisability Resource ConnectioThe Agng and Disability Resource Center (ADRC)
network provide®nestop shopfor information and assistan¢&A) services for seniors and
younger adults with disabilitietn FY 1415, DAAS changed the service model. Previously, a
single agency visited ovab service sites for a handful of set hours per week. However, this
system proved too inconsistent for clients to make regular use of the service, and DAAS updated
the model to fund I&A specialists at nine community service sites. The new network has been
more successful at attracting a wide variety of cliehig of the most popular services provided
at these hubs are translation and assistance completing forms, including benefit applications.
These referrals and service connections help clients accegesehat will help them live
safely and vibrantly in the communitfhe initial funding from the California Department of
Aging to the San Francisco ADRC ended on June 30,.Z009 program is now funded locally
by DAAS.

1 Options CounselingAAS has ben providing Options Counselirsgnce 2012Social workers
in the community and staff from thi®AAS Integrated Intake and Referral Uhglp seniors and
people with disabilities learn more about theirldng r m car e opti ons, thin
preferences for their future, and create an action plan with specific steps for the client.

1 EvidenceBased Health Promotion ProgramBAAS currently funds health promotion programs
to help reduce fall risk and empower seniors to take control of their heatigh lifestyle
changesDAAS uses local funding to provide the evidefica s ed A Al ways Acti ve
offering physical fitness and falls prevention classes for seniors throughout tlg&asses are
led by certified wellness trainers and focusedtoengith and flexibility, lowimpact aerobics,
balance, and fall prevention. Using local and Older Americans Act funding, DAAS@is@acts
with a communitybased organization to provide an evidebased chronic disease self
management pradrndamecallli ed nfgH®

1 Village model The Senior Village is a rapidly growing model of senior services programming
that promotes independent living and helps clients develop enhanced support networks. The
model is a membership organization through which paifiatd a volunteer cadre coordinates a
wide array of services and socialization activities for senior members. Volunteers are typically a
mix of Village members and outside persons, such as high school students. These volunteers may
help driveamember® doct or s appointment or bring gr
Socialization activities are frequently based around common interests, such as a book clubs or
opera group. There are currently two Village programs in San Francisco; one intends toeserve t
entire city (although members thus far tend to live in the west and northern parts of the city) and
another that is focused in District 3. Over half of Village members reportedly live alone. OOA
funding is used to subsidize membership fees foritm@me persons.

1 Enhancements to case managem@@A has enhanced its communligised case management
program to maximize the impact for program clients. In FYL%4the Clinical Consultant
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Collaborative was expanded to increase support for case managéca|grgrinew/less

experienced case managers and those working at organizations with only one or two case
managers. Through the Collaborative, case managers receive individual consultation and
participate in group case review to support skill developmaedditdnally, OOA contracts with

a consulting pharmacist to review client medication regimens for adverse drug reactions. A part
time project manager is devoted to enhancing the online medication management module used in
the case management program dataldag=Y 1617, the DAAS Integrated Intake and Referral

Unit will assume responsibility for case management program intakes and maintaining a
centralized database to support efficient access to service.

1 Transitional care after hospitalizationk 2012, DAAS applied to participate in the Affordable
Care Actds Communi ty wiiehrwasdeSignedraacrease alialsoratton o g r a
betweenrcommunity and hospitabased provider# order to improveransitions of care across
settings, reduce avoidabhospital readmissions, and genecatgtsavings DAAS was awarded
a contract for December 2012 through May 2015, leading to the creation of the San Francisco
Transtional Care Prograrintegrating components of existing transitional care services, this
program was a hybrid coaching and/or care coordination model with tangible service packages
targetedor Medicare fedor-service clientsWhen the demonstration concluded in May 2015,
DAAS saw an opportunity to utilize the relationships and referral m&saseveloped through
that project to support IHSS clients and created the IHSS Care Transitions Program (CTP). The
DAAS Integrated Intake and Referral Unit provides this service and aims to serve 1,000 clients
in FY 15-16.

Coordinate activities and devab disaster preparedness plans, with local and state emergency
response agencies and organizations
According to the California Department on Aging, the responsibilities of the Agency related to disaster
preparedness are:
1 Prepare the organization, staffd subcontractors to meet the challenges of a disaster
1 Support the emergency management community to ensure that the essentiairdistster
needs of older individuals and persons with disabilities are included in overall community
disaster planning
1 Document and report information to CDA and local Office of Emergency Services (OES)
regarding the impact of the disaster on service recipients, and where feasible, other older
individuals, their family caregivers, and persons with disabilities witreim PSA.

All CDA entities including AAAs, must prepare for disasters and participate in disaststance
activities on behalf of older persons and persons with disabilities within their span of .cimérol
Human Services AgendFHSA) 1 the umbrek agency that encompasses the Department of Adult
and Aging Services is meeting these responsibilities.

As a department withiSFHSA, DAAS is included in coordinating activities and the development of

disaster preparedness plaBBHSA is the city depament responsible for mass care and shelter after a
disaster. As such, the first priority of the Agency will be activation of the Department Operations Center
and set up of the Care and Shelter respartse Agency will work closely with the American RedoSs

and other members of the Care and Shelter response team to ensure that affected individuals and pets at
housed, fed, and otherwise cared for as quickly as possible after an emergency is. ddiclaFetEA

employees arestmed Disaster Services Workand are trained in emergency procedures.
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In the spring of 20075 F H S Aléneing unit developed an emergency response plan specifically for
vulnerable populations t | ays out the Agencyodés plans to pro
populations,ncluding support for elderly and disabled clients and relocation fedipaster homeless
personsCurrent disaster plans stipulate tB&HSA will use geographic information systems to help
manage its disaster responBefore and after disasters, theehgy will map the residences lof Home
Supportive Services (IHSS) and Adult Protective Servitieats who lack social and formal -gite

support IHSS staff will be assigned a list of these clietttSS staff will be instructed to call and/or

visit those clients within the first 72 hours of an emergency to check on their health and safety,
determine whether or not they have access to necessary supplies, and, if necessary, develop a plan to
remove them from their current living situation to a safer lonaNeighborhood Emergency Response
Team membeisSan Francisco residents that have attended specialized disaster responseitrainings
may also assist with this functiolm some instances, very vulnerable IHSS clients may be visited by

both SFHSA staff and community volunteergjiven the risks for this population in an emergency, this
level of attention is appropriate.
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SECTION 4PLANNING PROCESS / ESTABLISHING PRIORITIES

The current asses®nt is based on a series of research and planning efforts that have been conducted
over the last four years key foundation was the work of the Long Term Care Coordinating Council
(LTCCC). The Area Plan draws on the needs, service priorities, andigeatsied by the Council

Over the last year, DAAS has also conducted needs assessments that were tied to specific requests for
proposals, and these have been incorporated into the current assessment and planningAh&ess
extended these ad hoc effowtith needs assessment analypscifically for this Area Plan

Long Term Care Coordinating Council

As discussed in the prior section, tHECCC was created in 2004 provide policy guidanckor City

Hall leadershipregarding all issues related taproving communitypased longerm care and

supportive services. The Council was intended to be the single body in San Francisco that would
evaluate how different service delivery systems interacted and make recommendations about how to
improve service cadination Membership on the Long Term Coordinating Council is comprised of
three groupsThe largesgroupis consumers and advocatewith 170 f t he 40seatm ci | 6 s
dedicated to representing seniors and adults with disabiiiiésenseats are resexd forservice

providers, including representatives from services related to health, behavioral health, developmental
disabilities, and other disabilitieBight seats are designated foty and county departments

includingthe Department of Aging anddilt ServicesHuman Services Agencthe Department of
Public Health, the Mayor 0Gfficedof Housmgand@ommbnitys a b i | i t vy
Developmentthe San Francisco Housing Authority, and $a@ Francisco Municipal Transportation
Agency.

The LTCCC researches and makes recommendations relevant to seniors and adults with disabilities in
its regular monthly meetings of the full council, as well as in smaltekgroupsfocused orspecific
issuesCurrent workgroups are focused on housing//Mbing, age and disabilityfriendly efforts,

palliative caredementia care excellence oversigitd finance and policy aspects of letegm care

Members of the publinot on the Councihre welcome to join workgroupEhese workgroups offer

space tdurther research population needs and develop potential programmatic and policy solutions to
meet these needs. These findings are reported back to the large group for discussion and evaluation. The
full Council frequently hears presentations from city agesand nosprofit organizations and makes
recommendations to i mprove these efforts based
DAAS is frequently called upon to present on its work, including sharing plans for new programs and
discussing needdassessment workhe DAAS Executive Director is an LTCCC member and DAAS

staff participates in the smaller workgroups, offering additional opportunities for the LTAESSto
directyshape the departmenté6s understanding of pop!

The LTCCC has also producsttategic plans that inform tiigea Plan TheLiving With Dignity

Strategic Plan 2002013presentéda comprehensive strategy to improve caumity-based care and
support.In developing it, the LTCC gatherednformation fom key informant interviewsyorkgroup
researchfocus groups, community dialogues, amdonlinesurvey to analyze thecal servicss y st e moé s
strengths, weaknesseopportunities, and threafs list of potential goals, strategies, and objectives
emergedrom this work that drew from the 20009 Area PlanThese new goals were integmiato

the 20122016 Area Plan and carry avato the 20162020 Area Plan. TheTCCC and DAASalso

closdy collaboratedn theLong Term Care Integration Strategic Plpablished in 2013This plan
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provided recommendations to guide improvements in the organization, availability, and financing of
longt er m care, particularly in the context of 't he

Interim Needs Assessments

The informatia for the current needs assessment draws both from new research and from analyses that
have been conducted at different intervals over the last four years. Rather than have one intensive period
of assessment every four years, DAAS produced a series déspfédrts that were aligned with its
cycle of requests for proposals from community service providers, marshalling information on specific
target areas of need and incorporating the results into the description of needed services. This approach
made theassessments more timely, and it allowed the agency to utilize its resources more evenly.
Assessments that were conducted in the last two years, and that were incorporated into the 2012 needs
assessment, included:
1 Emergency Shofferm Home Care for Sen®(2015) This reportanalyzedcensus data to
identify population demographics adécussed locatends in oubf-home placemerdptions
to highlight themportance otemporary home care for seniors.
1 Consumer Advocacy (2013}his report assessed theeddora bundle of programs, including
HICAP; Home Care Advocacy; Housing Advocacy; Legal Services; Long Term Care Consumer
Rights Advocacy; Naturalization; and Senior Empowerment.
1 Nutrition Needs Assessment (2QIB)is report focused on the utilizatioh@OA-funded
nutrition programs and highlighted areas with potentially unmet need. This analysis supported
the allocation of $2.6 million in addback funding from the Mayor and Board of Supervisors.
1 Population Demographics by Supervisorial Distii2014) Thiswork analyzed population
demographics of seniors and adults with disabilities by supervisorial district.
9 Caregiver Support2013): This report analyzed local caregiver population characteristics and
estimated unmet need for caregiver support sesvice

The current DAAS needs assessment also drew from analysis led and/or supported by DAAS, including:

1 LGBT Aging at the Golden Gate (201%his report summarizes key findings and
recommendations from the LGBT Aging Policy Task Force about necessarywenm@ots to
meet the needs of LGBT seniors in San FranciBh report draws on other research completed
and published with the support of DAAS staff and analysts.

1 Nutrition Needs Assessment for Hearing on the Status of Hunger and Food S20adjy This
memo provided an overview of the DAAS nutrition programs and analyzed current capacity,
needs, and costs.

1 Increasing Broadband Access for Seniors and Adults with Disabilities in San Fra(R4®):
This report assessed the impact of the Broadbaokdnbéogy Opportunities Program (BTOP). It
also determined barriers for access and identified improvements to encourage seniors and adults
with disabilities to use technology and highpeed internet to overcome social isolation and
access resources for hisgl aging (among other potential positive impacts).

2015-2016 Needs Assessment

The20152016needs assessment drew on recent planning and research effprimauty relied upon
newanalysisabout needs, availablesources, and gaps in serviltezontains not only information
aboutOOA services and conswersbutall DAAS services and focuses alsotbe broader neeas the
community.For example, the assessment describes at length the housing pressures tmt confr
vulnerable San Franciscahs chdlenge far beyon®OA or DAAS resourcebut onethat deeply
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affects all seniors The sources of information for the assessment, both quantitative and qualitative, are

detailed in the tablbelow.

20152016Needs Assessment Information Sources

American
Community
Surveycensus
data (2012 &
2013)

This assessment relies on census data from the American FactFinder estimates an
Integrated Public Use Microdata Ser{fdl8UMS) datasets that provide more flexibility
and original analysid/Vherever possiblthe most recent data was used. At the time th
assessment was completed, the most recent FactFinder data was ther2ait3 5
estimates and the most recent multiyear IPUMS dataset was the-X@E2 8ampleAs
more recentlata is rolled out at more finitevels and with more specific variables,
DAAS will continue to analyze it, update the assessment information, ssehunate it
to the community. This assessment also used 5% sample data from the 1990 and 2
decennial census track trends over time

Surveys

The California Health Interview Survey is a collaborative project of the UCLA Cente
Health Policy Research, the California Department of Health Services, and the Pub
Health Institute. Localevel data are available for San Francisco ancgwecludedo
augment local informatiorAdditionally, DAAS has long worked with the San Francisd
Contr ol | e devetopg@estibndar nidrsand adults with disabilitissthe
biennialsurvey, which is conducted by a consultant firm and eslia representative
random sampling of city residentesponses from this survey help DAAS understang
experience andnmetneeds of seniors and adults with disabilitias2013, DAAS helpeq
lead a survey of LGBT seniors to learn about unmet needsbseiniers to service
utilization; this work is integrated into the assessment.

CA-GetCare
Consumer Datg

Nearly all consumers participating in O&énded programs areelled in an online
database, CAGetCare. Enrollment information identifies the pigs in which each
consumer participates, as well as the organization that provides services. Consume
records also include personal characteristics, such as ethnicity, primary language, [
fluency level, and zip code. This information was used tasagsends in the utilization ¢
OOA services.

Administrative
Data

Across is programsSFHSAserves over 2000 unique persons incay of
approximately 800,000. DAAS serves approximately 52,000 unique seniors and ad
with disabilities.To better uderstand the needs of specific populations, especially loy
income communities, the assessment drew from the administrative GaISA0 s
spectrum of programs, includir@palFresh homeless shelterby Home Supportive
Services Adult Protective Service§ounty Veterans Service Office, Community Livin
Fund, and the DAAS Integrated Intake and Referral.Uhite assessment also drew fr¢
S F H SA&adntract and fiscal databases to identify trends in financial support for sen
programs. Finally, the anaigautilized administrative data from other city agencéegh
as theHousing Authority. These information sources provided a broader context to
understanding the needs of San Francisco seniors and adults with disabilities.

Literature Staff condwted a literature review of relevant national, state, and local reports. It

Review examined research articles, the needs assessment also drew from research literatu
provided insights about needs and suggestions about best practices.

Consumer In order to gain additional perspective on the issues facing unique demographic grg

Focus Groups

San Francisco, focus groups were held wéhegivers and younger adults with
disabilities, as well aéfrican American, Asian/Pacific Islanddratino, and homeles
seniors These smaller,-14 person groups allowed participants to deleeply into
important topics, focusingpecificallyonthe unique needs of their demographic group
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2015-2016 Area Plan Goals and Objectives

The 20162020 Area Plan goakwre carred over from the prior Area Plan. These &t¢improve

quality of life; (2) Establish better coordination of servic€¥);Increase access to services; éd

Improve service quality. These goals were drawn from the LTC@&g With Dignityplan and renain

the underl ying mot i v atThesepridriteswer® revie®édsn canumonitye nt  wo
forums and also summarized and discussed at two public hearings for the prior Area Plan (at the DAAS
Advisory Council in April 2012 and the second at a nmgebf the Aging and Adults Services

Commission in May 2012). The DAAS Advisory Council is a large body comprised of service

providers, advocates, and consumers, and it makes policy recommendations to the Commission. The
Aging and Adult Services Commissigresponsible for setting DAAS policies. Public stakeholders,
including consumers, have an opportunity to express concerns and present ideas at these public hearings

The objectives for the 2018020 AreaPlan outlinemore specifi@action items that sygort these high

level goals. These objectives reflect priorities highlighted by the LTCCC and its workgroups, as well as
ideas and concerns raised by stakeholders through a variety of avenues. Every year, DAAS provides a
series obudget presentatigriorecastingthe upcoming fiscal yeaonce for thddAAS Advisory

Council andwice before thd&®AAS CommissionThese presentations off@pportunities for

consumers, othaommunity members and service providers to ask questiorshanetoncernsAlso,

the DAAS Advisory Councilanda group of service providers, t@malition of Agencies Serving the

Elderly, delivermonthly reports at the DAAS Commission meetit@spotlightkey areas of concern.

These entities ara@so frequently in direatontact with DAASeadership to give input on the needs of
seniors and adults with disabilities and make recommendations for department action. The current Area
Pl an objectives also draw on the DAAS Five Year
these prioritis were developed with input from DAAS program managers and Btaif to the Area

Plan submission to the California Department of Aging, these priorities were presented at public
hearings (at the April 2016 Advisory Council and DAAS Commission meetings).

Please see Section 10 of this Area Plan for the comprehensive presentation of goals, the rationale for

these goals, and the more specific objecti@r the next three yea DAAS will provide an update
on progress in these areas.
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SECTION 5NEEDS ASESSMENT

In preparation for the Area Plan, DAABmMpletesa largescale needs assessment repoery four

years This needs assessment analysis is publishedtas@alone reportused by a wide range of
stakeholders to learn about population and anegnatic trendand b inform advocacy and policy
decisions. Because DAAS is also charged to serve younger adults with disabilities age 18 to 59, this
population is included in the needs assessment.

This needs assessment analysis is structured in tws part
1 Part I: Demographic Profile (begins on pageofthis Area Plan)
1 Part Il: Analysis of Needand Services (begins on paged®3his Area Plan)

This analysis is presented before the DAAS Commission, DAAS Advisory Council, aneeomg
Care Coordinatig Council. The written assessment is made available on the DAAS website.
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Int roduction

The Ol der Americanédés Act (OAA) and the Ol der
Aging and Adult Services (DAAS), San Franci sc
community needs assessment every four years to determine the exiead 6br services and to

aid in the development of a plan for service delivery for older addi4S has extended the

focus of its attention to include the needs of younger adults with disabilitissteport ontains

the findings of the 201Beeds asssment process

This assessment is divided into two volumes. This first report is a broad quantitative and
gualitative profile of San Franciscobds senior
inventory of information, a reference for citizensn+ofit service providers, public sector

planners, and researchers. The second report examines the key service categories of the Office on
the Aging, discussing more specifically the needs and rationale that underlie the services, and
comparing trends ifunding.

Highlights from this first report related to the senior population include:

1T20% of the cityds population is 60 or ol de
grown by 18% since 2000 (compared to 4% overall city growth). This growth is
anticipated to continue as the Baby Boomer generation ages.

1 Over the last two decades, these seniors have become predominantly an immigrant
population. Most commonly, these immigrants were born in China and have become
naturalized citizens.

1 54% of seniors speakprimary language other than English.

1 16% have income below the federal poverty line (FPL), which was $11,770 for a single
household in 2015. Approximately half have income below 300% FPL.

1 An estimated 12% of seniors identify as part of the lesb@rbisexualtransgender
(LGBT) community.

Key findings regarding adults with disabilities include:

1 35,145 adults between age 18 and 59 report disabilities in the census. Most (88%) live in
the community, but about 4,000 reside in group quarters, such ad skitng
facilities and adult group homes.

1 Half of this population reports cognitive disabilitieslifficulty remembering,
concentrating, or making decisions due to a physical, mental, or cognitive problem.

1 Compared to the overall adult population, AémtAmerican and Latino adults are
overrepresented in this group and AsRarcific Islander adults are underrepresented.
This may be due in part to uneven rates of reporting in the census.

1 This population tends to have very low income. @nel has incora below 100% FPL.
Sixty-nine percent have incomes below 300% FPL.
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Methodology

Sources of Information

This assessment integrates data and information from a variety of sources, relying on both
existing analysis, such as the work by the LGBT Agingdyoliask Force, and new analysis
generated specifically for this assessment. Major sources of information are described below.

U.S. Census Bureau
Census data provides valuable insight into current and historic population trends. The majority of
the demognahic analysis in this needs assessment is based on census data accessed from the
following data sources:
1 University of Minnesotaritegrated Public Use Microdata Ser{H3UMS):
0 1990 5%populationsample
0 20005% populationsample
0 2012 ThreeYear AmericarCommunity Survey sample
1 U.S. Census Bureau American FactFinder:
0 2013 FiveYear American Community Survey tables

Using both the IPUMS sample data and the American FactFinder table provides a more
comprehensive understanding of seniors and adults vgiibitities. Each source has strengths
and limitations:

1 The IPUMS sample data contains weighted respordegat data, which allows for
customized analysis. For example, these datasets allow for creation of more meaningful
definitions of lowincome statuand crosgabulations of populations of interest by key
demographic factors (e.g., income and ethnicity). However, these datasets have limited
geographic data and thus do not support meaningful analysis of trends by location within
San Francisco. Also, theost recent multiyear IPUMS dataset is for the 2009 to 2012
period (though a review of slightly more recent FactFinder tables suggests the trends
remain consistent).

1 The American FactFinder tables provide data at the census tracplaweittinganalyss
of trends by location. However, this source provides only aggregate data in tables with
preset population definitions, which do not always align with DAAS population
definitions. For example, few tablasefocused on adults with disabilities, and théada
that is available uses an age threshold of 18 to 64 that is inconsistent with the Office on
Aging age threshold of 18 to 59. Similarly, much of the more specific data on seniors,
including poverty, is focused on adults age 65 and older.

There is impaiant nuance to note about three census variables that are particularly relevant for
the populations DAAS serves:
1 Location. As noted above, the data available by location is in a fixed format that does not
necessarily meet the population or income defingiused by DAAS. Poverty data uses
an age 65 threshold for seniors and an age range of 18 to 64 for adults with disabilities.

> As this report was undergoing final preparation for publication, the 2013-Vie@elPUMS
sample was released. Review of this data indicates the trends describe@d@aséssment remain
consistent. The total city population is 825,669 with 165,138 seniors age 60 and older (20%) and
35,101 aged 18 to 59 reporting disabilities (4%).

30



Also, the data on adults with disabilities is limited; not all of the topics available for
seniors are provided for the disabbetllt population. As much as possible, this needs
assessment uses the DAAS population definitions and provides comparable analysis for
both populations.

1 Group Quarters. The census data includes individuals living in two types of group
guarters. People urdformally authorized, supervised care or custody are categorized as
residing in "institutional group settings,” such as skilled nursing facilitigsatirent
hospice, mental/psychiatric hospitals, and correctional facilities. Group quarters like
colleged or mi t ori es, adult group homes and resi
group living quartiensti tautei e alssgrfowemg qsamt
assessment, all seniors and adults reporting disabilities are included inlyisesamdess
otherwise specified. Residence in facilities may not be permanent and certain DAAS
programs support people in facilities. For example, the Community Living Fund helps
those wanting to transition out of skilled nursing residential care fasiliti

1 Disability. Two aspects of the census disability data are important to highlight. First, to
improve accuracy and reduce A@sponse rates, the census questions measuring
disability were changed in 2008. The Census Bureau cautions against conmeaudlsg t
in disability across that time period. Accordingly, analysis of the census disability data in
this assessment is focused on the most recent time pditedU.S. Census Bureau has
analyzed the current questions in comparison t8utsey for IncomeandProgram
Participationsurvey, which is a more nuanced survey focused on disability and service
needs (unfortunately, this study does not provide recent data at the county level). This
analysis suggests that the revised census questions approximbseimdse with this
survey, suggesting that the current questions are an improvement and do provide useful
insight into trends in disability (Brault, 2009).

Second, disability data in the censusisssef por t ed based on questio
in key functional area#\s such, his data is best viewed aslicative of population

trends but should not be construed to reprefsental data on disability as
diagnosed/assessed by a medical or social work professiimakeason for this
suggestedgrspective is that seteported data is subject to misreporting. This may occur
for many reasons. A key attribute of certain mental health conditions is lack of insight
into the illness; individuals who do not acknowledge their disability will notrepbrt it

in the census. Stigma surround disabilities, particularly mental health conditions, may
inhibit reporting. Cultural variation in perceptions of disability may result in variation in
rates of selreporting. In particular, it seems likely that thei@dnPacific Islander (API)
population underreports disability. Approximat8i£s of the adult population age 18 to

59 is API; however, ARIonly constitutel 8% of adults reporting disabilities in the

census. While it is possible that disability is lessvatent in this population, it is likely

that culturalreticencamay be partly responsible. When asked about this issue, many San
Francisco service providers that work with the API gapon saw merit in this theory.
Unfortunately, there is not researchestimate the rates of underreporting that may exist
among certain communities.

Despite these limitations, census data provides critical insight into population trends and is of
value to DAAS in planning its efforts to meet the needs of local senidradarits with
disabilities.
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Program data

This needs assessment also relies heavily on service enroliment data to both assess client service
needs and gather population information. The primary databases are listed below. Most analysis
focuses on programnends from Fiscal Year 201¥b.

Database Program(s)
CA GetCare Office on Aging
SF GetCare DAAS Integrated Intake & Referral Unit and
DAAS TransitionalCare programs
CASECare Community Living Fund
Case Management, Information and In-Home Support Services
Payrolling System Il (CMIPS 1)
APS Automated Client Tracking Adult Protective Services
System (AACTS)
CalWIN CalFresh
VetPro County Veterans Service Office (CVSO)

Survey data
This assessment also draws on survey data gathered by exteincaks Two of the primary
surveys integrated into this analysis are:
1 Biennial CitySurvey. The San Francisco Controll erés

every two years to |l earn about city reside

government. Conductdaly an outside consultant, this telephone survey is designed to
randomly sample city residents throughout the city, offering a valuable opportunity to
gather feedback from seniors and adults with disabilities outside of the DAAS service
network. In additiorio survey specific to DAAS services, this survey offers the unique
and valuable opportunity to understand how seniors and adults with disabilities
experience other parts of city life.

1 California Health Interview Survey (CHIS). A collaborative project ofie UCLA
Center for Health Policy Researthe California Department of Health Services, and the
Public Health Institutethe California Halth Interview Survey (CHIS) istalephone
survey of adults, adolescents, and children from all parts of thelstatd-level data are
available for San Francisco and were included to supplement local research

Qualitative data

In addition to the quantitative data described above, this assessment draws on qualitative data.
Over the last year, a series of focus groupee held throughout the city to reach San
Franciscods diverse communities. The goal of
experience of being a senior or person with disabilities living in San Francisco, as well as to
gather suggestionsrfavays to better serve these populations. Participants included African
American, AsiarPacific Islander, Latino, white, LGBT, homeless seniors, and adults were
disabilities. Focus groups were also held with family caregivers and Adult Protective Service
workers, as well as homeless older persons. This assessment is also shaped by qualitative
information from key informant interviews with service providers and city staff serving seniors
and adults with disabilities. See Appendix A for a complete list afaroups.
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Definitions of Poverty and Low -Income Status

While many of its programs do not adhere to strict means testing policies, DAAS is charged with
focusing its efforts on the most vulnerable seniors and adults with disabilities, including those
with low incomes. With the soaring cost of living in San Francisco and the uniform nature of the
federal poverty thresholds, the federal poverty line (FPL) is arguably not the most suitable
method for identifying and assessing the needs ofit@ame individués. In 2015, FPL for a

single individual was $11,770; it is beyond doubt that many individuals with income above this
official poverty level likely struggle to make ends meet.

The limitations of relying on FPL to assess need are highlighted by a ragcinby the UCLA

Center for Health Policy Research. This study usedthtier Econornt Security Standard Index,
which incorporates variation in cost of living by county and by housing tenure to estimate a basic
selfsufficiency standard, to identify theddien poor. Findings from this study suggest that
approximately 30% of single seniors and 29% of senior couples age 65 and older are among the
hidden pooii their income is above the federal poverty line but below the Elder Index thresholds
for a decent stadard of living. In total, an estimated 57% of single senior households and 39%

of two-person senior households have inadequate income to meet a basic standard of living,
representing at least 38,000 San Franciscans age 65 and older.

As shown in the chabelow, the estimated cost of living in San Francisco far exceeds federal
poverty guidelines and government benefits. Supplemental Security Income (SSI), the federal
supplemental income stipend for the most impoverished older adults and persons with
disallities, provides a maximum benefit lower than the federal poverty line; anyone receiving
SSI benefits is living in poverty. The national average Social Security retirement benefit is
slightly less than $16,000 per year (135% of FPL). Retirees withoutatieretirement benefits

or significant savings would likely to struggle to make ends meet in San Francisco at this income
level.

The Cost of Living in San Francisco Far Exceeds Federal Poverty Guidelines and
Government Benefits

Supplemental Security Income

(Maximum benefit) 511,681

$11,681
99% FPL

$11,770
100% FPL

$15,936
135% FPL

518,036
157% FPL

Federal Poverty Line

Social Security Disability Insurance
benefit (National average)

Social Security Retirement benefit
(National average)

Elder Index: Own w/out Mortgage

$30,312
264% FPL

Elder Index: Renter

$41,556
Elder Index: O Mort,
er Index: Own w/ Mortgage 364% FPL
Median Single Senior Household $21,901
Income (San Francisco) : : 186% FPL
S0 $10,000 $20,000 $30,000 $40,000 $50,000

Sources: Social Security Administration, Supplemental Security Income in California (2015)
U.S. Department of Health & Human Services, 2015 Poverty Guidelines
Social Security Administration, What is the Average Monthly Benefit for a Retired Worker?, January 2015 33
UCLA Center for Health Policy Research, Elder Economic Security Standard Index 2013
IPUMS 2012 3-Year Samples



The preceding chart also contains the elder index standards for single seniors. Depending on
home owneship status, the minimum income necessary to meet a basic standard of living ranges
from $15,936 annual income (157% FPL) to $42,556 (364%). In reality, the median income for a
single senior household in San Francisco is approximately $21,901, whichsetqubé% FPL
(monthly income of $1,825).

I n the context of San Franciscob6s high cost o
discrepancy between official poverty standards and the local cost of living, as well as the fact
that many DAAS programsodhot employ means testing or use higher income thresholds, this
assessment takes a more nuanced approach to identifying and analyzincplme populations.
Specifically, three income tiers are used to identify those with fAinitpme:

1 Below 100% FPL;

1 Between 100% and 199% FPL; and

1 Between 200% and 299% FPL.

The table below provides a reference for the annual income equivalent of these thresholds by

household size. For exammlceo,mead sgirnogulpe haadsu latn niu
below$117 70. A single adult with slightl-y higher
incomeo group with annual i ncome between $11,

income group in this analysis includes single adults with annual income between $28,540
below $35,310.

2015 Federal Poverty Line (Annual Income)
Household Size 100% FPL 200% FPL 300% FPL
1 $11,770 $23,540 $35,310
2 $15,930 $31,860 $47,790
3 $20,090 $40,180 $60,270
4 $24,250 $48,500 $72,750
5 $28,410 $56,820 $85,230
6 $32,570 $65140 $97,710

® The U.S. Census Bureau defines a family as those living in the same household retaieate
by birth, marriage or adoption. Family income is the aggregated personal income of all family
members.
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San Francisco Seniors

Seniors: Population Size

Approximately 161,777 people age 60 or older live in San Francisco. They are 20% of the city
population, consistent with population trends over the last 20 years. Approxima&telyf bity
residents are age 65 and older.

Though thepercentagef the population that is age 60 and 1in 5 San Francisco Residents isa
older has remained consistent, fieeof the senior Senior

population has increased significantly and outpaced the 14,1 812 138
general population growth. Over the lagtykears, the senior
population has grown by almost 25,000 individuals, an
increase of 18%. In comparison, the overall city population
has grown by only four percent during this time.

Children,
13%

Population 2000 2012

# %
change change
Children (Under 18)| 111,683| 108941 | -2,742 -2%

Adults (Age 1859) | 531,014| 541,420| 10,406 | 2%
Seniors (Age 60+) | 136,852 161,777 24,925 | 18%
Total Population 779,549 812,138 32,589 | 4% | source: ipuMS 2012 3-Year Sample
Source: IPUMS 2000 and 2012 ACS Samples

As shown in the chart below, the senior population sizaireed static between 1990 and 2000

but surged over the last decade. This growth is driven by the younger senior population aged 60
to 64. Between 2000 and 2012, this group grew by approximately 18,400 individuals (an
increase of 61%) as Baby Boomers beareach age 60. As described on the next page, this
trend is likely to continue as the younger Baby Boomer reach age 60.

San Francisco Senior (Age 60+) Population has Grown

by 18% Since 1990 The oldest old group of

180,000 161777 individualsi age 85 or older
160,000 _ T has also grown, increasing
136,830 136,852 by more than 5,500
140,000 individuals between 1990 and
120,000 - 2012. Though the size of this
' w85+ group is small in comparison
100,000 - g75.81 1O the younger seniors, the
change is significant; this
80,000 - m65-74  olderpopulation tends to be
60,000 me0-64 more vulnerable and frail and
typically has significantly
40,000 - higher care needs.
20,000 |
o 35

1990 2000 2012
Source: IPUMS 1990 5% sample, 2000 5% sample, 2012 3-year sample



Seniors: Anticipated Population Growth

The senior population in San Francisco Population Age 55 to 59 Has Grown by 42% Since 1990

is expected to continue increasing. As (Compared to 12% Overall Population Growth)

shown to the right, the population of 54 g0

adults age 55 to 59 is growing. In the 50,359

next five years, 50,359 adults in San 50,000

Francisco will reach age 60. 40,000 36,747 s
o 29,309

Some of these individusimay leave the 30,000 —

city, fleeing the high cost of living.

However, nearby counties have also 20,000 —

expe_nenced Increases in cost of living, 10,000 -

making it challenging for older persons

on fixed income$ particularly those in 0 . .

rentcontrolled apartmenfsto find 1990 2000 2012

similaraccommodation for less or even Ssource: IPUMS 1930 5% sample, 2000 5% sample, 2012 3-year sample

similar cost in surrounding counties. The

Controllerds Office biennial <city survey sugg
San Francisco. Most respondents i kelytomove age r
out of San Francisco in the next three years. Respondents age 65 and older said the same; in fact,
the percentage indicating they do not intend to leave the city has increased from 57% of senior
respondents in 2005 to 73% in 2015.

