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Introduction

Led by a partnership between the CT Department of Mental Health and Addiction Services
(DMHAS) and the State Department on Aging (SDA), and funded in part through the Enhanced
Aging and Disability Resource Center (ADRC) Options Counseling Grant from the
Administration for Community Living, the Older Adult Behavioral Health Workgroup engaged
UConn Health, Center on Aging (UConn COA) to assist with an asset mapping project of the
behavioral health and substance use resources in CT that serve older adults (age 55+). The
project’s goals were to: 1) review and map community assets that benefit older adults with
behavioral health needs, 2) review resource issues, such as overlaps, gaps, and hidden
resources and barriers that have the potential to impact the implementation of
programs/services, 3) identify potential areas where coordination and collaboration could benefit
older adults with behavioral health needs, and 4) make recommendations for future action steps
the Older Adult Behavioral Health Workgroup and the State of CT can take to improve the
behavioral health service delivery system for older adults.

The year-long asset mapping process began in the summer of 2014, focused on identifying
strengths and needs by region, and consisted of four phases. In the first phase of the process,
the UConn COA led 10 focus groups across the State from July to September of 2014 (two per
region as defined by ADRC catchment areas) with behavioral health professionals and other
professionals who refer older adults to behavioral health services. Because providers as a group
were the least likely to attend a focus group due to their tightly scheduled days, their views were
under-represented in the focus groups. In order to supplement the focus group findings and
explore provider views in more depth, in Phase 2 UConn COA conducted ten provider
interviews, two in each of the five State regions, between October 31, 2014 and December 19,
2014. The last two phases of the mapping process included five community forums (one per
region, conducted in April and May of 2015), and a statewide electronic survey.

This report includes outcomes from the last phase of the project, the electronic statewide
survey.

Methodology and Analysis

Methodology

Older Adult Behavioral Health Asset Mapping Survey Instrument

The Older Adult Behavioral Health Asset Mapping Survey was developed by UConn COA with
input from the Older Adult Behavioral Health Workgroup (see Appendix A for a copy of the
survey). Study data were collected and managed using REDCap (Research Electronic Data
Capture) electronic data capture tools hosted at UConn COA. REDCap is a secure, web-based
application designed to support data capture for research studies, providing: 1) an intuitive
interface for validating data entry; 2) audit trails for tracking data manipulation and export
procedures; 3) automated export procedures for seamless data downloads to common
statistical packages; and 4) procedures for importing data from external sources (Harris, Taylor,
Thielke, Payne, Gonzalez, & Conde, 2009). Questions sought provider input on a range of
topics including:

» The extent of older adult behavioral health services provided and target populations
covered



» Significant barriers older adults face when accessing behavioral health services
» Payment methods accepted by the behavioral health services organization

» Significant challenges faced by the organization regarding the provision of or making
referrals to behavioral health services for older adults

> Best practices used or observed in 1) providing behavioral health services to older
adults; 2) enabling referrals to such services; and/or 3) educating the public about such
services

» Strengths of Connecticut’'s behavioral health system for older adults

» Suggestions for improving behavioral health services for Connecticut’s older adult
population

Research sample

While snowball sampling, or chain sampling, is not representative of the larger study population,
it was used for exploratory purposes in this study (Teddlie & Yu, 2001). The non-probability
sampling technique was appropriate in locating members of the target population and then
asking them to locate other members of the target population whom they know. The Workgroup
was primarily responsible for identifying organizations throughout the State that either provide
behavioral health services or refer older adults to those services. Their suggestions were
augmented by UConn COA researchers. Table 1 shows organizations (listed in no particular
order) that were directly contacted, provided with information on how to participate in the survey,
and requested to forward the information to other interested parties.



Table 1. Agencies and organizations contacted

Agencies and organizations

Wheeler CT Clearinghouse

Health Disparities Institute

UConn Health Geriatric and Psychiatric Physicians

Office of Healthcare Access (OHCA)

Institute of Living (IOL)

Connecticut Association for Healthcare at Home

Connecticut Chapter — National Alliance on Mental lllness (NAMI)
National Association of Social Workers — Connecticut Chapter (NASW-CT)
Department of Mental Health and Addiction Services (DMHAS)
Connecticut Department on Aging

Mental Health Connecticut, Inc.

