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Introductions

Matthew Jones, Care Coordinator Manager, Senior Connections
(Richmond, Virginia)

Terri Lawson, Homeless Crisis Line (HCL) Coordinator, Homeward
(Richmond, Virginia)

Lynn C. Vidler, BSW, MBA, Director of Home and Community Programs,
Massachusetts Executive Office of Elder Affairs

Molly Evans, Senior Policy Manager and EMHOT Program Manager,
Massachusetts Executive Office of Elder Affairs



The Need for Behavioral Health Support is
Significant

* Onein four older adults experiences some mental disorder such as depression,
anxiety, and dementia. This number is expected to double to 15 million by
2030.1

* Older men have the highest suicide rate of any age group. Men aged 85 years
or older have a suicide rate of 45.23 per 100,000, compared to an overall rate of
11.01 per 100,000 for all ages.?

* Inthe last two decades, the proportion of the homeless population in the
United States age 50 years or older has increased dramatically. In 1990, only
11% of adults experiencing homelessness in the United States were age 50 years
or older; however, by 2003 one-third of these adults were older than age 50
years.3

* Three-quarters of family caregivers cited their caregiving responsibilities as
stressful, and more than half found caregiving to be overwhelming. Depression
affects 20 to 40% of all caregivers.*

' * 1 million adults aged 65 and older live with a substance use disorder (SUD).>
1) NCOA. Behavioral Health

2) CDC. The State of Mental Health in America

3) Brown, R. and Kushel, M. Current Diagnosis and Treatment: Geriatrics. Understanding the Effects of Homelessness and Housing Instability on Older Adults
4) Aging in Place: Caregiver Burnout

5) National Institute on Drug Abuse: Substance Use in Older Adults Drug Facts



https://www.ncoa.org/center-for-healthy-aging/behavioral-health/#:%7E:text=One%20in%20four%20older%20adults,to%2015%20million%20by%202030.
https://www.cdc.gov/aging/pdf/mental_health.pdf
https://accessmedicine.mhmedical.com/content.aspx?bookid=953&sectionid=53375695
https://aginginplace.org/caregiver-burnout/
https://www.drugabuse.gov/publications/substance-use-in-older-adults-drugfacts
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Innovations in Housing for Older
Adults

Senior Connections
The Capital Area Agency on Aging
Richmond, VA

Matthew Jones, MSW

Care Coordination Manager
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The fastest growing segment of people experiencing
homelessness is people over 55 years of age

Nearly half of this cohort experiencing homelessness are
experiencing it for the first time

Richmond, VA has the 2nd highest rate of evictions in the
country

Lack of accessible housing has caused a crisis

— Accessible housing is: low-cost, located in the community,
near services and transportation, built for people of all
abilities, does not have a waiting list

Shelters and other safety net providers are often unprepared
for the needs of older adults and people with disabilities
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Having a home
means wealth
transfer. For some,
land equals wealth
and family.

living wage | more financing options | affordable homes | beautification

staying in my home |

~ holding on
and letting go

HOME shapes my identity, who I am.

Implementing the Social
Isolation Risk Index

The demographic shift known as the age
wave signals unprecedented change and
unprecedented opportunity, beckoning us to
transform the practices and policies, systems
and structures existing in our region that
have created inequities in life chances of

reaching longevity.

The Longevity Project for a greater Richmond
(previously called Greater Richmand Age
Wave) provides systems-level changemaking,
education, and advocacy to increase
longevity equity and access to services, in
order to help the region become engaged,
livable, stable, and well.

Social connectedness is a critical protective
factor for people of all ages. However, social
isolation among Richmond's elders is rising,
resulting in higher risk for chronic disease,
depression, and premature death.

By approaching social isolation
consequences proactively instead of
reactively, we can make Richmend a better,
healthier and more sustainable place for
everyone to grow old.

This connectedness framework is based on
Age UK's Campaign to End Loneliness.
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Gerontology
Callege of Health Professions:

Direct Interventions

Conduct regional connectedness assessment: Inventory
of assets and gaps Ex. Family Lifeline, JFS, CCC

New connections

Ex. one-on-one, group-
based activities

Change thinking :l
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Access Pathways

Transportation, tech, & knowledge:
Create and disseminate toolkits

Community Networks
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Goals:

Develop productive relationships between
homeless services and aging services leading to
structural system changes within these
organizations designed to increase housing stability
among older adults.