As shown lelow, the senior population age 60 and older is expected to grow by almost 100,000
individuals between 2010 and 2030 (California Department of Finance, 2014). This growth is
anticipated to occur across age groups within the senior population. Senio€ssagedder
comprise 20% of San Franciscans today but are projected to be 26% by 2030.

Seniors Projected to Become 25% of SF Population in2030  San Francisco needs to plan

with Growth in All Age Groups for this growing population.
300,000 The Public Policy Institute
249 601 of California suggests that

the statebds senior
in the coming decades i

less likely to have family for

informal support and thus

@75to 84  will be more reliant on

formal supportive services

(Beck & Johnson, 2015).

250,000

204,705
| 85+

200,000
156,246

# of Seniors

150,000 -
m65to 74

100,000 - E60to 64

50,000

2010 2020 2030

Source: State of California, Department of Finance, P-2 State and County Population

Projections by Race/Ethnicity and Age (5-year groups), 2010-2060.
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Seniors: Income & Poverty

Pl ease refer to nADeflinnciotmeo nSst aotfu sPoo vienr ofyhisseepdite t Lhoowd o |
for more information about the Ieimcome thresholds used in this analysis.

Older adults in San Francisco tend to be low income. As shown below chart, 16% ofiseniors
25,103 individual§ have family income below the poverty line.

Income Distribution of Seniors (Age 60+)

24%
22%

20%
Total: 161,777

16%

16%

12%

8%

% of Seniors Age 60+

4%

0%

< 100% 100% 200% 300% 400% 500% 600% 700% 800% 900% 1000%+
Family Income as Percent of Federal Poverty Line

Source: IPUMS ACS 2012 3-Year Samples

Many more San Francisco seniors have inadequate income to meet their needs. Approximately
22% or 34,975 seniors have income between 100% FPL and 199% FPL,; at this income level,
these seniors are likely ineligible for public betsehke MediCal but may struggle to meet

needs. An additional 14%22,188 seniors f a | | into the Aupper pooro
between 200% FPL and 299% FPL). In total, half of San Francisco seniors live on less than

300% of the poverty threshib($2,943 monthly income for a single person).

San Francisco Seniors Age 60+ More Likely to Be Low-Income
than Overall Population

100% Elderly persons in San
90% Francisco are more likely
0% o Income 300% than the overaII_ population
49% or more to be poor. A slightly
70% 1% | higher percentage lives
60% mincome 200%  D€low poverty than the
to 299% FPL general population.
50% - I Twenty-two percent of San
40% - Tincome 100% F r a n c sesiarsdive gust
209 to 199% FPL  above the federal poverty
’ 22% level, just above destitution.
20% 16% | mincomebelow Citywide, the rate is 16%.
10% | - - 100% FPL
0%
Seniors Age 60+ All SF 37
N = 161,777 N = 811,094

Source: IPUMS 2012 3-Year Samples



Overall, poverty rates within the senior population have remained relatively steady over the last
two decade$ about 50% of seniors have consistehidyl income below 300% FPL. However,
given the growth of the senior population, thenberof seniors living on sparse income has
significantly increased. As shown in the chart below, most of this growth has occurred in the
lowest income group those livhg below the federal poverty line. In 1990, approximately 11%

of seniors had income below 100% FPL. Today, 25,103 seniors have income below 100% FPL
($981 monthly income for a single person).

Number of Low-Income Seniors Has Grown Significantly
Over Last Two Decades

90,000
82,266
80,000
70,000
W Income
60,000 - 57,867 between 200%-
299% FPL
50,000 -
OIncome
40,000 - between 100%-
30.000 199% FPL
W Income below
20,000 - Federal Poverty
10,000 - Line (FPL)
0 -

1990 2000 2012

Source: IPUMS 1990 5% sample, 2000 5% sample, 2012 3-year sample

Seniors in San Francisco are mdikely to be lowincome than seniors in other major counties.

As shown below, the Supplemental Security Income (SSI) rate is significantly higher among San
Francisco seniors age 65 and older than other parts of the state. Approximately 239 out of every
1,000 San Francisco seniors receive at least a partial SSI benefit. By comparison, the statewide
rate is 126.

SSI Rates Among Seniors in 10 Select Large Counties

Statewide, approximately 126

Contra Costa

Riverside )
out of every 1,000seniors age
San Diego 101 65+ receives 55!
Orange

San Bernardino

Sacramento

Alameda

Santa Clara

Los Angeles

San Francisco

0 50 100 150 200 250 300 38

Source: Social Security Administration, 2013; ACS 2013 5-Year Estimates, Table 50103



Seniors; Location

As described in the methodology section of this report, census data on img&ooationis only
available using age 65 dke senior threshold. For consistency of comparison, this analysis
describes general population trends using this threshold. The distribution of the general senior
population age 60 and older shows similar trends. Please see Appendix B for a map of
supervsorial districts and neighborhoods and Appendix C for complete senior data by district.

San Francisco seniors live in every San
Francisco neighborhood. The map to the right
depicts total senior population age 65 and
older by supervisorial districDistrict 3
(Chinatown, Nob Hill, North Beach3 home
to the largest senior populatiot3,7360r
12% of t he liveinthig @&reaThs e
district tends to be older than other areas of
the cityi 18%residents of District 3 are over
age & compared td4% citywide Other areas
of the citywith largersenior populations
include District 11if particular, theexcelsior
and OMI neighborhoodsDistrict 4 (Outer
Sunset), District 7 (Twin Peaks ahmuher
Sunse), and District 1 (Richmond). Each
contaisove 1 0% of the ci

Seniors Age 65+ by District

t
popu Iatlon. Source: ACS 2013 5-Year Estimates

However, as shown below, Ieivcome seniors tend to be concentrated in certain areas of the
city. The size of the total senior population size within a district does not necessarily correspond
with the size of théow-income senior population.

The bwestincome senior age 65 and older L°wﬁ,it;;(;°'3“;°??g’g; ’;\:?,f_ i
with income below th@overty thresholdl

are most likely to reside in District 3 or
District 6 (SOMA, Tenderloin)
Approxi mately 3,365
lowestincome seniorfive in District 3. Were
the population evenly distributed, nine )
percent would live in each district. District 6
has the smallest senior population but the
second largest population of the seniors living
in poverty: 16% or 2,642 older persons.
District 5is also home to a disproportionate
share of {nhoene seniorsyl@% |
or 1,932 very lowincome older persons. The
trend in District 5 appears to be driven by
residents of the Western Addition and Haight
Ashbury neighborhoods.

Taking a wider view blow-income status

Source: ACS 2013 5-Year Estimates

39



highlights important nuances in the lemcome population throughout the city. As shown below,

the geographic distribution of seniors with slightly higher incorbetween 100% and 199%

FPLT is similar to the lowest income group. Hoveeyvdifferent trends emerge in the seniors

with income between 200% and 299% FPL. Approx
lives in District 11, which includes the Excelsior, Ingleside, and OMI neighborhoods, and 13%

live in District 9, which inalides the Mission and Bernal Heights.

Seniors Age 65+ by District Seniors Age 65+ by District Seniors Age 65+ by District
Income below 100% Poverty Income between 100%-199% Poverty Income between 200%-299% Poverty

Source: ACS 2013 5-Year Estimates

It can also be useful to consider poverty rates within each district. The chart below depicts the
total senior population age 65 and older by income level within each supervisorial district,
further illustrating that poverty rates vary significantly around the city. For example, 82% of
District 6 senior$ 6,499 older persorishave income below 300% FPL. Services placed in this
district have a stroniikelihood of reaching those with significant finaalcneed Please see
AppendixC for datain table format with calculated poverty percentages.

Seniors Age 65+: Low-Income Populations by Supervisorial District

16,000
14,000 13,576 0 300%+
Poverty
é 12,000 Threshold
Q
=14
< 10,000 B 200 to 299%
.§ Poverty
§ 8,000 Threshold
ks
& 6,000 100 to 199%
Z 4,000 Threshold
2,000 2kl I2.387I1,533 B Under 100%
, 1,661,105 Poverty
0 i 755 I 901 2069176 1,242 RSN
Source: ACS 2013 5-Year Estimates Supervisorial District
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Seniors; Gender

Because women tend to live longer than men, senior populations have historically been
predominantly female. While this trendrpists in San Francisco, it appears to be shifting. In

1990, almost 60% of seniors age 60 and older were female. By 2012, the percentage decreased to
54%. This change is consistent with state and national trends. Review of gender by ethnic group
suggestshat this local change is driven by the white and Afriéanerican senior populations

shifting from 60% female in 1990 down to 51%. The Adratific Islander (API) and Latino

senior populations remain consistently and predominantly female (57% and 5886fivesy).

Senior Population Age 60+ is Becoming More Equally Male and Female

1990 2000 2012

EMale mEFemale

Source: IPUMS 1990 5% sample, 2000 5% sample, 2012 3-year sample

Older women are more likely to be living in deep poverty than men. Approximately 63% of
seniors with income below the federal poverty line are women. As shown in the chart below,
18% of women age 60 and older have income below 100% FPLacethfp 13% of men.

Female Seniors Age 60+ More Likely to be Low-Income

This trend is likely due in than Male Seniors

large part to two key 100%
factors. Women are likely
to have lower retirement
income and savings due to 80
interrupted work history ~ 70% -
related to childrearing and 60% -
lower wage rates. Also, 50%
this analysis is based on .,
family income levels and,
as discussed in more
depth later in this
analysis, women tendto  10% -
live longer than men and  o% -
are more likely to live Male Female All Seniors
alone late in life than men. N =73,610 N =288,167 N=161,777

Source: IPUMS 2012 3-Year Samples
While this variation is important to recognize and underst&stpuld not obfuscatéé fact
that47% of male seniors are also lamcome.

O Income 300%
or more

90% -
%,

B Income 200%
to 299% FPL

OIncome 100%
to 199% FPL
30% -
HIncome

below 100%
FPL

20%
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Seniors: Race/Ethnicity

San Francisco seniors are primarily APl (42% of the senior population) and white (40%). The
majority of the 67,452 API seniors are Chinese (49,000) and Filipino (9,250)o4 atiad

African-Americans represent
ten and seven percent of the
senior population.

60%

Asian-Pacific Islander

San Francisco Senior Population (Age 60+) is Increasingly

55%

—-Asian/Pacific
As shown to the rlght, the 50% \ 0% ; Islander
senior population has changed \Sﬂ;u’
significantly since 1990, when  40% ——White
the majority (55%) was white. /://( 40%
During this time, the local 30% —
African-American populatn 7% ¢~ Latino
has declined, while Latinos 20%
ha_lve |_ncreased sllg_htly_, ) 10% 9% 10% e African
mirroring general citywide 1o% = - — American or
trends related to gentrification 8% 9% 9% Black
and immigration. 0% '

1990 2000 2012

Source: IPUMS 19905% sample, 2000 5% sample, 2012 3-year sample

A review of senior populations by supervisorial district indicates significant variation and unique

populations by disict, suggesting potential targeting strategies by race and ethnicity:

1 API seniors are the majority of older persons in District 1 (Richmond), District 3
(Chinatown, Nob Hill), District 4 (Outer Sunset, Parkside), and District 6 (SOMA, Civic
Center).

1 Latino seniors are a significant proportion of older persons in District 8 (Castro, Mission),
District 9 (Mission, Bernal Heights), District 10 (Visitation Valley, Bayview), and District 11
(Excelsior, Outer Mission).

1 African-American seniors represent largartions of the population in District 5 (Western
Addition) and District 10 (particularly in the Bayview area).

Race/Ethnicity of Seniors 65+ by District

100% -

. = B B8 &2 M B2 B Bl B A I
ol | IR 10 B-E P ERES
o | ‘A B B B°R_E“H |
60% - u - .59cy. Nl W .2:;:23n
o .S
o . . ,,. n. . . H Latino
30% A B EE B m White
20% | . . . = .44%.45%.42%
o N H"H B R W API

o | H EE B B B

1 2 3 4 5 6 7

Source: ACS 2013 5-Year Estimates

Note: Percentage not displayed if 3% or less

Supervisorial District

10 11 Total



Ethnicity rendsamong lowincome seniors generally tend to mirror the general senior

population but with an important disttion: minorities are overrepresented among-iogome

seniors. As shown below, whites represent 40% of the overall senior population but smaller
portions of the low income groups. Although whites represent 40% of seniors, they are only 29%
of the lowestincome seniors. API seniors are overrepresented in this income group: 49%
compared to 42% of the general senior population. Similarly, Afkraerican seniors are
overrepresented in the lowest income group: ten percent compared to seven percenecdlihe ov
senior population. Latinos are slightly overrepresented among seniors with family income
between 200% to 299% FPL.

White Seniors Age 60+ Underrepresentedin Low-Income Populations

100% - 5
% 1%
90% | =
g ]
60% - - W African-
50% - - American
40% -~ - O Latino
30% -
205 - [ awhite
Lo | ]
0% ] = APl
Under 100% to 200% to All Seniors
100% FPL 199% FPL 299% FPL (N=161,777)
(N =25,103) (N =34,975) (N=22,188)

Source: IPUMS 2012 3-Year Samples

The chart below shows the ethnic profile of seniors with income below 100% FPL by district. In
reviewing this data, it is useful to keep in mind that the size of thehoame senior population
varies by districtPlease see Appendix C for population data by district.

Race/Ethnicity of Seniors Age 65+ Living in Poverty by District

| H EMaEaE - E B E e
RN
. . 5% . M African
o

|

o

100%
90% -
80% -
70% -
60% -
50% -
40% -

9%

35%

72% American
299 @ Latino
(]

30% _ 58% .Wh|te
20% -
H API

25%

|
80% 75%= =
58 BB
10%
il BR H B
1 2 3 4 5 6 7 8 9 10 11 Total

Source: ACS 2013 5-Year Estimates L .
Note: Percentage not displayed if 3% or less Supervisorial District
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Seniors: Language & English Fluency

Fifty-four percent of San Franciscans over thedd® speak a primary language other than

English, up from the 1990 rate of 43%. In particular, as the API population has increased over

the last two decades, so has the percentage of Ctapeaking seniors. Russtapeaking
seniors have also increasdthis group may have preferences and needs that differ from the

white seniors who were born U.S. citizens.

Percentage of Seniors Age 60+ who Speak English as Primary
Language is Decreasing; Chinese is Increasingly Common

60%

> \
50% \17%

x N o 36%
o =—English
@ 40%
i -#-Chinese
o 28%
'% 30% 259 Spanish
v
G 18% /./. Tagalog
= 20%
= —
g . —+—Russian
g 10% 7% 8% 8%
5% % B2 % 5%
0% 2% N@-—'—_‘_'__'— 4% ™ 3%
1990 2000 2012

Source: IPUMS 1990 5% sample, 2000 5% sample, 2012 3-year sample

Approximately3 0 % of San Franci sco

comparison, only eight percent of the remmior populatio in San Francisco has limited English

seni or s

speak

proficiency. San Francisco is different than the rest of theisstsewide, only 15% of seniors
have limited English proficiency. Of the 48,699 San Francisco seniors with limited English

proficiency, the most comom primary languages are Chinese (66%), Spanish (11%), Russian

(7%), Tagalog (5%), and Vietnamese (3%).

As shown below, lowncome seniors are more likely to have limited English proficiency than

the general senior population. The most common languag&srs by lowincome seniors are
Chinese, Spanish, and Russiasimilar to the trends of the general senior population.

Low-Income Seniors Age 60+ are More Likely to Have

50%

Limited English Capacity

47%

45% -

42%

40% -

35% -
30% -

25% -
20% -

15% -
10% -

5% -

0% -

T
Income below Income 100% to
100% FPL 199% FPL
N = 25,2103 N = 34,975
Source: IPUMS 2012 3-Year Samples

Percent with Limited English Proficiency

Income 200% to
299% FPL
N =22,188

All Seniors
N=161,777
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Seniors: Citizenship

Over the last two decades, San Increase in Percentage of Seniors Age 60+ who
Francisco seniors have become a are Naturalized Citizens

predominantly immigrant population. 70%
In 1990, he majority of seniors were 0%
U.S. born citizens, but today over half"”

60%

of the local senior population (53%) 5o . a7% 50T

(] citizen
are immigrants. Most commonly, they e
are naturalized citizens from China. 40% 130, —*—Naturalized
Local trends contrast with the , /’3;; citizen
statewide pattern: 32% of California 30% i%/
seniors ge immigrants. 20% Nota

citizen

Notably, there has been a shift within 10% 16% 1o ~
the foreignborn senior population . 9%
towards naturalization. In 1990, 84% 9% ' ' !

were citizens; by 2012, 91%. Since 1990 2000 2012
citizens are e|igib|e for federal Source: IPUMS 1990 5% sample, 2000 5% sample, 2012 3-year sample

benefits. this trend is significant Note: Percentages may not add up to 100% due to rounding
However, there are #tll5,315 immigrant seniors (9%) who are not naturalized and may be

unable to access key benefits, such as SSI and®dMost of these seniors are API (in
particular, Chinese) and Latino.

Immigrant seniors are more likely to be kimcome. In particwdr, those who are not naturalized

are most likely to have low income levels; titirds have family income below 300% FPihis

may be due in part to the impact that immigration can have on work ability and history. For
example, immigration regulations ceestrict eligibility for work and language barriers may

reduce employment opportunities. Moreover, immigrants may arrive with education deficits that
limit employment opportunities or may be unable to work in their career field without
completing additioal education or obtaining certain certifications in the United States.

Immigrant Seniors Age 60+ More Likely to be Low-Income

than Those Born U.S. Citizens
100%

90%

80% 42% 33% O Income 300%

or more

70% 59%

60% B Income 200%
<o - to 299% FPL
40% |

:- 27% B Income 100%
30% | 25% to 199% FPL

20% 18%
E Income below
10% - 100% FPL
0% - ]
Born citizen Naturalized Not a citizen
N = 76,684 N = 69,778 N = 15,315 45

Source: IPUMS 2012 3-Year Samples



Seniors: Employment

Approximately 45,832 or 29% of San
Francisco seniors age 60 and older are in

the labor force. Most (41,919) are 70% -
employed. They tend to be younger 0% | 23%
most (85%) are below age 70.

Participation in Labor Force Decreases by Age;
28% of Seniors Age 60+ Participate in Labor Force

50%

As shown to the right, labor force 40% 1 34%
participation rate decreases by age. Ovepo%
half of the youngest seniors age 60 to 6420% - A%

are in the workforce compared to less thag, | 9% 4%
ten percent of adults over age 75. San .
Francisco seniors in¢habor force tend to 5054 5550 6064 6569 7074  75.79
be white (48%) and API (37%), reflective Age

of the senior population demographics.  source: 1PuMS 2012 3-Year Samples

2%

Nationwide, seniors today are more likely to remain active in the labor force than prior
generations: 19% of seniors age 65 and older participated lalibr force in 2014 compared to
14% in 2004’. As shown below, this trend is consistent across age groups.

Many factors contribute to this ) Seniors Nationwide Increasingly Likely to Remain in Labor Force
trend. The age threshold for Social 0% 1 L
Security retirement benefits has 50% | ° 1994
increased from age 65 to 66 for phia

those bornféer 1943, keeping
many in the workforce for an
additional year. Research also
suggests older adults today tend tog .,
experience fewer years of dlsabllng‘“
conditions (Cutler et al, 2013); the § 8 10%
higher rate of workforce &
participation may be due in partto %%

betterhealth of younger seniors
tod ay_ Source: Employment Projections program, U.S. Bureau of Labor Statistics, December 2015

H 2004
m2014

40% |

32%
30% |

opulation in Labor Force

19%

60to 64 65to 69 70to 74 75 and older

In San Francisco, the increasingly high cost of living requires many older adults to work in order
to ends meet. Remaining in the workforce can help supplement monthly income, maximize
future pension benefits, or augmeavings prior to retirement. Approximately 19% of seniors in
the labor force have family income below 200% of the poverty threshold (as a reference, the
2014 poverty threshold for a single senior was $11,254). Notably, 31% of seniors in the labor
force areAPIl immigrants; it may be that these individuals have fewer prior years of earnings due
to immigration status and must work due to low (or nonexistent) pensions.

" Census questions regarding employment changed in 2008 to improve consistency with other
surveys, preventing analysis of local employmentdsaover time. Because the U.S. Census and
Bureau of Labor Statistics use different methodologies, the analysis should not be directly

compared but provides a broad estimate of how local and national trends compare.
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Seniors: Disability

According to the censu§1,791 older persoris32% of those age 60 anddel1 report at least
one type of disability. Ambulatory difficulty (e.g., difficulty walking or climbing stairs) is the
most commonly reported. An estimated 34,448 % of all senior$ report this type of
disability.

Ambulatory Difficulty is the Most Commonly Reported
Disability by Seniors Age 60+

25%

_S 21% Total Senior Population: 161,777
& 20% 182
=
o
[o]
< 15%
o 11% P
e 6 11% 10%
0,
o 10% 7%
o
S 5%
s
&
0% T T T
Self-Care Independent Ambulatory  Cognitive Vision Hearing

Living
Source: IPUMS 2012 3-Year Samples

Independent livig disabilities, defined as difficulty doing errands alone due to a physical,
mental or emotional problem, are also relatively common (18% of seniors). About 18,000 or
11% of seniors report difficulty with setfare, described as difficulty bathing or diegsn the
census questionnaire. Similarly, 18,014 senrict4%7 report a cognitive disability, broadly
defined as difficulty

remembering, concentrating, S5 Rate of Disability Increases with Age

or making decisions. ’

70% / ——Any
60% disability

50% —
/ Independent
40% living
/ disability

30%

. / Self-care
20% / disability
10% X

0% -

As shown to the right,
disability rates increase
significantly with age. Amog
persons age 60 to 64, 20%
report a disability; among
persons age 85 and older,
74%. Rates of selfare and
independentiving difficulty i
intended to capture difficulty
with Activities of Daily Living
(ADLs) and Instrumental
Activities of Daily Living
(IADLs) 1 follow similar
trends.

Percent of Age Group Reporting a Disability

Age 50-54
Age 55-59
Age 60-64
Age 65-69
Age 70-74
Age 75-79
Age 80-84

Age 85+

Source: IPUMS 2012 3-Year Samples

8 This analysis includes seniors livinyinstitutional settings (approximately 3,306 or two
percent of seniors). The population trends described here are consistent when this small subgroup
is removed.
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Research indicates that higher prevalence of disability among certain groups of elders. A review
of census data indicates that these trends are consistent in San Francisco:

x Gender. Although women tend to have higher lédgpectancy than men, they are also more
likely to experience disability in their old age compared to men of the same age. Research
suggests this disparity is not due to bias in reporting but instead likely the result of higher
rates of comorbidity and abnic health problems (Newman & Brach, 2001) and nonfatal
disabling conditions in women than men (Murtagh, & Hubert, 2014) . As shown below, this
gender disparity becomes especially apparent as San Francisco seniors reach old age. For
example, 60% of femalkseniors age 85 and older report independent living difficulty
compared to 42 % of men. Making this disparity especially concerning is the fact that women
are more likely to live alone in their old age, whereas older men with disabilities are more
likely to be cared for by a spouse (Newman & Brach, 2001).

Oldest Women Most Likely to Report Difficulty with Self-Care

and Independent Living
70%

60%

50% B 60-64
0

B 65-69
m70-74
m 7579

40%

30%

20% m 80-84

@ 85+

Percent of Population

10%

0%

Self-Care Difficulty Independent Living Difficulty

Source: IPUMS 2012 3-Year Samples

x Ethnicity : Racial and ethnic disparities in health status have a profound impact on health and
disability in late life. While research

suggests that disability rates des@s Seniors Age 60+ Reporting
between 1982 and 2002, racial and Disabilities Tend to Follow General
ethnic disparities largely persist Senior Population Ethnicity Trends
(Schoeni et al, 2005).

African- Other, Total: 51,791
In San Francisco, most older persons American 2%

who report disabilities are APl and 11%

white, mirroring the overall senior
population profile. However, African
Americans areverrepresented in this
groupi eleven percent of seniors
reporting disabilities compared to
seven percent of seniors overall.

A review of disability rates by
ethnicity indicates a significantly
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higher prevalence of disability is higher among Afridemerican seniors. Over half of
African-American seniors report at least one disability compared taharaeof all seniors.

Disability Rate Highest Among African-American Seniors Age 60+

API
N =67,452
White
N = 65,383 28%
Latino |
N = 15,461
African-American
N =10,949
Other
N =2,532
All
N =161,777

31%

| 36%

52%

31%

| | | | 32%

0% 10% 20% 30% 40% 50% 60%
Percent of Seniors in Ethnic Group

Source: IPUMS 2012 3-Year Samples

Overall, these disabled seniors tend to report similar prevalence of the specific types of
disabilities.

x Income: Disability rates are also linked closely with income. Lower income persons face
environmental hazards, greater barriers to healthcare, poorer health status, and have higher
rates of disability (Schoeni et al, 2005). Concomitantly, adults dist#bilities are more
likely to be unemployed, underemployed, or restricted to lawagge positions, which
reduces their retirement income late in life. While 51% of the general senior population in
San Francisco has income below 300% FPL, the rate dighbled senior population is
68%. The chart below further highlights the disparity in disability prevalence by income level
of seniors age 60 and older in San Francisco.

Low-Income Seniors Age 60+ Have Higher Rate of Disability

60%
52%

50% -
42%

40% -

ity

34%

98]

e

=
I

1+ Disabil

21%

20% -

10% -

Percent of Population Reporting

0% | T 1 T 1

Income below Income 100% to Income 200% to Income 300% or
100% FPL 199% FPL 299% FPL more
N =25,103 N =34,975 N=22,188 N=79,511

Source: IPUMS 2012 3-Year Samples 49



San Francisco Younger Adults with Disabilities

Adults with Disabilities : Population Size

Six percent of adults age 18 to 535,145 individual§ report at least one disability in the
census. As shown below, these adults represent approximately four percent of the overall San
Francisco population.

Approximately 4% of San Francisco Residents
Are Adults Age 18 to 59 Reporting Disabilities

Children,
13%

Total: 812,138

Adults (Age
18 to 59)
With
Disabilities,
4%

Source: IPUMS 2012 3-Year Samples

Almost 12% or 4,043 ahdults reporting disabilities live in facilities. Of this subgroup, 30% are

in institutional settings, described in the census as places that provide formally authorized,
supervised care or custody, such as skilled nursing facilities, correctionaldscditid

psychiatric hospitals. The 70% of this small subgro@p819 individualg are in non

institutional facilities, such as residential homes. Except where otherwise noted, this analysis is
focused on all adults reporting disabilities regardless winconity or group setting. Please refer

to the Methodology section of this report for additional information on these distinctions.
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Adults with Disabilities: Income & Poverty

Please refer to the Methodology section of this report for more informabiout 2he low
income thresholds used in this analysis.

As shown in the chart below, adults with disabilities age 18 to 59 are very likely to have low
incomes. Onehird of the population or 11,482 individuals have income below the federal
poverty line. Asa reference, 100% FPL for a single individual was $11,770 in 2015-18nhey
percent of adults with disabiliti#s624,393 individual$ have income below 300% FPL.

Majority of Adults Reporting Disabilities
Have Low Income

The disabled adult population in facilities
is almost entirely loancome. Seventy
five percent of this group has income Total: 35,145
below 100% FPL. In fact, it may be this
low-income status that makes these adults
eligible for residence in these facilities
(e.g., MediCal funded assisted living).

Income 300% FPL

Most of the 31,102 adults with disabilities or above: 31%

living in the community are lovincome:

1 24% have income below 100% FPL;

1 22% have income between 100% and
199% FPL; and

1 12% have income between 200% andIncome 200% to
299% FPL. 299% FPL: 12%

Source: IPUMS 2012 3-Year Samples

Income 100%
to 199% FPL: 25%

Adults reporting disabilities are more likely to be kaveome than those without disabilities.
Only 13% of the nordisabled population has income below 100% FPL compared to 35% of
adults with disabilities. Approximately 64% of ndisabled adults have income over 300% FPL
in comparison to 31% of the disabled adult population.

Adults with Disabilities Have Lower Income than

40% Adults without Disabilities

Family Income as
Percent of
Federal Poverty
Line

36%
35%

33%

30%

25% M < 100%

25%
0 100%

W 200%
@ 300%
= 400%

20% -

15% -

Adults Age 18 to 59

12% 12%
9%

o,
>% 4%

13% 13% 129%
10% -

0 500%
W 600%+

(e.g., 100% =
100% to 199%)

5% -

0% .
Adults Reporting Disabilities Adults Without Disabilities
N = 35,145 N = 506,050
Source: IPUMS ACS 2012 3-Year Samples




Adults with Disabilities: Location

Location and poverty data is only available withh adults with disabilities with the age
threshold 18 to 64 and at the poverty threshold level. Please see Appendix B for a map of
supervisorial districts and neighborhoods aigpendix D for complete information on adults
with disabilities by supervisorial district.

Adults Age 18 to 64 Reporting Disabilities
Adults age 18 to 64 live throughout the by District
city. However, dultswith disabilities
are concentrated in certain
neighborhoods. In particular, District 6
(Tenderloin, ®MA) is home to
approximately 17% of adults reporting
disabilities. Other areas with large
portions of this population include
District 5 (Western Addition, Haight),
District 10 (Bayview, Visitacion Valley),
and District 11 (Excelsior, Ingelside).
Each ofthese districts is home to 11% of |
the citybés adults wi

These trends likely reflect larger city
wide trends related to income and :
affordability. These districts tend to have Source: ACS 2013 5-Year Estimates
more lowincome persons, and persons with disabilities are nialy ko be lowincome. By

comparison, District 2, which includes the wealthier Pacific Heights and the Marina

nei ghborhoods, has only four percent of the ¢

These trends are exaggerated when focusing on the loweste adults reporting disabilities

(those with income below 100% FPL). As shown in the map below, this population tends to live
on the eastern sidg of the ci_ty. _In partic_ular, o MGOHS AT AT B 6
29% of this group |IV€_S in District 6. This Reporting Disabilities

trend makes sense given the array of with Income Below 100% FPL
inexpensive housing options (including

both government subsidized and

historically lowcost Single Room
Occupancy hotels), prevalence of social
services (e.g., congregate meal sites), and .,
proximity to public transportation options.

The lowest income perssnvith disabilities
also tend to live in District 5. Fourteen
percenf approximately 1,749 individuals
T live in this area in the middle of the city.
Most (approximately 1,000) are in the
Western Addition neighborhood.

Source:l'ACS 2013 5-Year Estimates



Adults with Disabillities : Gender

Adults age 18 to 59 reporting disabilities are predominantly male (59%), compared to a division
of 48% female and 52% male in the overall adult population. This disproportion of males is
consistent among disabled persons in the community and those itrefadiiowever, white and
Latino adults reporting disabilities are more likely to be male: 66% and 60%. Comparatively, the
genders are more equally represented among AfAcaarican and API adults reporting

disabilities: 51% and 53% are male.

San Francisco Adults with Disabilities (Age 18 to 59) More Likely to be Male
than General Adult Population
All Adults

Adults with
. ..btes
N = 541,420 N = 35,145

Source: IPUMS 2012 3-Year Samples
As shown below, poverty among disabled persons is high for both men and women-fatirty
percent of men with disabilitiés7,098 individualg live in destitution with incomes below
100% FPL. Among women, this figure is closer to 309384 individuals.

@ Male

B Female

Low-Income Trends are Similar By Gender

ao 25,000
c 'l
‘g 20,743
s OIncome 300%
o 20,000 - or more
a
o]
< E 15,000 - 14,402 l Income 200%
o E to 299% FPL
<z
[7) =y
A i
= 10,000 @ Income 100%
f‘a to 199% FPL
o 5,000 -
0
g H Income below
= 0 100% FPL

b T

Male Female

Source: IPUMS 2012 3-Year Samples
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Adults with Disabilities: Age

As noted earlier regarding disability in the senior population, disability rates increase with age.
This trend is evident in the chart below to the left. Approximately 15% edgmer adults

between ages 55 to 59 report a@deone disability; by comparison, disability rates among
younger adults tend to be closer to five percent. This trend is independent of general adult
population trends, such as an older population overall. As shown in the chart below to the right,
olderage groups are overrepresented among adults reporting disabilities.

Adults Reporting Disabilities Tend to Be Older

Percent of Adults Reporting Disabilities than Overall Adult Population Age 18 to 59

100%

Increases with Age
16% i
o L 15% 90%
O]
o 12% 11% 2 to 59
» / % 70% -
c 10% o 0% W Age 45
2 / & OY% to 54
ER £ 50%
T co / S 77 OAge 35
S % sy Pl 2 a0% to 44
— b (o]
S 4% S~ 5
5 \,{% 2 30% m Age 25
S 2% S 0% | to 34
o ] o
0% T T T 1 o
o M Age 18
Age 18 Age25 Age35 Aged5 Age55 10% t0 24
to 24 to 34 to 44 to 54 to 59 0% -
Source: IPUMS 2012 3-Year Samples Adults Reporting All Adults
Disabilities N = 541,240
N = 35,145

Source: IPUMS 2012 3-Year Samples

Across all age groups, the majority of the disabled adult population istmsne. Poverty rates
are highest among the youngest adults reporting disabilities (flebseen age 18 and 24); over
half of this age group has income below 100% FPL. This trend likely reflects variation in work
experience; adults who develop disabilities later in life are more likely to have enough work
history to qualify for employmertased disability benefits, which tend to be higher than the SSI
benefits received by those without any significant income source.

Adults Reporting Disabilities (Age 18 to 59) by Age and Income Level
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Adults with Disabilities : Race/Ethnicity

As discussed in the methodology section of this assessment, cultural factorai the

community likely limit the reporting of disabilitidgsand may impede service utilization. Based

on the information that is available, it appears that adults reporting disabilities in the census are
more likely to be Latino and AfricaAmerican compaad to the overall adult population. The

di sabled adult population is also more |ikely
the census as those who identify with multiple ethnic groups or not report an ethnic

identification.

