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Introduction 
n Maine, 17% of older adults experience food insecurity. 
According to the Maine State Plan on Aging, a quarter of 
Mainers over the age of 50 worry about not having enough food 

and 11% report skipping meals, or purposefully eating less due to 
financial reasons. 

 

 

Meals on Wheels 
Adequate and nutritious meals become a challenge for those with 
Dementia. The senses decline with age which impacts appetite and 
desire to eat. Studies have shown that older Americans prefer to 
remain in their homes for as long as possible as they age; however, 
as they age, they may lose the ability to cook or drive to the grocery 
store. A great solution to this is home-delivered meals, which, for 
many, is the key to living independently. Maine provides these 
meals through five Area Agencies on Aging in the state. In 2015, a 
total of more than 800,000 meals were delivered. 

Older adults who are food insecure are: 
• 50% more likely to be diabetic 
• 60% more likely to suffer from congestive heart failure 
• 3 times more likely to suffer from depression 



2 

 

 

 
 

History of the Assessment 
 

Meals on Wheels volunteers do much more than deliver a meal; they 
are there to offer a friendly smile, 
check in, and look out for red 
flags; however, the assessment 
required by the state of Maine for 
these home visits solely 
determines eligibility for 
the service when it has the 
potential to do so much more. 
The Southern Maine Agency on 
Aging (SMAA) is one of the five 
Maine Area Agencies on Aging. 
Serving Cumberland and York 
Counties, SMAA offers many 
programs and services to older 
Mainers, including their Meals- 
on-Wheels program, which has 
been running for more than four 
decades. In 2014, as part of a 
grant, they created the expanded 
assessment with the vision of 
identifying people living alone with dementia without adequate 
support and connecting them to other services. 

 
This expanded assessment stresses the importance of screening for 
cognitive impairment. It aims to identify people who need certain 
resources and connect them to those resources. It addresses the 
social determinants of health, isolation, transportation, falls, and 
more. 
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Implementation & 
Evaluation 

Pilot Program 

Initially, SMAA needed to determine the applicability and 
effectiveness of the expanded assessment by launching a pilot 
program in two sites (Kittery and Sanford). It was not implemented 
by seasoned, trained assessors. During this time, the expanded 
assessment was separated from the state-mandated assessment. The 
data flowed into the Crisis to Thriving Scale used by Community 
Support Programs (CSP) to monitor client progress. Any additional 
questions added to the assessment had to be approved by the state. 

 
During the pilot period, the expanded assessment was monitored 
closely to see if it was working as intended, and to identify potential 
logistical issues. Assessors kept track of the time it took to complete 
the assessment, how the clients were responding to certain 
questions, whether the assessment was increasing referrals to CSP, 
and what questions were most effective at promoting these referrals. 
As issues arose, the assessment was refined accordingly. 
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Implementation 
After the pilot program, the protocol that was established for the 
assessment was: 

o Initial Assessment (face to face 30-60 minutes) 

o Annual assessment (face to face 30-60 minutes) 

o Every 6 months phone check in 

Implementation was conducted by 
MOW assessors with supervision 
from the Nutrition Services 
manager. The assessors work out 
of 8 local MOW sites in York and 
Cumberland counties. Consistency 
and training were essential for 
successful implementation of the 
expanded assessment. This 
included training the assessors on 
their approach when conducting 
the assessment and ongoing 
fidelity monitoring to ensure that 
all the assessors were conducting 
the assessment in a consistent 
way. Currently, SMAA has 8-9 assessors: one at each site. 

Successful implementation of the expanded assessment required 
cooperation between departments at the agency, specifically 
nutrition services and the community support program team. SMAA 
had a program manager for ADI grant to facilitate this culture 
change. 
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Barriers 

As the expanded 
assessment was used 
more and more during 
the pilot period, some 
problems arose. 
Because the expanded 
assessment is much more comprehensive than the traditional, state- 
mandated assessment, assessors reported a drastic increase in the 
length of their home visits. While the state-mandated assessment 
only took about 20 minutes, the new questions in the expanded 
assessment increased that time by 40 minutes. Additionally, after a 
certain point, the clients refused to answer the questions. This 
prompted the team to find a way to reduce the time. This was 
accomplished through training and more experience with the tool. 