Bringing Resources to Action to Serve Seniors (BRASS)
Coalition for Abuse and Prevention of the Elderly (CAPE)
Connecticut Counseling Association

Connecticut Association of Addiction Professionals

Connecticut Psychiatric Association

Connecticut Psychological Association

Primary Care Coalition of Connecticut

Medical and Scientific Advisory Council

Connecticut Legal Rights Project

In addition, persons who participated in previous focus groups or individual interviews during
earlier phases of the asset mapping project were asked to participate in the survey and to
circulate information about the survey within their organizations and professional circles.
Information about the survey and how to access it was circulated by a Workgroup member in a
newsletter that went out weekly to Natchaug Hospital, Rushford, and the Institute of Living. In
addition, Workgroup members forwarded email invitations to other groups of providers (e.g.,
gambling treatment providers). Persons who received an email were asked to forward the email
and link to the survey to other interested persons. The sample included psychiatrists, primary
care physicians, advance practice nurses (APRNSs), behavioral health directors, healthcare
liaisons, and clinicians (i.e., licensed clinical social workers, licensed marriage and family
therapists) throughout the State.

It should be noted that while physicians were a targeted group due to the valuable perspective
they have to offer, physicians completed very few surveys. Requests for permission to send an
email survey invitation through several physician organizations were declined. Physicians are
often characterized by low survey response rates and are usually difficult to gain access to
(VanGeest, Johnson, & Welch, 2007). Montauk (2000) noted that physicians are frequently
approached for surveys and are typically inundated with what they think of as “medical junk
mail.” As a result, it is not surprising that physicians are reticent to participate in surveys or that
receptionists and other “gatekeepers” (e.g., Boards) protect physicians from unwanted
intrusions on their time. As a result, response rates among physicians are about 10 percent
lower than studies with the general population (Cummings, Savitz, & Konrad, 2001).



Recruitment

Recruitment was done through email requests with an embedded hyperlink to a Web site
containing the survey. Benefits of Web-based (online) surveys include: low cost; wide availability
of survey design and implementation of tools; ease of implementation, including reminders; and
built in features that enable data cleaning and improve the survey experience for respondents
Dillman, Smyth, & Christian, 2009; Israel, 2011).

Snowball/social network or respondent-driven recruitment was employed and involves referral
chains of sampling. According to the literature, this creates a sampling frame that increases
representation in health and medical research and among community groups (Bonevski et al.,
2014). Both active and passive snowball recruitment strategies were employed. In active
snowball recruitment, Workgroup members volunteered the contact information of potential
organizations and individuals to be contacted. In passive snowball recruitment, participants
responding to the survey were asked to contact others and forward them the survey link so that
they could independently volunteer to participate. While the validity and reliability of data
obtained online are comparable to those obtained by other survey methods, selection bias
contributes to issues of generalizability (Wright, 2005). Web-based surveys also tend to have
low response rates and are approximately 11 percent lower than mail or phone surveys (Archer,
2008; Petechenik & Watermolen, 2011).

To increase response rates, every effort was made to ensure the email correspondence
appeared legitimate. Words typically associated with spam email (i.e., “Respond Now”) were not
used in the subject line (Kaplowitz, Hadlock, & Levine, 2004). Other widely followed elements
suggested by Dillman et al. (2009) for mail surveys and that translated to response rate benefits
for Web surveys were employed. A survey title was created that described the survey topic.
Details about the survey were included in the body of the email and the link was clearly
provided. While incentives are useful in encouraging respondents to complete a survey, due to
budget limitations no incentive was offered. Contact information was included in the email so
respondents could call or email if they encountered problems accessing the survey or had
guestions about the survey or the group conducting it.