Ethnic Profile of Adults Reporting Disabhilities Varies from General Adult Population

(Age 18 to 59)
All Adults

Adults Reporting
Disabilities

W API
m White
O Latino

M African-
American

B Other

N=541,420 N = 35,145

Source: IPUMS 2012 3-Year Samples

The chart below depicts the rates of disabilities by ethnicity. Similar to the senior population, the
rate of disability within the AfricarAmerican adult population is much higher than other major
ethnic groups: 19%. By comparison, the disability ratbiwthe full adult population is six

percent.

Disability Rates Vary Significantly by Ethnicity
Among Adults Age 18 to 59
API
N =167,631
White
N = 235,829

Latino
N =81,013

African-American

9%
N = 25,649

Other
N =19,236

All
N =541,420

I
0% 5% 10% 15% 20% 25%

Percent of Adults in Ethnic Group Reporting Disabilities
(Age 18 to 59) 55
Source: IPUMS 2012 3-Year Samples



As noted earlier, location data for adults with disabilities is only available using the age range
18 to 64. While it is possible that the population distribution varies, the disabled adult
population betwen ages 18 to 64 has a similar ethnic profile to the disabled adult population
age 18 to 59.

As shown below, the ethnicity of disabled adult population varies by supervisorial district, which
is important when devising outreach strategies and identitiimgnost culturally appropriate
agencies to provide services in different parts of the city. For example, Latinos are the largest
contingent of adults reporting disabilities in District 9, which includes the Mission neighborhood.
District 4, which covershie Sunset/Parkside neighborhoods, is almost equally API and white.
Total population size varies by distrilease see Appendix D for complete information by
district.

Race/Ethnicity of Adults (18 to 64) with Disabilities by District
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70% - )
cov | ER lAfrlcavn

B B . e
50% 66%

20% - @ Latino
30% .46%. . .
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Source: ACS 2013 5-Year Estimates o o
Note: Percentage not displayed if 3% or less Supervisorial District

Adults with disabilities report varying levels of incomdes depited below, the loweshcome
disabled adult population is almost equally likely to be white and Afiikaaerican. Latinos and
API adults are larger portions of those with slightly higher income.

Ethnicity of Adults Reporting Disabilities (Age 18 to 59) by Income Level
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Adults with Disabilit ies: Language & English Fluency

Primay language and English fluency rates among adults reporting disabilities reflect the ethnic
profile of the population. As shown below, the majority of adults aged 18 to 59 reporting
disabilities speak English. Approximately 65% speak English as theiaprianguage, and

89% total are English proficient. The most common other languages spoken by this population
are Spanish (16%) and Chinese (8%).

Primary Languages of Adults Reporting Disabilities
(Age 18 to 59)

Majority of Adults Reporting Disabilities are
Proficient in English

Limited Total: 35,145

Total: 35,145 Tagalog, 3%

English
Proficiency,
11%

Chinese,
8%

Source: IPUMS 2012 3-Year Samples Source: IPUMS 2012 3-Year Samples

As shown below, these trends appear to be consistent amorgclonve adults with disalities

with English as the primary language for the majority of al-lo@ome levels. The increase in

the percentage that speaks Spanish and Chinese in the slightly higher income groups mirrors the
ethnic trends discussed in the prior section. Overalbsaaheséow-income groups, the English
proficiency rate remains abo®&%.

Most Low-Income Adults Reporting Disabilities (Age 18 to 59) Speak English
as a Primary Language
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Adults with Disabilities : Type of Disability

As shown in the chart below, the most common type of disability reported by adults age 18 to 59

is cognitive difficulty.Approximaely 17,518 or 50% of adults reporting disabilities indicate a

cognitive difficulty. Described broadly in the census as f
or making decisionso due to a fiphysical, ment
encapslate a variety of conditions (e.g., mental health diagnosis, traumatic brain injury, etc).
Ambulatory or physical difficulty defined aserious difficulty walking or climbing staiiisis

the second most common type of disability, reported by 13,85@dnidils (39%).

Cognitive Difficulty is the Most Commonly Reported Disability
by Adults with Disabilities Age 18 to 59

20,000
17,518
18,000 .
Total Population: 35,145
16,000
13,859

14,000 ——— 12,675
12,000 @ Facility
10,000

8,000 6,020 6,935 .

6,000 4,980 — 8 Community

4,000

2,000

O T T T
Self-Care Indep. Ambulatory  Cognitive Vision Hearing

Living

Source: IPUMS 2012 3-Year Samples
A review of the census questions intended to gauge impairment in Activities of Daily Living
(ADLs) and Instrumental Activities of Daily Living (IADLs) indicates that adults reporting
disabilities are more likg to experience difficulty with IADLS.Ter med fi ndependent
and defined as having difficulty doing errands alone due to a physical, mental, or emotional
problem, 12,675 or 36% of this population report difficulty with these tasksc&efdiffiaulty
or ADL difficulty, described as #fAdifficulty d
6,020 or 17% of adults reporting disabilities.

As is evident in the above chart, the general frequency of disability by type is consistent for those
in thecommunity and those in facilities. Approximately 74% of the 4,043 individuals living in
facilities report cognitive difficulty. Given the broad definition of this difficulty in the census
guestionnaire, it is difficult to understand the exact natureesfetldisabilities.

The overall trends in frequency of disability type are also generally consistent across gender.
Women reporting disabilities are slightly more likely to report independent living difficulty: 41%
compared to 32% of men. The male disalalddlt population reports slightly higher rates of
difficulty with hearing: 16% compared to 11% of women.

® Activities of Daily Living (ADLs) are basic selfare tasks, such as eating/feeding antibgt
Instrumental Activities of Daily Living (IADLs) are more complex skills needed to live

independently, such as grocery shopping and managing medications.
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As shown below, the general trends in disability type are similar across ethnicities. Cognitive
difficulty is the most common disability type repattdéollowed by ambulatory and then
independent living. However, there is some notable variation. For example, over half of-African
American adults reporting disabilities indicate they experience ambulatory difficulty, which is a
much higher rate of this pacular disability than is reported by other major ethnic groups. There
is a much lower rate of cognitive disability by API adults reporting disabilities: 40% compared to
over 50% of other groups.

Types of Disability Reported by Adults Age 18 to 59
Generally Consistent by Ethnicity
60%

B Self-Care

50%

B Independent
Living

40%

B Ambulatory
30%

Percent of Adults Age 18 to 59 Reporting 1+ Disability

H Cognitive
20%
H Vision
10%
O Hearing
0%
API White Latino African-American All
N =6,351 N=12,802 N =7,080 N =5,811 N = 35,145

Adults Reporting Disabilities by Ethnicity
Source: IPUMS 2012 3-Year Samples

Another interesting way to considgpes of disability is in the context of other reported
disabilities. The chart below highlights the frequency with which disabilities are concurrently
reported. For example, 12,675 adults report independent living and slightly more than 8,000 of
this groupalso reports cognitive disability. While this data issefforted and medical field

could provide more clinical data, this type of analysis may be useful when considering the types
of services and potential service linkages that may be useful for adthltdisabilities.

Co-Occurence of Disabilities by Type
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Adults with Disabilities: Employment

While many persons have disabilities that
prevent them from working, systemic barriers
can further impede employment and discourage
potential workers from seeking employment.
This population terslto face difficulties

looking for work, finding positions that provide
necessary accommodations, and obtaining
accessible and consistent transportation (U.S.
Department of Labor, 2001). When considering
the employment rates of this population, it is
important to remember that some of those out of
the labor force are likely discouraged workers
who would be interested and able to work with

appropriate support. *Data pertains to those living in the community
Source: IPUMS 2012 3-Year Samples

Less than Half of Adults Reporting Disabilties
Age 18 to 59 are in the Labor Force

N =31,102*

Not in
labor
force, 54%

Unemployed, 7%

Most adults who report disabilities in the census are out of the labor force (not employed and not
seeking employment): 59% of all adults with disabilities and 54% of those living in the
community. The chart above is focused on those in the community, showing that approximately
45% of this population is in the labor force. By comparison, 86% of adulss age range

without disabilities are in the workforce.

Approximately seven percent of the population is unemployed. This equates to 2,315 individuals,
suggesting that the unemployment rate for the disabled adult population in the labor force is
appoximately 16% (2,315 of the 14,254 persons with disabilities in the labor force). The
unemployment rate for netlisabled persons is closer to eight per¢&nt.

Income Level of Adults Reporting Disabilities by Employment Status As might be
100% expected, those
90% 8% | | Blincome who are employed
30% 34% 300% or tend to have higher

— 58% income than those

] . Hincome who are
60%
T 1 ;gg‘;o th;L unemployed or out
50% | - 0 of the workforce.
40% 20% 25% | Dincome However, over

30% - 100% to 40% of adults with
0, 199% FPL . creys
20% e disabilities who
10% H Income are working can
0% - below 100%  tj|| be classified
Employed Unemployed Qut of labor force All FPL as lowincome.
N=11,539 N=2,315 M =16,848 N=31,102

These individuals
Source: IPUMS 2012 3-Year Samples

19 Census data provides a sense of trends by specific population but is a less precise methodology
than official labor statistics maintained by employment and labor agencies. The California
Employment Development Division estimates that the current unemployment rate for the entire
San Francisco population in January 2016 is approximately 3.3%.
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may be underemployed or working lemage positions that do not provide enough income to
meet a basic ahdard of living. Those who are unemployed but in the workforce are likely to
have higher income than those who are completely out of the workforce; this may be due to
sporadic employment throughout the year.

The chart below depicts the frequency of disigttypes reported by employment status. Those
who identify as out of the workforce tend to report multiple types of disabilities. They also are
much more likely to report types of disability that potentially can have a significant impact on
ability to work (e.g., independent living difficulty). Over half of unemployed adults with
disabilities report cognitive disabilities. This group may have difficulty finding appropriate
positions that accommodate their needs and support their capabilities.

Types of Disability by Employment Status of Adults Reporting Disabilities
Age 18 to 59
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Distinct Populations

Isolated & Homebound Seniors & Adults with Disabilities

Isolation is connected to poor health, cognitive functioning, and emotional wellbeing (Charles &
Carstensen2010).Those who live alone and those who armBbound individuals may be at
heightened risk for isolation. While there is no single metric to identify this population, there are
a number of proxies that can at least provide some direction in estimating the size of this
population.

Living Alone

San Fancisco seniors age 60 and up are more likely to live alone than seniors statewide or in
other major California counties. Approximately 46,964 individuals or 29% of San Francisco
seniors are living alone. In other major California counties, the ratesisrdio 21%.

San Francisco Seniors More Likely to Live Alone than Seniors

Statewide, Nationwide, or in other major CA Counties
35%

30%

24%

25% | 23% 21% 21% 21% 21%
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0% - T T ! ! ! ‘

San

Alameda Los Angeles San Diego San Mateo California United
Francisco States
Source: ACS 2013 5-Year Estimates

29%

Percent of Seniors Age 60+

As shown below, San Francisco seniors and adults with disabilities who live alone are most
likely to be white and AfricasAmerican. Compared to the ethnic profiles of these populations
discussed earlier in this assessment, thesaps are overrepresented among those living alone.
These trends are generally consistent among thénoeme populations but with two notable
shifts1 focusing in on all with income below 300% FPL, APl make up a larger portion of seniors
living alone B2%) and AfricarAmericans constitute a larger percentage of the disabled adult
population living alone (25%).

Seniors Age 60+ Living Alone Adults Reporting Disabilities Age 18 to 59
Tend to be White who Live Alone
Tend to be White
African- Other, Total: 46,964 Total: 8,907
American, 1.9%

10%
Latino, 8%
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Focusing on trends within the major ethnic groups represented in San Francisco reveals
additional nuance in household size. Among senidirszak-Americans and whites are much
more likely to live in small households of one to two individuals. As shown below, 45% of
African-American seniors and 40% of white seniors live alone. By comparison, only 25% of
Latino seniors and 18% of API seniore éiving on their own; these seniors tend to live in larger
households with family members. API seniors are more likely to live in a household of five or
more than live alone.

White and African-American Seniors Tend to Live in Smaller Households;
APl and Latino Seniors Tend to Live in Larger Households

White

APl _ Lating African-Aimerican
M = 66,625 M =§3,754 M = 15,085 N =10475

4 HH: . 4 HH: 5 HH+:6%
3HH: gy i 2%

Th

Source: IPUMS 2012 3-Year Samples

Similar trends are visible in the disabled adult populatiansi#own below, 29% of adults age 18
to 59 who report disabilities live in single person households. Rates of living alone are highest
among the AfricarAmerican and white adults with disabilities. Notably, this population overall
is more likely to live ina larger household of three or more; this appears to be driven in part by
the tendency of younger adults reporting disabilities to live with their parents.

White and African-American Adults with Disabilities (Age 18 to 59) Tend to Live in Smaller Households;
API and Latino Adults with Disabilities Tend to Live in Larger Households

All Adults Reporting Disabilities API White Latino African-American
Living in the Community N =5,671 N =11,259 N = 6,202 N=4,978
N =31,102

Source: IPUMS 2012 3-Year Samples
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Overall,46,964 seniors and 8,907 adults reporting disabilitiesreside in he community live
alone (a total of 55,871 individual#ds shown below, mst of these individuals are lenvcome.
Approximately 29,216 or 27% seniors living alone have income below 100% FPL. This
prevalence is even higher among adults with disabilitig%s df those living alone have income
below the federal poverty line.

Seniors and Adults with Disabilities who Live Alone Tend to be
Low-Income
50,000

46,964
@ 45,000 @ Income at or
S 40,000 0
% 17,748 above 300% FPL
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— 15,000
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Seniors Adults Reporting Disabilities
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Source: IPUMS 2012 3-Year Samples

The census provides an additional level of detail regarding the senior population that lives alone.
A review of historic datandicatesthat the number ofemiors living alone increased over the last
decade. As showin the chart belowthe increase mirrors trends in the overall populatiends

with the growth driven byhe youngest andldest senior population&iven the correlation of
disability and agethe growth in the population of seniors age 85 and up who live alone should

be noted; this population has increased by 1,500 individuals over the last decade.

Number of Seniors Living Alone Has Increased

by Approximately 7,000 Individuals Since 2000
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As shown to the right, seniors living alone are
most likely to live in the ndhern and middle
part of the city. Mo st
households are found in District 3 (Chinatown,
North Beach, and Nob Hill). There are 5,673
single senior households in this area, comprising
16% of the cityodos senis Ll one.

Total Single Senior (Age 65+)
Households by District R .
01‘e th)é cl tybo I ngl e

Other areas with significant single senior
populations ar®istrict 5 (Western Addition, the
Haight, and Inner Sungewith 4,595 or 13% of
this population and District 2 (Marina, Pacific
Heights, and part of Russian Hill) with 4,226 or
12% of this populabn.

Source: ACS 2013 5-Year Estimates _‘

Difficulty with ADLs

Persons who have difficulty with activities of daily living, such as bathing and dressing, are more
likely to be homebound. Based on the census indicator fecaedfdifficulty, there are

approximately 15,986 seniors aged&@ older and 5,006 adults with disabilities at heightened

risk of being homebound. Of this population, approximately 38% also live #ppeoximately

7,166 (89%) of those with setfire disabilities who live alone have income below 300% FPL.

Self-Care Difficulty and Living Alone
Seniors Adults Total
Age 60+ Age 18 to 59
Difficulty with Self -Care i All 15,986 5,006 20,992
Difficulty with Self -Care 1 1,454 8,024
. 6,570
Living Alone
% Live Alone 41% 29% 38%

Source: IPUMS 2012-Fear Samples

Using broader parameters for the potentially homebound population (independent living and/or
ambulatory difficulty) results in a significantly larger population estimate: 56,731 who are
potentially homebound, and almost 20,000 (35%) of that group live alonestirated 16,782

or 84% of this population has income below 300% FPL.

Self-Care, Independent Living, and/or Ambulatory Difficulty and Living Alone
Seniors Adults
Age 60+ Age 18 to 59 veEl
Difficulty with Self-Care,
IndependentL iving, and/or 17,756 38,975 56,731
Ambulation
Live Alone 4,999 14,775 19,774
% Live Alone 28% 38% 35%

Source: IPUMS 2012-Fear Samples
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Receives IfHome Supportive Services

The InHome Supportive Services (IHSS) program serves Meadliclientswho need assistance
with ADLs ard IADLs. This program data provides valuable insight into the location of low
income persons with disabilities who are at high risk of being homebound. As of June 2015,
there are 18,063 seniors age 60 and 4,089 adults age 18 to 59 enrolled thAHE®ximately
40% of these clients live alone.

In-Home Support Services Clients
Seniors Adults Total
Age 60+ Age 18 to 59
Total Clients 18,063 4,089 22,152
Living Alone 7,315 1,600 8,915
% Living Alone 40% 39% 40%

Source: IHSS June 2015

IHSS clientswho live alone tend toesidein the eastern supervisorial districts. District 6 is home
to 21% of all IHSS clients and 33% of those living alddistrict 3 is home td5% of IHSS

clients and 16% aHSS clients who livealone.District 5 houses 11% of IHS$ients and 14%

of those that live alone.

These districtevel trends areentered orertain neighborhoods. The two neighborhoods with
the largest population of senior IHSS clients living alaresin District 6the Tenderloirwith

17% of senior IHSS @nts living alone (1,220 clientand SOMAwith 12% (895 client$.
Chinatown in District 3 also hasany people ithis population (776 individuals), as does the
Western Addition (700 clients).

. . Total IHSS Clients who Live Alone
The youngetHSSclient population

between age 18 and SBows
similar tendencies. Twerxyine
percent of younger adult IHSS
clients living aloné 462 clientsi
are in the Tenderloimg2clients).
Fourteen percerit226 clients are
in SOMA. However, thigpopulation
does not tend to live in Chinatown
(only 29clients). They arenore
likely to live in BayviewHunters
Point (121 individuals or 8% of
adult IHSS clients living alone).

327 - 606
607 - 1,465
1,466 - 2,966

1) s
Source: IHSS June 2015 4

1 As aMedi-Cal benefit, the IHSS program uses age 65 as the threshold for seniors. In keeping
with the Older Americans Act definitions, the analysis here uses age 60 to delineate seniors from

younger adults with disabilities.
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Veterans

The number of San Franciscans who are Majority of San Francisco Veterans are
veterans of military service is 29,916. They Seniors Age 60 and Older
comprise four pdelrcent of the cityds a

. . . Age 1810 Age 25to
population, a little lower than the statewide Total: 29,916 24, 0.4%

veterans rate of seven percent and the
nationwide rate of nine percent, but they

tend to be older persons. The chart to the
rightillustrates thattwa hi rds of t
veterans are over the age of 68¢d 10%

(2,899) being over the age of 85.

Research on the effects of military service
has tended to dwell on its shoerm impact.
An emerging body of research, however, is
examining the lifespan impact, discovering
that military service may be a hidue
variable in both positive and negative Source: IPUMS 2012 3-Year Samples

outcomes later in life. Some variants of

posttraumatic stress may remain buried until late in life, surfacing as older persons face new
stressors like retirement, the loss of a loved one, or physical declinet tratena from earlier

stages of life may surface and exacerbate the physical and psychological challenges of aging. For
older veterans, the legacy of their wartime service is often tied to the popularity of the war they
served in and the unique nature ofrbat in each war. The chart below illustrates the periods

served by San Francisco veterans.

Period Served by San Francisco Veterans

World War Il 12%

Korean War 13%

Vietnam era 33%

Gulf War

(8/1990 to 8/2001) 12%

Gulf War
(9/2001 or later)

0% 5% 10% 15% 20% 25% 30% 35%

Source: ACS 2013 5-Year Estimates

Too often the human services discussion of military service dwells on negative outcomes like
posttraumatic stress and addiction, mental illnesd homelessness. However, lifespan research
reveals the positive values that veterans often draw from military service (Chatterjee et al, 2009).
Older persons who served in the military often emerge from the experience with greater
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resilience and wisdonT.hey describe the value of discipline and enduring friendships, of a

broader perspective and a sense of gratitude and satisfaction with life. The chart below suggests
the prevalence of positive adjust mdendto among t
have higher incomes than ngaterans.

Individual Income of San Francisco Veterans Compared to

Non-Veteran Population (Age 18+)
30%
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Source: IPUMS 2012 3-Year Samples

The demographics of veterans in the city lean toward older white males. The chart below shows
their ethnicity and age. Ni nety oands7%ae cent o
white. Veterans under age &€ more likely to be Latino and Africa&kmerican than older

veterans.

San Francisco Veterans by Age and Ethnicity

0, .
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] ] - ] nomer
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American
50% -
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Veterans Veterans All Veterans All SF Adults
Age 1810 59 Age 60+ N =29,916 Age 18+
N =10,032 N =19,834 N =703,197

Source: IPUMS 2012 3-Year Samples
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. Location of Veterans by District
The largest groups of veterans live in

District 7 (Western Twin Peaks and Lake
Merced), District 8 (Diamond Heights,
Upper Market/Eurekaand Noe Valley),
and District 2 (Presidio, Marina, Seacliff,
and Pacific HeightsPlease see
Appendix E for population information

by district.

In the last fiscal year, over six percent of
San Franciscob6s vet
utilized the services ohe Office on
AginggMost often they
congregate and honuelivered meal
programs, as well as its community
services programs that offer opportunities
for socialization and assistance from _
social services Specia"sts_ Source: ACS 2013 5-Year Estimates

The DAAS County Vetans Services Office (CVSO) helped 2,265 veterans in FY514Most
lived in San Francisco, although this office also serves those from the surroundingThgion
office is a direct client service program, targeting homeless and disabled veterans, their
dependents and survivors, and helping them apply for benefits like seomcected disability
compensation and pension, vocational rehabilitation, Gl Bill, death pension for surviving
spouses, college benefits for surviving dependents, and assistareeontebound.

Whil e the | argest concentrations of veterans
services tend to live on the eastern side of the city. This trend may be due to the downtown
location of the CVSO office. With increased §itad in FY 1516, the CVSO has expanded its

outreach efforts, including satellite hours at the VA Medical Center in the Outer Richmond
neighborhood (District 1).

Veterans Served by CVSO in FY 14-15
by District
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Onethird of San Francisco veterand 0,032 individual$ are younger adults below age. 6
Within this group, 31% (3,097) report disabilities. Disability rates vary by ethnicity with the
highest frequency among African American (58%), Latino (32%), and white (26%) veterans,
with just 10% of API veterans reporting a disability.

While the pevalence of difficulties amongst veterans is often overstated, a substantial number of
younger veterans are living with disabilities. The nature of combat has changed, and many
veterans are returning home from recent wars with injuries that would haengetal in

previous wars. The proportion of soldiers discharged after the Afghan and Iraq conflicts with
mental health diagnoses was as high as 20% (Frain et al, 2010).

As discussed earlier in this report, adults with disabilities tend to have lowenemah this
experience is no different for younger veterans with disabilities. More than one of tbig
grouplivesin extreme poverty with income below the federal poverty line (monthly income of
$981 for a single individual}However,older veteranand those without disabilities o have
higher income levels than the general San Francisco adult population.

San Francisco Veterans by Type and Income Level
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Senior Veterans Veterans with Veterans without All Veterans All SF Adults
Age 60+ Disabilities Disabilities N = 29,882 Age 18+
N =19,884 Age 18to 59 Age 18to 59 N =703,197
N = 3,097 N =6,901
Source: IPUMS 2012 3-Year Samples
The single most visible social i ssue in San F

most recent dmeless count, the number of homeless veterans iAp@fied Survey Research,

2015) More than half are unsheltered, living on the street. These individuals often seek support
from DAAS programs: the number of younger veterans with disabilities usir@ffice on the
Agingds services in the |l ast fiscal year was
disabilities who sought OOA services were homeless, and they were most often drawn to its

meal programs, community services, and case management. Tl <evi&d 978 homeless

veterang of any agd and they most frequently helped them submit claims for monetary

benefits.
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Homeless Seniors

A decade ago researchers began noting that older persons were an increasing proportion of the
homeless popation in San Francisco, creating new challenges for service providers, particularly

within the cityds health system (Hahn et. al,
(2016) observed that during the 1990s a little more than 10% of the ssmpeleulation was
over the age of 50. San Franciscobds 2015 Home

persons were 50 or over. Nine percent were 60 or over, a proportion that has more than doubled
since the 2009 homeless count (Applied Survey Resg20d5; Applied Survey Research,

2009) The Homeless Research Institute estimates that elderly homelessness will increase by a
third nationwide by the year 2020 (Sermons, 2010).

Age of Homeless Persons in San Francisco
30% -

25%
0,
23% 239

25% -
20% -
16%
15% -
10% - 9%
0% - T T T T T

Lessthan20 20to 29 30to 39 40to 49 50to 59 60and over

Source: Applied Survey Research, San Francisco Homeless Survey, 2015.

Homelessness hastens aging. The trauma afilifine street can make a homeless person

biologically old well beyond his or her years (Cohen, 1992, Gonyea et al, 2010, Hibbs et al,

1994, Morrison, 2009, Pl oeg et al, 2008). niMa
Mar got Kus h edl and dognive disalpliieg siare commonly seen in people in their

70s and 80s0 (University of California San Fr
Homeless, 2013). And there are more homeless persons in their 50s. In 2009 the median age for
perons using homeless shelters in San Francisco was 45; in 2016, it was 49. Twenty percent of
shelter occupants were age 60 or older.

San Francisco Homeless Shelter Clients Age 50+ by Year

2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 | 2015

AverageMonthly | 2,200 2,312| 1,924| 1,962| 1,955| 1,941 | 1,903 1,888 | 1,926/ 1,878
Shelter Users

#50+| 917 | 914 | 794 | 806 | 798 | 866 | 891 | 899 | 948 | 985

% 50+ | 42% | 40% | 41% | 41% | 41% | 45% | 47% | 48% | 49% | 52%

#60+| 270 | 215 | 200 | 210 | 207 | 263 | 267 | 296 | 367 | 377

% 60+ | 12% | 9% | 10% | 11% | 11% | 14% | 14% | 16% | 19% | 20%

Source: CHANGES database
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The nature of homelessness blurs many of the normal distinctions between age groups, between
young and old, between miide and later life. Many homeless persons are disabled. Some arrive
on the streets because of healthdibons, and some develop health conditions because life on

the streets is so harsh.

San Franciscob6s 2015 Homel ess Count survey <coO
homeless persons. For the purpose of this study, that information wasatxdsted by age,

revealing higher rates of physical disabilities and chronic health conditions amongst older

homeless persons, while seniors were slightly less likely to have psychiatric disabilities. Older
persons were also more likely to have issues wvdthction, although this needs to be understood

within the context of aging, as described subsequently within this report. The chart below

highlights the general prevalence of disabilities.

Disabling Conditions Among Homeless Persons by Age
60%

50%
40% [
30% =
20%
0% P o
Drug or Psychiatric Tral:)r?'lte-ltic Chronic
g or Physical Traumatic AIDS/HIV
Alcohol . L Stress Health . .
Emotional Disability } Brain Injury Related
Abuse Conditions Disorder Problems
(PTSD)
Ml Less than 50 34% 35% 22% 27% 21% 9% 8%
W50to 59 41% 37% 36% 24% 38% 14% 6%
E 60 and over 46% 31% 50% 34% 42% 12% 5%

Source: Applied Survey Research, San Francisco Homeless Survey, 2015.

The reasons for premature aging are midtiput it is useful to distinguish between people who
have been homeless for many years and persons who become homeless later in life. The former
may have lifelong patterns of neglecting their health, while the latter may become homeless
because of healttonditions.

A longitudinal study now underway in Oakland has found that 43% of homeless seniors did not

| ose housing until their 50s. ARnThese are peop
|l abor, 0 said the | ead rnetsleya rpcuhbelri,s hMeadr giontt eKruvsihe
people are the people who have been the janit
(McCamy, 2015). For a laborer, a back injury can ruin his or her later years, especially when
living in an expensive city. A Nework City study found that over half of older homeless
persons | ed fAconventional | iveso prior to
suggests two pathways for persons who become homeless late in life: gradual decline and/or
trigger events. Faors that are manageable in early Tifancertain employment, poor health,

bec
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shaky social connections, drug use or depressioay gradually erode resilience, leading to an
eventual loss of housing. Trigger events like the death of a loved one who prosided

domestic violence, or family breakdown can aggravate underlying vulnerabilities and lead to a
sudden loss of stability (Crane & Arnes, 2005; Gonyea et al, 2010, Grenier, 2013, McDonald et
al, 2004, Morris et al, 2005).

The other half of homelesdder persons tend to live rough lives, cycling through jail, prisons,

and hospitals, struggling with mental illness and addiction. A lifetime of alcohol and drug abuse,
combined with smoking, poor access to health care, poor nutrition, violence, arstréssh

takes its toll on this groupés health (Kushel

Regardless of pathway, the experience of homelessness is different for older persons. They are
more likely to have cognitive impairments, including problems with memory, information
processingand following directions (Garibaldi et al, 2005; Kim et al. 2010; Grenier, 2013). In a
focus group conducted for this assessment, homeless seniors expressed confusion at the
complicated system for gaining access to shelter. Older homeless persoss arerallikely to

have functional impairments, including difficulty with daily tasks such as dressing, bathing and
toileting, as well as deteriorating hearing and vision. Because of mobility impairments, they
often have greater barriers to seeking treatrard services, having to walk long distances to

reach service providers (Kushel, 2016). Focus group participants stressed how difficult it was to
carry their belongings as they moved about from day to day, their loads made heavier by injuries
and illness.

The burden of possessions adds to the stigma that many older homeless persons experience.

AOne of the main problems in being homel ess i
canodét take it into a r est aaoypadaghonmeless @asiasbiinm e s s .
a dirty, filthy old man. o

Older homeless persons often experience stigma when they seek treatment or services,
confronting the assumption that they must have done something to bring their situation upon
themselves. Kushand Miaskowski (2006) found that older homeless persons were sometimes
denied enébf-life treatment unless they complied with admonitions to maintain sobriety. Older
homeless persons frequently require specialized treatment services that shelterscarfdrclini
homeless people are not prepared to provide. Yet general health clinics focused on serving
seniors may not be sensitive to the unique needs of older homeless persons.

Violence stalks homeless seniors. One study found that 32% of older homeless anah2y %
of men had been assaulted in the previous year. They are seen as easy targets for robbery and

financi al exploitation (Grenier, 2013) . nAs a
are vulnerabl e. Peopl e &erptawed that younlgex komelessn S S| ¢
persons sometimes lurk a few feet away when they see an older person go to an ATM machine.
Alf you ask them to go away, thatés grounds f
participant was a woman who had bessaulted onthe stréefii n t he wr ong pl ace
tinmemjuring her shoulder and making it more d
Focus group participants agreed that the level of violence varied by neighborhood. The
Tenderlonvas seen as too risky, and some even avoi
Haight is not safe anymore, o0 a development th
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homeless adults. To protect themselves, the participants relied on a network aflstsefihey
viewed the shelters as relatively safe.

A structural barrier for older seniors is the lack of access to the labor market. Older persons who
lose housing because of unemployment often have difficulties competing with younger workers.
They mg be discriminated against because of age, or they may not be able to compete because

of physical limitations. Because they are less likely to reintegrate into the workforce, the duration

of homeless episodes tends to be longer for older persons (Catp8@5; Grenier, 2013). In a

focus group, several older homeless persons expressed pride in their earlier work histories and
found themselves facing unexpected considerat
someone who understands that | haveilowunity and understands the circumstances of my

i f e, |l would work, o said one participant. Ot
earnings on their Social Security and health care benefits; they were volunteering or finding

small entreprengial opportunities like babysitting and selling handicrafts.

The experience of homelessness among older persons varies by gender. Men are four times more
likely than women to be homeless (Cohen et al, 1992), but older women face different

challenges. Whie mendéds homel essness is often connecte
longstanding behavioral health issues, women are more likely to become homeless due to a

change in family circumstances such as becoming a widow or getting divorced. Spousal abuse,
family violence, and disputes with family and friends are common pathways into homelessness

for ol der women. Womendés disproportionate inv
time work, or work for lesser wages makes them more susceptible-thdifgirg trigger events

(Hecht & Coyle, 2001, Kosor et al, 2002). Once homeless, women are more vulnerable to

violence. About a third report having been physically assaulted in the previous year; nine percent
report having been raped (Crowe & Hardill, 1993; Kisheet al , 2003) . Wo me n-
complaints are also different: older homeless women are more likely to report difficulties with

arthritis and bladder control while men are more likely to suffer from skin and back problems
(McDonald et al, 2004; Grenier, 28).

San Franciscods homeless system faces unique
developed during an era when the population was largely younger, but an older homeless

population requires housing providers to assist with more medice¢iom One key informant

for this assessment noted that existing supportive housing options tend to provide generic case
management services, lacking the clinical pathways needed by older homeless persons. As a

result, seniors in supportive housing ofterdftheir way to health treatment by way of

behavior al health interventions, being A51500
nursing facility.

While a general assumption in the field is that older homeless persons may choose life on the
streets rather than exchanging their SSI assistance for housing, it may be that they do not ask for
housing assistance while in shelter and require targeted outreach. As of the fall of 2015, 1,168
persons age 60 or older lived in permanent supportivargpdsveloped by the San Francisco
Human Services Agency, yet last year about 1,000 seniors spent at least one night in shelter.

The aging of the homeless popul ation has even
Homeless persons over theearf 50 are 3.6 times more likely than younger homeless adults to
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suffer from a chronic health problem, and one study found that the likelihood of having a mental
health problem doubled for homeless persons over the age of 42 (Kim et al, 2010; Grenier,

2013). According to research, health care providers for homeless persons tend to focus on
younger adults, emphasizing substance abuse treatment, traumatic injuries and infections,

treating them with shotterm care. But an older population needs help to genhronic

diseases like diabetes and heart and lung disease (Crane & Warnes, 2001, Gonyea et al, 2010;
Grenier et al, 2013; McDonald et al, 2004). Older homeless persons die at a rate four to five

times higher than the general population of older pergassing away 230 years earlier, but

the cause of death is often for conventional causes like heart disease and cancer. Even if a person
becomes homeless late in life, his or her health is likely to decline precipitously (Kushel, 2016).