Introduce homeless services providers to No Wrong
Door, a state-run database, for effective, electronic
information exchange between aging and housing
services.

m Commonwealth Council on Aging 2020 Best
DARS Practices Award — Honorable Mention

VIRGINIA DEPARTHMENT FOR ABING
AND REHABILITATIVE SERVICES

LONGEVITY
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or a greater Richond




LONGEVIT‘Y

Educational opportunities provide interactive training
to a balanced audience of housing and aging services P
providers. Topics include:

for a greater Richmond

* Oral Housing Histories (once in March and once in
June 2019)

* Trauma-informed approaches to serving older adults
 Ageism and Elderhood: Reconnecting to Strengths
 Compassion Fatigue, Resilience, and Self-Care

* Person-centered approaches to serving older adults
* Disrupt Ageism
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Housing Stability Learning Labs: Feedback

‘Please share a takeaway of
professional value to you: ol tporca , "l:'“"?”'

; e&tisatlonol interactive
Insight into the experience and idea of housing of wowes o en I Ig htenin g s e 8
others & .

L i o eyeopening

( 9)] = 5 . . g
It was good to be reminded of the diverse D 3 informative :
backgrounds we all come from, 0 + ; s

D Q thought provoking  *
c E g % 1t wos very nughl!u‘
= nowledge
Experlence of home Is critical to our dentity. ] 0 g - -

| appreciated being connected to those outside

Changing the language of aging and serving
of my traditional bubble in homeless services. older adults.

Having not worked in the field or housing, | learned about how different life
experiences can affect your idea of home.

l How to think and approach aging differently, } Lﬂecogriﬂng the barriers and the privilege that J
comes with race and housing.

;:ﬂ:ﬂ s;nicll:n was :l:llu:lﬂl:l:'lc:I h;zl_:uu everyone at guL td:i; cclrtl;n from f
ent backgrounds, and had diverse answers and thoughts about & ~ e
housing. There were some core shared beliefs but we came to those beliefs :&wpg T - 1
and values differently.

was a very relaxing time of learning and | will take a lot away from what |

The model of the brain and how it affects so many things with fear etc. It
have learned.

Being able to network and get different perspectives on various topics that
can influence a positive impact on the people that we service

That change begins with me and that | can make a change within my agency
to begin organizational change.

L

Being mindful of my own lived experience and not allowing it to interfere with
the services | provide to our members

The inventory slide for the levels of a trauma-informed workplace for clients
and staff- ie safety, transparency, empowerment et for taking an inventory
as a supervisor, very helpful format to do so. Also the hand model for the
brain. Thank you!




e Senior Connections Partners with:

— Richmond Health and Wellness — Community
Based Health Care in partnership with Virginia
Commonwealth University

— Homeward — Richmond area homeless services
coordinating agency

— Dominion Place — Senior Affordable Housing
(249 units, 62+)

— The Longevity Project — Advocacy, education,
and community engagement centered around
issues impacting older adults

 Provides 5 dedicated units at Dominion Place ’
* Requires HUD waiver
P 4
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Women homeowners, 60+,
whose partner has passed in the
last year

Provides financial education,
advice, and assistance

Assists with settling the estate
and determining assets and
liabilities

Avoids crisis before it happens

13
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Eviction Diversion \
Program

« Fund established to assist older adults '
from being evicted from their homes

» Collaboration with Central Virginia
Legal Aid Society to provide pro bono
legal assistance to tenants who have
received notice to vacate

 Clients must have received a written
notice to remedy

« Assistance has been provided for
clients being evicted for a variety of
reasons, e.g. failure of payment,
improper maintenance, fire hazards,
etc.
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Chore
Services
and
Residential
Repair &
Rehab

Crisis home repair — condition of
the home is dangerous or
uninhabitable

Home modification — to make
the home more accessible

Bulk removal of large items,
junk, or trash both inside the
home and out that may impact
safety or cause fines or removal
orders

Heavy duty housecleaning -
including hoarding*, preparation
for in-home care, and transition
from hospital or rehab to home

* We work with an agency dedicated to a
respectful and considered approach to
handling sensitive hoarding situations