The initial email with Web survey link was deployed on February 13, 2015 to 683 recipients on a
master list. Emails that were returned as undeliverable were removed from the master list.
Because the survey was anonymous and there was no way to determine who had responded,
the remaining potential participants were offered additional opportunities to respond or to
forward the link to others. A second email invitation was deployed on March 3, 2015 to 611
recipients. Following the removal of additional addresses that were determined undeliverable, a
third and final invitation was deployed on March 31, 2015 to 579 recipients. Data were captured
through May 10, 2015.

Analysis

Prior to analyzing the data, definitions were established to distinguish between surveys that
were not completed, those that were partially completed, and those that were completed (see
below).

Not completed — no data or only questions 1-2 answered



Partially completed — questions 1-3 or more but fewer than half of the 10 questions
answered

Completed — more than half of the 10 questions completed

Of the total of 945 surveys begun, 87 were categorized as not completed and were not included
in the dataset. For purposes of this analysis, data from the partially completed surveys (n=312)
were combined with data from the completed surveys (n=546) for a total of 858 completed
surveys.

Descriptive statistical methods using the IBM Statistical Package for the Social Sciences
(SPSS) 19.0 were used to analyze and summarize data. Bivariate analyses were also used to
identify patterns, note trends, and draw conclusions. Data were analyzed question by question,
with a series of basic tests computed: frequency, average, and percentage. Basic descriptive
statistics were produced for the statewide data. For regional analysis, zip codes were used to
separate data by the five Aging and Disability Resource Center (ADRC) regions. Chi square
tests were then done to compare regions and to test for significant regional differences.

Qualitative data from the open-ended questions were analyzed primarily by region to identify
and interpret responses. Major concepts or areas of interest were organized into common
themes using the constant comparative technique (Glaser & Strauss, 1967; Hill, Knox,
Thompson, Williams, & Hess, 2005; Hsieh & Shannon, 2005). Additional themes were included
until no new topics were identified.

In addition, UConn COA researchers enlisted the help of the University of Connecticut Libraries’
MAGIC (Map and Geographic Information Center) to further explore data outcomes. MAGIC
staff created an online dashboard based on the geographical identifiers (zip codes) incorporated
in the survey, along with the various categorical data, to create maps and graphs depicting the
number of respondents and types of services provided. The first map, “Services for older adults
by zip code,” shows the number of respondents for each Service Category, with the option to
filter the results by Age Group Served (to, for example, show only services designed specifically
for older adults 55+) and/or to select whether services are Addiction Specific or Mental Health
Only. A second map, “Ratio of older population to number of respondents,” shows the ratio of
responding service providers to the 2010 total age 50+ population in the corresponding Census
Zip Code Tabulation Area (ZCTA) according to the 2010 U.S. Census. ZCTAs are statistical
areas made up of the Census Blocks within the postal Zip Code boundaries. While not an exact
match to zip code boundaries, ZCTAs give a comparable estimate of the population. In this
case, it might show where older populations are underserved by behavioral health providers.

Examples of the maps are shown in the following figures. Figure 1 shows behavioral health
services for older adults 55+ for both categories (e.g., “Addiction Specific’ and “Mental Health
Only”) by zip code and indicates that the greatest number of respondents (n=24) reporting the
use of behavioral health services were from zip code 06457. Figure 2 shows the ratio of
population age 50+ to the number of respondents in a particular region. Exploration of additional
details by town, region and service by using the Interactive maps for the study, can be accessed
at
https://public.tableau.com/profile/publish/OlderAdultBehavioralHealthAssetMappingSurvey/Story
1#!/publish-confirm


https://public.tableau.com/profile/publish/OlderAdultBehavioralHealthAssetMappingSurvey/Story1#!/publish-confirm
https://public.tableau.com/profile/publish/OlderAdultBehavioralHealthAssetMappingSurvey/Story1#!/publish-confirm

Figure 1. Behavioral health services for older adults 55+ by zip code
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Figure 2. Ratio of population age 50+ to number of respondents

Zip code: 06082
Total population 50+ (2010 Census): 15,425
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Statewide Results!?