 
One of SMAA’s goals is to match referrals to CSP and other 
services to the questions asked in the expanded MOW assessment. 
Due to an initial lack of communication between the various 
program areas at SMAA, a lot of this was a manual effort. Initially 
the influx of referrals led to a short-term waitlist for CSP. 
Cooperation between departments was essential. Moreover, 
although there was a recorded increase in referrals, efforts also need 
to be made to close the gap and follow through with how many of 
those referrals lead to acceptance. Nutrition services are currently 
working on how to follow through to see how the referrals to CSP 
has impacted WBAS scores and connection to services. 

 
Early in the process, sustainability plans needed to be made 
to determine how this work would continue after the grant. This was 
a critical piece of the rollout.  Timing was also essential. It was 
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found that rolling out the new assessment protocol required a 
transition period. For SMAA this was especially important because 
there were a lot of other interagency changes occurring 
simultaneously. 

 
Outcomes 

o 75% increase in referrals to CSP 
o Greater collaboration and improved relationship between 

different teams at the organization. 
o Improved collaboration led to better workflows for both teams. 
o Improved collaboration reduced the number of contacts to 

clients, creating a single point of entry for services. 
 
 

 
Reasons for Success 
SMAA was able to implement the expanded MOW assessment 
successfully because they eased into it, allowing a transition period. 
They provided comprehensive training to their assessors, and 
continuously monitored them, providing ongoing support. When 
barriers arose, they were able to successfully navigate them by 
increasing the communication and collaboration within the 
organization. A culture of innovation, collaboration, excellence, and 

“I can’t imagine that there was a time when we spent 
15 minutes in a home to only determine eligibility for 
Meals-on-Wheels. This is second nature now.” 

—Renee Longarini, SMAA 
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data-driven decision making was crucial to successful 
implementation. 
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decision making 
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Volunteers and Assessors 
olunteers and assessors are incredibly important to any Meals 
on Wheels program. Volunteers drive and deliver meals to 
homebound individuals, and assessors are paid staff who visit 

their home to conduct the assessment and make follow-up calls. 
With the implementation of the MOW expanded assessment, 
comprehensive trainings with assessors had to be done to ensure 
consistency and make sure everyone is on the same page. 

 

 

Training 
 

Trainings for the assessors covered all the required fields of the 
assessment, regulations for MOW eligibility, a day in the life of an 
assessor, and instructions for conducting mobile assessments 
directly into Nutrition services software, Harmony. Trainings also 
brought in speakers from various SMAA programs to educate the 
assessors about other services that their client may qualify for. 

“Meals on Wheels assessors are the eyes on 
the ground.” 

—Renee Longarini, SMAA 
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When a new client referral is provided to the site, the initial client 
assessment must occur within 9 business days of the referral at the 
client’s home. Assessors are instructed to complete the assessment 
to the best of their ability using the information provided by the 
client. The client may feel uncomfortable with a seemingly never- 
ending string of questions directed towards them. If the volunteer 
takes a more casual approach, oftentimes clients provide needed 
information without any prompting. Assessors are also trained to 
ask the client certain questions to obtain more information. These 
include questions about what they eat on the weekend, if they go to 
the food pantry, groceries, and driving. 

 
Assessors are instructed to keep a pen handy to take occasional 
notes, and treat the client with respect and dignity. All clients have a 
right to self-determination in their plan of care, and all information 
must be kept confidential. Before inputting a referral into the 
system, the volunteer must ask for permission from the client. One 
of the volunteer’s priorities must be to always keep the client as 
comfortable as possible. 

Assessors are also trained to check for signs of medical emergencies 
such as: 

Chest pain 
Choking 
Confusion or change in mental status, unusual behavior, 
difficulty waking 
Coughing or vomiting blood 
Difficulty speaking 
Fainting or loss of consciousness 
Head or spine injury 
Severe or persistent vomiting or diarrhea 
Sudden injury due to a motor vehicle accident, burns or 
smoke inhalation, near drowning, deep or large wound 
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Sudden or severe pain anywhere in the body 
Sudden dizziness, weakness or change in vision 
Swallowing a poisonous substance 
Severe or unusual abdominal pain or pressure 
Suicidal or homicidal feelings 
Uncontrolled bleeding 

 
In such cases, they must call for emergency help and wait with the 
client until help arrives. They must not provide any medical 
assistance unless they are trained to do so. 