Research alsmdicates that older homeless persons with terminal illnesses are likely to receive
endof-life care in expensive hospital settings, the disorder of their lives making it difficult to
provide outpatient palliative care (Kushel & Miaskowski, 2006). In ké&yrimant interviews,

hospice providers cited the general lack of-efitife care services for homeless persons. Many

of the hospice facilities that serve homeless persons were created at the outset of the AIDS
epidemic, and their services tend to be lichite men. Women with terminal illnesses may be

more likely to be discharged from hospitals to the street. Informants also decried the lack of
service options for homeless persons who are very ill, but do not qualify for hospice services and
cannot afford busing, much less thome care, and are left to fend for themselves on the street
while coping with serious illnesses.
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LGBT Seniors

Il n state and | ocal surveys, as much as 12. 4%
as LGBT (Jensen, 2012his amounts to approximately 20,060 LGBT seniors. However, even

in a city known as a hub for lesbian, gay, bisexual, and transgender populations, LGBT seniors
report a level of stigma that can impact willingness and comfort to disclose their sexual

orientation. The city likely has more LGBT seniors who are closeted or hesitate to disclose their
sexual orientation or gender when accessing

services or responding to surveys. Location of LGBT Seniors Age 60+
by District

The map to the right depicts the location of
LGBT seniors by supervisorial disttibased

on responses in the biennial city survey. About
24% of seniors identifying as LGBT live in
District 8, which includes the Castro
neighborhood. District 6, which includes most
of the Tenderloin, SOMA, and Mission Bay, is
also home to a significanepentage of the
cityds LGBT seniors:
tend to have slightly highéhanaverage
portions of this population include District 3
(10%) and District 5 (9% Please see
Appendix C for complete information by
district.

Source: San Francisco City Survey 2001-2015

Recent groundbrealg work in San Francisco has helped to develop information about the local
LGBT seniors and shed light on critical challenges faced by this population (Jensen., 2012;
FredrikserGoldsen et al, 2013). Findings from these efforts include:

T San Fr an BT senmopomilationGends to be on the younger side. Most LGBT
seniors in available datasets were under age 70, which may be due in part to increased
closeting as LGBT seniors age.

9 This population is more white and more likely to be fluent in English tha general
senior population. These trends may be biased by uneven rates of closeting.

1 They are more likely to be HRgositive than heterosexual seniors. Approximately 72%
of seniors receiving HIV Health Services are LGBT (note that this group onlysrogke
three percent of the projected LGBT senior population).

1 The most frequently needed programs and services by this population are health services,
health promotion, mental health services, housing assistance, case
management/assistance from a sociakenq telephone/online referrals, and meal
site/free groceries. The population reports a high rate of unmet need for: health
promotion, dootto-door transportation, caregiver support, day programs, housing
assistance, tnome care, and telephone/onlinecredls.

LGBT seniors are at higher risk of isolation than heterosexual seniors. They are less likely to be
married or to have children to rely on in their older age. Many are alienated from their biological
family. LGBT seniors are twice as likely to &éwalone than the general senior population
compared to 2% of the general senior population, 60% of this population lives alone
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(FredrikserGoldsen et al, 2013). While most LGBT seniors living in San Francisco cannot
imagine leaving the city, they alsoraetimes feel left out of LGBT culture (San Francisco
Human Rights Commission, 2003). The younger LGBT community sometimes feels
unwelcoming. LGBT focus group participants described a sense of becoming invisible as they
have aged. While efforts have beeadwa to bring younger and older LGBT people together, this
has not always been successful.

LGBT seniors also face unique challenges as survivors of the AIDS epidemic. While advances in
medicine have transformed HIV/AIDS from what was once a fatal diagimdsia more

manageable chronic disease for many patients, living through the AIDS epidemic had a lasting
impact on this population. Many LGBT seniors did not expect to live into old age. They may be
struggling with sur vi vooditids thagrasultedfrom the trhuesmhafv i or a
losing loved ones (Cox, n.d.). Many did not make lergn plans for later in life. This

population tends to be low income, due partly to periods of unemployment earlier in life while

they were ill, caring for o#rs, or grieving loss. A comment from an LGBT service provider at a
meeting of agencies serving the elderly wunder
table [of agencies serving the elderly]. We n

In FY 1415, the Ofice on Aging (OOA) Locati £ OOA LGBT Clients Ade 60+
served 1,025 seniors age 60 and older who ocation o EY 14.15 lents Age

identified as LGBT. They were four percent of
all OOA senior clientd? These clients most
frequently live in Districts 8 and 620%
resided in each of these areas. About 12%
percent lived in Disict 5, while Districts 3 y
and 9 were each home to close to 10% of this

group.

The most common OOA service used by this
group was community services, which
provides opportunities for socialization and
assistance from social work staff. Seventy
percent olLGBT clientsi 715 individuals
visited community service sites in FY-15.
Most were enrolled at Open House. ANOther  Source: CA GetCare database FY 14-15 |
popular service was the congregate meal program, accessed by 338 clients (33%). The home
delivered meal program served 171 LGBT seniors.

Notably, LGBT seniors from all over the city traveled to service sites in the Castro neighborhood
in District 8, highlighting the connection they feel to this neighborhood. Also, LGBT seniors
living in District 6 were more likely than others to enralithe homedelivered meal program,
suggesting that those living in this area may be more likely to be homebound and/or isolated.

12\While progress has been made vdtta collection efforts on sexual orientation and identity,
there is still room for improvement. The LGBT data fields were blank for approximately 40% of
OOA senior client records. Focusing on clients with a response in these data fields,

approximately 7%dentify as LGBT.
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Appendix A. Focus Groups.

Over the last year, a series of focus groups were held witbrsemd adults with disabilities
living in communities throughout the city.

Center®

Location Date # of Target Popuation
Participants
1650 Mission St 2/4/2015 9 Adult Protective Service social
workers
South Sunset Senior 4/30/2015 11 Seniors living in the southwest
Center part of the city
1650 Mission St (DAAS)* 5/7/2015 11 General (seniors age 60)
1099 Sunnydale* 8/6/2015 9 African-American seniors
Independent Living 8/19/2015 12 Adults with disabilities
Resource Center*
Mission Neighborhood 9/2/2015 10 Latino seniors
Center
North Beach/NEXT 9/3/2015 11 Seniors living in the north part
Village* of the city
International H otel 11/17/2015 9 Cantoneseapeaking seniors
(Chinatown Community living in Chinatown
Development Center)
Bayview Hunters Point 12/14/2015 5 Caregivers
ADHC
Canon Kip Senior Center | 12/29/2015 9 Homeless seniors
Jackie Chan Senior 1/21/2016 18 Seniors in the Richmond

District

assessment efforts

*Conducted in collaboration with the Age and Disability-Friendly SF baseline

"Part of a Controller's Office study on long-term care needs
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Appendix B. Map of San Francisco Supervisorial Districts.

Accessible online at

June_2014.pdf

http://sfgov.org/elections/sites/default/files/SF_Neighborhoods
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Appendix C.Demographics of Senior Population by Supervisorial District

Supervisorial Districts

Population 1 2 3 4 5 6 7 8 9 10 11 Total
Allages 77,455 &4, 549 76,375 73,665 80,297 60,944 71,496 69,750 55,000 74,870 54,804 517,501
GF64 4,971 3,054 5,115 5,553 3,851 5,716 5,107 4,090 4,055 4,066 5,291 45, 569
6574 5,775 4,595 6,294 5,648 4,782 4,354 5,730 4,225 4,593 4,292 6,454 57,055
7584 35823 3,090 5,003 35835 3231 2,687 4,109 2511 3,501 2,646 4014 35,053
5o+ 1,557 1,720 2,324 2,556 1,902 g6z 1,954 1,043 1,059 1,044 1,911 15,022
Total Senior Population 60+ 16,426 12 762 15,736 17,575 135,766 11,641 16,950 11,669 12,955 12,043 17,650 161,995
Seniors as % of District 21.2% 19. 7% 24 5% 23.6% 17.1% 19.1% 23.7% 16.7% 15.68% 16.1% 20.8% 19.8%
Distribution, by District, of Seniors 60+ 101% 7.9% 11.6% 10.7% 5.5% 7.2% 10.5% 7.2% 5.0% 7.A% 10.9% 100,08
Total Senior Population 65+ 11,455 9,706 13,621 11,522 9,915 7,953 11,523 7,579 8,933 7,952 12,3549 113,130
Seniors 65+ as % of District 14.8% 15 0 17.8% 16.0% 12.53% 13,00 16.5% 10.9% 10 5% 10.7% 14.6% 13 8%
Distribution, by District, of Seniors 65+ 10.1% 8.6% 12.0% 10.4% 8.8% 7.0% 10.5% 6.7% 7.9% 7.1% 10.9% 100, 02

{Source: Arrerican Commukity Suney 2003 5-Ye ar Sample, Table B01001)
Supervisorial Districts

Gender, Age 60+ 1 2 3 4 5 1] 7 8 9 10 11 Total
Male| 6965 5,511 5,740 7,863 6,357 5,579 7,694 £,459 5, 957 5,597 7,048 73,710

Fernale| 9461 7,251 9,995 9,512 7,429 &,070 9,236 5,230 7,051 6,451 10,602 58,289

% Fernale 58% 57% 53% 55% 54% 5% 55% 45% 545 5425 G0% 54%

(Source: Armerican Community Suneey 2013 5-Ye ar Sample, Table 801001)
Supervisorial Districts

Ethnicity of Senior Population, 65+ 1 2 3 1 5 6 7 [i] 9 10 11 Total
One race 11,286 9,643 13,470 11,625 9,764 7,722 11,661 7,401 g, 550 7,631 12,153 111,204
One race % 95.5% 98 3 LR 95.3% 95.7% 97 3% 0. 6% 97 7% 96, 5% 98, 1% 95 2% Q8. 3

African American 254 141 263 75 1664 459 520 251 451 2,151 1281 7,520

African american % 2.5% 1.5% 1.9% 0.6% 16.8% 5.8% 4, 4% 3.3% 5.0% 26.7% 10.4% £.6%

Asian/Pacific [slander| 6,375 1,441 5,730 6,964 35015 4,457 5,454 1,057 5,264 5,502 5697 45,036

Asian/Pacific | slande r % E5.7% 14.8% 64 5% 58.9% 50.4% 56, 2% 20 5% 13.9% 356.5% 43 0% 46.1% 42 5%

Mative Amercan/slaskan Mative 14 ] 27 21 13 1] 28 29 a0 52 65 339

Mative amercan/alaskan Mative % 0.1% 0.0% 0.2% 0.2% 0.1% 0.0% 0. 2% 0.4% 1.0% 0. 7% 0.5% 0.3%

white {Alone) 4512 5,019 4,324 4511 5013 2,656 7,563 5,820 3,912 1,554 4590 52,804

White [Alone) 34 39.4% 52 6% 31.7% 35.2% 50.6% 33.5% 64, 1% FEE% 43, 8% 23.6% 37 1% 46, 7%

COther race 101 42 76 52 79 150 =13 244 933 262 S00 2,505

Other race % 0.5% 0.4% 0.6% 0.4% 0.8% 1.9% 0. 6% 3.2% 10. 4% 3.5% 400 2.2%

Two or more races 169 a5 151 159 151 211 162 175 283 151 226 1,926

Two or more races % 1.5% 0.7% 1.1% 1.7% 1.5% 2.7% 1.4% 2.5% 3.2% 1.9% 1.68% 1.7%
Latino/Latina 222 473 501 554 378 350 744 866 2,833 825 2,700 10, 446

Latino/Latina % 1.5% 4.9% 2.7% 4.7% 3.8% 4.4% 6. 3% 11.4% 31.7% 10.3% 21.8% 9.2%
White (&lane, Mot Hispanic) 4,577 7,644 4,002 4,052 4,765 2,548 7,003 5,212 2,227 1,359 2,477 45, 666
Wihite [Alone, Mot Hispanic) % 38.2% 78. 7% 20 4% 34.3% 48.1% 32.1% 0. £8.8% 2400 17.0% 20.0% 40, 4%
Total Senior Population, 65+ 11,455 9708 15,621 11,822 9915 7,933 11,823 7579 8,933 7,982 12,359 113,130

(Source: Arrerican Community Suney 2013 5-vear Sample, Tables BO100LA o 8oL




Supervisorial Districts

Es tima te of Llanguage Ability Indicators, 65+ 1 2 3 4 5 b 7 8 9 10 11 Total
Taotal Senior Population, 65+ 11,455 9708 13,621 11,522 9,915 7,933 11,523 7,574 & 933 7,952 123549 113,130
English Proficient: English @ primary language | 5,832 6,568 7088 7,258 3,783 10,123 6,692 5,697 5,201 7,630 76,677
ar speaks English "very well" or "well"
Lirnited English: Speaks English "Notwell" ar
"rat 2t oll” 3,754 576 6,753 4,734 2,657 4150 1,700 557 3,236 2751 4,720 36,253
Lirnited English, % of Seniors 65+ in District 3Z8% 9.0% 49.6% 40.0% 26.8% 52 3% 14 4% 11.7% 36 2% 34.8% 38.2% 32.0%
Spanish 29 43 153 a1 =5 141 =11} 325 1,346 326 1,043 3,606
Spanish % 0.3% 0.5% 1.1% 0.7% 0.5% 1.8% 0, 5% 4.3% 15. 1% 4. 1% 8.4% 3.2%
Indo-European Language s* 520 4349 109 245 a0s =1 368 192 164 72 320 4,413
Indo-European % 4.5% 4.5% 0.8% 290 0.2% 12,24 31% 2.5% 1.8% 0.5% 2.7 3.0%
Asian-Pacific Island Language s 3154 359 &,461 4,225 1,685 3,021 1,257 365 1,726 2,353 3,336 28,050
AP % 27.8% 4.0% 47 4% 35.7% 17.0% 38.1% 10.6% 4.8% 19.3% 29.9% 27.0% 24.8%
Other Language * 26 u] 30 g2 10 22 15 7 1] o] 12 204
Tthe r% 0.2% 0.0% 0.2 0.7% 0.1% 0.3% 0.1% 0.1% 0.0% 0. 0% 0.1% 0.2%
Distribution, by District, Limite d Enzlish % 10.4% 2.4% 15.6% 1351% 7.5% 11. 4% 4. 7% 2.4% 5.9% -4 135.0% 100. 0
*Examples of Indo-European language sinclude Russian, French, German, Persan, and Hindi
MExamples of Otherlanguages include Hebrew and Arabic, as well as Mative American and African language s,
(Source: Arerican Communiity Sunvey 2013 5-vear Sample, Table 816004
Supervisorial Districts
Senior Households 1 2 3 ! 5 [ 7 8 9 10 11 Total
Total Househalds with Persons 50+ 9543 83530 12,683 9191 9,622 5,372 10,154 190 6,948 6,145 7,295 96, 975
Owener Occupied 4,995 4,904 2,665 7025 2,694 grl 7,779 4,955 4,178 3,959 5,960 50,159
Rerter Occupied 4545 5,926 10,020 2163 6,728 7,501 2,350 5232 2,770 2,156 1,335 6,759
Renter Occupied % 47 7% 44 5% 70.0% 23.5% 69.9% £9.6% 23.4% 39.5% 30,005 35.6% 18.3% 48 2%
Distribution, By District, Renter Occupied 9.7 G.4% 21 4% 4.6% 14.4% 16. 0 5 1% 6.9% 5.9% 4. 7% 2.9 100. 0
{Source: Armerican Community Suney 2003 5-Year Sample, Table B25007)
Total Households with Persans 65+ 5,094 7,486 10,593 220 7,656 6,262 8,353 g120 6, 169 5,635 7,540 &2, 467
Lives Alane 5,002 4,226 5,673 2558 4,505 5,543 3,068 3,109 2,054 1,571 1,570 35, 247
LivesAlane % 37.1% 56, 5% 55.6% 311% 50.5% 61, 4% 36.7% S0.5% 55,084 27.0% 20.0% 42, 7%
Distribution, by District, Lives Alone 8.5% 12.0% 16.1% 7% 13.0% 10. 9% 8.7% 8.8% 5.8% 4.5% 4 5% 100, 0%
(Source: American Community Sunvey 2013 5-vear Sample, Table B11007)
Supervisorial Districts
Lﬁhian,. Gay, Iflisexual, Transgender (LG BT) q - - ) 5 - + - = . an Total
Population Estimate, 60+
Senior LGBT Population a2a a72 2,196 1,109 EENN 1,505 1,152 2,180 741 530 752 17 211
Senior LGBT Population % 5.5% 7.8% 11.7% 6.5% 7.4% 16. 5% 7.2 19.5% 5.9% 5.5 4.7% 11.1%

Souree: San Francisco Oty Sunvey 2001-2011, Note that seniors were defined as 604 for all vears except 2011, in which they were defined as 65+. The sum of the e stimate s for the districts do not total
the estirnate forthe entire city; each percentagze, including that for all districts, are applied inde pe nde ntly.
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Supervisorial Districts

Poverty Status (Estimates Based on Poverty 1 g 3 A 5 6 7 g 9 10 1 Total
Thre shold)
Total Seniors 65+ <100% PT 1,505 720 3,365 1,025 1,932 2,642 755 01 1,069 1,176 1,247 16,335
Total Seniors 65+ 100%-199% PT 2,915 1,310 4,364 2,146 2,767 5,224 1,662 1,105 2,387 1,658 2,780 25,705
Total Seniors 685+ 200% PT 7,435 7,502 5,547 5,531 4,801 2,050 9,126 5,550 5,350 4,976 5,073 59,241
Seniors 65+ forwhom poverty statuswas
. 11,255 9532 13,576 11,705 9,500 7,921 11,543 7,556 5,806 7,790 12,095 111,279
determined ! i ! i ! ! ! ! ! ! ! !
Total Senior Population 65+ 11,455 9,705 13,621 11,822 9,915 7,933 11,823 7,579 8,933 7,952 12,359 113,130
% of seniors in this district with incomes 1 2 3 1 5 6 7 a 9 10 11 Total
below:
100% PT 13.1% FA% 24 TN 8.7% 19.5% 33.3% 6.4% 11.9% 12 0% 14.7% 10.0% 14.4%;
200% PT 33.3% 20.9% S56.7% 26.8% 47 4% 74 %% 20.4% 26.5% 38. 7% 35.3% 32.5% 37.2%
Distribution, by district, of seniors with
. 1 2 3 3 5 6 7 8 9 10 11 Total
income s be low:
100% FPL 9.2% 4.4% 20.6% 5.5% 11.8% 16, 2% 4.6% 5.5% 5.5% 72X 7.E% 100.0%
200% FPL 9.1% 4.5% 15.4% A% 11.2% 14, % 5.7% 4.5% 5.2% 6. 7% Q6% 100.0%
Source: Armerican Comraunity Survey 20135 5-Year Sample, Table B17024)
Supervisorial Districts
Race & Ethnicity of Seniors 65+ with
1 2 3 ) 5 ] 7 8 ] 10 11 Total
Incomes below Poverty Threshold
One race 1,471 720 3,321 1,017 1,906 2,580 747 G675 990 1,154 1,195 15,975
One race % Q7. 7% 100.0% 93.7% 98 9% 98.7% 97 7% 98.9% 97 1% Q20% 98 1% 95, 2% 97.8%
African American 47 il 36 ] 423 161 28 il =] 334 152 1,247
African American % 5.1% 0.0% 1.1% 0.0% 21.9% 6.1% 3.7% 0.0% 6.2% 25.4% 12.2% TE%
Asian/Pacific |slander G67 155 2735 720 625 1757 367 236 340 51& 550 5,903
AsianfPacific Islander 3 57.6% 21.5% 51.3% FO0% 32.5% 67 6% 45.6% 26.2% 31.8% 44 0% 44 5% 54.5%
Mative Americanfalaskan Native 0 1] 13 4 0 1] 0 1] 23 19 0 59
Mative Amercanf/Alaskan Native % 0.0% 0. 0% 0.4% 0.4% 0. 0% 0.0% 0.0% 0.0% 2.2% 1.6% 0.0% 0.4%
Wihite (Alone) 535 565 451 293 541 574 352 639 415 204 451 5,356
Wihite [Alone) % 35 7% 78.5% 14 3% 28.5% 43.5% 21.7% 46 6% F0.9% 30.1% 17.3% 36.3% 32.8%
Cther race 19 o] 56 ] 14 58 u] o] 143 79 42 411
Other race % 1.3% 0.0% 1.7% 0.0% 0. 7% 2.2% 0.0% 0.0% 13.4% 6. 7% 3.4% 2.5%
Twid ormaore races 34 o] 44 11 26 62 g 26 79 22 47 359
Two ormore races % 2.5% 0.0% 1.5% 1.1% 1.5% 2.53% 1.1% 2.9% T7.A4% 1.9% 5.8% 2.2%
Latino/ Lating® 33 77 152 32 5l 125 40 17 454 115 339 1,563
Latino,/Latina % 2.5% 10.7% 4.5% 3.1% 4. 2% 4.7% 5.53% 11.9% 42.5% 10.0% 27.3% 9.6%
White (Alone, Mot Hispanic) 529 488 414 261 Fan 542 312 532 191 165 154 4,378
White (&lone, Mot Hispanic) % 35.1% 67.8% 12.3% 25.4% 40.9% 20, 5% 41.3% 59.0% 17.9% 14.0% 12.4% 26.8%
Total Senior Population 65+ in Poverty 1,505 720 3,365 1,028 1,952 2,642 755 901 1,069 1,176 1,242 16,335

Source: Armerican Comymunity Survey 2013 5-Year Sample, Tables B170014 o B170011)

*Mon-white races may include afew individualswhoidentify as Latino, but the total is relatively low.

85




Supervisorial Districts

Seniors Reporting Disabilities 1 2 3 L 5 6 7 8 9 10 11 Total
Total Senior Population, 65+ 11,455 9,708 15621 11,522 2,915 7933 11,523 7.579 5,953 752 12,559 113,130
Seniors Re potting Disabilities 4 357 3,085 5,501 4151 4,192 4,344 3,597 2,416 3461 5,152 4579 43,235
Seniors with Disahilitie s as % of District 8% 3% 43% 35% 4% 55% 0% 3% 39% 39% 37% 8%
Distributtion, by District, of Seniars Re porting 10% % 14% 10% 10% 10% % 6% &% % 11% 100%
Diszbilitie s
{Source: American Community Survey 2013 5-Vear Sample, Table 518130)
Supervisorial Districts
[Ilsalhlllt.yI Characteristics* of Senior 1 5 3 3 = 6 7 g 9 10 1 Total
Popuation (Age 65+)
He ating difficulty 1,945 1,510 1,916 1,554 1,257 1,205 1,21 941 1,289 1,116 1572 15,3586
Hearing % 45% 42%, 2% 35 1% 28% 3% 39% 37 35% 3% JE%
Wision difficulty 1,015 659 1,357 240 G573 1,016 731 429 FiG 693 751 9,250
Wision % 25% 21% 25% 25% 21% 25% 200 15% 2% 22% 17% 21%
Cognitive difficulty 1,315 239 2030 1,401 1,375 1475 1,115 654 1,050 o997 1,445 15,783
Coghitive % 0% 0% 34% 3425 33% 4% 31% 27% 30% 32% 329% 32%
valking (&rmbulation) difficulty| 2,861 1,944 4134 2,511 5,074 5,332 2,172 1,590 2,026 2,125 3,356 29,135
walking (Ambulation) %4 EE6% £3% 0% S0 73% TIN =114 BE% 502 67% 73% 67%
Self Care difficulty| 1,276 1,072 2,366 1,170 1,706 1,876 1,192 1,036 915 1,173 1,542 15,344
Self Care % 29%, 35% 40% 25% 41% 45% 35% 45% 2E% 7% 3% 55%
Independent Living difficulty] 2,659 1,521 4,069 2,465 2,441 2,765 2,159 1,332 1,750 1,754 2,450 25,555
Independent Living % 51% 49%, 59% SO 55% 4% Do 55% =10 57% Sd% 59%
Seniors Re porting Disabilities 4,557 5,055 5,901 4,151 4,192 4,544 5597 2,416 5461 3,152 4579 45,235
* The census disability definitions are:
* Hearing difficulty; deaf or having serious difficulty hearing,
« Yision difficulty: blind or having serious difficulty seeing, even when wearing glasses.
¢ Cognitive difficulty: Because of a physical, mental, or emnotional proble m, having difficulty remembering, concentrating, or making de cisions.
e Ambulatory difficulty: Having serous difficulty walking or climbing stairs.
¢ Self-care difficulty: Having difficulty bathing or dressing.
¢ Indepe ndent living difficulty: Because of aphysical, mental, or emaotional problem, having difficulty doing e rands alone such as visiting 3 doctar's office or shopping.
(Source: Armerican Community Survey 2013 5-Vear Sample, Tables 5181.50)
Supervisorial Districts
Seniors Reporting Disabilities with Income " . - . - . = - . . - Total
Belows Poverty Threshold
Total fenior Population, 65+ 11,455 9,708 15621 11,522 3,915 7933 11,5235 7.579 5,953 7,952 12,559 113,150
Seniors Re porting Disabilities 4,557 3,055 5,901 4,151 4,182 4,544 5597 2,416 3461 3,152 4579 43,255
Seniors Re porting Disabilities with income 765 460 1,858 252 1,199 1,566 00 525 495 433 a02 8,655
below the pove rty threshold
% of Seniors with Disabilities with income
17.6% 14 .5 31.5% 6. 1% 25.6%% 36.0% 15.5% 21.7% 14.5% 15.7% 151% 20,0
below the pove rty threhsold
Distribution, by District, of Seniors Re porting
Disahilitie swith income below the poverty 8.8% = 21.5% 2.9 13.99% 18.1% 5.8% 6.1% 5.7% 5.0 F.0% 100.0%
thre shold

{Source: Armerican Community Survey 2013 5-YVear Sample, Table 518130
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Appendix D. Demographics of Adults with Disabilities by Supervisorial District

Supervisorial Districts

Population 1 2 3 L1 5 [ 7 8 a 10 11 Total
Adult Population [15to 64) with Disabilitie s 5,441 1,422 5,599 2,829 4,555 6,951 2,272 3,295 4,076 4371 4,795 41,009
Total &dult Population [1564) 55,606 47,460 56,979 50,464 63,208 46,571 48,096 54,677 61,027 50,704 57,671 592,563
Adult Population [18to 64) with Disabilities % 6. 2% 3. G, 3% 5.6% 6.9% 14.9% 4. 7% 6.0% 6. 7% 8. 6% T7.9% B8.9%
Distribution, by District, of Adultswith
. o g. 4% 3.5% G 6% 7. 1% 10.6% 16.9% 5.9% 5.0% 9.9 10.7% 10.5% 10002
Disabilities
(Source: Armerican Community Survey 2013 5-¥Year Sample, Table B18101)
Supervisorial Districts
Gender, Adults (18 to 61) with Disabilities 1 2 3 1 5 6 7 8 9 10 11 Total
Male 1,547 g02 1,944 1,559 2,207 4,903 1,194 2,267 2,403 2,019 1,935 22,600
Fernale 1,694 520 1,655 1,570 2,145 2,048 1,078 1,008 1,673 2,352 2363 18,209
Fernale % 55% 44% 46% 47% 49% 29% 4 7% 31% 41% 24% 25% 445
(Source: Armerican Community Survey 2013 5-Year Sample, Table B18101)
Supervisorial Districts
Ethnicity of Adult Population {13 to 64) with
L 1 2 3 4 5 6 7 8 9 10 11 Total
Disabilities
One race 5,260 1,395 5,429 2,795 4,017 6,576 2,208 3,057 3,952 4115 4,125 58,919
COne race % 95 0% 95 0% 95 3% 95 5% 92 2% 94 6% Q7 M 92 8% 96 5% 94 1% 96.0% 94 9%
African Armercan 124 1] 441 |15 1,191 1,215 217 211 11 1,699 573 6,361
african Armerican % 3.6% 3.5 12 3% 2.53% 27 3% 17 5% 9.6% 6.4% 153.9% 38.9% 13 3% 15.5%
Asian/Pacific Islander 1,358 265 1,286 1,358 324 77l 262 369 098 1,040 1,462 2,076
AsiandPacific Islander % 39.5% 15.8% 35.2% 46.4% T.A% 11.1% 11.5% 11 2 14.7% 23.8% 34.0% 22.1%
Mative &merican/al askan Native 72 20 11 ] &0 148 14 ] 116 139 ] 582
Mativ e Armericansdlaskan Mative 26 2. 1% 1. 4% 0.3% 0.0% 1.4% 2.1% 0.6% 0.0% 2.9% 3.2% 0.0% 1.4%
white (slone)| 1,625 1,015 1,645 1,534 2,233 3,597 1,655 2,791 2,022 940 1,460 19,515
Wwhite (Alane) % 47.2% Fla% 45.7% 45.5% 51.3% 51.7% F2E% 69, 5% 49.6% 21.5% 34.0% 45.3%
Otherrace =N 34 65 35 209 G545 &0 186 628 297 650 3,085
Other race % 2.6% 2.4% 1.90% 1.3% 4.8% 12.2% 2.6% 5.6% 15.4% 6. 5% 14.7% 7.5%
Twwo OFMore races 172 29 170 151 358 375 &4 258 144 256 173 2,090
Two ormare races % 5. 2 4 7% 4.5% 7.8% 5.4% 2.8% 7.2% 3.5% 5% 4.0% 51%
Latino/Latina 261 113 170 162 454 1,538 291 a07 1,595 728 1,345 7,265
Latino/Lating % 7. 0% 7. 4. 7% 5.5% 10.4% 22.1% 12.5% 158 4% 39.2% 16.7% 31.2% 17.7%
White (&lane, Mot Hispanic) 1,560 936 1,545 1,246 2,020 3,011 1,438 1,594 1,201 575 757 16,164
White [alone, Mot Hispanic) % 45.3% 85.5% 42.9% 42.5% 45.4% 43.53% B83.5% 57.5% 29.5% 135.2% 17.6% 39.5%
5,441 1,422 5,599 2,829 4,555 6,951 2,272 3,295 4,076 4,371 4,295 41,009

Adult Population (18 to 64) with a Disability

fSource: American Community Survey 2013 5-Yeor Sample, Tables BI7001A to BI70011
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Supervisorial Districts

Disability Characteristics* of Adult

) 1 2 3 4 9 ] 7 i ] 10 11 Total
Population (18 to 64)
Hearing difficulty 535 408 E45 422 447 707 25 633 a2 TEE 024 £, G55
Hearing % 15.5% 28.7% 18.0% 14 4% 11.4% 10.2% 23 1% 19 2% 14 5% 17.5% 21.5% 16.2%
wision difficulty 514 343 802 324 597 1,545 413 580 775 a0s 763 7,464
Yision %% 14 9% 24 1% 22.3% 11.1% 13.7% 22.2% 18 e 17 6% 19.0% 158.5% 17.8% 18.2%
Cognitive difficulty| 1,507 550 1,922 1,450 2,280 4,322 1,135 1,596 1,652 1,925 1,916 20,295
Cognitive % 43.8% 40.5% 53.4% 50.5% 52.4% 62.2% 50,00 48, 8% 40.0% 44.0% 44.6% 49.5%
walking (&mbulstion) difficulty| 1,510 524 1,584 1,381 2,153 3,356 612 1,226 2,055 2,372 1,538 18,621
wialking (ambulation) % 43.9% 37.2% 44, 2% 47.1% 49 4% 458.3% 35 7% 37.2% 50.4% 54.3% 42.8% 45.9%
Self Care difficulty 823 152 681 S8l Sa6 1,035 363 623 710 1,112 99l 7,983
Self Care % 23.9% 12.8% 18.9% 19.8% 20.3% 14.9% 16 2% 18 %% 17.4% 25.4% 23.1% 19.5%
Independent Living difficulty| 1,306 145 1,355 1,064 1,79 2,405 525 1,261 1,387 1,999 1,631 15,450
Independent Living % 358.0% 31.2% 37.0% SE.9% 41.3% 34.6% 56 X 58 5% 54.0% 45.7% 37.0% 37.7%
&dult Population (15 to 64) with Disabilities 5,441 1,422 5,599 2,929 4,355 &,951 2,272 3,205 4,076 4,371 4,295 41,009
T otal Adult Population (18-64) 55,606 47,460 56,979 50,464 63,208 46,671 46,095 54,677 61,027 50,704 57,671 592, 563

* The census disability definitions are:
+ Hearing difficulty: deaf or having serious difficulty hearing.

» Yision difficulty: blind or having serious difficulty seeing, even when wearing glasses.

+ Coghitive difficulty: Because of a physical, mental, ar emaotional problem, having difficulty remembering, concentrating, ormaking decisions.

+ Ambulatory difficulty: Having sedous difficulty wealking or dirmbing stairs,

+ Self-care difficulty: Having difficulty bathing or dressing,

+ Independent living difficulty; Because of a physical, mental, orermotional problem, hawing difficulty doing errands alone such as visiting a doctor's office orshopping.