Type of organization

Respondents were asked what type of organization most accurately represents where they
work. The type of organization most frequently reported was community-based behavioral
health organization (38%, n=331). This was followed by state government (15%, n=131), and
hospital based (12%, n=103) organizations. All other types of organizations were represented
much less frequently (Figure 3).

Figure 3. Type of organization

Community based BH* organization
State government

Hospital based organization
Municipal government

Community based aging organization
Other

Primary care/specialty care medical
Home care direct service agency

Institutional/nursing facility

Community based aging disability
organization

Advocacy/policy organization
Community based disability organization

*Behavioral health

! See Regional Results section for detailed results on each of the five ADRC regions.
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Service area

Respondents were asked to describe the size of their service area. The majority reported their
service area as region/county (52%), followed by town/city only and statewide (28% and 20%,
respectively) (Table 2).

Table 2. Service area

Service area % (n)

Town/city only 28 (238)
Region/county 52 (443)
Statewide 20 (175)

Services related to behavioral health

In addition, respondents were asked if their organization provides a range of services related to
behavioral health, both “addiction specific’ and “mental health only.” They were also requested
to differentiate between services provided for consumers ages 18 and older and those designed
specifically for ages 55 and older. Of 858 respondents 213 skipped this question and were
removed from the denominator for this analysis. Across all service categories a greater
percentage of services were reported for ages 18+ than for 55 and older for both addiction
specific and mental health services (Table 3).

The four most frequently reported services for both age groups and both service types, in
slightly different order, were:

¢ Information and referral via telephone

¢ Individual counseling services

e Diagnostic screening and assessment

o Group counseling/support group services
Although older adults may be served as part of the “18+” category, this data strongly suggests

that mental health and addiction services designed specifically for them are lacking in every
category.



Table 3. Service categories by age group and type of service

Service Categories | Provide to Ages Designed Provide to Ages Designed

18 + Specifically for 18 + Specifically for
(Addiction Older Adults Age (Mental Health Older Adults Age
Specific) 55+ (Addiction Only) 55+
Specific) (Mental Health
Only)

N=645 N=645 N=645 N=645
% (n) % (n) % (n) % (n)

Advocacy/Policy 28 (178) 14 (92) 32 (208) 18 (115)

Development

Legal Assistance 13 (81) 6 (39) 14 (92) 8 (54)

Information & 43 (274) 25 (160) 48 (309) 29 (187)

Referral via

Telephone

Information & 20 (131) 12 (80) 22 (144) 14 (87)

Referral via Internet

Behavioral Health 32 (204) 16 (103) 36 (234) 20 (126)

Outreach

(brochures, PSAs,

ads etc.)

Behavioral Health 31 (201) 16 (102) 36 (233) 20 (128)

Education

(presentations,

classes,

workshops)

Individual 47 (294) 23 (145) 61 (396) 32 (207)

Counseling

Services

Group 41 (267) 19 (122) 48 (309) 23 (146)

Counseling/Support

Group Services

Federally 30 (192) 14 (89) 37 (240) 17 (107)

Recognized

Evidence Based

Interventions (i.e.

PEARLS, IMPACT,

CBT...)

In-Home 10 (65) 7 (44) 13 (86) 10 (63)

Counseling

Services

Diagnostic 43 (278) 23 (145) 51 (330) 29 (185)

Screening and

Assessment

Services to Non- 36 (234) 17 (112) 42 (273) 20 (129)

English Speaking

Populations

Peer - to - Peer 24 (157) 10 (66) 29 (188) 12 (75)