Assessors are trained to look out for the following: 
 

Family dynamic Inadequate heat or 
cooling 

Unsanitary living 
conditions 

Attention span/signs 
of dementia or 
unexplained 
symptomology 

Fire hazards Pests 

Tripping hazards Pathway and/or steps Hoarding 
Access to doorways Lighting Food spoiled 
Need for grab bars, 
railings, ramps 

Uncared for pets/pet 
health and safety 

Food not stored 
properly 

The assessors must provide a heart packet if the client presents with 
any of the following: 

 
 
 

Arrhythmia Heart Attacks Congenital heart 
disease 

Coronary artery 
disease 

Stroke Heart valve 
problems 
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High blood pressure Cardiovascular 
disease 

 

 

Finally, it is the responsibility of the assessor to complete a follow- 
up phone assessment six months after the initial assessment. This 
call should focus on eligibility, dietary restrictions, health concerns, 
emergency contact information, and other services they might need. 
A year later, they must go back for the annual assessment, which is 
to be performed in the same manner as the initial assessment. 

 
 

Fidelity Monitoring 

Fidelity monitoring included a training for all new assessors on the 
assessment protocol. There was also a training follow-up. The 
purpose of this follow-up was to check in and address barriers. 
Additionally, there was ongoing monitoring and support for the 
assessors. There was continuous improvement; data was collected to 
identify which questions were not being asked or answered regularly 
and plans were made to address those discrepancies. 
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Helpful Resources 

 
Southern Maine Agency on Aging 

 
Address: 
136 U.S. Route One 
Scarborough, ME 04074 

 
Contact Information: 
Toll-free • 1-800-427-7411 
Local • 207-396-6500 
Fax • 207-883-8249 

 
Renee Longarini 
Southern Maine Agency on Aging Nutrition Manager 

Email: rlongarini@SMAA.org 

mailto:rlongarini@SMAA.org
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Summary 

 
Conclusion 

This manual outlined the implementation and success of an 
expanded Meals on Wheels assessment at the Southern Maine 
Agency on Aging. This expanded assessment proved to be a huge 
step up from the previous state mandated assessment that was used. 
It is much more comprehensive and can help identify clients in need 
of more support and connect them to services that may help them. 

 
Implementation of the expanded assessment has proved to be 
sustainable and worth it in the long run. As seen in the Southern 
Maine Agency on Aging, once implemented, it was hard to imagine 
going back to only the state mandated assessment. 
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Appendix 
 

This appendix includes the full Meals on Wheels expanded 
assessment as developed by the Southern Maine Agency on Aging. 
It also includes the previous assessment that SMAA used, which 
only included questions that were mandated by the state of Maine. 
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ExpandedMOWAssessment: 
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1-2 Unable to cook/prepare 
food. Does not initiate eating 
w ithout prompting. 

1-2 No means to access 
food. Has less than a day of 
food on hand. 

1-2 Has immediate unmet 
health needs and no 
provider. 

1-2 Unsure of medications, 
has no supervision & no list, 
evidence of missed doses 
and/or poor access. 

1-2 Needs paid assistance 
but no service in area or 
poor staffing; OR care 
available but cannot afford. 

 

Crisis to ThrivingScale 
 

Nutrition Status 
3-4 Able to use the microw ave 5-6  Receives some help 7-8 Receives reliable support 9-10 Can saf ely use the stove 
to cook/prepare food. Does not preparing meals. Uses only the w ith meals. Uses only the to prepare some meals, and 
have help. Does not eat a microw ave to cook/prepare microw ave to cook/prepare uses the microw ave for 
sufficient diet. food w hen alone. Diet is food w hen alone. Diet is others. May occasionally eat 

 suboptimal. sufficient. out. Diet is sufficient. 
Food Security 

3-4 Help w ith shopping is 5-6 All food is obtained 7-8 Partially  relies on food 9-10 Can afford to buy 
unreliable or inconsistent. Food from food assistance assistance resources. Has desired foods. Can shop 
is in short supply 1-2x/w eek. resources. Has  adequate food reliable help w ith food shopping w ithout help. No unmet food 

 supply w hen receives and stable supply. needs. 

 shopping help.   
Health Care 

3-4 Has unstable health needs 5-6 Major health needs are 7-8 Most health needs are 9-10 Health needs met, w ell 
w ith inconsistent follow -up generally w ell managed w ith generally met w ith consistent connected to healthcare 
and/or inconsistent adherence consistent follow -up; follow -up; generally adheres to resources, and solid 
to recommended regimen. inconsistent adherence to prescribed regimen. adherence. 

 recommended plan.   
Medications 

3-4 Unable to manage meds 5-6 Has list of meds from PCP 7-8 Medications taken match list, 9-10 Has list of meds from 
independently, only sporadic and tries to follow  it w ith inclusive of OTC, does not PCP and tries to follow  it, able 
supervision, takes more than 5 w eekly supervision, no back- know  reason for taking meds to manage medications 
meds, has no med list. up plan. but takes as prescribed. independently. 