{Source: American Community Survey 2013 5-Year Somple, Table 51801
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Superntisorial Districts

Poverty Status of Adult Population with

Disabilities (Estimates Based on Poverty 1 2 3 1 g & 7 8 a 10 11 Total
Threshold)
Total Adults (18 to 84) with Disabilities below:
635 313 1,180 380 1,749 3,735 4149 870 1,431 1,304 827 12,002
the poverty threshold
Total &dults {18 to 64) with Dissbilities above 2,636 1,108 2,340 2,540 2554 53,128 1,731 2,425 2,645 2,999 3,471 27,606
the poverty threshold
Total Adults (18 to 84) with Disabilities for
: _ 5,321 1,422 3,520 2,929 4,333 6,863 2,150 3,295 4,076 4,303 4,298 40,510
wehom poverty statusis determined
Total & dults (16 to 64) with Disabilities 3,441 1,422 3,599 2,929 4,355 6,951 2,272 3,285 4,076 4,571 4,295 41,009
% of Adults (15 to 54) with Dissbilities in
o oo 19.9% 22.0% 32.8% 13.3% 40.2% 53.7% 18 4% 26.4% 35.1% 29 8% 19.2% 31.5%
district with incornes below 1002 PT
Distribution, by district, of Adults (15 to 64)
. o = 2.4% 0.1% 3.0% 15.6% 28.9% 5.2% 6. 7% 11.1% 10.1% &A% 100.0%
with Disabilities< 1002 PT
(Source: Amrerican Comemunity Survew 2013 5-Year Sample, Table B8121.30]
Superntisorial Districts
Employment Status of Adults {20-64) with
L 1 2 3 E 5 6 7 8 9 10 11 Total
Disabilities in Poverty
Erployed 94 34 75 45 289 326 58 102 77 103 107 1,310
Ermnployed % 14% 11% 5% 12% 17% 9% 14% 12% 5% % 15% 1
Unemployed 1] 25 101 36 139 275 49 72 135 152 N 1,175
Unemploved % o 8% 3% 9% i 7% 12% 8% 10% 15% 11% 9%
Mot in laborforce 531 240 1,004 302 1,308 3,123 311 596 1,191 972 529 10,307
Motin labor force % 78% 0% 8% 7% 75% 54% Fa% 80% 55% e FE% 8Es
;Etal Adults (2010 64] with disabilities <1005 635 209 1,228 a3 1,738 5,724 418 870 1,403 1,967 827 12,840
Total Adults (20 to 64) with poverty status
) 5,291 1,408 3,560 2,904 4,243 5,852 2149 3,270 3,995 4,736 4,264 40,195
determined
% of Adults (20 to £4) with disabilities in this 20.8% 21 2% 34 5% 13.2% 40.9% 54 5% 19 5% % 6% 35 1% 20 0%, 10 5% 21w
district with incormes below 1008 PT
Distribution, by district, of Adults (20 to 64)
o 2.53% 9.6% 3.0% 13.5% 29.0% 3.3% 6.8% 10.9% R 6.4% 100.0%

with disabilities <100% PT

(Source: Amrerican Community Sumvey 2013 5-Year Sample, Table B23024]
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Appendix E. Demographics of Veterans

by Supervisorial District

Supervisorial Districts

Population 1 2 3 3 5 f 7 i 9 10 11 Total
Total Adult Population [Age 15+ 67,249 57,265 70,632 62,355 75,274 55,470 60,127 62,305 £9,986 58,579 70,116 707,664
Tatal Weteran Population [Age 15+ 2,622 3,109 2708 2,545 2,759 2,625 5,409 3,140 2,501 1,955 2335 29,475
Adult Population (18 to 64) with veteran
) 3.9 5. 4% 3.8% 4.1% 3.7% 4. 7% 5.7% 0.0% 3.5% 3. 5% 3.3% 4. 2%
Service %
Distribution, by District, of Weterans 9.5% 8. 1% 10.0% 5.8% 10.4% 7.8% 5.5% 5.8% R 8. 3% 9.9% 100 0%
(Source: American Community Survey 2013 5-Year Sample, Table 52101)
Supenvisorial Districts
Gender, Adult Yeterans (15+) 1 2 3 4 5 ] 7 8 9 10 11 Total
I ale 2,595 2,828 2643 2516 2,633 2,501 5,220 3,009 2,165 1,614 2167 27,689
Fernale 227 281 65 229 106 124 189 131 138 141 158 1,789
Fernale % 9% 10% e 10% 4% 2% 6% 4% % = T %
(Source: Amrerican Community Survey 2013 5-Year Sample, Table 52101)
Supervisorial Districts
Age, Adult Veterans (15+) 1 2 3 . | 5 [ 7 ] 9 10 11 Total
&1l ages 2,622 3,109 2,708 2,545 2,739 2,625 5,409 3,140 2,501 1,955 2,325 29,475
Age 15 to 34 2549 an g5 213 186 226 a3 138 200 193 207 1,890
15 to 34 % 10% T I % % A% 3% 4% A% 10% P %
Age 35to 54 541 490 457 517 570 921 463 643 555 351 113 6,405
351054 % 21% le% 15% 20% 21% 3% 14% 20% 24% 25% 29% 22%
Age 55 to 64 467 522 S50 507 4535 751 662 BES 456 355 356 5,845
55to 64 % 18% 17% 20% 20% 18% 2% 15% 21% 21% 20% 17% 20%
Age 65to 74 554 945 Sa2 459 535 429 gl6 528 455 355 550 6,644
65to0 74 % 22% 30% 22% 19% 20% 16% 24% 26% 21% 20% 24% 25%
Age 75 and older 771 1,062 994 19 955 319 1,375 868 572 455 516 8,697
7Sandolder % 20% 34% 37% 2% 25% 120 4107 25% 25% 22% 22% 0%
Total 65+ 1,555 2,007 1,556 1,508 1,500 741 2,191 1,696 1,060 523 1,066 15,542
Total 65+ % 52% 65% 59% 51% 55% 25% 54% 54% 46% 42% 46% 52%

(Source: American Community Survey 2013 5-Year Sample, Table 52101)
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Supervisorial Districts

Ethnicity of Yeteran Population {15+) 1 2 3 1 5 6 7 8 ) 10 11 Total
Oihe race 2553 5,046 2,676 2477 2,640 2,545 3,313 3,069 2,105 1,660 2,963 28,545
One race % 97.4% 98.0% 98.8% 97.3% 96.4% 97.0% 97 2 97.7% 91.5% 95.1% 97.3% 96.8%

African American 193 138 208 117 706 &44 198 200 258 033 El4 4,109
African smerican % 7. 4% 4. 4% 7.7 4.6% 25.8% 24 5% 5.8% . 4% 11.2% 47.7% 22.1% 13.9%
Asian/Pacific Islander 851 227 654 634 303 277 432 240 358 271 434 4,651
Asian/Padfic Islander %% 32.5% 7% 24.1% 24.0% 11.1% 10.6% 12 7% 7 E% 15.6% 13.9% 18.7% 15.9%
Mative Armerican,sl askan Mative 14 21 i} 31 25 7 0 15 25 &5 24 228
M ativ e Armericanfalaskan Mative 9 0.5% 0.7% 0.0% 1.2% 0.9% 0.5% 0.0% 0.5% 1.1% 5.5% 1.0% 0.8%
White [alone) 1,485 2,618 1,804 1,617 1,555 1,581 2,625 2,520 1,220 493 1,055 18,691
white [Alone] % S 54.2% EE.6% £3.5% CE6.8% 60, 2% TR 0,59 57.8% 25.2% 45,42 £3.4%
Other race 10 42 10 7a 51 36 Ea a4 135 L] 236 840
Cther race % 0. 4% 1.4% 0.4% 3.1% 1.9% 1.4% 1.7% 2.7% 5.9 5 10.1% 2.8%
Two ormore races ] 63 32 65 EE] &0 L 71 196 95 62 951
Two ormore races % 2.6% 2.0% 1.2% 2.7% 3.6% 5.0% 2.8% 2.5% 8.5% 4.9 2.7% 3.2%

Latino/Latina 77 177 111 186 136 113 247 248 568 216 535 2,815

Latinoy Latina % 2.9% 5. 7% 4 1% 7.53% 5.0% 4.3% 7.2% 79% 24 7% 11.1% 23.0% G.9%

white (4lone, Mot Hispanic) 1,434 2,536 1,693 1,553 1,470 1,517 2,479 2,394 1,021 432 742 17,271

white [Alone, Mot Hispanic) % 24.7% 81.6% £62.5% 61.0% 23.7% 57.8% 72 7% 7e. 2% 44.4% 22.1% 31.9% 58.6%

Adulteteran Population [Aze 16+) 2622 5,109 2,705 2545 2,759 2,625 3,409 3,140 2,301 1,955 2,325 29,475

{Source: Americon Community Survey 2013 5-Year Sample, Tables 8170014 to B170011)

Supervisorial Districts

Disability, Adult Yeterans (18+) 1 2 3 : 5 6 7 8 9 10 11 Total

Mo Disability 1,964 2,552 1,940 1,757 1,557 1,415 2,675 2,394 1,732 1,424 1,764 21,287

Dvi sability BG83 757 7eE = a2 1,207 734 746 Eg0 31 el 8,191

o 54% 32% 0% 42% a9%;, 85% 27% 51% 35% 37% 32% 55%

Percent of Weteran Population with Disabilities

Distribution, by District, of Yeterans with

% o o 9% 11% 15% 9% 9% 7% 5% T 100
Disahbilities
(Sowiroe; Armeriodin Com Uity Survey 2013 S-yvear Sample, Table 52101)
Supervisorial Districts

Poverty, Adult Veterans (18+) 1 2 3 1 5 6 7 i 9 10 11 Total

TaotalVeteran Population above Poverty 2,475 2801 2,375 2,370 2,351 1,617 5,273 2,814 2,000 1,762 2,162 26,310

Threshaold

Totalveteran Population below Poverty 147 olg 253 175 368 808 136 326 301 173 163 5,168

Threshold

Percent of Weteran Population below Poverty

Thre shald 6% ey 14% 7% 17% 44% 4% 12% 15% 10% &% 12%

Distribution, by District, of Weterans below - 7 10% 6% 12% 26% 2% 10% 10% - % 100%

Poverty Threshold

(Sowrce: Aemerioae Comrmuniby Survey 5013 5-Year Sample, Table 52101)
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Introduction

The Ol der A& @@AA)and thex@der Californians Act require that the Department of
Aging and Adult Services (DAAS), San Franci sc
community needs assessment every four years to determine the extent of need for services and to
aid inthe development of a plan for service delivery for older adults.

This is the second of two reports summarizing the findings of the 2015 needs assessment
process. The first report details population characteristics and trends among seniors and adults
with disabilities in San Francisco, relying on a variety of data sources. This second report
provides analysis of community needs and trends related to specific DAAS service categories.
The two reports are complementary and provide a comprehensive portnaitsefvice system

and the community that it serves.

The second report examines the targeted fundi
discussing more specifically the needs and rationale that underlie the services, and comparing
trends in fundingnd volume of services with levels from four years ago. It draws on data from

the San Francisco Human Services Agency budget and service utilization data from a variety of
DAAS program databasé$This report also integrates feedback from seniors andmpeusith

disabilities, gathered through a series of focus groups conducted over 2015 and in the biennial

city survey. Their insight is threaded throughout this narrative. For more information about data
used in this report, please review the methodologi@eof the first report of the DAAS Needs
Assessment.

Subject areas of the second report are lisedoMa Many DAASprogramsare multifaceted and
span multiple service areas. This needs assessment categorizes services according to primary
purpose.

Access to Services (includes Advocacy)
Case Management and Transitional Care
Caregiver Support

Housing

Nutrition and Wellness

Services to Prevent Isolation

SeltCare and Safety

NookswNpE

13 The primary databases include: CA GetCare (Office on Aging); SF GetCare (DAAS Integrated Intake and
Referral Unit); CaseCare (Community Living Fund); CMIPS IHdame Support Services); AACTS (Adult
Protective Services); and VetPro (€ty Veterans Services Office).
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Overview of Service Areas

This report includes analysis of funding levets;used on the direct cost of providing services.
It does not include centralized administrative costs not associated with directly providing a
service The FY 1516 budget is based on original budgeted amowhtle prior year data is
based on expenditws€actual amount spent).

DAAS Budget by Service Area

The total DAAS service budget is
$475.2 million. Almost $420 million
(88%) of this budget is tied to the-In
Home Support Services (IHSS)
programi this includes the federal and
state contributionghéit do not pass
directly through DAAS, including
provider wages.

FY 15-16 DAAS Budget by Service Category
Total: $475,252,570

W Access, 2%
W Caregiver Support, 0.2%

M Case Management and
Transitional Care, 2%

. W Housing, 0.4%
Because this program dwarfs all other &

programs and curtails discussion of
funding levels, it is useful to consider
the DAAS budget with IHSS excluded.
This approach permits exploration of
funding choices over which City Hall
and DAAS leaders have more control.

M Isolation, 2%

@ Nutrition & Wellness, 3%

[ Self-Care and Safety, 91%

FY15-16 DAAS Budget by Service Category Excluding IHSS, the DAAS service
[Excluding IHSS] budget is approximately $56.2
Total: $56,242,168 million. As shown to the left, most of
this funding is split between Nutrition

Caregiver and Wellness services and S€lire
5“;;°'t and Sifety services. While the
0 majority of the SeHCare and Safety
Case budget funds mandated programs, the
Management  Nutrition and Wellness budget

and reflects chosen priorities established
Transitional  through the public budgetary process
Care byt he Mayor 6s Office,

14% Supervisorsard DAAS, supported

Housing by strong community advocacy.

3%

Service categories for Access, Case
Management and Transitional Care,

1 For example, the salaries for Adult Protective Service workers are included in this analysis because this is a
direct service, but salaries for DAAS leadership and Office on Aging staff are not included. With these
adminigrative and management positions included, the total DAAS budget is closeBtmlitin.
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and Isolation Prevention each account for roughly equal portions of the budget. The majority of
the programs are provided by commusbbsed organizations.

After lean years following the 2008 economic recession, funding for DAAS services has
increased over the last three years. The FL@b5udget is $98.9 million larger than FY-13
expenditures. As shown below, all service categdrée® larger budgets in FY 4% compared
to prior expenditures. Excluding IHSS, the DAAS budget is $16.8 million larger than-#8 12
expenditures, an increase of 42% for #lSS services. About $2.1 million is attributable to
cost of doing business (CODBicreases.

DAAS Budget by Service Category
Semvice Are 2012_.13 201516 Change since FY 3/()&3
Expenditures Budget $ change

change

Access $ 5208711¢ 7621,612/$ 2,412,901 46%
Caregiver Support $ 1,097,496/ $ 1119626 $ 22,130| 2%
Case Management and Transitional C4 $ 6,552,645 ¢ 7,865,197/ $ 1,312,552| 20%

Housing $ 109,116/ ¢  1,739,113]$ 1,629,997 1494%
Isolation $ 4126392 ¢ 7,203,085 $ 3,076693 | 7%
Nutrition & Wellness $ 9,279,006 $ 15,395,954/ $ 6,116,948 66%
SelfCare and Safety* $ 349,937,604 $ 434,307,983 $ 84,370,379| 24%
Total | $376,310,970 ¢ 475,252,570/ $ 98,941,600/ 26%

*Excluding IHSS, Sel€are and Saty budget is $2.2 million larger than FY -13 expenditures
(17% increase for natHSS SeHCare and Safety services).

The majority (79%) of this growth occurred in programs provided by commbasggd
organizations. Sixty percent of this $16.8 milliosrease occurred in the following services:
homedelivered meals ($2.9 million increase); congregate meals ($2.3 million); community
services ($2.2 million); housing subsidy program ($1.6 million); and kaetieered groceries
($800 thousand).
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Office on Aging Budget by Service Area

The OOA facilitates the provision of almost all DAA$ded communitybased services,
including those supported by Older Americans Act funding. The chart below portrays the
spending breakdown of the $33.2 million OOA conttadget.

Almost half the OOA budget goes to  FY15-16 OOA Contract Budget by Service Category
Nutrition and Wellness services. The Total: $33,238,464

largest program in this category is
homedelivered meals (budgeted for
$7.7 million). This is a service area
the community and City Hall leaders

Self-Care and
Safety
2%

Caregiver
Support
3%

have focused on in receygars. Case
Services to prevent isolation are slated Management
to receive about $7.2 million (22%) of and
OOA funding. Most of this goes to Transitional
Community Services ($5 million). C::
Compared to spending in prior years, Housing

a few categories (Nutrition & 5%
Wellness, Isolation preventioma
Housing) represent a slightly larger
portion of the budget, but the
distribution has remained generally

consist.

Overall, the OOA budget is $12.2 million larger than spending four yearis agancrease of

almost 60%. This increase is the result aigpamwide infusions (Homéelivered and

Congregate Meals, Community Services, and Aging and Disability Resource Centers) and

accrual of smaller increases targeted to address unmet need for certain populations or geographic
locations in the city. As showelow, all service areas contribute to this growth. These trends

are described in more detail in the subsequent service sections.

Office on Aging Budget by Service Categor

Service Aren i 2012(;.13 251:16 Change since FY i/fS
xpenditures udget $ change change

Access $ 3551,891 $ 4,184,142 $ 632,251 18%
Caregiver Support $ 1,097,49€¢ $ 1,119,626 $ 22,130 2%
Case Management and Transitional C'$ 2,468,317 $ 3,033,058 $ 564,741 23%
Housing $ 109,11 $ 1,739,113 $ 1,629,997 | 1494%
Isolation $ 4,126,392 $ 7,203,085 $ 3,076,693| 75%
Nutrition & Wellness $ 9,279,006 $ 15395954 $ 6,116,948 66%
SelfCare and Safety $ 368,81 | $ 563,486 $ 194,525| 53%
Total | $ 21,001,179 $ 33,238,464 $ 12,237,285 58%
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Access

San Francisco provides a rich array of social services for seniors and adults with disabilities.
However, these services are of little valtithey are not accessible. Ensuring that services are
accessible is a critical responsibility for DAAS. The Department has developed three main
strategies to this aim:

1 Promote community awareness of services;

1 Support clients to travel to receive sees; and

1 Provide advocacy and empowerment services to help clients access services to which

they are entitled.

Additionally, services should be culturally and linguistically appropriate so that the diverse local
population will feel comfortable making @®f the supports available.

Access: Information, Awareness and Connection

San Francisco provides a multitude of services that support seniors and adults with disabilities to
live safely in the community, leading engaged and fulfilling lives. DAAS iples/more than 50

services through its own programs and via contracts with community providers. Most services

are facilitated by the Office on Aging, contracting with over 50 agencies to provide services at

over 100 sites throughout the city. Some servacesot tied to a bricendmortar location but

are provided at t he c-tleliveredtméats. Imaglditiondcetimese ®®AASS u ¢ h
funded services, many other departments and comrmbiaggd organizations offer relevant
programming for thesgopulations. With such a large and multifaceted service system, there is a
significant risk that those in need of services may be unaware of the extent of the available
services, confused by the array, and/or unsure of how to access these supports.

Today, many people turn to the internet for information. However, seniors and adults with
disabilities are less likely to have access to computers and broadband technology. According to a
2014 survey by Pew Research

Center, only 59% of seniors older Seniors, Those with Less Education, and Those with Low-Income

age 65 and oldarse the are Less Likely to Use the Internet and/or Email

internet or email, and the rates g 190%
dip significantly with age; 90% 86%

among older seniors age 80 80% -
and over, only 37% use this 70%
technology. Lowincome 60%
seniors and those with lower 50%
levels of education also have a0% |
lower rates of access, closertog , .~
40%. As technolgy becomes

ubiquitous, it will be important 20% 1
to remember that more 10% 1

0% -

59%

I 37% 40% 39%
T T I T I T E

tion that uses Email or Inte

traditional methods of

uii’ercent of Popula

information sharina and acces All adults Seniors Age  Seniors Age Seniors Seniors

. 9 . 65+ 80+ Age 65+ Age 65+

may still be the best option for High school  Household

reaching this population. Ed.orless income below
$30,000

Source: Pew Research Center, April 2014, “Older Adults and Technology Use”
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When asked how they find out about services, focus group participantd tendentify friends

and family. This trend is consistent witl2@08 phone surveyf San Francisco seniors and

adults with disabilitiesNational Research Center, 2008 common experience described by
Chinese and Latino seniors was taking a parenstmenr center and then becoming a

participant later in their own lives. A focus group with homeless seniors highlighted frustration
with a complex social service system. Participants expressed dissatisfaction that there is not a
single comprehensive soerof information or guide to services for homeless persons; they tend
to rely heavily on their peers to learn about servaseshow to get by without housing

The 2015 City Survey asked seniors and adults with disabilities if they had accessed certain
DAAS services and, if not, why. Of those who did not access services, most indicated it was
because they did not need the service. However, of those who did not access meals or homecare
services, the second most common reds@ported by eight percent aérsiors and fourteen

percent of adults with disabiliti@swas that they were not aware of the service. This percentage

is relatively small but worth noting. In focus groups and a community forum for the /ayidg
Disability-Friendly San Francisco projegarticipants vocalized the need for a universal

information center specially focused on seniors and adults with disabilities, essentially describing
the DAAS Integrated Intake and Referral Unit. These comments suggest a potential lack of
awareness of thigaluable resource.

DAAS Servicesrelated to Information and Awareness
x Information and Referral

FY 1516 Service Target: 25,000 calls
The DAAS Integrated Intake and Referral Unit was established in 2008 to streamline access to
social services and maxingzservice connections. Through a single call, seniors and adults with
disabilities are able to learn about available services throughout the city and also apply for
sever al DAAS services. I n its role asasthhe Mnce
hotline for Adult Protective Service reports and completes intake applications for several
services, including the Community Living Fund;Hiome Support Services (IHSS), transitional
care for those discharging from the hospital, and hdetiweredmeals. The unit also manages
the waitlist for the homelelivered meals program and serves as a clearinghouse for emergency
meal requests; it will soon take on a similar function for the OOA case management program.
Service is provided in multiple languagéncluding English, Cantonese, Mandarin, Spanish, and
Tagalog.

x Aging and Disability Resource Centers (ADRC) [OOA]

FY 1516 Service Target: 16,230 clients
The Aging and Disability Resource Center (ADRC) network provishesstop shopfor
informationand assistang@&A) services for seniors and younger adults with disabilifigs.
current modetonsiss of 12 hubs throughout the Citlyat are staffed by I&A specialiséed on
site supervisorsfwo of the most popular services provided at these hébsanslation and
assistance completing forms, including benefit applications. Housing is one of the most common
topics that 1&A specialists discuss with consumers.
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x County Veterans Service Office (CVSO)

FY 1516 Service Target: 2,500 clients
The Couny Veterans Service Office (CVSO) is a locallynded service program that assists
veterans and their families in accessing U.S. Department of Veterans Affairs benefits and
entitlements, such as serndcennected disability benefits and education ben@&@NSO staff
are accredited Veterans Claims Representatives who represent these clients during the benefits
claims process. The office provides outreach and services to homeless veterans and veterans with
disabilities. In recent years, the CVSO has attempted hel p cl i ents wutili ze
Developed Claims (FDC) Program to more quickly access their benefits. Under this system,
claimants who submit all relevant records with their claim and certify that they have no further
evidence to submit can receifaster decisions on compensation, pension, and survivor benefit
claims.Traditional, noAFDC claim typically take two or more years for determination.

x Services Conneain Program

FY 1516 Service Target: 1,300 clients
The Services Connection Program aita increase access to commuifised services by
seniors and adults with disabilities living in senior/disabled public housing. This program began
as a pilot project with DAAS, the San Francisco Housing Authority, and a comnnasieg
organization in Q07 with a federal grant. Today, this service is funded entirely by with local San
Francisco funds. Service coordinators perform outreach and provide direct social services,
introducing residents to available servieesl benefits thatanincrease theirunctioning and
socialization In addition to service linkages, their work includes clasgessments, case
managemengnd advocacy on behalf of clients. They also organize activities and events to build
community and foster engagement, combatting s@wédtion. This program has been
integrated into the Rental Assistance Demonstration (RAD) project that is described in more
detail below.

Access: Transportation

As adults age, they are less
likely to drive. As shown to the
right, seniorheaded houselus 100%
are less likely to own cars.
About 58% of San Francisco
households headed by an adult
age 65 or older have a vehicle
compared to 73% of households 4
headed by an adult under age 655 49%
This trend makes an accessible
and efficient public
transportation systel the
more important. Notably, all
households in San Francisco ared
less likely to own cars than the Seniors 65+ All
statewide population.
Perspectives on public

Lower Rates of Car Ownership in
San Francisco Senior Households

92%

86%

80% 70% —

58%
60% —

Without a Car

20% -

0% -

rcent of Hous

SF CA SF CA

Source: ACS 2013 5-Year Estimates
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transportation seem to vary significantly between seniors and adults with disabilities. Seniors
tend to repd positive experiences. In focus groups, they cited the reliability of Muni, its range

of routes across the city, and respectful behavior from other riders and drivers (e.g., younger
persons giving up seats for older adults). These opinions are mima28d% City Survey. Many
focus group participants had enrolled in Free Muni, noting that every bit of savings is helpful for
those living on a fixed income.

On the other hand, adults with disabilities under age 60 tend to have more negative views
regardng public transportation. The primary issues appear to stem from a lack of respect and
accommodation from drivers and fellow passengers. Focus group participants in wheelchairs
described being passed by while waiting at bus stops; one participant hadreogukthis four

times in the two weeks prior to the focus group. They also report difficulty moving through
crowded busses or obtaining seats from-disabled passengers. While drivers may try to help,
passengers do not always listen. These concermvigient in the 2015 City Survey; 41% of
adults with disabilities age 18 to 59 rate Mu
compared to 27% of seniors and 32% of-disabled adults. Feedback regarding driver courtesy
shows similar trends. While theewvas consensus in the focus group that Muni light rail tends to
be more reliable and accommodating, this mode is not available citywide. These negative
experiences with Muni may inhibit usage of public transit by this population, reducing quality of
life and access to services.

An important component of public transportation for seniors and adults with disabilities is
Paratransit, which is theodr-to-door taxi and van servigequired by the Americans with
Disabilities Act A variety of Paratransit saces are offered in San Francisco; the primary
Paratransit services are listed below with F¥1®4service levels.

Paratransit Service in FY 1415

Program Service # Rides
SF Access Prescheduled dodo-door shared van 238,000
Taxi Services Same daygeneral public taxis 260,000
Group Van* Prescheduled, groups of individuals going to a 245,000

single location (e.g., Adult Day Health Center)

Shop-a-Round Taxi and van@rvice to grocery stores 6,500
Van Gogh Group van transportation to cultu&lsocial events 1,311
*Program fundeéh part byDAAS

Source:SFMTA Accessible ServicésOv er vi ew of SF PRBresantatioans i t Pr
November 3, 20155FMTA Board of DirectorMeeting.

While Paratransit is more accommodating for persons with disedilthere are aspects of it that

can limit its usefulness. Most services require advance planning and significant extra transit time,
which can limit independence. Additionally, Paratransit rides cost $2.25 each way, which may be
a barrier to frequentse. Senior focus group participants tended to have more positive views of

the service than younger adults with disabilities. Part of the variation in experiences seemed to be
related to frequency of use; younger adults with disabilities were more likegstoibe relying

on the service for regular use and having difficulty with the wide-pglnd dropoff windows.
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In particular, the Group Van Paratransit service has experienced challenges in recent years. As
Adult Day Health Center (ADHC) sites clos@dany program participants were shifted to

centers farther from their homes. As a result, ride times are longer, often exceeding the one hour
time cap set by the state. This is exacerbated by increased traffic congestion. Because ADHC
sites must adhere strict operating hours, Paratransit services are unable to strategically stagger
pick up and drop off times to reduce ride time. These clients tend to be frail, and the increased
ride time has a significant impact on health and ability to attend the seADdC providers

report that many clients have had to decrease days attending service or stop attending ADHCs
entirely. MTA has shifted this service to a new contractor, which is reportedly doing a better job.

Recent Trends Related talransportation

1 Free Muni for Seniors and Persons with Disabilities Following significant
community advocacy, the San Francisco Municipal Transit Agency (MTA) created a
program to provide free monthly Muni passes to-loeome seniors and persons with
disabilities beginningn January 2015. The program uses asbrted income
threshold of 100% Area Median Income to determine eligibility (100% AMI for a single
household was $71,350 in 2015). The response from the community was significant and
immediate; within two week®lTA had received 20,000 applications. As of January
2016, there are approximately 50,000 seniors age 65 and older and 12,800 adults with
disabilities enrolled in the service. However, this program does not include Paratransit
services, and the $2.25 cpsr ride likely limits the use of this service by lkincome
persons with disabilities.

1 Peer Escort Pilot While many seniors and persons with disabilities ride Paratransit
independently without problem, some clients would benefit from additional support,
particularly given the challenges with the increased ride time. It can be difficult for
Paratransit drivers to provide adequate support when transporting sevesa¢édylat
risk clients in one trip. Commun#yased provider agencies and MTA have dewedop
plans for a peer escort pilot in which volunteers will ride along with high risk clients to
provide extra security and stability. While DAAS provided a small amount of seed
funding in FY 1516, this program will be grafitinded and managed by MTA.

1 Muni Bus Rapid Transit upgrades MTA has proposed a major upgrade on two of
Muni 6s key bus routes: Van Ness Avenue bet
Geary corridor. Shifting from the traditional bus system to a Bus Rapid Transit (BRT)
system, the newnodel will feature transibnly lanes, adjusted traffic signals to prioritize
traffic and improve pedestrian safety, and enhanced boarding platforms. There will also
be fewer stops. As highlighted by focus group participants from the affected parts of the
city, this new system will likely have mixed consequences for seniors and adults with
disabilities. More efficient service may reduce crowding and make it easier for some to
use public transportation. However, fewer stops mean farther distances to weltk, wh
may be difficult for older frail persons and those with mobility impairment.

1 MTA Information and Referral Center . As part of its broader Mobility Management
project, MTA plans to establish a transportation information and referral center with
centraized information that will serve as a es®p center for seniors and persons with
disabilities. While still in the nascent stages of development, this is intended to include a
telephone hotline staffed with multiple languages and provide personplaniping
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conversations. MTA staff may also visit senior centers and community sites throughout
the city to perform mobility assessments. This center has the potential to greatly lower
barriers to accessing traditional transportation and Paratransit services.

1 New ride service models impacting taxi industryi In FY 1415, taxis performed 33%
of all Paratransit trips, offering more flexibility and spontaneity than other Paratransit
services. However, MTA reports that new transportation network companies, such as
Uber and Lyft, are impacting the availability of this service. Taxi drivers are shifting to
work in these new systems, and it is more difficult to recruit new drivers to the traditional
system, particularly to operate the ramped taxis. Seniors are kygddiluse these new
appbased services; only 15% of senior respondents in the City Survey had tried one of
these services compared to 50% of adults. MTA has developed a variety of strategies to
mitigate the negative impact for Paratransit clients, inolyidin extra payment incentive
for wheelchair trips, recruiting experienced drivers for individual ramped taxi medallion
leases, and integrating the Paratransit debit card into the existidtatixg mobile app
that also allows users to filter for ramptedis. (SFMTA Accessible Services, 2015).

DAAS Services related to Transportation
x ParatransitGroup Van

FY 1516 Service Targets for Group Van: 1,125 clients; 40,000 rides
OOA funds supplemental Paratransit services that are not required by the ABA.SEnéces
are intended to further support the ability of seniors and adults with disabilities to access social
services but also travel to other necessary d#est of this funding is used to supplement the
Paratransit Group Van program. OOA fundingiignarily used to transport clients from their
homes to OOAunded Community Service sites. These rides are provided both by the MTA
Paratransit vendor and Community Service providers.

DAAS also funds a small amount of a shopping shuttle service émapiorts clients between
Community Service sites and grocery stores. Operated by the Community Service providers, this
service is distinct from the Paratransit StaseRound that is provided by the MTA Paratransit
vendor. DAAS has funded approximately 7,0@&s per year for this service.

Access: Advocacy & Empowerment

San Francisco has changed rapidly in the last two decades, shaped by undercurrents of
gentrification, immigration, housing, and economic crisesS a n  F canmunity ©fcsenidrs

and adits with disabilities is nestled within this larger contéx.remain safely in the

community, it is essential that they have access to the full range of available benefits and support
resources. Because of specific barriers to service, many consumers esgistance with

advocacy.

Consumer advocacy programs assist seniors and adults with disabilities to advocate for their

rights and services either on an individual level or at the level of systems change. The direct

service models of consumeradvocg ar e t hose that either: (a) s
advocate on their own behalf to access services or defend rights; or (b) provide volunteer or
professional staff to advocate on beludlEonsumers Systems advocacy efforts are coordinated
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adivities designed to influence specific planning processes, system changes, and/or legislation
that will benefit seniors and adults with disabilities in key issue areas.

Due to the more specific nature of each of these advocacy areas, descriptionsaoé need
grouped with details of service below.

DAAS Services related to Advocacy and Empowerment
x Legal Services [OOA]

FY 1516 Service Target: 1,874 clients
Legal services and intervention can be critical to maintaining or securing a better quality of life
for seniors and adults living with disabilities. These populations may lack the resources to pay
for legal support or be unsure of how to find a trustworthy legal advisor.-fD@ded legal
services provide a variety of supports, including benefit appeadsiom prevention, consumer
fraud/issues, elder abuse prevention, will preparation, disability planning and advance directives,
debt collection issues, and immigration matters. OOA contracts with several legal providers,
including those with historic rostin minority communities, to ensure services are culturally and
linguistically competent to promote the accessibility of these services.

x Naturalization [OOA]

FY 1516 Service Target: 1,650 clients
Naturalization services support legal permanent resdertheir preparation to qualify for U.S.
citizenship. Services includenglishasa-Second Languagd&SL) and citizenship classes, as
well as personal assistance in preparing applications. By helping immigrant seniors and adults
with disabilities becomeitizens, this service supports access to critical benefits. For example,
noncitizens are unable to qualify for Supplemental Security Income (SSI) benefits, which places
many immigrants in financial hardship. As with legal services, OOA contracts wathedyvof
providers that have demonstrated their ability to engage with the diverse local immigrant
communitiesPer the census population estimates, this service level will allow the program to
serve approximately 10% of the ronizen population.

According to the census, approximately nine percent of seniors age 60 and older and ten percent
of adults reporting disabilities are not citizens. This equates to 15,315 seniors and 3,440 adults
with disabilities. As shown below, these populations tend to lvated English proficiency.

Most noncitizen seniors speak Chinese (6,540), Spanish (3,269), and Tagalog (1,330). The most
common language among the adults with disabilities is Spanish (1,655). Navigating the complex
immigration system is challenging ftrose proficient in English; those facing language barriers

are especially likely to benefit from this service.

Non-Citizen Seniors and Adults with Disabilities Have High Rates of Limited English Proficiency
Seniors Age 60+ Adults with Disabilities

N =15,315 Age 18to 59
N =3,440

H Limited English
M Speaks English

Source: IPUMS 2012 3-Year Samples



x Health Insurance Counseling and Advocacy Program (HICAP) [OOA]

FY 1516 Service Target: 1,674 clients
Many Medicareeligible personsave difficulty navigating the Medicare system because of
limited English proficiency, literacy, and issues related to poverty. The Health Insurance
Counseling and Advocacy Program (HICAP) serves current Medicare beneficiaries and those
planning for futuréhealth and longerm care needs. In addition to personal counseling and
assistance filing health insurance claims, the contracted community provider also conducts
community education and outreach. The counseling is confidential, free of charge araitall eff
are made to maintain appropriate language capability.