Support




Service Categories | Provide to Ages Designed Provide to Ages Designed
18 + Specifically for 18 + Specifically for
(Addiction Older Adults Age (Mental Health Older Adults Age
Specific) 55+ (Addiction Only) 55+
Specific) (Mental Health
Only)
N=645 N=645 N=645 N=645
% (n) % (n) % (n) % (n)
Peer - to - Peer 14 (93) 6 (38) 19 (120) 7 (43)
Support Training
Care Management 30 (194) 16 (100) 38 (246) 21 (136)
Tele-Counseling 8 (49) 5 (29) 10 (61) 7 (42)
(use of
telephone/video for
consultation)
Integrated Teams 20 (128) 12 (74) 25 (158) 14 (87)
of Behavioral
Health and Primary
Care Providers
Co-location of 15 (97) 7 (46) 19 (123) 8 (53)
Behavioral Health
and Primary Care
Providers
Supports for Family 23 (146) 13 (85) 32 (207) 20 (129)
Caregivers
In-Patient Services 20 (131) 10 (64) 22 (140) 11 (71)
Housing for 14 (93) 6 (41) 18 (114) 7 (43)
Consumers w/ Co-
Occurring Physical
& Mental Health
Conditions
Other Services 7 (42) 3(22) 7 (48) 6 (38)
(Please specify)

Three most significant barriers in accessing older adult behavioral health services

Respondents were asked for their opinion on the three most significant barriers faced by older
adults ages 55+ when trying to access behavioral health services. The most significant barrier
was lack of knowledge about available services (53%, n=321), followed by lack of transportation
(43%, n=263) and cost/limited or no health insurance coverage (36%, n=221) (Figure 4).

10




Figure 4. Three most significant barriers in accessing behavioral health services

® Three most significant barriers in accessing behavioral health services
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A 0
services 53%
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Lack of providers that accept insurance
Lack of qualified providers

Stigma

Fear/distrust

Limited physical mobility

Langauge or cultural differences

Other barriers

Limited hours of operation

Citizen/Immigration Status

Payment methods accepted for services

Respondents were asked to indicate which methods of payment their organization accepts for
services. Figure 5 shows that three-quarters of organizations (75%, n=441) reported they accept
Medicaid. This was followed by Medicare (65%, n=383), and private insurance (62%, n=363).
Forty percent (n=233) reported some services were free of charge. Seven percent (n=41)
reported other payment methods, such as cash, out of pocket, or credit card.
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Figure 5. Payment method

Medicaid 75%
Medicare

Private insurance

N/A - Services are free of charge

Other

Figure 6 shows a breakdown of payment method by organization. Of 858 respondents, 272 did
not check any payment method and were removed from the analysis. Organizations (i.e.,
Advocacy and Policy, Community-Based Disability, Community-Based Aging Disability,
Municipal, and Other) and “Other” payment types that had low response rates for this question
were also excluded from the analysis. Not surprisingly, respondents in primary care/specialty
care, institutional/nursing facilities, and hospital based organizations reported Medicare as the
most common payment method (96%, n=27, 93%, n=13, and 90%, n=64, respectively).
Medicaid was also a common payment method reported by respondents in institutional/nursing
facilities, community-based behavioral health organizations, primary care/specialty care medical
organizations, and hospital based organizations (93%, n=13, 89%, n=147, 89%, n=25, and 86%,
n=61, respectively). Private insurance payment method was most frequently reported by
respondents in primary care/specialty care medical organizations and home care direct service
agencies (93%, n=26 and 85%, n=17).

Figure 6. Payment method by type of organization

N/A - Service free of charge  m Medicare Medicaid Private insurance

_ 19% 62%
0

Community based aging organization 31%
19%

Community based BH* organization [ — 89%

27%
Hospital based organization 86%

0,
Primary care/specialty care medical T 96%

Home care direct service agency P 909%)

Institutional/nursing facility F—— 0304

State government | 77(y
41% 0

*Behavioral health
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Three most significant challenges in providing or making referrals to behavioral health
services

Figure 7 shows the three most significant challenges faced by agencies in providing or making
referrals to behavioral health services. The most frequently reported challenges were lack of
services to refer consumers to (56%, n=320), limited number of staff (34%, n=180), and limited
funding and/or funding restrictions (31%, n=170).

Figure 7. Three most significant challenges faced by agencies

® Three most significant challenges faced by agencies

Lack of services to refer consumers to

Limited number of staff

Limited funding and/or funding
restrictions

Consumer refusal of services

Limited knowledge of available resources
Consumer inability to afford services
Consumer non-adherence to treatment

Lack of training

Proscribed parameters of services,
regulations and/or internal agency...