Homeless Crisis Line

Dedicated staff member from
Senior Connections

Works in partnership with
Homeward

Multi-agency collaborative effort

16



Coordinated Entry

System Continuum
of Care

Homeward
Richmond, VA

Terri Lawson
Coordinated Entry System Administrator




- %N
Continuum of Care \

A Continuum of Care (CoCQC) is '
a broad group of stakeholders
coming together to end

homelessness in a community

= Required by the U.S. Department
of Housing and Urban
Development (HUD) in order to
receive funding targeted for
homeless services

= The HUD program was established
in 1995

= Not required to be a legal entity

18




: : - =
Greater Richmond Continuum of Care \

(GRCo()

 Established in 1997 '
* Homeward was created in 1998 to facilitate
and support the GRCoC.
"~ Goochland * More than $4.6 million in HUD funds
targeted to homelessness each year; $1.6
v RGO o kot million in state funds

" Chesterfield k3 mﬂ e 2020 Point-in-time count = 547 (down from
1 —— | 1150 in 2007 & 2009)

~ i 2 o : "-«.__I
e * Region = approx. 1.3 million individuals
(560K households)

http://www.richmondregional.org/
* Poverty rate > 20%
* Area Median income= $69K

19




Access for people experiencing

homelessness
Partners Include:
« ACTS
Ho.meless « HomeAgain
Crisis Line - Homeward

Housing Families First
« Senior Connections

Monday - Friday, 8am to 9pm; We hav
: N expanded hours for evening and

will lose housing within :

the next three days, call weekend which operates 1pm to 9p

the Homeless Crisis Line More than 4,000 phone calls eac

for help and alternatives month

to emergency shelter. Record needs for emergency
and provide problem-solvi

804-972-0813

If you are homeless or




Literally Homeless Clients by Age (N = 4867):
July 1, 2019 - June 30, 2020

1200 1290
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Homelesshess and Housing
Instability

[ 3

-
e Unsheltered;

o nowhere safe to
wiginear  STAY

Y

Fleeing

Fleeing sexual or

domestic - domestic violence

violence

®| No longer able to

%‘ stay where they
%8| are

¢y “Doubled Up” or
wlam - living with family
family/friends or fr-l ends

i

Living in a hotel

—— Paying too much

_5:) for rent; getting
— behind on bills

— 1l




Tomeward

Access Points
Coordinated entry points into the
region's network of homeless services

* Homeless Crisis Line

e Domestic Violence Hotlines

e Coordinated Qutreach: RBHA,
Daily Planet Health Services,
Commonwealth Catholic
Charities, Richmond DSS,
St. Joseph's Villa (youth)

Connection Points

Light-touch assistance and connection
to Access Points

Chesterfield DSS

Goochland CARES

OAR

Powhatan Free Clinic

REAL Life Community Center

Richmond Public Library, Main

Branch

* Virginia Career Works Centers

Connected Agencies and

Groups
Mainstream resources provided to
community members including
persons experiencing homelessness

* Departments of Social Services

¢ Public School Systems

e Community Services Boards

* Police Departments/Sherrifs

¢ Community Meal
Programs/Congregations

* Free Clinics

Community-based outreach &
services

Additional agencies providing
homeless services

Moments of Hope Outreach
Focused Outreach Richmond
Veteran Affairs Medical Center
VETLINK

8/17/20

Pandemic Response Programs
Daily Planet (COVID-19 testing)
Homeward (non-congregate shelter)
RUMI (residential workforce program)

Shelter

Emergency shelter for families and
ndividuals experiencin
homelessness. Families and individuals
are referred to emergency shelter
through Access Points.

e CARITAS (men, & women)

¢ Daily Planet (Medical, Mental
Health)

* Hanover Safe Place (domestic
violence)
* HomeAgain (men, family, vets)

» Housing Families First (family)

* Goochland Cares

e Liberation Veteran Services

e Safe Harbor (domestic violence)
e RBHA Transitional Units

» Salvation Army (men, family)

e YWCA (domestic violence)

Homeless Services in the Richmond Region

Rapid Rehousing

Permanent housing for
families/individuals who need
assistance in securing and maintaining
stable housing

Hanover Safe Place

HomeAgain

Housing Families First

St. Joseph’s Villa

Virginia Supportive Housing (for
veterans)

Permanent Supportive

Housing
Permanent housing for
families/individuals who need long-term
housing that is connected to on-going
supportive services