Falls Risk 

In-Home Care 
3-4 Needs  paid assistance, 5-6 In-home health care is 7-8 In-home health care is 9-10 No in-home care is 
care available, but client available but staffing available, fully staffed, and needed at this time. 
declines help. inconsistent and no backup; reliable; client is satisfied w ith  
 OR could use more help. services.  

Caregiver  Engagement (Family/Friend/Other) 
1-2 Signs of abuse, 3-4 Family  and friends unw illing 5-6 Family  and friends are 7-8 One person is actively 9-10 Dependable netw ork of  
neglect (other than self- or unable to participate in supportive but lack time, invested in client's day to day family and friends w ho 
neglect), or exploitation. No person's care needs. know ledge, ability, care needs and/or a Pow er of provide assistance and/or a 
friends or family involved.  or resources to help. Attorney exists. Pow er of Attorney exists. 

CRISIS VULNERABLE SAFE STABLE THRIVING UNABLE TO 
ASSESS 

3-4 Fall w ith or w ithout injury in   5-6 Fall w ithin last 3 months, 
past 3 months, home unsaf e. no injury. Home is saf e. Fall 

risk factors exist. 

7-8 No falls in past 6 months, 9-10 No falls in past 12 
home is saf e, no fall risk months, gait stable, active, 
factors. safe home. 

1-2 Falls 2 or more times in 
past month, w ith injury, home 
is unsaf e. 
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Crisis to Thriving Draft Definitions 

Crisis: immediate help is needed; emergent risk of injury to self or others; immediate risk for hospitalization and/or APS referral 

Vulnerable: at significant risk for emergent harm 

Safe: basic needs are met but unstable back-up plan 

Stable: needs met with adequate back-up 

Thriving: independent and/or has a strong network to meet needs 

Outcome Measure Draft Definitions 

Nutritional Status assesses client’s ability to safely prepare food and maintain a sufficient intake 

 Suboptimal: Under representation of basic food groups, eats fewer than 3 meals/day. 
 Sufficient: eats 3 meals/day with variety of food from 5 food groups protein, fruits, vegetables, dairy, and grains 

Food Security assesses the adequacy of available food to client and `ability to obtain food 

 Adequate supply: Enough food to meet basic metabolic requirements, basic food groups may be underrepresented on 1-2x per 
week. 

 Stable supply: Supply meets minimal requirements of food group representation on a daily basis. 

Health Care assess extent of unmet health care needs of client (physical or mental), access to provider and adherence with medical 
regimen. 

Medications assesses for ability to access medications, take as prescribed, and take action for adverse effects. 

 Poor access: Unreliable transportation to pharmacy, unable to afford medications. 
 Sporadic supervision: Supervision less than once per week. 

Falls Risk assesses for fall risk, frequency of falls, and injury associated with falls 

 Unsafe home: structurally unsafe, fall hazards (clutter, poor lighting, no handrails, throw rugs). 
 Safe home: Home structurally intact, absence of fall hazards (clutter, poor lighting, no handrails, throw rugs). 

Fall risk factors: Unsteady gait, misuse or unavailable assistive devices (walker, cane, etc.), poor footwear, fall hazards (defined 
above), medications that interfere with cognitive arousal (benzodiazepines, non-benzo sleep aids, trazodone, anticholinergics, etc.). 
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1-2 Help is needed but not 
available. Evidence of 
financial exploitation. 

 

 
Socialization 

Transportation 

 
Money Management 

3-4 Needs help from others, but 5-6 Has some support, but has 7-8 Manages ow n money, but 9-10 Manages money 
help is sporadic or unreliable; some financial issues that may need occasional help independently; or has 
or client ref uses help. need to be addressed. communicating or handling a financial PoA handling all 
  issues. matters. 