Meeting needs of minority populations
Other challenges

Limited space, tools

Statewide Qualitative Results

Survey participants were asked to respond to three open-ended questions describing their
opinions on the following topics:

» Best practices used or observed in 1) providing behavioral health services to older
adults; 2) enabling referrals to such services; and/or 3) educating the public about such
services.

» Strengths of Connecticut’'s behavioral health system for older adults.

» Suggestions for improving behavioral health services for Connecticut’s older adult
population.
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Qualitative data from the open-ended survey questions were initially analyzed regionally and are
reported in the “Regional Results” section of this report. Outcomes from that analysis are
summarized and reported below for an overview of statewide qualitative results.

Statewide best practices

Best practices used or observed were for the most part fairly generic, and included the broad
categories of behavioral health services provided to older adults, enabling referrals to behavioral
health services, and educating the public about such services.

Providing behavioral health services to older adults

Respondents shared a wide range of best practices related to providing behavioral health
services, with Cognitive Behavioral Therapy (CBT) the most frequently mentioned therapeutic
practice (Table 4). Less frequently mentioned best practices included group therapy/counseling,
integrating services between behavioral health professionals and primary care physicians, case
management, outreach programs at senior centers, public education regarding older adult
services, and in-home services. In some cases, specific organizations were mentioned as
modeling best practices for older adult behavioral health (i.e., Bridgeport Hospital, Connecticut
Geriatric Society, Greenwich Hospital’s Center for Healthy Aging, Masonicare, Gatekeeper
Program).

Table 4. Best practices: Behavioral health services

Best practices

Cognitive behavioral therapy (CBT) Trauma Recovery and Empowerment
Model (TREM)

Group therapy/counseling (i.e., family Target Affect Regulation: Guide for

therapy, couples therapy, in-home Education and Therapy (TARGET)

counseling)

Integration of services between behavioral Trauma Informed Care
health professionals and primary care

physicians
Case management Motivational Interviewing
Outreach programs at senior centers Integrated dual disorder treatment

Screening, Brief Intervention and Referral to | Medication management
Treatment (SBIRT) Program

Dialectical Behavior Therapy (DBT) Geriatric providers

Eye Desensitization and Reprocessing Support groups

Therapy (EMDR)

Patient Health Questionnaire (PHQ-9) Awareness and education regarding older
adult services

Dialectical Behavioral Therapy (DBT) Advocacy

Integrated Dual Disorder Treatment (IDDT) | In-home based services

14



Enabling referrals to behavioral health services

Additional best practices focused on enabling referrals to behavioral health services. Most
frequently mentioned was the DMHAS WISE Program. Other programs mentioned included the
Behavioral Health Partnership (integrated behavioral health system for Medicaid recipients), and
Elderly Protective Services. Less frequently mentioned were interdisciplinary teamwork
referrals, referrals to community providers and services, implementing clinical team meetings
between collaborators on a regular basis, combating stigma related to mental health,

integrating primary and mental health care to increase referrals for older adults, and educating
providers about the best time to refer.

Educating the public about behavioral health services

Best practices in educating the public about behavioral health services included various types of
advertising (i.e., pamphlets, brochures, and the Internet) and group setting outreach (i.e., senior
centers, health fairs, workshops, education forums). Educational topics included mental health,
chronic illness, grief, loss, and stigma. Best practices also included education and outreach in
other languages, such as Spanish.

Statewide: Strengths

Respondents noted the strengths of particular programs and organizations, such as, the WISE
Program, Area Agencies on Aging, Gatekeeper Program, CT Home Care Program for Elders
(CHCPE), DMHAS wraparound supports, Senior Grant from DMHAS, and the CT Behavioral
Health Partnership (CTBHP). In more general ways, participants underscored staff training, care
management services, and education provided to consumers as additional strengths. Many
respondents mentioned the dedication of existing providers and specialists providing behavioral
health care to older adults (e.g., geriatric psychiatrists) as a strength. Other less frequently
mentioned strengths included awareness and recognition, communication and collaboration with
agencies and hospitals, the availability of inpatient, outpatient and community services, and
contributions made by medical schools and academic institutions.