Significant Increase in Medicare Enrollment as

Service utilization has remained San Francisco Baby Boomers Reach Age 65

steady over the last four years 160,000

with approximately 1,600 to 139,544
1,700 clients served each year. y; 140,000 120554 122,585 124,110 W
These service levelstendto = 120,000 " ° . o
exceed the statset g 118,937
benchmarks, which arcloser -3 100,000 N d
to 1,300 consumerghe g 50,000 103,706 105,961 106,097 108,025 ——Total
number of consumer contacts @ = = Aged
increased in several key areas £ 60,000
(8] .

between FY 1d4andFY 14 5 Disabled
15. In particular, contacts with = ™

np L = 16,848 16,624 18,013 18,321 20,607
low-income beneficiaries £ 20,000
increased by 46% from the a
prior year, exceeding the CDA 0 ' ' '
benchmark by approximety 2008 2009 2010 2011 2012
4,700 Contacts)_ Source: Centers for Medicare & Medicaid Services, Medicare Aged and Disabled

By State and County, 2008-2012

This service is likely to remain in demand as Baby Boomers become eligible for Medicare. As
shown above, the growth is already noticeabl e
Medicareenrolled population increased by 16% to altotaalmost 140,000 beneficiaries. Also

visible is a slight but steady increase in the disabled population age 18 to 64 over the last four

years.

x  Empowerment [OOA]

FY 1516 Service Target: 200 clients
While advocates cainand doi perform valuable workn behalf of the senior and disability
communities, San Francisco understands the great value in empowering consumers to self
advocate on both personal and commutgtyel issues. Many seniors and adults with disabilities
have the capacity and desire tosed-sufficient and to work proactively on behalf of their
community. This service consists of two levels of empowerment education and training.
Individual empowerment classes teaemiors and adults with disabilities how to gain access to
community resarcesi such agransportation, housing, and health caemdhow to advocate
for themselvesCommunity empowermemiasses teach individuals how to achieve systems
level change through the civic and political process using the tools of advocacy and
volunteerism, training participants to be community organiZéffered in multiple languages,
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the programdés curriculum includes sessions on
facilitation, public speaking, diversity, and leadership.

x Long-Term Care Righs Advocacy [OOA]

FY 1516 Target Service: 250 clients
The changing landscape of home and commuraised services can be confusing for
consumers, caregivers, and providers alike. Recent years have shown significant fluctuations in
the availability of a vaety of home and communiyased services. The IHSS program in
particular has faced dramatic state cuts, only to have funding restored due to court interventions.
The MediCal expansion instituted new, less restrictive eligibility criteria for youngdtsadu
expanding healthcare access to individuals who may have little experience with healthcare
systems; however, these adults will face the more restrictive traditional@édeligibility rules
upon reaching age 65 and will have to confront difficulislens and complex regulations to
maintain access to healthcare services. Another issue is the significant loss of beds in skilled
nursing and assisted living facilities over the last decade, reducing the options for frail persons
staying in the communityVhile positive that seniors and adults with disabilities continue to
reside in the community, these consumers will require a higher level of supportive services to
live in the community safely. Without access to these services, they are likely to heyetiaen
health event and/or may have to leave the city to find this care.

While there are a variety of information and referral services designed to support consumers in
identifying available support (e.g., DAAS Integrated Intake, Aging and DisabilitguRes

Centers, 211, 311), staff at those programs often do not have the experience or time to assist
individuals who are experiencing access barriers. Legal services providers sometimes assist with
a variety of progrannelated grievances, but many circuarees do not necessarily require the
professional services of a lawyer and could be resolved more efficiently through consumer
education and empowerment. Case managers often act as long term care consumer rights
advocates, but many consumers do not reghie care planning and social work component of

those services. Long term care consumer rights advocacy services are intended to educate
individual and targeted groups of consumers about the basic rights guaranteed in the various long
term care servicaa San Francisco, and to provide individual assistance in navigating dispute
resolution, hearings, and other grievances as needed, thus filling a niche left fairly vacant by
those other services.

In addition to providing direct assistance to individuals educating consumer groups, long

term care consumer rights advocacy services are also intended to provide trainings to agencies
and devel op outreach materials in order to ed
relevant processes. This senvisalso intended to include strategic thinking about laagde

advocacy and tracking of issues related to {targh care for report to the Loxigerm Care

Coordinating Council.

x Homecare Advocacy [OOA]

FY 1516 Service Target: N/A
Homecare advocacy is ha direct service provided to clients but instead consists of efforts to
promote a seamless and responsive system to best serve seniors and adults with disabilities. For
many seniors and adults with disabilities, homecare is a critical service tolsafahythe

107



community. By far the largest homecare program in the city, titome Supportive Services

(IHSS) program has consistently been subject to programmatic changes that can cause significant
confusion and upheaval for the participants. In Sandisen, many agencies are involved in the
provision of IHSS, heightening the need for coordination and communication to provide service
with minimal disruption for consumers. For over twenty years the IHSS Task Force has served as
a place for stakeholders plan, problersolve, and coordinate local and state advocacy. The

Of fice on the Agingb6s Home Care Advocacy fund
significant issues addressed by the Task Force in recent years include: (1) hospital discharge and
transtional care issues related to IHSS; (2) access gaps for consumers whose income or assets
are higher than the standard SSI rate; and (3) coordination of responses to state policy changes or
proposed state budget cuts.

Note:OOA also funds housing advoca@nd counseling). Thisrogram is categorized in the
HousingServicessection of this report.

Recent Trends related to Advocacy

1 San Francisco Pathways to Citizenship Initiativé This threeyearpublic-private
partnership bet we e cEngdgemer€& Immigrant Addird i ce of C
(OCEIA), philanthropic organizations, and communritgsed naturalization service
providers is focused on enhancing services that promote citizenship and civic
participation among San Francisco residents who are eligibéititoanship. This
partnership includes several of the O@Mded legal and naturalization services
providers. This initiative has supported collaborative relationships between these
providers and strengthened t hetolecommey 6s supp
citizens.

Access: Training

An important facet of accessible services is that they are equipped to serve the diverse local
population. Seniors and persons with disabilities are unlikely to access services that do not make
them feel comfortableral welcome.

x LGBT Training [OOA]

FY 1516 Service Target: 15 trainings, at least 150 participants
For seven years, OOA has funded a training program focused on educating service providers
about how to create a welcoming culture for LGBT clients. As desttiin the first report of this
assessmernthe lesbian, gay, bisexual and transgender (LGBT) seniors are likely to hold back
from accessing needed services due to concerns about stigma (Frie@dtdenson et al,
2013). This training raises awarenedsunique health and agiaglated issues faced by LGBT
seniors and adults with disabilities, reveals barriershimaker service provision to this
population, and demonstrates options to overcome these barriers. The overarching goal of this
service is tamprove functional independence and quality of life for LGBT elders and adults
with disabilities who have been unable to access available services in San Frafatesco.
Please see the section on Services to Prevent Isolation for information aboutrainewg t
program that will specific target isolation issues for LGBT persons with dementia.

108



Overview of DAAS Funding related to Access

The DAAS budget for Access FY15-16 FT‘:,':::."SEJ"E’Z':‘;:;S Services
services in FY 186 is Services  Transportation®
$7,621,612. As shown to the right, Connect 10% LGBT Training*

most of the Access funding goes t 7% g 1%

services supporting Information,
Awareness, and Connection (in
shades of blue). The largest single
service is the DAAS Integrated
Intake and Referral Unit, which
accounts for 29% of the budget.
Advocacy and Empowerment
services (shaded in orange/red)
receive almost on¢hird of the
budget. Transportation constitutes
10% of Access services.

Empowerment*
2%
LTC Rights *
Homecare 1%
Advocacy*

1%
*Office on Aging-funded service ¢

Changes in DAASPrograming related to Access

The FY 1516 budget for Access services represei@i2 412,901 (46%) increase over FY-13
expenditures. All progras experienced an increase in funding. As shown below, the change was
driven primarily by the growth of the DAAS Integrated Intake and Referral Unit, which accounts
for slightly less than half the overall increase. Commubéged programs, including th®RC
network and Services Connect program account for almost one third of this increase.

Change in Funding for Access Services

$2,500,000 FY 12-13 vs. FY 15-16
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$2,000,000
$1,750,000
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The programmatic changes responsible for the bulk of the funding changes include:

1 Expansion of DAAS Integrated Intake & Referral Unit 1 Since FY 1213, the unit has
increased staffing from 13 FTE to 19.2 FTE to maintain its ability to efficiently respond
to incoming calls, particularly as the unit has assumed responsibilities for additional
program intakes. The funding increase also reflects increased wage anddosiefit

1 IncreasedCVSO staffing 1 In recent years, the CVSO has had limited ability to conduct
outreach while still meeting service needs at the main office. In F¥618e office
added two new Veterans Claims Representative positions and a front dies& cle
engage drofin visitors. These positions will allow CVSO to expand its outreach efforts
and provide service at satellite locations, such as the VA Medical Center. Theley 15
budget of $673,555 represents an 83% increase from F8 fiznding level.

1 Reconfiguration of the ADRC network and increased staffing levels Advocacy by
the Coalition of Agencies Serving the Elderly (CASE) resulted in addback funding that
has significantly increased the budget for this program. The current-£8 h&dget of
$965,185 budget is a 77% increase over the FL3funding level. With this addback
funding, DAAS has increased each I&A specialist position to be increased from a 0.8FTE
to a 1.0 FTE to fully staff each ADRC hub. This funding also allowed for the addition
1.5 FTE to supplement services at the most visited ADRCs. The ADRC network is
expected to serve 16,000 in FY-16, service levels in prior years were closer to 11,000.

The model for this service significantly changed in F¥154 Previously, this pgram

was provided by a single agency that visited over 15 service sites for a handful of set
hours per week. This system proved too inconsistent for clients to make regular use of the
service, and DAAS updated the model to fund I&A specialists at nine comnservice

sites. The new network has been more successful at attracting a wide variety of clients.

1 Inclusion of the Services Connect program in Rental Assistance Demonstration
(RAD) i Funding for the Services Connect program has increased due tertted R
Assistance Demonstration (RAD) Project. Intended to improve service for public housing
residents, RAD relies on communitased service providers to provide onsite
information and access assistance in over 20 public housing sites formerly managed by
the San Francisco Housing Authority (see the Housing Services section for more detail).
This is a significant expansion of a program that began in 2008 with federafugrainiy
and was continuedith a lower levebf local money when the grant expired2@10.

Other notable changés DAAS program operations in this area include:

1 DAAS Benefits and Resource Huli In FY 1516, DAAS opened a orgtop client
service center for seniors and persons with disabilities at 2 Gough Street. Services moved
to thissite include the DAAS Integrated Intake and Referral Unit, DAAS eligibility
workers, and the CVSO. The DAAS eligibility workers currently focus on Hd&i$lled
Medi-Cal clients and applicants, but they will expand to serve additional subsets of the
seniorand disabled adult Medial caseload in the near future. Staff will also provide
counseling to MedCal clients at risk of becoming ineligible for coverage when they
reach age 65 and are held to the stricter traditional /@adleligibility criteria®® This

15 Under Medicaid expansion, adults age 18 to 64 can have income up to 138&h&fhere is no asset limit.
Seniors age 65 and older are held to the traditiorgibéiiy criteria of 100% FPL and asset limits (e.g.,
$2,000 for a single individualpbout 1,400 IHSS clients turn 65 each year.
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brick-andmortar site will increase the visibility of DAAS services and support new
service connections across the full spectrum of the Human Services Agency.

1 Centralization of OOA Case Management Intake and Waitlist In July 2016, the
DAAS Integratedntake and Referral Unit will assume responsibility for G@Aded
communitybased case management intakes and maintenance of a centralized waitlist for
the service. Under the current system, clients must call around to 13 provider agencies to
find service Creating a centralized intake and waitlist process will make this service
much more accessible, particularly given that this is a service for individuals struggling to
make service connections on thawn. The unit will also immediately begin connecting
people with other services for which it manages intakes, such as IHSS, so that clients can
more quickly access certain benefits.

1 DAAS Staff Training i In FY 1516, DAAS launched an internal training program to
help staff develop their knowledge of impart&opics related to seniors and persons with
disabilities and remain current on best practices. Consisting of core classes required for
all staff and additional enhanced trainings focused in specialized topic areas, this
curriculum is intended to ensurkents receive effective and accessible servites
training may befferedto communitybased service providers in the future.

Suggestions for DAAS Consideration

1 Awareness of the DAAS Integrated Intake Unifi As mentioned, the DAAS Integrated
Intake awl Referral Unit manages a higsteadywolume of calls. The unitompleted over
18,200 intakes anprovided information and referral to at least 11,475 seniors and 1,535
adults with disabilities in FY 145° However, this assessment process identifiet tha
some seniors and adults with disabilities amaware of this service. While the opening
of the DAAS Benefits and Resource Hub is
service DAAS should consider a publicity campaign to spread awareness @frthees
including new strategies to reach unserved populations.

1 Support transportation service§ OOA-funded Transportation services provide rides to
some Community Service sites but not all. OOA may want to consider how this service
may be expanded or ottrdse utilized to include currently unserved sites. After years of
understaffing, OOA has more capacity to provide technical assistance to these vendors
and evaluate the efficacy of this program. This issue came up during a focus group with
participants athe Mission Neighborhood Center. Some participants were aware that
other Community Service sites have Group Van service, and they expressed concern that
they would no longer be able to attend their activities when they became older and frailer.

1 Develop ystem to track need for Egal servicesLegal service providers have recently
provided feedback to DAAS that at their current funding levels they feel unable to meet
the demand for their services. They report having to triage a significant number of
potental clients, providing less intensive service in order to support more people. For
example, a complex legal issue that they would like to open as a case may instead get
handled as a briefer referral session. However, it is difficult to estimate the ardmtm
of clients that go unserved or may be underserved. It may behoove OOA and the legal
service providers to develop a system to track these issues.

' Because all callers do not provide personal information, a unique client count is not available.
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Caregiver Support

Estimating the size of the caregiver population in San Francisco is difficult. Aseolith the

first reportof this assessmerthie city hasalmost 52,000 seniors age 60 and older reporting
disabilitiesand18,000who reportself-care difficulty. Of the 35,145 younger adults with

disabilities, 6,020 repodifficulty with self-care. Thee are estimated to be approximately

20,000 to 22,500 persons with Al zheimeroés | iv
2009; Al zhei mer 6s/ Dementia Expert Panel, 2009
assistance from informal caregivers.

National and statdéevel statistics provide some insight into caregiver burden but should not be
interpreted adefinitive representations of local trends given the unique demographics of San
Francisco. The National Al | urgey esiliskbuggestt@ar egi v i
34.2 million adults or 14.2% of all adults provide care to a person age 50 or older. Extrapolating

this prevalence level to the San Francisco adult population suggests that about 100,500 persons
have provided care to a loved one.

Caregiving can be a rewarding and positive experience, but it can also be characterized by
emotional, physical, and financial strain (Scharlach et al., 2003; Schulz & Beach, 1999).

Nationwide, almost half of all caregivers are over age 50, putting @hémgher risk for a

decline in their own health, and otterd of these caregivers describe their own health as fair to

poor (Administration on Aging, 2015). Approximately 20% of care recipients live in their
caregiver 6s home, spiteffoetheicaregiver (Nationhl Alhaeforance of r
Caregiving and AARP, 20315

Caregiversactivein the workforce tend to suffer worlelated difficulties due ttheir dual roles.

Almost 70% report making work accommodations because of caregiving, sudtiraslack

hours and changing jobs (Feinberg et al, 200h)average, caregivers aged 50 and older who

leave the workforce to care for a parent lose over $300,000 in lifetime income and benefits

(MetLife Mature Market Institute, 2011). Many men providesgédut the majority of caregivers

are womenNational Alliance for Caregiving and AARP, 20LA\ssuming the role of caregiver

can significantly increase womenodés risk of 1
late life (Wakabayashi, C., & Dato, K., 2006)However, despite these burdens, caregiving is

also often associated with positive feelingsstudy of enebf-life caregivers found that over

two-thirds identified personal rewards associated with their helping role (Wolff et al, 2007).

Informal Caregivers for Those Age 50+ Tend to Experience The National Alliance for
High Levels of Physical & Emotional Stress Related to Caregiving Caregi vi ngds survey fou
20% 38% of caregivers are fAhi
by thephysical burden of caregiving,
30% - and38% are Ahighly str
19% emotional toll of caregiving.
20% . Applying these rates to the estimated

100,500 caregius in San Francisco
yields an estimate of at least 19,000
0% - 38,000 caregivers with significant

Highly strained by Highly stressed by need for caregiver support.
physical burden of caregiving emotional toll of caregiving

10% - —

Percent of Informal Caregivers

Source: National Alliance for Caregiving and AARP (2015), Caregiving in the U.S., 112
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Caring for a person with dementia or Al zhei me
associated with negative outcomes thatudeldepression, sleep problems, physical health

problems, and mortality (Schulz et al, 1995). Caregivers for those with dementia are more likely

to visit the emergency department or be hospitalized if they are depressed or taking care of

persons with higlcare needs (Schubert et al, 2008). The close relationship between caregiver

and care recipient is full of shared emotions, experiences, and memories, which can place these
caregivers at higher risk for psychological and physical illness as they witnigdswbe one

suffer (Monin & Schulz, 2009).

The complex nature of the role was evident in a focus group with caregif=
who described their work as a labor of love but noted it was not without|| © We car e
dauntingchallenges. In particular, they discussed theléuiof serving as || Something to kee
the sole caregivegspeciallywithin the context of complex family together, to keep
dynamics. Acknowledging that not everyone has the mental capacity to united ar_ld bonde
serve as a caregiver, they struggled between a desire for more help frof| W€ do this work o
family members and concerrthat others would not provide care correctl of love.
They expressed appreciation for services like Adult Day Health Centers|| ~ FOCF’S. group -
(ADHC) thatgive them a respite while providirigeir care recipient the participant carin
opportunity to socialize. Thesaid they enjoyed beirig the foas group for a friend
andtalking with other caregivers who understood their experiéribe
caregiver experience can be very isolating.

Caregiver burden and the increasing reliance on family and other sources of support for
caregiving has prompted some to advocateéregiving to be framed as a public health issue
(Talley & Crews, 2007). Aadvancements in medicine have extended the avifegman,

people are most likely to die of complications from a chronic health condigguiringhigh

levels of support dumg the final years of life. Pressures on the hospital system, including
shortages of nurses and healthcare workers and increasing costs, have resulted in patients being
discharged more quickly from the hospital. Another factor increasing the relianc®onal

caregiving is the shift towards community living instead of institutional care; with a dearease
assisted living and skilled nursing beds in San Francisco, there are more frail petisdmgh

care needbving in the community.

Research suggts that there is variation in the caregiving experience by ethnicity. Minority
caregivers tendtprovide more care arade more likely to report poor physical health and
depression than white caregivers (Pinquart & Sorenson, 2005). The type and Seuppoa

that caregivers receive varies by race and ethnicity (Chow et al, 2010). API caregivers are most
likely to only receive help from informal sources, while white caregivers were most likely to
access help only from formal sources of support. Afri&enerican caregivers were most likely

to rely on a mix of formal and informal support. These findings underscore the importance of
providing linguistically and culturally appropriate support outreach strategies and programming
so that all caregivers argvare of available resources and feel comfortable accessing these
services.

The capacity to care for one another is a notable strength of the LGBT community. Research
suggests 21% of LGBT older adults receive informal care from a loved one and 26% provide
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informal care FredrikserGoldsenret al, 2013b)A recent survey of GBT San Francisco seniors

age 60 and older found that 10% overall need caregiver support, but need is much higher among
those who are transgender (42%) and bisexual (30%) (Fred(sldaen et al, 2013a). Despite

this need, caregivers may hesitate to seek support for fear of discrimination for being LGBT or
concern that their care recipient may be mistreated (Family Caregiver Alliance, n.d.).

A note on Ai nfMuchobdregivecaavoegy is¥oeuses on informal or unpaid
caregiving. A driving purpose of this distinction seems to be the desire to distinguish between
those hired in a professional capacity and those who are family or friends supporting a person
with whom theyhave a preexisting relationship. $tapproach risks excludirggcritical

component of the local caregiver population: those providing care_to
a family member enrolled in fRlome Support Services (IHSS). dPeopl e s
There are approximately 12,000 family caregiversiag as paid. & We
independent providers for IHSS clients. While these caregivers || paid for 9 hours a d{
receive payment for this service, many provide several additiond put she needs care
hours ofunpaidcare per week due to program regulations limitingd hour s a d
hours!” Two participants in the caregiver focus goqurovided 24 || - Focus group
hour care to family members but receive payment for less thanlff  participant segvas
hours per dayEach of the focus group participants discussed majl an IHSS prOVider\J
of the issues that supportive services for caregivers are designef  a family member
address, including feelings of burnoute need for respite, and the Al z h disease
desire for support groups with other caregivers.

These providers also observed that they have willingly made many sacrifices to care for a loved

one but receive relatively little recompense for their efforts; there is atsemset fit he syst e
relies on their willingness to make these sacrifices for their care recipients. Some had given up
fulltime positions with benefits to step in and support an ill family menTdesy expressed

desire for nore supportive benefits in thélSS providerole, highlighting the need for paid

time off and a pension systeithese types of benefits would significantly reduce their high

stress levels by meeting their immediate need for respite and reducing concernseablonigth

term economicescurity.

Recent Trends Impacting Caregiver Services
1 Decreasean formal long-term care servicedor persons with high care needsMany

ADHC sites in San Francisco have closed, d
current CommunityBased Adult Serges (CBAS) model and low reimbursement rates
from MediCal. Similarly, wer the last ten years, the number of skilled nursing beds in
hospital and frestanding facilities has decreased by 283&PHD, 2003; OSPH, 2013).
As the capacity of these systems Hasreased, clients with high care needs have had to
increasingly rely on friends and family members to provide care. In addition to likely
increasing the number of informal caregivers throughout the city, these changes have also
increased the burden exmerced by those providing care.

IHSS caps hours at 3®er month, which equates to 67 hours per week or 9.6 hours per day. Those with an
ablebodied spouse may receive less hours if their spouse is able to perform certain activities.
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DAAS Programming for Caregiver Support Services

The total budget for Caregiver Support services in FY 15-16 Funding for Caregiver Services
FY 1516 is $1119,626 This represents Total: $1,119,626
approximately 0.2% of the total DAAS budd2®o Alzheimer's
of the budget when IHSS is exded. As shown Day Care
to the rightthere are three funded services in this gesource
category. Bch program receivessggnificant Centers*
portion of funding for this service category. These 23%
services are discussed in more detail below:

x Family Caregiver Support Program [OOA]
FY 15-16 Service Target: 500 clients

The Family Caregiver Support Program (FCSP)

receives the most funding (41%). This program

focuses on two caregiver populations: family

caregivers and seniors providing kinship care.

* Office on Aging-funded service

Themajority of FCSP funding is used fmformal caregiversvho supporblder adultsage60

and ol der and those supporting younger adults
eligibility criteria are set by thiederalgovernmentThese types of services provided by this

program are listed below:

Family Caregiver Service Programi Services

Service Description
Information Creation and dissemination of informational materials, as well as outreac
Services education activities, about caregiving and available resources for caregiv;
Access Outreach activities, provisioof information and assistance to caregivers, a
Assistance provision of interpretation/translation services to help caregivers support
care recipients and access resources for themselves.
Support More intensive direct service activities provided#wegiversincluding
Services assessment of caregiver capacity and support needs, counseling (includi

counseling), caregiver support groups, caregiver training, and case
managemerfor those experiencing a diminished capacity to provide care.

Respite Care Provide a brief period of relief or rest from caregiving responsibilities and
provided on a shotterm basis based on caregiver needs and preferences.
respite may be intermittent (e.g., a few hours once a week to give the car
a small break)pccasional (e.g., time off to attend a special event), or
emergency (e.g., extended break to address intervening circumstance).

Supplemental Assistance to caregivers that enables their ability to provide care. Examp
Services these services includegal assistance to resolve issues related to caregivit
responsibilities or connection with a caregiver registry for those wanting t
purchase caregiving services.

DAAS also funds a small amount sérvices that support older adults providing kipstare and
serving as the primary caregivera younger relativelThe main components of this service are
information and a small amount of respite. This program serves 30 caregivers per year.
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x  Adult DayCare [OOA]

FY 1516 Service Target: 135 clients
Approximately 36% of Caregiver Support services funding goésltdt Day Care (ADC) This
communitybased program provides namedical care to persons 18 years of age or older in need
of personal care sengs, supervision or assistance essential for sustaining the activities of daily
living or for the protection of the individual on less than &@dr basis. These facilities are
licensed by the California Department of Social Services/Community Care lngeAf)Cs
provide a variety of social, psychological and related support services to promote quality of life
for program participantdviost clients enrolled in this service pay -@ftpocket to attend a
certain number of days per week. OOA funding is usesipport sliding scale slotsfaur ADC
sites around the city that serve a diverse client population.

x Alzheimer's Day Care Resource Centers [OOA]

FY 1516 Service Target: 115 clients
Twentythree percent of funding for Caregiver Support services gogkieimer's Day Care Resource Centers
(ADCRC). Theseare communitybasedsitesthat serve persons witlzheimeb s di sease or dementi a
particular, those in the moderate to severe stages whose care needs and behavioral problems make it difficult fo
them to participate in other day care programs. These ADRCs operate within the framework of a licensed Adult Day
Health Care Center or Adult Day Care Center. The primary goals of this service are to assist individuals with
Al zhei mer 6 s a @athfunctoh a thehighedt @assble tevel; and to provide respite care for families
and caregivers. These facilities also to assist caregivers by providing information, counseling, and care planning and
establishing or assisting with support grougke ADC, this is a private pay service, and OOA funding subsidizes a
sliding scale system.

Changes in DAASPrograming related to Caregiver Support

As shown below, fading for this service category has remained relatis&lic over the last
four year, withnominal increase®©verall, the budget for this service category inaseased by
about $22,000 (2%). Service levels have remained generally consistent.

Change in Funding for Caregiver Services
FY 12-13 vs. FY 15-16

+S7K
$400,000 -
$300,000 +$8K
$200,000 - —
$100,000 | R
SO n T T 1
Family Caregiver Support Adult Day Care* Alzheimer's Day Care
Program* Resource Centers*

W FY 12-13 expenditures @ FY 15-16 budget
*Office on Aging-funded service
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Case Management & Transitional Care

Often seniors and younger adults with disabilitiad themselves overwhelmed by unfamiliar
circumstances that accompany major life chajgiesh as deteriorating health, the death of a

loved one, discharge from a hospital or rehabilitation facility, or unexpected financial hardship.
When their needs becte complex, many consumers need help navigating available supports,
advocating for services to meet their needs, and following up to ensure consistent service. While
some need only shet¢rm assistance during an unexpected crisis, others benefit from more
sustained support to help them age in place safely. Case management pcagrznmade this
support.

The people most at risk of not having full access to needed servidesseavho live alone or
have tenuous social networksAs described in the fitseport of this assessment, 46,964 seniors
and 8,907 adults reporting disabilitigh,871 total)ive alone.Sixty-five percent of this group
36,177 individual$ hasincome below 300% FPL. As the senior population has grown, so has
the numbe of olderpersons living alone.Rere are approximately 7,000 more seniors age 60
and older living alon¢éodaythan there were in 2000.

Immigrants and persons who do not speak Englishlso face additional barriers to accessing
services, both because linguistlgand culturally relevant services may be less available and
due to fears about utilizing pubservicesAlmost 53,000 seniors and adults reporting
disabilities have limited English proficiency. Seventy perte3®,883 individual$ have family
incomebelow 300% FPL. Sixteen percén8,315 individualg are living alone.

Younger adults with disabilitiesalso face difficulty accessing services. Many services are

housed within senieiocused agencies, and it may be unclear to the younger disabled adu
population which services are also available to them. Persons who have become disabled midlife
may be unfamiliar with the social services available or how to access them. As described in the
first report of this assessment, the most common type ofilitigalmong adults aged 18 to 59 is
cognitive difficulty. Fifty percent of the disabled adult populaiiati7,418 individual$ reports

this type of difficulty, which may include a variety of conditioesy(, mental health diagnosis,
traumatic brain injuy, etc).These individuals may hesitate to access services due to stigma or
have difficulty navigating care systems.

Many people are stable in everyday life and generally able to meet their needs but require
support during certain events, particularbspitalized persons transitioning homeOlder
adults with multiple chronic conditions and complex treatment regimens are particularly at risk
during this time. They typically receive care from multiple providers, move frequently within
health care settingand are particularly vulnerable to breakdowns in care (Naylor & Keating,
2008). Medicare data suggests one in five patients is readmitted to the hospital within 30 days of
discharge (Health Affairs, 2013As highlighted in a forthcoming report on thedb&an
Francisco Transitional Care Program, la@adlysisfoundthat individualsat high risk for
readmissiorhad two or more of the following criteria

1 Emotional and/or cognitive impairment;

1 Two or more readmissions within the prior six months;

1 Lack ofsupport, lives alone or is a caregiver for someone else;

1 Taking 8 or more medications;
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1 Multiple comorbidities (3+) and/or chronic iliness
1 Needs assistance with 2 or more Activities of Daily Liyiagd/or
1 Demonstrated need for services/resourcesiiteserve to avoid rénospitalization

Case Management

There are a variety of case management programs in San Framtisdgpe of case

management that i s most appropriate depends o
acuity of their circumsincesServices range from shetgrmand/orintermittent support for

consumers capable of managing most needs on their own to-tengesupport and supervision

for those whose needs are complex. Individuals who are unstable due to multiple diagnoses,
homelessness, and/or substance use often require the most intensive case management services
and benefit from providers with specialized training.

Many case management programs serve specialized subsets of the senior and disabled adult
population with dighct needs. Below is a partial list of these types of concentrations:

1 Behavioral health needsPersons with mental health and substance use challenges have
multifaceted needs. Often, major aspects of life have become negatively affected by their
behavior&health conditions. Case management is a key service modality within the
programs provided through the San Francisco Department of Public Health (SFDPH)
Community and Behavioral Health Division. A key component of this service is linking
clients to servies and supports that have been detrimentally affected, such as housing,
income assistance, and physical health care.

1 High-use healthcaresersi Seniors and persons with disabilities who are high users of
healthcare systems can benefit from additioned caordination and support. Through
SFDPH, San Francisco residents with five or more visits to the emergency department at
Zuckerberg San Francisco General Hospital are referred to case managers who assist
patients in arranging housing, financial assistaphysical and mental health care,
substance abuse referrals, and other needed social services. SFDPH also provides primary
carebased complex care management targeted at patients with three or more
hospitalizations per year. This is an interdisciplinzage team model with a Registered
Nurse backed by a medical doctor and social worker.

1 Persons living in supportive housiiigany low-income seniors and adults with
disabilities live in supportive housing developments, benefiting fromclast housing
ard onsite supportMuch of this housing is fundday SFDPH and the Human Service
Agencyods Department of Hhe Rental ASSistangei ces. Mor
Demonstration (RADProjecthas expanded esite services to public housing
developments. At thesstes, social servicestaff helps connect residents with needed
services and may provide some care coordination. They also help to broker payment
plans for residents who fall behind in rent payments, helping residents avoid eviction.

1 Persons at risk of lmg-term care institutional placementMany seniors and adults with
disabilities who are frail aridr experiening high levels of functional impairment prefer
to remain in the community rather thagsiding ininstitutionallong-term care facilities
Theseindividuals benefit from case management to arrange needed supports and services
to live safely in the communitythe California Department of Aging directly funds the
Multipurpose Senior Service Program (MS$#t)frail adultsagel 65 and older who are
certifiable for placement in a nursing facility but wish to remain in the community. The
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goal of the program is tooordinate and monitdhe use of communitpasedservices to
prevent or delay pmature institutional placemefithe services must be proviiat a
cost lower than that for nursing facility cafdne DAAS-administered Community Living
Fund (CLF) also targets this population, historically focusing on patients leaving Laguna
Honda Hospital and Rehabilitation Center (LHH). This program is deslnb@ore
detail later in this section.

1 Adults with developmental disabiliti€sAdults with developmental disabilities receiving
services from the Golden Gate Regional Center are assignedgamgncase manager
who is focused on helping individuals afiagnilies make and implement informed
decisions about their specific needs and unique preferences. This population may also
access healthelated case management through the Center for Health and Wellness at the
Arc San Francisco; this program was initiadigveloped when the Arc noticed its older
clientshaving trouble aging safely in place and managing health conditions developed
later in life.

Transitional Care

Transitional care services support patients transferring between systems of care. DAA§ has lon
supported transitional care programs to facilitate smooth transitions for seniors and persons with
disabilities returning home after a period of hospitalization.

Il n 2012, DAAS applied to participate inm the
Program, designed tocrease collaboration betweeommunity and hospitabased providers

in order to improveransitions of care across settings, reduce avoidable hospital readmissions,

and generateostsavings DAAS was awarded a contract for Ded®mn2012 through May 2015,
leading to the creation of the San Francisco Transitional Care Program (SFTCP). Integrating
components of existing transitional care services, this program was a hybrid coaching and/or care
coordination model with tangible sereipackages targetéor Medicare fe€or-service clients.

A key component was transition specialists assisting patients to understand their hospital
discharge plan and medication regiment, secure services to support recovery in the community,
and ensure tgndance at first primary care appointment. The intervention was designed to last up

A

to six weeks and was provided in eight of San

When the demonstration concluded in May 2015, SFTCP had served 5,154 clients (San
Francisco Depament of Aging & Adult Services, 2016). Evaluation of client records indicates
the most commonly needed services include: transitional specialist support (86%); counseling
and support (68%); assistance communicating with family and caregivers (66%)edicdtion
review (64%).The average readmission rate for SFTCP clients was 7.4% compared to a
Medicare average of 19.5%, demonstrating that this type of care can effectively reduce
readmission rates

Unfortunately, this program has not been active sineelemonstration project ended in May

2015. DAAS has replicated the program on a smaller scale targeted at IHSS applicants, serving a
subset of those who likely need this type of support (the IHSS Care Transitions Program is
described in more detail later this section). Hospitals provide transitional care support on their
own, but the model and extent of service varies.