Housing 
1-2 Literally homeless or in 
temporary  housing/shelter. 
 
 
 
Personal Care/Safety 

3-4 Home poorly maintained; 
and/or at risk for foreclosure or 
eviction; and/or unsafe 
environment. 

5-6 Some maintenance issues 
need to be addressed, client 
struggling to cover costs, 
environment less than 
desirable. 

7-8 Minor non-urgent repairs 
needed, can cover costs w ith 
planning, environment safe 

9-10 Home w ell maintained 
and affordable, safe 
environment. 

 

    
1-2 Client has significant ADL 
deficit impacting self-care. 

3-4 Client has requires limited 
or total assistance or cueing. 
Assistance is unavailable or 
inconsistent. 

5-6 Needs assistance or cuing 
w ith most ADLs, and has 
support, but unreliable back-up 
plan. 

7-8 Needs assistance or cuing 
w ith most ADLs, but has 
assistance and a stable back- 
up plan; OR requires limited 
assistance or supervision, and 
assistance is available. 

9-10 Fully able to perform 
ADLs w ithout assistance or 
support. 

Cognitive Function     
1-2 Memory and executive 3-4 Memory and executive 5-6 Memory and/or executive 7-8  Memory and/or executive 9-10 Memory issues are  
function deficits present function deficits are a barrier to function are beginning to function prevent client from minimally interfering w ith 
immediate danger to self or making decisions and meeting interfere w ith independently engaging in desired activities or functioning. Executive function 
others. basic needs. managing IADLs. hobbies. is mostly intact. 

1-2 No means of 3-4 Relies exclusively on 
transportation. Still drives friends or family and 
and no longer feels safe transportation needs not 
doing so or has been in an at- alw ays met. Or needs to stop 
fault driving accident. driving as soon as possible. 

5-6 Still drives for essential 7-8  Mainly relies primarily on 9-10 Has reliable vehicle for 
reasons but is having friends or family, and they are personal use & feels confident 
increasing difficulty (e.g. often able to meet the needs. driving locally, and/or has 
getting conf used or lost). No  reliable back up plans (public 
back up plan. transportation, friends/family). 

VULNERABLE SAFE STABLE THRIVING 
 

CRISIS 
UNABLE TO 

ASSESS 

3-4 Interacts w ith only service 
providers (i.e. mail carrier, 
delivery person, cashier, 
healthcare provider). Has few 
opportunities to socialize; 
reports feeling lonely. 

5-6 Occasionally interacts w ith 7-8 Often interacts w ith 9-10 Engages in social 
people socially (1-2x/w eek). 
Speaks to at least 1 friend or 
family member by phone each 
w eek. Enjoys social contact. 

people in person or by phone (3- activities regularly (5-7x/w eek 
5x/w eek). Is interested in 
having more contact w ith 
others. 

or more) and is satisfied w ith 
level of socialization. 

1-2 Has limited or no 
interaction w ith anyone at 
home or in the community. 
Pref ers to be alone and/or 
purposef ully avoids contact 
w hen possible. 
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In-Home Care assesses the need for in-home care and adequacy of staffing 

Caregiver Engagement (Family/Friend/POA/Other) assesses caregiver involvement, evidence of mistreatment, and reliability of 
engagement 

Socialization assesses frequency of contact/interaction with others in the home (in person, phone or on-line), or in the community and 
client satisfaction with amount of socialization 

Transportation assesses client’s has access to safe and reliable transportation 

Money Management assesses client’s ability to manage own finances and/or reliance on reputable and dependable person for 
assistance 

Housing assesses the client’s current housing situation 

 Poorly Maintained: Structure is in disrepair, grounds unkempt, interior of home is unclean, appliances and utilities may be unsafe or 
dysfunctional. 

 Unsafe environment: Structure may not meet safety codes (no smoke detectors, CO detectors, disrepair, water access, heat access, safe 
electricity access, etc.), fall hazards exist, unclean, appliances are visibly damaged or not functioning properly. 

 Safe environment: Neighborhood is safe, can leave home without feel of being in danger from external sources 

Personal Care/Safety assesses client’s independence to safely meet ADL needs 

 ADL assistance: Difficulty with maintaining personal hygiene, preparing meals/feeding self, dressing self, toilet use, functional mobility. 

Memory and Executive Function assesses degree of risk and dependence associated with memory and executive function loss 
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