Statewide: Weaknesses

While not asked specifically about weaknesses in the open-ended survey questions, many
respondents nevertheless offered their views on weaknesses of the behavioral health system.
The most frequently mentioned weaknesses were lack of well-trained or insufficient availability
of providers, limited resources, and poor insurance coverage. Less frequently mentioned
weaknesses included lack of awareness and education, and insufficient housing.

Statewide: Suggestions

Although a wide range of suggestions were mentioned, the primary suggestions focused on
awareness, access to services (i.e., age group specific services, in-home services, family
services, counseling), insurance coverage, education, geriatric providers, funding, and
integration of services. Less frequently mentioned suggestions included the need to reduce
stigma/discrimination, improve housing and placement, and provide better transportation
options.

15



Comparison: Community-Based Behavioral Health and All Other Organizations

The Workgroup requested an additional analysis comparing community-based behavioral health
organizations and all other organizations to determine if there were any differences between
them in the barriers, challenges, best practices, strengths, weaknesses and suggestions they
reported. The results of that analysis follow.

Five most significant barriers in accessing older adult behavioral health services:
Community-based behavioral health organizations and all other organizations

Workgroup members asked to explore barriers in accessing older adult behavioral health
services between community-based behavioral health organizations and all other organizations.
Four of the five most significant barriers reported by both groups were the same: lack of
knowledge about available services; lack of transportation; cost/limited or no health insurance
coverage; and stigma. Community behavioral health providers also mentioned lack of providers
that accept insurance, while other organizations mentioned lack of qualified providers (Table 5).

Table 5. Five most significant barriers in accessing older adult behavioral health services:
Community-based behavioral health and all other organizations

Rank Barriers: Number of Barriers: Number of
Community-based Responses | All other organizations | Responses
behavioral health

organizations N=325 N=533
1 Lack of knowledge 118 Lack of knowledge about 202
about available services available services
2 | Lack of transportation 115 Lack of transportation 148
3 | Lack of providers that 93 Cost/limited or no health 130
accept insurance insurance coverage
4 | Cost/limited or no health 90 Lack of qualified 120
insurance coverage providers
5 | Stigma 82 Stigma 102

Five most significant challenges faced by agencies in making referrals to behavioral
health services for older adults: Community-based behavioral health organizations and
all other organizations

Also explored between community-based behavioral health and all other organizations were the
challenges faced by agencies in making referrals to behavioral health services for older adults.
Three of the five most significant challenges reported by both groups were the same: lack of
services to refer consumers to; consumer inability to afford services; and limited knowledge of
available resources. The other top challenges mentioned by community behavioral health
organizations were limited number of staff and limited funding and/or funding restrictions.
Additional top five challenges mentioned by other organizations were consumer refusal of
service and consumer non-adherence to treatment (Table 6).
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Table 6. Five most significant challenges faced by agencies in making referrals to
behavioral health services for older adults

Rank Challenges: Number of Challenges: Number of
Community-based Responses | All other organizations | Responses
behavioral health

organizations N=325 N=533

1 Lack of services to refer 115 Lack of services to refer 194
consumers to consumers to

2 Limited number of staff 81 Consumer refusal of 119

service

3 Limited funding and/or 78 Limited knowledge of 102
funding restrictions available resources

4 | Consumer inability to 67 Consumer non- 95
afford services adherence to treatment

5 | Limited knowledge of 61 Consumer inability to 94
available resources afford services

Best practices: Community-based behavioral health organizations and all other
organizations

Providing behavioral health services to older adults

A comparison between community-based behavioral health organizations and all other
organizations shows they were mostly similar in opinions regarding best practices in providing
behavioral health services to older adults. Respondents in both types of organizations referred
to the benefits of therapeutic services, integration of services, and outreach. Respondents from
community-based behavioral health organizations, however, were much less likely than
respondents from other organizations to report on case management and to give examples of
organizations that provide behavioral health services to older adults.