119



Recent Trendsrelated to Case Management & Transitional Care
1 Suspension of Diversion and Community Integration (DCIP) DCIP was a

cdlaborative effort by DAAS and SFDPH to help those currently institutionalized or at
imminent risk of institutionalization live in the community. Focused primarily on LHH
residents, a core group of multidisciplinary professionals created and carriechanticly

and personalized community living plans, working with clients bothgrd post

discharge to ensure safe transitions to the community and client access to all necessary
supports. This group ceased in May 2014 when the settlement agreementiabed ithe
sharing of private healthcare information between SFDPH and DAAS expired. Since that
time, SFDPH and DAAS have been working towards a revised version of this program

that is anticipated to begin sometime next year and will be calledaimenunityOptions
and Resource Engagement (CORE) Progtarthe interim, LHH and CLF staff has

continued to collaborate (albeit with a lower level of data sharing and without the benefit

of the multidisciplinary team).

DAAS Programming for Case Management and flansitional Care

The total budget for case management ancry 15-16 Funding for Case Management Services

transitional care s_ervices is $7.9_mi|lion. Total: $7,865,197
As shown to the right, most of this «  Medication Management*
funding is for the Community Living Money Management 0.3%

Fund. Slightly more than ortlird of this 1%
funding supports the more traditional

OOA communitybased case management.
Smaller amounts of funding go to
medication and money management
services that provide lower levels of
targeted/specific support.

x  Community Living Fund

FY 1516 Service Target: 375 clients
The Community Living Fund (CF) is a
unique San Francisco creation. Launched
in March 2007, this fund is focused on
preventing unnecessairystitutionalization
of seniors and adults with disabilitiead helping those currently institutionalized transition back

* Office on Aging-funded service

to the community if tht is their preference. It has an income limit of 300% FPL, as well as asset

limits (e.g., $6,000 for a single individual). DAAfas broad and flexible authority to use funds
in whatever way deemed necessary to allow seniors and adults with disabiliésisléoin the

community Relatively small portions of this funding have been used for services like emergency
homedelivered meals and transitional care in the past. Currently, $120,000 per year funds a case

management training institute supporting sttélvelopment and continuing education of DAAS
funded case management providers.

The primary use of the funding is the CLF intensive case management program that includes

purchase of services and items needed to live safely in the community for whicis theher
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payer. About 41% of clients receive purchased services, mostly smatipenpurchases like
the installation of grab bars. A small percentage receivepmy home care or board and care
subsidies. The lead communitased agency contractdine Institute on Aging, partners with
three other agencies to provide this program.

x Case ManagemerfOOA]

FY 1516 Service Target: 1,877 clients
The OOAfunded case management program is focused on connecting seniors and adults with
disabilities withservices that will enable them to live safely in the community. This service is
intended to be timémited; once all needed service connections are facilitated, the case will be
closed. This work is a collaborative procéssase managers work with clisrtb identify their
motivation and desire, keeping the work a collaborative process to promote empowerment and
prevent clients from becoming dependent on the case manager. DAAS funds thirteen agencies to
provide case management, offering a range of clijurand linguistically appropriate options
for the diverse local senior and disabled adult populations.

Within its case management progra@©A continues to fund Linkages,case management
program that also includes a small amount of funding to puecewicesThis progranhas
been funded locally since the state eliminated funding in FY@I he program requirements
and services ar@milar tothe traditional case management progr@wmpared to the traditional
OOA case management programs, a lapgecentage of Linkages clients are urafge 607 but
mostof its clients are seniors.

x Medication ManagemenfOOA]
FY 1516 Service Target: 1,165 clients
Medication Management providesidencebased medication management services to seniors or
adultswith disabilitiesenrolled in the OOA Case Management progradverse drug reactions
and medication errors, particularly in the context of biologicals associated with aging and disease
can increase mortality risk. Through this service, a consultant pbistnvarks with case
managers to help-aisk seniors and adults with disabilities manage theér of oveithe-counter
and prescription medications, vitamins, minerals, and herbal supplements.

x Money ManagemenfOOA]

FY 1516 Service Target: 105 clients
Money Management helps seniors and adults with disabilities in the daily managetheint of
income and assets. This includes but is not limited to payment of rent and utilities, purchase of
food and other necessities, and payment of insurance premiurastibdlss and cgpayments.
This is a voluntary service provided by two commuiifged organizationblote: The DAAS
Representative Payee program, categorized inGailé and Safety Services, provides a similar
service but is focused on the most vulnerabiesk population served by the DAAS protective
services division and involvedormal fiduciary appointment by the Social Security
Administration.

x |HSS Care Transitions Program
FY 1516 Service Target: 1,000
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The IHSS Care Transitions Program (CT$&inew program in FY 156 that supports new

IHSS applicants who are transitioning back to the community after a hospitalization. This
program is a revised and smaller version of the SFTCP program developed during the Medicare
transitional care demonsti@an project between 2012 and 2015. When this demonstration project
concluded, DAAS saw an opportunity to utilize the relationships and referral networks
developed through that project to support IHSS cliérts. cost of this program is absorbed in

the DAAS Integrated Intake and Referral Unit, which provides these services.

Changes in DAASPrograming related to Case Management and Transitional Care

The FY 1516 budget for this service category is $1,312,522 (20%) larger than-ES 12
expenditures of appkimately $6.5 million. As shown below, over half of this increase is due to
an increase in the baseline Community Living Fund budget. However, there was also a sizable
increase in case management funding expenditures, which totaled $550,831 (23% adi3FY 1
spending levels).

Change in Funding for Case Management
FY 12-13 vs. FY 15-16

$6,000,000
+5$748K

$5,000,000

W FY 12-13 expenditures
$4,000,000 -

E FY 15-16 budget

+ $556K
$3,000,000 -
$2,000,000
$1,000,000 -
+$14K + SOK
SO T : T 1
Community Living Case Money Medication
Fund Management* Management* Management*

* Office on Aging-funded service

The programmatic changes driving these shifts include:
1 Increase in CLF baseline fundingi In FY 151 6 , the Mayordés office
annual Community Living Fund baseline budget by $1 million,danig the total local
General Fund budget from $2.5 million to $3.5 mill{§he program also draws down
federal and state revenue through time studying to the Community Services Block Grant,
bringing the total budget for this program up to $4.8 millidme &dditional $1 million
will help the CLF intensive case management program serve clients needing housing
patches and home care for clients ineligible for IHS®o0 services identified as key
barriers impeding discharge from skilled nursing facilitielsE@as also created a new

18 The Community Living Fund was established with an annual $3 million buedgeever, when city

departments were required to reduce their annual operating budgets during the recession, this fund was
decreased to $2.5 million. DAAS was able to leverage outside funding sources, drawing down federal and state
funding through timetadying, so the program never felt a loss of funding.
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purchasing case manager position at a partner agency that will coordinate purchase of
service for clients enrolled with other communritgsed case management who meet CLF
eligibility criteria. Note: FY 1213 expenditures includeqggram funds carried forward
from prior years, which obscures the full $1 million increase in F1@.h the above
chart.

1 Case management program enhancemeitThe Case Management budfmtFY 15
16 is about $556 thousand larger than FYLBZ2xpenditurdéevel. This increase is
mostly due to the accrual of addback funding from the Mayor and Board of Supervisors
over the last three years. Addback funding has focused on supplementing service in
underserved areas rather than providing an at¢hedsoard incease. Tis growth is also
due toFY 14-15 enhancements to strengthen the qualithisfprogram. One component
wasthe expansion of the Clinical Consultant Collaboratpreyiding individual
consultation and group case review to support skill develop(particularly for new,
less experienced case managerd to provide support to those organizations with only
one or two case managgrshe other piece of this F¥4-15 enhancement was a contract
for a parttime project manager focused on improvingukability of the case
management module in the CA GetCare database, including the development of a
medication management module

Another notable change is thentralization of case management intake process and waitlist

at the DAAS Integrated Intake and Referral Unit. Historically,consumers and advocates have
had to call agencies directly to request case management or even find a spot on eCAiaitlistare

more likely to be successfully connected with service when they and their advocatesverty h

call one place to request servi@entralization of the intake process will also allow DAAS to better
gauge both the amount of potentially unmet need and possible changes in the acuity of need.
Additionally, the DAAS Integrated Intake and Refetdalit can submit applications for

programs like IHSS and horuelivered meals, reducing the time that consumers are waiting for
these critical services. The centralization of intake is currently underway and should be active in
FY 16-17.

Suggestions for DAAS Consideration
1 Unmet need for case managemeiitWithout centralized intake data, it is difficult to

reliably gauge unmet need for case management. An informal survey of OOA case
management agencies suggested that up to 120 clients were waiting fa geraic
OOA case management and Linkages in January 2015. Providers also report a sense that
clients are presenting with more complex situations. Once sufficient data is collected
through the DAAS Integrated Intake and Referral Unit, DAAS should assess$ neade
and take appropriate steps to ensure the OOA case management program is functioning
efficiently and has the capacity to meet needs.

An important facet related to the availability of case management is staff turnover. The
communitybased organizaties providing OOA case management services have
struggled to meet contract requirements in recent years. A key driver in this situation is
staff turnover driven by low salariésexperienced case managers are leaving for higher
paying positions with medicalystems and city agenci€3onsistently high rates of
turnover are likely reducing the quality of the service provided to case management
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clients. The case management training institute can help orient less experienced case
managers to the program butMibt replace seasoned professionals or lessen service
disruption for clientsDAAS should consider strategies to secure additional funding for
the program and/or consider options for increasing salaries within the existing budget
during the next RFP cycle

Availability of case management for younger adults with disabilitie$ Most OOA
communitybased case management is housed at skErtosed agencies, where staff

may be less familiar with the unique needs of younger adults and/or the agency mission
may preclude significant outreach to this younger population. The majority (87%) of
OOA case management clients were 60 or older in FY5L©nly four percent of clients
were under age 50. While the O@#nded Linkages case management program targets
youngeradults, it has a significant wait list and tends to focus on those with behavioral
health challenge®ersons with mental health diagnoses may access case management
services through SFDPH clinics, but some may resist engagement in those services,
walitlists can be long, and these services are primarily availabedaCal clients

DAAS should evaluate the efficacy of its current model and consider strategies to better
serve this populatioData collected through centralized intake will help inform this
review.
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Housing Services

The stress of the high cost of living pervades all aspects of life in San Francisco, especially
urgent for seniors and adults with disabilities. San Francisco real estate is among the most
expensive in the country, with the ni@d home value of $1.1 million compared to the state

median of $457 thousardAt $3,400, the median market rate rent forlaetiroom unit in San
Francisco is well over two times the average Social Security retirement check and well over

three times the mé@mum SSI paymenf’ Concerns related to housing were prevalent in focus

group discussions with seniors and adults with disabilities, who are very aware of these pressures
and anxious about both their personal housing situations and the impact that gtecimanges

are having on the overall city population.

Approximately 61,000 households in San Francisco headed by a senior or person with a
disability are renteoccupied, making them potentially vulnerable to fluctuations in the rental
market. As shownddow, 83% of households headed by a disabled adult are-oati@pied.

Senior households are more evenly split between renters and homeowners with a quarter in the
process of paying off a mortgage. Notably, senior households in San Francisco are much more
likely to be renters than seniors statewide: 48% compared to 27%.

Home Ownership by Population Type

| | | |
All Households
N =341,721 64%

Adults with Disabilities

Age 18to0 59 83%
N =16,818
Seniors Age 60+ e
N = 96,865
0% 20% 40% 60% 80% 100%
@ Rent B Own with mortgage B Own free/clear

*Households categorized based on head of household
Source: IPUMS 2012 3-Year Samples

Low-income households are much more likely to be renting. Among those with income below
300% FPL, the rental rates increase to approximately 67% of senior househdd$@of
disabled adult households.

19Data from Zillow, a real estate service that tracks market rate trends. Estimates based on San Francisco and
California median home value index as of December 2015.

2 Rent data from Zillow, a reaistate service that tracks market rate trends. Estimates based on San Francisco
index as of December 2015. The average Social Security retirement payment in San Francisco is
approximately $1,259 per month (as of 2014) and the maximum monthly paymantgged or disabled SSI
recipients is $973.
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As shown to the right, Seniors and Adults with Disabilities Tend to Have Lower Rent

census dafdindicates $1,600 $1,483
seniors and disabled adult $1,400
households tend to pay  $1,200
lower rent than the full $1,000 $916

B Median Rent

renter population. This s300 | (Al

trend holds for single 2 Median Rent
family households, $600 - (1 peron
indicating this difference is  $400 HH)
notdue to variation $200 -

household size. This 5

tendency is likely to due in Seniors Adults Reporting All Renter

large part to rent control Age 60+ Disabilities Households

protections, particularly for Age 18 to 59

Iong-time senior renters. *Households categorized based on head of household

Source: IPUMS 2012 3-Year Samples
However rental rates must be considered within the context of inchimaughthese
populations tend tbave lower rental rates, they are much more likely to face high rent burden.
According the U.S. Department of Housing and Urban Development (HUD), a household that
pays more than 30% of its income towards housing costs is considered rent burdenednAs show
below, approximately 57% of senibeaded households and 63% of disabled adult households
meet this criteriorBy comparison, the rent burden rate among the full renter population is closer
to 44% (which is also quite high). The higher rate among tlabdléid adult population is likely a
reflection of this populationbds | ow i ncome

Senior and Disabled Adult Renter Households Tend to Face Higher Rent Burden

0, -
90% Rent Burden

Ratio of gross rent
to

80% -
70% - household income
60% | I Not computed
B Less than 10%
H10-19%
H20-29%
B 30-39%
W 40-49%

m 50% or more

50% -
40% -
30%
20%
10%

0% -

Seniors Age 60+ Adults Reporting  All Renter Households
N = 46,969 Disabilities N=217,490
Age 18to 59
N = 14,008

*Households identified by characteristics of head of household
Source: IPUMS 2012 3-Year Samples

L This data is based on gross rent paid, not market rates for-aeailgble apartments. Given the rapidly
changing state of the housing market, census data on rent is useful as a point of reference but may be
somewhat outdated.
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This data shows that though seniors and adults with disabilities tend to pay lower rent, their
capacity to absorb any rental increase is minimal. If their currentrigissiost, these

populations will face extreme difficulty finding a new affordable location within the city. With
market rates rising throughout the Bay Area, consumers may no longer be able to find a new
home nearby and may end up quite far from the conityyand services they rely on.

The risk for eviction and pressure to accept a tenant buyout payment are a issue of significant
concern for San Francisco seniors and adults with disabilities. There are special protections for
these populations that linotvner moveins under certain circumstances and require additional
relocation payments. However, as noted by staff from the San Francisco Rent Board and by
focus group participants, these populations may still be targeted for eviction, becausetlow

units offer the largest potential rent increase if property owners are able to vacateemd re

these units at the current market rate. Seniors in particular are likely to have long tenure and may
seem like lucrative targets. Because eviction statisticsargacked by tenant age or disability
status, it is not possible to know how many seniors and adults with disabilities have been
affected by eviction. Additionally, beyond the number formally evicted, an unknown number of
tenants have accepted inforngakh buyouts to vacate. This will change due to a March 2015
ordinance requiring that details of these buyouts be filed with the Rent Board. The local media
has highlighted severabregiousnstances in which older persons and those with disabilities
havebeen forced out of their loAgme homes.

Focus group participants with disabilities, ¢
expressed relief that they currently have housing but were well aware that if they lost their

housing they would ligly have to leave the citdne participant noted that her ability to live in

San Francisco i s predicat eldwunihsayingiel fa viaielvaebri | i
couldnét have that J[unit], [Hdusinglosthé dmbéranee t o mo
problem facing our <city. 0 Otsthatthe gityawilliosedts pant s
diversity if it becomes a plaadfordable only to the wealthy.

Senior focus group participants highlighted an important indirect impact of thesmé trends:
although they may have relatively secure housing, themds and familyare ofterforced to

move away. Whether across the city or outside of San Francisco altogether, this distance can
have a critical impaatn their socialization and pport networks, increasing the need for formal
supportive services. As explained by a senior living in Chinatéitis not reliable to ask kids
tohelp because t hegardbettereff goiagrto camwranjitycenters or social
workersifweneeth e | p. 0O

Accessibility

Another housing challenge for seniors and adults with disabilities is accessibility. While new
developments must now comply with state and federal regulations regarding accessibility, much

of San Franci s c o 0 s nahcessilde far gersans io whkelchass oothose wiaon d i
have difficulty climbing stairs. Many SinglRoomOccupancy (SRO) hotels lack working

elevators, limiting the ability of persons with mobility impairment to live in these buildings or
confining them to thir rooms with trips outside only when absolutely necessary. As new units

are developed in the below market rate (BMR) system, the application and waitlist process

makes it difficult for those in need of an accessible apartment to secure an approgriate uni
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(Mayoro6s Office on Housing, 2013). A t-heme 1in
time homeowners, was concern that the potential onset of mobility impairments will force them
to leave their homes as they age.

Home modifications can help makeme units more accessible but may be unaffordable for

those with lowincome. In publiclysubsidized housing, the cost of accessibility accommodations

is born by property owners, but private landlords are not required to fund modifications. As

noted earlig many seniors own their homes. Multiple programs aim to increase accessibility and
safety, including the commun#yased Rebuilding Together, the San Francisco Department of
Public Healthés educational programorCommuni ty
Seniors (CHIPPS), and the Mayoros Office of H
program (available when the state allocates funding). However as note®018#018

Analysis of Impediments to Fair Housing Choiget all units can be made assible through

modifications due to layout and design constraints. These challenges underscore the risks
associated with losing an accessible unit.

Public Housing

Over 40 public housing sites with more than 6,000 units are located throughout San &rancisc
offering low-income housing to over 9,000 individuals. Approximately 2,436 (25%) of residents
in FY 1314 were seniors age 60 and older.

Many residents are connected to DAAS
programs. Recent efforts to analyze
service utilization by public housing
residents suggest that 19% of public
housing residents 1,846 individualg

are InHome Support Services (IHSS)
clients. Of residents age 60 and older, thi
rate is closer to 55%. An additional five
percent of residents are IHSS independe
providers. Therés also significant
enrollment by public housing residents in
Office on Aging (OOA) services. The
most commonly accessed OOA services
include congregate meals, community
services, and homgelivered meals. OOA
served approximately 22% of pUbllC Source: Client match of SF Housing Authority and IHSS Clients in FY 13-14
housing rsidents age 60 and older.

Many Senior Public Housing Residents Age
60+ are Served by IHSS and Office on Aging

60%

55%
Total Public Housing

50% - Residents Age 60+: 2,436

% of PublicHousi¥g Residents

Enrolled in IHSS Served by OOA

In accordance with the HUD definition of rent burden, public housing residents pay no more than
30% of their income towards rent. While certainly less than a market rate apartment, this
threshold can feel unaffordable to persaiith low incomes. For example, a person receiving the
SSI maximum benefit may pay less than $300 inirententh of the market rent rate for many
apartments today. However, after paying rent, the client will only have $600 to meet all other
expenses, wbh may seem less tolerable than being unhofsesbme. The complexity of this

choice was evident in a focus group with current and formerly homeless seniors. While most
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indicated they would or already had readily give up part of their income for hotysng,
participants strongly expressed that they would rather live on the street and have their full
monthly income than give up their income for housing.

The demand for these subsidized public housing units has long exceeded the supply, and there is
alsoa long waitlist for these housing units. After more than four years of closure, the waitlist was
opened for six days in January 2015. In this short time, approximately 10,48pghications

were submitted and placed on the waiting list.

Non-Profit Affordable Housing

The Mayordés Office of Housing and Community D
affordable housing rental programs. The Inclusionary Housing below market rental (BMR)

program requires feprofit developers to set aside a percentage of unitewndevelopments for

persons with low income or pay fees to fund affordable housing elsewhere. The city also

finances nofprofit organizations to develop and manage affordable rental housing programs.

Several of these projects have units exclusively foiosge and persons with disabilities. To be

eligible for affordable housing, household income must be within a set range expressed as a
percentage of the area median income (AMI). The income range varies based on program.

As noted by th0132018 Analyss of Impediments to Fair Housing Choreports from San
Franci scods May o rvérglowdntdme peeson®and, iH patisularnaglults with
disabilities are sometimes excluded from affordable housing because their rent would be more
than 35% otheir income. The report suggests that minimum income requirements be reduced
for this population so that they are able to pay a higher percentage of their income but will have
access these units.

Homelessness Services

The most extreme expressionofthe t yé6s housing adversity is hon
an extensive array of services to support currently and formerly homeless persons. The San
Francisco Department of Public Health (SFDPH) manages homeless outreach teams, provides
stabilization roms and permanent supportive housing, offers a variety of behavioral health

services, and operates health clinics focused on meeting the medical, psychological, and social
needs of homeless persons. The San Francisco Human Service Agency (HSA) provieeg a va

of communitybased programs for adults and families through its Division of Housing and

Homeless Programs, including but not limited to shelter beds and permanent supportive housing
(much of which is mastdeased units in SROs) throughout the city.

San Franciscob6s homeless system
population needing short term treatment, but increasingly the people lijf | omel ess f
on the cityds streets are strug did not expect it to be
physical disabilities that requir@utinuing care. As discussed inthefirst|l 4 ¢ f i ¢ u | t

report of this assessment, persons age 60 and over comprise 20% of {| _ Formerly homeless
homeless people seeking shelter. However, the experience of homeleyl 4royp participant whe
hastens aging, and research has found that homeless persons age 50| nable to afford his q

ol did not€d

chr

have health conditions associated with persons in their 70s. More thar) afte he became disa
of the persons seeking shelter in San Francisco are age 50 or older.
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Potential loss of housing due to shtetm institutionalization

When SSiI recipients enter institutiortare, their monthly benefit is typically withheld to cover

part of the cost of this care and they receive only a nominal amount of their monthly benefit. As
a result, these consumers are unable to pay for their housing in the community, putting them at
risk of losing this housing. As discussed earlier, the current rental market makes it almost
impossible for lowincome persons who lose their housing to find replacement lodging within
San Francisco. While exceptions may be made for institutional placenégds than 90 days,
many vulnerable persons may require a longer stay for their health to stabilize. Unfortunately,
data on the number of persons displaced as a result of such scenarios is unavailable, although the
local LongTerm Care Ombudsman cites $hesituations as a key area of unmet need. The
Community Living Fund will cover rent costs for its clients in this situation, but this program
only serves a subset of this population.

Trends related to Housing

1 Efforts to streamline application process foraffordable housingi Led by MOHCD,
efforts are underway to simply and streamline the application process for affordable housing.
The initial focus has been to consolidate the various applications used by housing sites into a
single universal applicatiomat will be used consistently around the city. The other major
component of this work is an affordable housing database portal that will consolidate all
listings into a single location and serve as a universal application portion.

1 Improvements in public housing sites There are two largscale projects underway that
will improve the quality of public housing sites:

o HOPE SF redevelopment of public housing sitels San Francisco is in the process of a
large-scale public housing revitalization project thall weplace dilapidated public
housing sites and create mixed income communities that integrate green buildings,
schools, business, and onsite resident services. Many residents at these HOPE SF family
development$ Hunters View, Potrero Terrace and PotrArmex, Sunnydale, and Alice
Griffith T are seniors and adults with disabilities. Approximately 270 (15%) of the IHSS
clients living in public housing reside in the HOPE SF sites. While the new sites will
provide safer and more vibrant communities, thgged of redevelopment projects have
the potential to disrupt community, which can be especially impactful for seniors and
persons with disabilities who rely on neighbors for support. Much effort has been made
to engage the community and avoid residentldcgment; it will be imperative that these
efforts are maintained as the project continues.

0 Rental Assistance Demonstratiori Another major shift related to public housing sites
is the Rental Assistance Demonstration (RAD). This federal program is idtemde
improve public housing by transferring responsibility for managing these sites to private
developers and communibased organizations that will provide onsite services. Led by
theMayor's Office of Housing and Community Developmeer 20 sites argcheduled
for inclusion. This program is expected to have significant positive effects for the many
seniors and adults with disabilities living in public housing, who have struggled for years
with difficult living conditions (e.g., broken elevators andnaa).

1 Housing bondi In November 2015, voters approved a $310 million housing bond that will
fund rehabilitation of existing units and development of new affordable housing units. These
programs serve a variety of income levels, from those living in pot@middle income
households struggling to keep up with the rising costs of living in San Francisco.
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1 Legalization of in-law units i As of May 2014, persons with unauthorizedamw units may
apply for these dwellings to be legalized and part of theihgusarket. This policy shift has
the potential to expand the availability of accessible housing; many of these units are
converted groundloor garages, which may be more accessible for persons with mobility
impairment.

1 Creation of a new city departmenton homelessness In December 2015, Mayor Lee
announced plans to reorganize city services for homeless persons into a consolidated city
department beginning in FY 167. Services for this population have tended to be organized
into siloes across city deparents, primarily SFDPH and HSA. The new department will
absorb tasks performed by these agencies and oversee street outreach teams, homeless
housing services, and certain mental health programs. The integrated system is expected to
improve efficiency byemoving barriers to collaboration and streamlining access to services.
The Mayor hopes to house 8,000 homeless persons over the next four years.

DAAS Programming related to HousingServices

With a FY 1516 budget of $,739113 FY 15-16 Funding for Housing-Related Services
DAAS funds two serviceeelated to Total: $1,739,113
housing. As shown the chart to the right,

Housing
the vast majority of this budget goes to Counseling
the Housing Subsidy program. A smaller and
amounti approximately $172,056 (4%) Advocacy*

funds Housing Counseling and 4%
Advocacy. These services are described

below.

x Housing Subsidy[OOA]

FY 1516 Service Target: 61 clients
As discussed earlier, seniors and persons
with disabilities who lose their housing
face seemingly insurmountable barriers
procuring new living space. The OOA Housing Subsidy program seeks to preverit loss o
housing for by identifying currentijoused persons facing imminent eviction and helping to
stabilize their housing situation through the use of a housing subsidy payment. The subsidy
amount varies based on client income and rent amount but with trersatigoal to bring the
rent burden to 30%. A critical part of this program is a full client assessment to identify
additional service linkages that would benefit the client, including those that may increase the
client income and reduce overall househmtgenses (e.g., enrollment in CalFresh).

*Funded by the Office on Aging

NewinFY 1415, this program served 35 consumer s
ramp up slowly to preserve this service for those most in need. Most of those served were
seniors, and the average momgthlibsidy amount was $720. The average rent burden clients
faced was 108% (average rent of $1,034 and average income of $893).
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x Housing Counseling and AdvocadpOA]
FY 1516 Service Levels: 250 clients

DAAS lacks the financial capacity to develop hogsand instead has historically focused on
funding housing advocacy and counseling services in an effort to strategically improve the
housing situation for seniors and adults with disabilities. These services include:

1 Counseling assistance to individualtsot enant 6 s ri ght s

Referrals to appropriate agencies for legal representation when necessary;

Development and ongoing support of housing rights coalitions

1
1 Assistance with training counselors for emergency housing counseling
1
1

Hostingand/or participating in public meetings and events to educate the public about the

need for affordable housing for seniors and persons with disabilities;

1 Participation in public hearings, group meetings, and other public gatherings intended to

advocate fohousing options for these populations; and

1 Collaboration with established Single Room Occupancy (SRO) hotels, city

and

representatives, and other concerned communased organizations to advocate for

improved living conditions and access to supportiveises\for SRO residents.

Note: There are other DAABrogramghat povide housingelated support but for the purposes

ev

of this assessment thaye categorized in the primary service area associated with the service.

These include:

1 Community Living Fund This intensive case management program includes a purchase
of service component. On average, it provides approximately 25 consumers with board
and care subsidies and 47 consumers with more generaljrtiitedl housingrelated
assistance (e.g., security dsfi). The program has funded 25 stair lifts to datenoted
above, CLF will cover rent for its clients when they are temporarily institutionalized, but

this is not extended to persons outside of the intensive case management program.
1 Services for Hoarers & Clutterersi In addition to reducing isolation, this OOA service

attempts to resolve houshnglated issues and reduce eviction risk for persons struggling
with hoarding and cluttering disorder. It served 91 clients in FL3.4

Changes in DAASPrograming related to HousingServices

The budget for DAASunded Housing Services has growndiy629,99%&ince FY 1213. The
programmatic changes responsible for this increase are described on the following page.

$1,800,000
$1,600,000
$1,400,000
$1,200,000
$1,000,000
$800,000
$600,000
$400,000
$200,000
SO

Change in Housing-Related Funding
FY 12-13 vs. FY 15-16

+$1,567,056

+$62,941

. o

Housing Counseling and Advocacy™

B FY 12-13 expenditures

*Office on Aging-funded service

Housing Subsidy*
[New in FY 14-15]

@ FY 15-16 budget
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1 Housing Subsidy programi As shavn on the preceding chart, the increase in funding for
Housing services is almost entirely due to the new Housing Subsidy program. This program
began in FY 1415. The program budget grew to $1.6 million due to $750,000 in addback
funding for FY 1516. However, at the time of this assessment, it is unclear if this most
recent addback funding will be maintained beyond the current year. If the funding is not
continued, the program budget will decrease to approximately $750,000 for future years, and
service wil be scaled back to approximately 30 slots.

1 Housing Counseling and Advocacyi The budget for Housing Counseling and Advocacy is
$62,941 (58%) larger than FY 1B expenditures. This additional funding has been used to
expand service and also reflects wtrk contractor, Senior and Disability Action, completed
on behalf of the SCAN Foundation.

Suggested Areas for Consideration

1 Unmet need for housing counseling and advocadyin FY 1415, 419 clients received
housing counseling, well over the contractediserlevel of 250 clients. The current
service provider reports that they have to triage requests and refer clients to other
agencies in order to keep up with demand. The need for-stop@dvice and counseling
service focused on seniors and adults wiffabilities was a key theme in focus groups
and a community forum conducted as part of the Agamgl DisabilityFriendly San
Francisco efforts. There is concern that these populations are unfamiliar with their rights
at tenants and may buckle to pressoreacate.

1 Availability of housing subsidiesi While a goal of the new housing subsidy program is
to transition clients off of the subsidy, it is questionable that this goal will be achievable
for most clients. Noipermanent housing subsidy programs tgfpycfocus on increasing
empl oyment i ncome -duficiescy papicularty programseservilgd s el f
younger and ablbodied populations, or leveraging other benefit programs to increase
income. Given the target population for this new OOA sentitese approaches seem
less feasible. With average client income of $893, it is likely that many are SSI recipients
and thus ineligible for major benefits, such as CalFresh. Thirty percent are age 70 or
older, unlikely to rejoin or expand participationthe workforce. The most likely
strategy for transitioning clients off of this service will be a service linkage to another
housing program. However, as discussed earlier, the waitlists for subsidized housing
programs are extensive. Housing subsidievarg expensive, and the continuing need of
seniors for rental assistance is likely to limit this approach over time.

1 Opportunity to collaborate with city departments to serve homeless senioisAs
highlighted in the first report of this needs assessmanhceasing percentage of the
cityds homel ess population are seniors. Hi
tended to be organized into siloes across city departrftbotggh the new department on
homelessness will attempt to integrate thesgnarmg. DAAS may have an opportunity
for leadership in starting or at least supporting a conversation about the unique needs of
this group and a potential remodeling of the service system to reduce the presence of frail
and chronically ill seniorsonSamFanci scob6s streets. The prev
homeless persons, as well as the high rates of disability within this population, is relevant
to the mission of DAAS and deserves attention and support.
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Services to Prevent Isolation

Seniors and adultsith disabilities are at heightened risk for isolation. A combination of factors
lead to this risk, including living on a fixed income, experiencing mobility impairment, and
particularly for senior$ losing social contacts as peers pass away or sidfgining health

(Steptoe et al, 2013). As estimated in the first report of this needs asse3sht&n 16,7837

seniors and adults with disabilities in San Francisco may be at heightened risk of isolation. They
live alone, report disabilities that megsult in being homebound, and have income below 300%
FPL.

Isolation poses risks for a variety of negative outcomes. Social isolation and loneliness are
associated with higher rates of mortality, likely due in part to lack of a support network to
encourge medical attention when acute symptoms develop (Steptoe et al, 2013). Research also
suggests that isolation can lead to greater use of certain components of the healthcare system,
including emergency room visits and admission to nursing homes (BritisinGia Ministry of
Health, 2004). Feelings of loneliness are linked to poorer cognitive function and faster cognitive
decline (Cacioppo & Hawkley, 2009). The National Council on Aging (2016) reports that
isolated seniors are at heightened risk for abus®hmrs, which may be an intentional choice by
abusers seeking to minimize risk of discov&gcial isolatioris alsolinked to poor health

(Seemaret al., 2001) and has even been compared to the risk factors in obesity, sedentary life
styles and possiblgven smoking in its impact on health (Cacioppo et al., 2002).

Many younger people use the internet and social media to communicate, but this technology has
not been adopted at the same rate among older persons and those with disabilities. As shown in
the chart below, 29% of seniors age 65 and older do not have computers. An additional 8% have
computers but lack access to the

Internet. By comparison, 90% adults Seniors Age 65+ are Less Likely to Have a

age 18 to 64 have computers with Computer or Access to High-Speed Internet

broadband access. 100%
90%
80% —

@ Has broadband
Internet

Internet use also varies by income:
only 25% of seniors with household

income below $30,000 have broadband®” et . ::]izrdn'zlt'“p
at home compared to 82% of seniors 0% -

with household income over $75,000 50% @ Without an
(Pew Research Center, 2014). 40% Internet

. . 0,
Similarly, rates of access to broadbandzgy - 2%

are lower among California adults with g0,
disabilities 56% compared to the

population average of 72% (Public
Policy Institute of California, 2013).