HomeAgain
HUD-VASH (for veterans)

* Richmond Behavioral Health
Authority

< Virginia Supportive Housing

Targeted Recovery

Services
Substance Use Disorder recovery providers
with an emphasis on persons experiencing
homelessness

* The Healing Place

* Good Samaritan Ministries

* Daily Planet Health Services
e Salvation Army ARC

e Collaborative applicant for federal & state funding

Homeward oo
organlzatlons

Lead agency for
Greater Richmond
Continuum of Care

L I

e Provides technical support and best practices to CoC member

Manages Homeward Community Information System (HCIS)
Coordinates bi-annual Point-in-Time Counts

Hosts Best Practices Conference & Project Homeless Connect
Coordinates 15+ local workgroups and committees
Cross-sector partnership development

Agencies represented here participate in the GRCoC through the point-in-time count, the Housing Inventory Count, or a
committee.lf your agency is not shown, please contact Michael Rogers at mrogers@homewardva.org.
If you are are experiencing homelessness and need help, call the Homeless Crisis Line at 804-972-0813.



Massachusetts State Home Care Program &
Behavioral Health Support

Overview of MA State Home Care Program/services & supports for
people with behavioral health conditions:

 Expanded eligibility

e Existing Behavioral Health Services — Therapy

* Supportive Home Care Aide — Coping Mechanism/Interventions (ADRD/BH)
e Chore & Home Modification

* New Behavioral Health Services/Programs Added in CY2019 (e.g., Evidence-Based, COAPS,
ANCHOR)

e Tenancy Preservation Project (TPP)
e Buried in Treasure/Hoarding Support Groups
* Elder Mental Health Collaborative



Massachusetts AAA/ASAP Network

B Baypath Elder Services, Inc.
- Boston Senior Home Care

- Bristol Elder Services, Inc
Central Boston Elder Services
- Coastline Elderly Services, Inc.
Elder Services of Berkshire County, Inc.
- Elder Services of Cape Cod and the Islands, Inc.

. Elder Services of Merrimack Valley and North Shore, Inc.

- Elder Services of Warcester Area, Inc.
Ethos

- Greater Lynn Senior Services, Inc.

| Greater Springfield Senior Services, Inc.
HESSCO Elder Services

. Highland Valley Elder Services, Inc.
. LifePath, Inc.
Minuteman Senior Services
- Montachusett Home Care Corporation
" Mystic Valley Elder Services, Inc.
Old Colony Elder Services, Inc.
. SeniorCare, Inc.

I somervilie/Cambridge Elder Services, Inc.

. South Shore Elder Services, Inc.
Springwell, Inc.

B i-valiey, inc.

WestMass ElderCare, Inc.

25



Massachusetts State Home Care Program
— Expended Eligibility for Home Care

* 5 pillars of eligibility are:
— Age, Residence, Income for contribution sharing, Functional Impairment Level,
Need
* Age:
— 60 years of age OR under 60 with a diagnosis of Alzheimer’s or related disorder
— People Living with Dementia (PLWD) or Alzheimer’s Disease behavioral issues
* Functional Impairment Level (FIL):

— Standard minimum of 1 Activity of Daily Living (ADL) OR at least 6 Instrumental
Activities of Daily Living (IADL)

— Exception

* atleast 4 IADLs AND at risk factors including, but not limited to substance
abuse, behavioral health or cultural and linguistic barriers

26



Therapy, Evaluation & Emergency Health Supports

EVALUATION

Case Consultation

Diagnostic
Services

Reevaluation

THERAPY

Individual

Couple/Family

Group

Emergency

24 [7

Immediate

face-to-face
Intervention

27



Supportive Home Care Aide (SHCA), CHORE, & Home
Modifications

* Supportive Home Care Aide =

— specialized service for consumers with Alzheimer’s Disease/Dementia or emotional
and/or behavioral concerns

— SHCA provider staff complete a total of 87-hours of training (75 hours Home Health
Aide Training & 12 hours additional training)

— Personal Care and/or Homemaking

— Coping Mechanisms, re-direction, de-escalation techniques
— Emotional Support/Socialization

— Medical Escort to appointments

* CHORE = environmental cleanout, specialization in workmg in hoardlng
removal

 Home Modifications = pest removal, infestation, home repairs, such as
wall, floor repairs, ramps