—— subscription
—— E No Computer

0,

10% -
0% -

Seniors Age 65+  Adults Age 18 to 64

: : . N =115,693 N =590,512
San Francisco offers a rich variety of
Source: ACS 2013 1-Year Estimates

2 Range is based on type of disability reported. The 7,166 estimate includes only those repocing self
difficulty, which represents Activities of Daily Living. The 16,782 estimate includes those who report
independentiving diffi culty (Instrumental Activities of Daily Living) and/or mobility impairment.
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events and activities. &y social programs and discounts at cultural institutions areedrge

toward the senior populan and arenot available folyounger adults with disabilities. While

there are a variety of lowost and free events offered by different city departments, it can be
difficult to learn about and keep track of all of the events. In the 2015 City SuBsgyoR

seniors and 23% of adults with disabilities indicated that they had used a social activity program
in the prior year. Most of those who did not participate indicated it was because they had no
need; however, 10% of seniors and 17% of disabled additated they were not aware of

these types of services. About five percent of each group indicated these services were too
problematic or logistically complicated to use.

>We are | Focus group participants stressed the importance of services that
the [comm prevent isolabn, emphasizing community centers. They appreciated
OSThis is having a space to interact with other older persons and those who speak
home. 6 their primary language, as well as the opportunity to enjoy a meal and
_Latino fécus group participate in free activities, such as games and exeMa®gy seniors
participast are alone during the day while their adult children work or have no

other family nearby.

Community centers can be especially important forBoglish speakers, particularly those who
immigrated later in life, leaving behind their socialvmatk. One focus group participant said

that her elderly mother, home alone during the day, would stare out at the ocean all day longing
for Hong Kong. But once she started attending a senior center and made friends, she became
happier, insisting on goingrery week. Several Spanisipeaking seniors explained that after
expressing feelings of loneliness and depression, a doctor or social worker referred them to a
neighborhood senior center. They were concerned that if they lose mobility as they aged, they
woul d again become isolated. As expressed by
center], but | ater we wonodét be able to. How
importance of adult day programs that provide onsite support. Without gregmes, their care
recipients would have little opportunity to leave the house and interact with anyone besides the
caregiver.

Another key theme in focus groups across the city was concern from

seniors about changing neighborhood dynamics and thedatof dSome [yol
younger generations toward older people. In some neighborhoo§ very friendly, but son
there was concern that gentrification has led to commercial arendt. TH
establishes catering to younger people, creating environments thl over and introduce
are not senior friendly (e.g., loud music, unsafe andmnhartable themselves. It was v
stool seating). Churninigpeople moving into apartments, staying| differé when | moved
for a few years, and moving to a less expensive area or a suburll here. There was a st
raise a familyi has increased, eroding the sense of communityall sense of d
resulting in the loss of informal supporttwerks. While some - North Beafdcus
shared positive impressions of younger generations, many seniql  goup participant
voiced concerns that they lack understanding or do not care abg
the needs of older people. Several suggested that the city develop
more opportunities for intergeneratidmaeraction.
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Groups that are especially likely to face isolation include:

1 Adults with disabilitiesAs discussed in the first report of this assessment, cognitive and

independent living disabilities are prevalent among the disabled adult populaitjoma St

around mental illness may compel some of these individuals to avoid others. Almost 40%

of adults with disabilities have mobility impairments, potentially limiting their ability to

get out and socialize with others.

1 Linguistically isolatedseniors An estimated 25%f seniors age@or olderin the
communityi 39,600 individual$ are living in linguisticallyisolated householdg.This
percentage is consistent with the 2000 Census, although the overall number of
linguistically-isolated seniors has ina®ed from 32,481 seniors.

1 Individuals living alone, not in seniespecific or supportive housings reported in the

first report of this needs assessment, 55s&fiors and adults with disabilities live alone

According to a study of isolated seniorghie Bay Area, those living in senispecific

housing or even in Single Room Occupancy hotels (SROs) are less likely to be isolated

than those livingn nonseniorspecific housing. SR@sidents may be less likely to have
relationships with immediate rgfibors, and their buildings are less likely to be targeted

for outreach regarding local socialization activities for seniors (Portocolone, 2011).

1 LGBT seniorsAs discussed in the first report of this assessment, LGBT seniors are at

particular risk for saal isolation. They are more likely than other seniors to live alone
and less likely to seek out needed serviée. pressure to live a closeted life as an
LGBT senior is itself isolating, and

LGBT

alack of a&ceptance from family members. Many LGBT seniors lost friends and family

due to the AIDS epidemic and may be lacking support in late life.

City departments beyond DAAS provide services that mitigate isolation among seniors and
adults with disabilities. Ttough its main and branch locations throughout the city, the San

Francisco Public Library (SFPL) system offer seniors and adults with disabilities the opportunity

to get out of their homes, enjoy reading materials and the internet, and interact with\é&msrs

locations offer a variety of classes and events that can be useful for these populations, including
Google search skills, resources for job seekers, and book discussion groups. Some classes are

offered in partnership with DAAS. Ortlird of seniorsand 46% oflisabled adult respondents in
the 2015 City Survey reported visiting the main library or a branch location at least once per

month.The SFPLrecentlydeveloped a Veteran Resource Center staffed by voluntbersffer
information about benefitgpllaborating with the DAAS County Vetedrs Ser vi c e
ideas and information.

Of f i

The San Francisco Recreation and Parks Department also offers a variety of activities and classes

for seniors at over 20 sites citywide. A primary hub for these ssrgcthe Golden Gate Park
Senior Center, open seven days a week and hosting over fifty classes onsite. Activities are

designed to meet a variety of interests, including art, exercise, and mahjong. All classes are free

for senior participants age 55 andei. The Citywide Senior Services Program Director reports
that the departmentés programming attracts ol
income spectrums. While there are also activities specifically for persons with hearing or vision

23 |inguistically-isolated households are defined as those in which everyone age 14 or older speaks a primary

language other than English and none of these individuals speak$Englis/ e r yThiddstimate iHfrom
the IPUMS2012 3Year samples.
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impairments, all services are intended to be accessible for all, and the Recreation and Parks
Department has a Therapeutic Recreation and Inclusion Services division to support participation
by persons with disabilities.

Trends Related to Isolation

1 Low-Cost High-Speed Internet for Seniors In FY 1516, Comcast launched a pilot
program to offer lonincome seniors access to lmest broadband technology. This pilot
i's an extension of Comcastoés Internet Esse
older to purchse broadband access for ten dollars per month. Eligibility is based on
enrollment in a government assistance program, such as@agdCalFresh, or thieow-
Income Home Energy Assistance Program

1 Expansion of San Francisco Recreation and Parks Departméprogramming i In
recent years, the Recreation and Parks Department has significantly expanded its
programming. With additional funding, the department now offers activities seven days
per week, allowing more flexibility in attendance and more classae& demand.
Additionally, SF Rec and Park has reopened closed clubhouses around the city,
expanding its reach into underserved areas and providing nearby services for those with
mobility impairment who may have difficulty traveling long distances. Foiosem
particular, the department has increased mahjong activities, as well as exercise and
wellness classes to meet the demand of more active older adults.

1 San Francisco Public Library Branch Library Improvement Program i The SFPL
system plays a criticable in developing community throughout the city. The recently
completed Branch Library Improvement Programhich represents the largest
rebuilding campaign in SFPL historymodernized and expanded services, making local
branches more accessible anthéartable for seniors and persons with disabilities.
Through this project, the number of public access computers has increased by 135%, and
27 branch libraries offer free public WiFi (BERK Consulting, 2015). Many branches
provide public and private meetisgace. A focus of this project was improving
compliance with the Americans with Disabilities Act at inaccessible branch libraries.

DAAS Programming for Services to Prevent Isolation

With a budget of $7.2 million, DAAS funds SeverfY 15-16 Funding for Services to Prevent Isolation
services focused orducing isolation among Total: $7,203,085

seniors and persons with disabilities. All of Hoarders & Senior
these services are provided by community Clutterers* _companion*
based organizations and funded through Village  CESP*_ 4% 1%

OOA. Programs™ 49

7%

These services are described in more detail LGBT Senior

on the following pages. Isolation*
7%

SF

Connected*
8%
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x  Community ServicefOOA]
FY 1516 Service Targett5,080clients

Overtwo-thirds of funding in this service area is used to fund Community Services programs.
Community Services consist of activities and services that focus on the physical, social,
psychological, economic, educatad, recreational, and/or creative needs of older persons and
adults with disabilities. In San Francisco, Activity/Senior Centers are credited with being
more than just a meeting place for older adults. In addition to providing a positive avenue to
createnew friendships and social networks, the centers offer a wide array of activities and
programming to enhance the cultural, educational, mental and physicélevel of
participantsFocus is placed on the centers being inclusive of the various divenseucaties
that comprise San Francisco. Activity/senior centers are often times the entry point for many
seniors/adults with disabilities in need of additional servio€3A funded 35 Community
Service sites in FY 145.

x SF Connected [OOA]
FY 1516 Servicelarget: 1,794 clients

The SFConnected program receives the second largest amount of funding of services targeted at
reducing isolation: $581 thousand (8%). This program supports the use of technology by seniors
and adults with disabilities. SF Connectedhe locallyfunded continuation of thBroadband
Technology Opportunities Program (BTRhich began in 2010 through an American

Recovery and Reinvestment act grant. This grant allowed DAAS to establish technology labs
with broadband (higispeed interet) and computers at over 50 sites throughout the city. These
tech labs remain a core component of the prograecessible computers connected to
broadband (higispeed internet) at a variety of sites frequented by seniors and adults with
disabilities. Theother major component of the progranfress computer tutoring and support
provided by communitypased organizations. Clients may also bring in their own technology for
personalized support and training. An evaluation of the BTOP program in 2013 indnzdted
this program is welplaced to target those at risk of isolation and those unlikely to purchase
computers of their own; 50% of clients lived alone, more than 80% had income below $25,000,
and financial problems were a key barrier cited in prevemtmgonal computer ownership (Wu
et al, 2013).

x LGBT Senior Isolation[OOA]

FY 1516 Service Target: TBD
OOA is currently working with service providers to develop two new programs to address
issues related to isolation in the LGBT senior community. Ongrano will be focused on the
needs of older LGBT adults living with dementia and related conditions, such as mild cognitive
impairment. This service will provide training to mainstream and LGBT service providers to
obtainservices and support for physicatdcial, emtional and behavioral healtiallenges that
will enable them toemain in their homes and avaitstitutionalized carel'he other program
will be focused on supporting care navigation and utilize peer support volunteers to support
isolated, undrserved LGBT older adults living with emotional and behavioral health
challenges
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x  Village ProgramgOOA]
FY 1516 Service Target: 545 clients

The Senior Village is a rapidly growing model of senior services programming that promotes
independent livingnd helps clients develop enhanced support networks. The model is a
membership organization through which paid staff and a volunteer cadre coordinates a wide
array of services and socialization activities for senior members. Volunteers are typically a mix
of Village members and outside persons, such as high school students. These volunteers may
help drive a member to a doctordéds appoint ment
Socialization activities are frequently based around common interestgssadiook clubs or
opera group. There are currently two Village programs in San Francisco; one intends to serve the
entire city (although members thus far tend to live in the west and northern parts of the city) and
another that is focused in District@ver half of Village members reportedly live alone. OOA
funding is used to subsidize membership fees foritm@me persons.

x  Center for Elderly Suicide PreventiofDOA]

FY 1516 Service Target: 25€ients
The Center for Elderly Suicide Prevention (CE&Apcused on maintaining or improvitige
well-being of seniors and adults with disabilities whayneed suicide prevention services,
emotional support or intervention/assessment due to grief resulting from dedtived ane,
or other crisis interveidn services based asolation in the community anal/ lack of access to
other supportive serviceServices include but are not limited to crisis intervention, peer
counseling, professional psychological counseling, telephone reassurance, grief apunselin
support groups and information and referral services to appropriate agencies. Services are
provided viaphonearidn cl i ent s6 home.

x Services foHoarders & CluttersfOOA]

FY 1516 Service Target: 68 clients (60 in support group, 8 in treatment group)
Services for Hoarders and Clutterers consist of direct services to clients and dgsteims
activities to improve services for this population. Clients struggling with hoarding and cluttering
may participate in weekly support groupsatork on issues thefiace in their lives related to
compulsive hoardingnd receivassisancesupport group members with creating goals for their
recovery A smaller number of clients are also directly serveahinualclinician-led 16 week
treatment groug which utilize Cognitive Behavioral Therapy (CBT) to work with individuals
with hoarding and cluttering challenges who want to set clear goals and work through them
utilizing treatmentindirect services to enhance the service system include community trainings
and educatio, as well as conveningugrterlymeetings of théloarding and Cluttering Task
Force.

x  Senior CompaniorfOOA]
FY 1516 Service Targets: 15 volunteers, 75 clients
The Senior Companion program is provides volunteer service opportunities for a small number
of low-to-moderate income older persons. In addition to a small stipend, these positions help
volunteers maintain a sense of sgbirth, retain physical health and mental alertness, and enrich
their social contacts. However, the impact of this program gexgsnid those serving as the
designated companions. These volunteers expand capacity at local corrivaseysites; they
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may visit and assist homebound seniors with chores and grocery shopping, proseteooee
social interaction, and assist with trangption to medical and other appointments.

Changes in DAASProgramming to Prevent Isolation

The FY 1516 budget for this service category is $3.1 million larger than FY¥3l@xpenditures.
The chart below details funding changes by program within thégoaf.

Change in Funding for Servicesto Prevent Isolation
FY 12-13 vs. FY 15-16

$6,000,000
+52.2M
$5,000,000
EFY 12-13 expenditures
54,000,000
OFY 15-16 budget
$3,000,000
$2,000,000 -
(-) $301K
»1,000,000 1 +$520K  +3375K 436y +$72K
’—‘ + $56K
s0 - ‘ . ‘
Community SF LGBT Senior Village CESP* Hoarders & Senior
Services*  Connected® Isolation* Programs* Clutterers* Companion*

*Office on Aging-funded service

The programmatic changes driving this increase are:

1 Increase in funding for Community Services The majority (72%) of the funding
increase for Isolation services is due to the Community Services program. Compared to
FY 12-13 gending, the FY 186 budget for this service represents a $2.2 million (80%)
increase. This increase has accrued over the last three fiscal years due to addback
funding. In prior years, addback funding was targetedspeaific funding from the
Board ofSupervisors intended supplement service in underserved aréisvever, the
FY 1516 addback cycle included $500,000 that has been distributed among all of the
Community Service providers to provide much needed infrastructure support. Funding
for this sevice will continue to increase in FY 167, as the latest round of addback
funding included an addition&b00,000 to become available next year.

1 New funding targeted to reduce isolation amond.GBT seniorsi As described
earlier, OOAIs working with commuity partners to develop two new services to
mitigate isolation among LGBT seniors. In accordance with recommendations from the
LGBT Aging Policy Task Force, one service will be provide outreach and training to
enhance supportive services for LGBT senwith dementia and other cognitive
impairment. The other service will provide care navigation assistance and peer support
for LGBT older adults with emotional and behavioral challenges. Approximately
$520,000 has been budgeted for these services.
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1 Funding expansion for Village modelsi The budget for the Village programs has
increased by $375,000 (375%) over the last three years. Typically these programs are
funded primarily by membership fees. While DAAS initially envisioned its support
would be timelimited (e.g., starup funding), the Board of Supervisors has continued to
indicate its desire to support this type of model.

1 Decrease in funding for SF Connected Since the federal grant for the BTOP program
ended in FY 1213, the program has been locdiiynded. The $580,851 budget for FY
15-16 is consistent with funding levels since the grant erideté: These amounts do not
include the two OOA analyst positions that support this program.

Suggested Areas for Consideration

1 Community Services for adults wih disabilities i DAAS currently funds Community
Services at the same sites for both seniors and adults with disabilities, a choice
historically driven by static funding levels. However, #ast majority (92%) oDAAS
Community Service clientsontinue tdbe seniorsMost of the Community Service
agencies are focused on the senior population and do not consider serving the younger
disabled adult population as a core part of their mission. As a result, they may not be
conducting significant outreach to tipepulation, and younger adults with disabilities
appear underserved.

Furthermore, while the physical care needs of younger adults with disabilities may be
similar to the senior populationonking with younger disabled populations requires

much more tha providing physical accessibilitAs described in the first report of this

needs assessment, the naxsnhmon type of disability for younger adults in San

Franciscds cognitive difficulty; these challenges may require a different skillset or more
nuancedapproach to engagement in servidesditionally, these groups are at different
stages of life. They may not share similar interests or enjoy the same types of activities as
the older adult population.

DAAS may wish to reassess the approach of serwwoginger adults with disabilities

through senior sites. It may be more feasible in the current context to develop specific
sites for this population. This group may prefer an alternate model for this type of support
and engagement.

1 Opportunities for collaboration with other city departmentsi DAAS should consider
opportunities to increase collaboration with the San Francisco Public Library and
Department of Recreation and Parks, both of which provide classes specifically targeted
for older adults. These ggrams may offer valuable opportunities for DAAS to connect
with older persons it may not currently serve. DAAS could conduct general outreach to
increase awareness of its services among the senior population. Alternately, staff in these
programg if aware of DAAS servicasmay help initiate service connections for
consumers they notice are in need of extra help. For example, many seniors-tiradong
participants in Recreation and Park services, allowing staff to potentially observe when a
client startdo decline and would benefit from DAAS services. Additionally, closer
collaboration with these other city departments will reduce the potential for service
duplication, maximizing the use of funding.
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Nutrition & Wellness

Older adults and persons wittsdbilities are at risk for food insecurity, which is closely

connected to poor health status and negative health events. Over the last ten years, the percentage
of the national senior population age 60 and older that faces the threat of hunger haglibgrease

45% (Ziliak & Gunderson, 2015). In California, an estimaté® of seniordace the threat of

hunger, and the state has the eleventh highest rate of senior food insecurity in the nation (United
Health Foundation, 2015). Approximately 34% of housgs@lith an adult whose disability

prevents labor force participation are food insecure (RTI, 2014).

Income isa significant factor in food insecurityn San Francisco, the cost of food is estimated to
be 23% higher than the national average (WallacE5R@owincome neighborhoods tend to
lack full-service grocery stores, leaving

residents to shop at small corner stores where Approximately 44,000 San Francisco
fresh produce and healthy items are often Seniors and Adults with Disabilities
limited and more expensive than less healthy Receive SSI Benefits

alternatives Beaulacet al, 2009). Abou#4,000 50,000

adults age 18 and older receive Supplementaks,000 44,030
Security Income (SSI) benefits and thus are 40,000

ineligible for CalFresh, the primary 35,000 Adults Age 18 to 64
supplemental nutrition program for lemvcome 30,000 16,626
persons. Given that the low benefit amount 25‘000 |

leaves SSI recipients in povertiiese people
are especially likely to benefit from alternate 29990
nutrition programsComparing these 15,000 -
enrollment figures to census population 10,000 -
estimates suggests that 24% of seniors (age 65,000 -
and older) and 41% of disabled adults (age 18 ;
to 64) in San FranCiSCO Fiend on SSI benefits Source: U.S. Social Security Adminstration, SSI Recipients
and thus are ineligible for CalFresh benefits. by State and County, 2014

Many individuals with income above the SSI limit or poverty line also face food insecurity and
are at risk of malnutrition. Research suggests that about 30% of seniors with income between
100% and 200% of the federal poverty line face the threat of hunger (Ziliak & Gunderson,
2015); this equates to 10,500 adults age 60 and older in San Francisco.

A variety of medical, physical, and social factors also contribute to food insecurity and
madnutrition. Disease can cause a decrease in appetite or poor absorption of nutrients. Dental
issues may inhibit the ability to eat, and aging is also associated with a loss of taste and smell,
reducing enjoyment and interest in eating (Donini, Salvina &@a, 2003). Individuals with
functional impairments may be unable to shop for groceries or prepare meals. Persons
experiencing depression, anxiety, and dementia are also at risk for malnutrition. Lifestyle and
social factors, including isolation, lonediss, and knowledge of how to prepare nutritious meals,
can also have a significant impact on nutrition status (Hickson, 2006). Research indicates that
households that have low income, are minority, are socially isolated, or have physical or mental
impairments are at increased risk for food insecurity and hunger (Hall & Brown, 2005).
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Food insecurity and subsequent malnutrition can contribute to poor health (Stuff et al, 2004).
Malnutrition can lead ttoss ofweight and strength, greater susceptibility tediseconfusion,

and disorientationNational Resource Center on Nutrition, Physical Activity, and Aging5p01
Several of the most common diseases that affect older persons, including cardiovascular disease,
diabetes, osteoporosis, and cancer, ardfaltted by diet (World Health Organization, 2015).
Malnutrition is also associated with increased length of stay, discharge to higher level of
residential care, and mortality risk in senior surgical patients (Charlton et al, 2012), as well as

fall risk andemergency room admissio(ideijers et al, 2009; Vivani et al, 2009)

Nutrition is best understood in the context of health promotion, and a related issue is fall risk.
Older persons and those with disabilities are at risk of falls and reduced heaildstato the

more universal impacts of aging and disability. Dizziness and imbalance, reported by many older
persons, may be the result of multiple underlying ca(lsesaki & Tatsuya, 2015A key

potential contributor to unsteadiness and falls isogacia, the degenerative loss of muscle mass
and strength that begins as early as the fourth decade of life (Walston, 2012). According to the
Centers for Disease Control and Prevention (2016) one out of three older persons age 65 and
older fall each yeapproximately 20% of falls result in a serious injury, such as a broken bone
(Sterling, O6Connor & Bonadies, 2001). Even
afraid of falling again and consequently may limit their daily activities, putting hleailth at

risk and increasing the likelihood of another fall in the future (Vellas et al, 1997). The@021
California Health Interview Survey (CHI$¢sults estimated that 12% of San Francisco seniors
age 60 and older had fallen more than once in tioe year.

Several sources provide useful insight into the local need for nutrition assistan281B{2914
CHIS suggests that almost one in three San Francisco seniors with income below 200% FPL is
food insecure or unable to afford enough food. Thisages to 19,225 seniors.

The 2015City Survey indicates that 13% of Approximately One-Third of Low-Income*
seniors and 26% of disabled adult respondents San Francisco Seniors (Age 60+)

had accessed food or meal services. Most had Are Reportedly Unable to Afford Enough Food
not accessed these services and indicated it
was because they had no need (75% of seniors,
56% of adults with disabilities). However, Food
seven percent of seniors and ten percent of insecure,
adults with disabilities reported they were not 32%
aware of these services. About four to five
percent of each population said the services
were not available to them. Thasspondents
represent those who would potentially benefit
from services but may require additional
outreach or live in areas less served by

programs like congregate meals. * Low-Income defined as below 200% FPL
Source: California Health Interview Survey, 2013 & 2014
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The 2015 City Surveindicates the following for senior and disabled adult radpats:

1 Those most likely to have used food and meal services live in District 5 (Western Addition,
Inner Sunset), District 6 (SOMA, Tenderloin), District 10 (Bayvidws nt er 6 s Poi nt ,
Visitacion Valley), and District 11 (Excelsior, OMI).

1 Of those who dichot access food and meal services, people living in the southeast part of the
city in Districts 9 (Mission), 10, and 11 were more likely to explain that they were unaware
of services or services are not availab0% to 23% of those who did not accesvises.

1 Utilization rates were highest among AfricAmerican (32%) and Latino (20%) survey
respondents.

1 APIrespondents were most likely to report they did not use these services because they were
unaware of them or services were not available.

In focusgroups held across the city, participants of all ethnic groups spoke about the importance
of nutrition services. In particular, they highlighted congregate meals, saying they appreciate
both the social aspect of sitting down to a midday meal with othdréharopportunity to get a
low-cost or free medl every bit of savings can be helpful. Some expressed mild displeasure

with redundant meal schedules, voicing a desire for more variation. Other participants travel
around to different community service si@nd meal programs to participate in different

activities and mix up their meal schedule. At some sites, seniors volunteer to help serve meals to
their peers or collect donations at the door.

A review of theFY 14-15 OOA Home-Delivered Meal waitlist data suggests the need for

HDM service is highest in District 6 for both seniors and adults with disabffft®emand for

this service is also strong in Districts 9 and 10 for both groups, as well as in Districts 5 and 11 for
the senior population age 6Adaup. This distribution is generally consistent with the

demographic analysis of leimcome groups discussed in the first report of this assessment.

Regular Senior HDM Requests Regular AWD HDM Requests
by Client Supervisorial District by Client Supervisorial District

D1, 6%

N =1,258 N=116 D11, 4%  D1,3%D2,3%

D2, 5% D3, 4%

D11,
D10, 9%
0%

1
D9, 10% \
D8, 5%
D7,

7%

D9, 13%

Source: IR2 and CA GetCare databases, FY 14-15 Source: IR2 and CA GetCare databases, FY 14-15

4 Thisanalysisis based on all clients added to the HDM waitlist in FY154 For total enrollment by district,
please see Appendix A.
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CalFresh

The primary norDAAS social service that aims to support food security amongroame

persong s Cal Fresh, also referred to as Anfood st a
this program, Supplemental Nutrition Assistance Program). The benefit amount varies based on
household size and income level with a maximum monthly benefit for a siogézhold of

$194. As of December 2015, 43,533 individuals are enrolled in the program. Seventeen percent

of CalFresh clients 7,494 individuald were age 60 and older.

As shown to the right, the Senior Enrollmentin CalFresh has Increased Steadily
number of older persons who g ggg

: : 7,494
receive CalFresh has s
increased steadily over the 7,000 °/“O/
last several years, growing by 6,000 3,630 —o—Age 60+
an annual average of 730 5,000 1ea3 2868 /o/ g et
clients over the last five ’
years. Since 2006, the 4,000 /
CalFresh senior client 3,000 | 2367 __—8 3,369
population has grown by /D/D/DIZ'“G
5,127 individuals (216%)p  2°%° A e oA
review of enrollment rosters 1,000 1,766
suggests this growth Bdeen o M

// T T 1

driven by new enrollments
rather than the aging of the
existing caseload. Source: CalWIN Non-Assistance Food Stamps Individual Extracts, December files

2006 2011 2012 2013 2014 2015

This enrollment increase suggests that the efforts outlined in the last DAAS Needs Assessment to
make CalFresh more accessiblguch as rebranding to reduce stigma andipte the healthy

aspect of CalFresh, elimination of asset limits, and partnerships between CalFresh staff and the
Aging and Disability Resource (ADRC) hub$iave made inroads into an underserved

population. However, as noted earlier, the ineligibilitys&f recipients means that this program

will never be able to serve all in need of nutrition support unless state regulations are changed.

The CalFresh program contains special provisions for seniors and adults with disabilities.
CalFresh benefits are tygailly restricted to the purchase of grocery itemg seniors, adults

with disabilities, and homeless persons can use their benefits to purchase prepared meals through
the Restaurant Meals Programtended to support those who may have difficulty pregaor

storing food, this program also provides the opportunity to socialize and participate in the
community in a way that these clients might otherwise be unable to afford. Additionally, seniors
and adults with disabilities face slightly less strict ineasligibility standards for CalFresh.

They are not held to a gross income limit (most households are held to a 200% FPL limit), and
they can also deduct ngaimbursed medical expenses, including Méel share of cost

payments, to qualify for the program.

Recent Trends Related to Nutrition & Wellness

1 End Hunger by 2020i In 2013, the San Francisco Board of Supervisors unanimously
passed a resolution to end hunger and food insecurity in the city by 2020. This resolution
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was passed after strong advocacyrftie Food Security Task Force and Treaderloin

Hunger Task Force. This resolution required city agencies to report on unmet need for

nutrition assistance and provide recommendations for how the city could better meet

these needs. Annual status updatega pr ovi ded t o the Mayor s o
Supervisors, covering the impact of addback funding, remaining service gaps and unmet

need, and recommendations.

91 CalFresh Periodic Reportingi Per state instructions, the CalFresh recertification
process for buseholds with senior and disabled residents is changing to require a written
report at the one year mark of their two year certification report to notify the program of
any changes and supply verification. Prior to this 2016 change, households were simply
asked to make a verbal or written regbhanges occurred. This may cause confusion in
the shortterm and adds a potential barrier to benefit maintenance for these populations.

1 Pilot Projectsi A number of small pilot programs have been started ientegears to
promote consumption of produce and healthy foods. The Eat SF Voucher program, for
example, provides losincome residents of the Tenderloin with vouchers that can be used
to purchase fresh and frozen fruits and vegetables at local corner btaedition to
supporting the health of those directly served by the program, a goal of this program is to
boost the ability of local food vendors to maintain a supply of healthy food, addressing
the food desert problem.

1 San Francisco Department of Reaation and Parksi The Citywide Senior Services
Program Coordinator for the Department of Recreation and Parks reports that as the Baby
Boomer generation has aged, there has been increased interest in exercise and wellness
classes. As aresult,theyhamedr eased t he departmentds capa
and healtkrelated activities, such as-eti, gi gong, hiking, and lovmpact movement.

DAAS Programming for Nutrition and Wellness Services
With a budget of approximately $15.4 gy 15.16 Funding for Nutrition & Wellbeing Services

million, DAAS funds six different Total: $15,395,954
nutrition and health promotion

programs. The Nutrition and Wellness Health Promotion:
services make up the second largest part  Health Promotion:  Healthier Living*

of the DAAS budget® These programs Physical Fitness* SNAP-Ed*
go handin-hand to support health and Grocery 0.3%

well-being, offering an educational Bags*
ags

component to fster health management 7%

and improve nutrition status. As shown

to the right, most of this funding is used

on nutrition services (shaded in blue),

with almost 2.5% dedicated to health

promotion activities.

These services are described in more
detail on thdollowing pages.
*Office on Aging-funded service

% The SelfCare and Safety service category, wahitcludes IHSS, receives the most funding.
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x Homedelivered meals [OOA]

FY 1516 Service Target: 5,050 clients
The homedelivered meal (HDM) program targetgget frail, homebound or isolated individuals
and, in certain cases, their caregivers and/or spolisissprogram receigehalf of the funding
for this service area. HDMuppors well-being and can help prevent institutionalization (Shapiro
& Taylor, 2002). In addition to the nutrition component, the meal delivery also serves as a daily
wellness check and opportunity for éo-face contact and social engagement. HiSMften
the first irthome service that an individual receives and can serve as an access point for
connection to additional resources (Administration on Aging, 204 8cent study suggests
increased state iegtmat in communitybased servicesespecially homelelivered meal$ is
associated witproportionately fewer loweedpersons living in nursingome residents
(Thomas & Mor, 2013).

x Congregate mealfOOA]

FY 1516 Service Target: 18,444 clients
Thecongregate meal program is the second largest program in this service area, receiving 40%
of funding. Itprovides nutrition services in communal settings at various commtivatyed sites.
In addition to the nutrition component, these programs offer seara adults with disabilities
valuable opportunities for social engagement with paedsonnection to additional resources
that are often offered esite (e.g., community service activities and social work staff.
program includes two meal sites @ndheChoosing Healthy and Appetizing Meal Plan Solution
for Seniord CHAMPSS model in which meals are served in a neighborhood restaurant. The
2013 National Survey of Older Americans Act Participaaport highlights the benefits of
congregate mealsspecially among@mong lowincome respndenté® and those living alone.
Approximately 80% of lowincome respondents and 76% of those living alone agreed that they
ate healthier meals as a result of congregate meal programs; similarly, 84% and 83% of these
respective groups indicated that they saw their friends more due to these programs.

x Grocery Bag programs (Homdelivered groceries & food pantry pick uppOA]

FY 1516 Service Target: 2,831 clients
DAAS values innovation and creativity to meet the changeeds of the diverse local
population ofseniors and adults with disabilitieBhe homedelivered grocery (HDG) program is
a newer service thats grown rapidly in recent yearsirrently constituting seven percent of
funding in this service areA. coneptual hybrid of thelassic food pantry systeamd HDM, the
program is based on the understanding that rsaniors and adults with disabilitiase able to
prepare food and would benefit from free groceriesabeitunable to wait in line or maport the
heavy food bags home from a food pantry. This program employs a variety of models, such as an
onsite food pantry in Chinatown SROs with youth volunteers delivering bags and IHSS
providers bringing bags to their care recipients. DAAS also funds tradifamdhpantry grocery
bags for seniors and adults with disabilities who are able to transport the groceries home.

x A Al way s i Physicadl Mteess & Fall PreventiofOOA]
FY 1516 Service Target: 850 clients
This evidencébased program provides exercesel health education with the goal of reducing
risk of falls and injury, improving fitness levels, and empowering seniors to take control of their

%6 Defined in the National Surve of Older Americans Act Participants as those with income below $20,000.
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health through lifestyle changes. Classes are led by certified wellness trainers and focused on
strength andlexibility, low-impact aerobics, balance, and fall prevention. The lead contractor
(current | Y Ste SdniorlCénter) ®l@borates with other community agencies so
that services are offered throughout the city by a diverse array of sericegrs. Annual
consultations with a trained staff member including exercise recommendations and a
personalized wellness program are available to all participEmiss service is currently provided

at 12 sites throughout the city.

x AHeal t hi & Chrohid DiseasegSeliManagement (CDSMP)JOOA]

FY 1516 Service Target: 630 clients
Adopted from Stanford University, this eviderAgased program consists of community
workshops over a period of six weeks to help people learn how to manage chronic disease.
Course curriculum is focused on appropriate behavior modifications and coping strategies that
enable participants to manage their chronic diseases and medications, improve their eating
habits, and increase physical activity levels. The program also supffedisve communication
skills with family, friends, and health professionals.

x Supplemental Nutrition Assistance Prografducation (SNAREd) [OOA]

FY 1516 Service Target: 745 clients
With a state SNAHEd grant awarded in FY 185, DAAS has establishedrée additional
services that are focused on redudimg prevalence of obesity and the onset of related chronic
diseasesThe services offered through this program are: (1) Nutrition education focused in part
on obesity prevention; (2) Urban gardens twwaase physical activity and access to healthy food;
and (3) Tai Chi for Arthritis and Fall Prevention, which is an eviddrased program with
classes led by community volunteers who are certified by a trainer.

Changes in DAASPrograming related to Nutrition and Wellness

Funding for Nutrition and Wellness services has grown significantly in recent years. The FY 15
16 budget represents a $6.1 million increase over F¥31@xpenditures. As shown below, most

of the increase has occurred in the nutritiawise programs.
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