28



New Initiatives in Massachusetts
Behavioral Health Support

CY2019 New Behavioral Health Services/Programs Added (e.g., Evidence-
Based, COAPS, ANCHOR)

— AAA experience g;”“%f%m '

— ACL/CMS oy ﬁb
~ DMH st

— PS, COA, Housing, ASAP

" et g S Ay
O ol . . . '::i:ﬁ:-)unév"s;?g.' g,k‘a:é;b,.aﬁ;’%nidﬂs:x e hl:ll'e " : t:v“"_’c?c
Certified Older Adult Peer Specialist (COAPS): R S
£ 3 iy

iy
o p;/a;s%"n;héz:{;%m NCTINELETS w:; A
. Reoy,, e by, ‘ﬁw,,;:\_‘:héll:o" ys"_"li ! 5 a o
* targeted recovery services i,
. ’ wcz:;:i'::::: SPeey,
— mentoring about self-advocacy R o e,
ol%::w "
e provided in small groups or 1:1
e trained peers as coaches -~
. . . ot
— “who have lived experience - behavioral health, trauma, &/or substance use o Pt
R,

— promote person-centered care & attainment of personalized recovery goals e
* Department of Mental Health cooperative relationship

29



Initiatives in Behavioral Health Supports

Evidence Based Education Programs (EBP):

e Education & tools manage chronic conditions

» Caregiver education, diabetes, heart disease, arthritis, HIV/AIDS and depression, to
better manage/prevent falls

* Peer-facilitated self-management workshops or 1:1 interventions w/ a trained
coach

* Promotes consumer’s active engagement

 Two EBP Examples:

 Enhance Wellness
*  Health action plan is developed by the consumer with support from the Enhance Wellness coach
* Goalis to promote positive behavior change and minimize health risks

* Healthy IDEAS (!dentifying ['epression Empowering / ctivities for “eniors) - -
*  Empowers older adults to manage their depression through a behavioral activation approach HEALTHY IDEAS

LGBT FRIENDLY

HEALTHY IDEAS

Identifying Depression, Empowering Activities for Senicrs

that encourages involvement in meaningful activities Shod bormmansiifil wogva Voo veatioll |y e
happier! If you have felt down, low, or blue in the past few more about the Healthy IDEAS
weeks of months, we want (o nelp' PIDQ(SIT\ or have a friend who

D H H H may benefit, please contact:
eveloping service in nome Lare ooty IDEAS b ardrce osed progfam il e lariote Do Rosar, Mena
face-to-face, in-home munselmg services 1o elders, An Health Services Program
Ethos staff member will work with yeu 1o find meaningful Manager
. . and pOSIII\'E activities to enhance your mood B17-522-6700 x344
A cdelrosario@ethocare.org
* Healthy Living Center of Excellence https://healthylivingdme.org/ e s e s vty v Ty e
compelency.
P benefits:
* Department of Mental Health T e
. Bu!t’:riﬁ;lﬂ:t:t::o::lzn and self-real symploms
I-being through of personal

goals

support senvices. Each service we provide makes & real differance in the every day lives

ETHOS IS A BOSTON BASED NOT-FOR-PROFIT AGENCY that has served the
eiderly and disabled since 1973. We help elders stay al home as long as possible by
ensuring that they— and their g have access b of i ‘f
of our clients.


https://healthyliving4me.org/

Advocacy & Navigating Care in the Home with
Ongoing Risks (ANCHOR) Pilot Program

High Older Adults with Behavioral Health Needs

contact
focused

interaction
Rigorous & Time Intense Delivery of
Goal
Oriented Advocacy Support

at risk of




ANCHOR

Development
* Varied form past endeavors (Intense Case Management, Case Management Only)
* Individuals in need of in-home services
* Unable to engage or commit
* Conversations, meetings and collaboration
* ASAP, Housing Programs, Protective Services, Council On Aging, Elder Mental Health Specialists

Designed - support older adults whose behavioral health diagnoses impede or

reduce their ability to accept services
* Anxiety, suspicion, paranoia
e Substance use
e Chronic behavioral health concerns
* Chronic homelessness or history of housing instability
* Family dynamics that impact service delivery
* A constant level of risk in their lives that may impact service utilization
 Consumer is “pre-protective” or receiving “Protective Services Ongoing Services” and
ANCHOR can help transition the consumer to Home Care Services
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Anchor Consumer Profile

Additional Advocacy | Additional Advocacy
& Support Needed: | & Support Needed:

Consumer’s Goals:
Progress On Goals: Progress On Goals:

1) Acceptance of services-
unmet personal care &
house cleaning needs

Received medical attention
from PCP (3-4 mo), prior had
not seen a PCP or any

: : : medical professional for 5
2) Getting a hearing aid years

Has agreed to and accepted a
total of 12 hrs of heavy chore,
home remains cluttered with 1| Provide emotional support

safety concerns. & encouragement for
untreated mental health Intensive encouragement
concerns to accept heavy chore

3) Determine if can get

back on Medicaid Can apply for Medicaid with

spend-down, has no wishes | In process of obtaining Hearing _ - ,
to spend down her assets Aides ggfg(':rt‘i‘;ozr:e/?;rg Threatpc;ftg\rgﬁ’;llon still
4) Visit PCP § day




Program began
2/2019

708 unduplicated
persons assisted
within program
COVID-19 still
enrolling individuals
Slower pace of
enrollment

ANCHOR

Gender

Female
Male

Average Age
Under 60
60-69
70-79
80-89
90+

Diagnoses

Alzheimer/Dementia (1209-1210)
Any psychiatric diagnosis (1220)
Stroke (1203)

Diabetes (1226)
Emphysema/COPD/asthma (1227)
Renal Failure (1228)

447
256

75.4

234
243
172

62

111
329
73
161
142
37

63.6%
36.4%

0.0%
32.9%
34.2%
24.2%

8.7%

19.2%
57.0%
12.7%
27.9%
24.6%

6.4%



Tenancy Preservation Program (TPP)

 The Tenancy Preservation Program (TPP):
— homelessness prevention program
— works with tenants, including families with children with
disabilities,
— facing eviction as a result of behavior related to a disability (e.g.

mental illness, mental retardation, substance abuse, aging related
impairments)

— neutral party to the landlord and tenant

— works in consultation Housing Court Dept. with the property
owner & tenant to determine whether the disability can be
reasonably accommodated and the tenancy preserved

e https://www.mass.gov/info-details/tenancy-preservation-
program



https://www.mass.gov/info-details/tenancy-preservation-program

Elder Mental Health Outreach Team
(EMHOT) Program

Referring older adults to
vital community

supports, resources
C and services. ) Services provided:
Referrals
@ @ @ Counseling
; B Wellness checks
ousing Healthcare Loarini Case management

Provider collaboration
Family support
Social Food Counsaling/ Resource management

support Peer support

36



EMHOT Consumer Profile

58.6% Depression
31.4% General Anxiety Disorder
33.9% Co-Morbid Psychiatric llinesses

15.5% Recent Behavioral Health Crisis

78.9% Referred by a Community-Based Organization



Outcomes
By receiving EMHOQOT services, older adults report they:

Know people to call on if they need help right away

Are more aware of community resources

Received the help they were looking for

Can deal better with daily problems

Are better able to deal with crisis

Feel more control in their lives

Have improved symptoms

0

=S

25%

80
68.42%
65.79%

50%

91.59%
87.60%
86.84%
83.33%

.53%

75%

100%
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What is the value of the EMHOT Program,
according to consumers?

“The social worker helped me so much, she found me a place to live and connected me to
so many resources. | was homeless and | don’t know where | would’ve been without this
program. She also got me a therapist | enjoy working with. | can’t tell you how much |
appreciate this program.”

“I prayed for someone to help me, and my prayers were answered when you called.”

“In working with the social worker, she has helped me with my self-esteem and positivity,
connected me with resources, helped with crisis, and provides me with a listening ear and

feedback.”

“Everyone has been so empathetic especially when | was in survival mode. | am convinced
that they are here to help and that they care.”

39



EMHOTs during COVID-19

Service Delivery
v'Counseling services
v'Provider collaboration
v'Referrals

Adaptations & Accomplishments

Remaining Challenges

40



Thank You!

Questions?

Panelist Contact Information

Matthew Jones, mgjones@youraaa.org
Terri Lawson, tlawson@homewardva.org

Lynn C. Vidler, lynn.vidler@mass.gov

Molly Evans, molly.r.evans@mass.gov

41
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