Enabling referrals to behavioral health services

Responses for community-based behavioral health organizations and all other organizations
regarding referrals to behavioral health services were similar in referencing the importance of
teamwork referrals, referrals to community providers, efforts to combat stigma, integrating
primary and behavioral health to increase referrals, and educating providers about the best time
to refer. Differences between the organizations were present only in reference to implementing
clinical team meetings between collaborators with other organization respondents mentioning
this more than those in community-based behavioral health organizations.

Educating the public about behavioral health services

Responses for community-based behavioral health organizations and other organizations
regarding referrals to behavioral health services were also mostly similar regarding educating
the public about behavioral health services with the exception that respondents from other

17



organizations were more likely to mention the value of advertising and outreach in group
settings.

Strengths of CT’s behavioral health system: Community-based behavioral health
organizations and all other organizations

Responses for community-based behavioral health organizations and other organizations
regarding strengths of CT’s behavioral health system were similar with the exception that other
organizations more frequently reported the availability of inpatient, outpatient, and community
services as a strength.

Weaknesses of CT’s behavioral health system: Community-based behavioral health
organizations and all other organizations

Both types of organizations noted similar weaknesses, but community-based behavioral health
organizations were much more likely to report the lack of awareness and education regarding
behavioral health services.

Suggestions for improving behavioral health services: Community-based behavioral
health organizations and all other organizations

Both types of organizations made similar suggestions with the exception that other
organizations were more likely to suggest the need for greater access to services, more geriatric
providers, and better provision of transportation options.

Regional Results

In addition to statewide outcomes, data were analyzed by the five ADRC regions (Figure 8).

Figure 8. ADRC Regional Map of Connecticut

Service Area
Morth Central

. Eastemn

. Western
Southwestern

. South Central
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For the most part, regional differences were slight, and could be attributable to the “chain
sampling” process which did not ensure a random sample of providers and referral sources in all
regions. Nevertheless, a good cross-section of respondents from all five regions participated,
ranging from 14 percent of total participants in the Southwestern region to 28 percent in North
Central (Table 7). Persons interested in regional data on behavioral health resources and needs
of older adults can profit from reviewing this report section, and in particular the extensive
gualitative responses of participants from that region presented at the end of this report.

Regional responses by zip code of work location

The distribution of regional responses was determined using zip codes of respondents’ work
location. The highest percent of responses was from the North Central region (28%) followed by
the Eastern, Western, Southwestern, and South Central regions (27%, 16%, 15%, and 14%,
respectively) (Table 7). Region could not be determined for 12 respondents.

Table 7. Responses by region

Region % (n)
North Central 28 (233)
Eastern 27 (225)
Western 16 (137)
South Central 15 (126)
Southwestern 14 (125)
Total 100 (846)

Type of organization

Figures 8a and 8b show regional responses by type of organization. There were few significant
differences between regions. Although community-based behavioral health organizations were
selected most frequently in all regions of the state, they represent over half (52%, n=65) of
South Central region respondents and only about a third in North Central (32%, n=73).
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Figure 8a. Type of organization
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Figure 8b. Type of organization
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Service area

There were some significant differences between regions in the breadth of their service areas.
Although region/county was selected more frequently than town/city only or statewide in all
regions, more than two-thirds of respondents (68%, n=93) from Western reported region/county
as a service area, compared to less than half from North Central, Eastern and South Central.
More than a quarter of respondents from North Central and Eastern reported a statewide
service area compared to less than ten percent from Western and Southwestern (Figure 9).

21



Figure 9. Service area
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Services related to behavioral health

Respondents were asked if their organization provided any of 21 specific services related to
behavioral health, both “addiction specific” and “mental health only.” They were also asked to
indicate the target population covered (ages 18+ and/or 55+). Of 858 respondents, 213 skipped
this question and an additional 6 did not list any region. As a result, 219 were removed from the
denominator for this analysis. Results below are shown with a separate figure for each of the 21
service categories listed in the survey (see Figures 10 through 30.) As noted in the statewide
report section, services for persons age 18+ may include services to older adults, but those
marked “55+,” are specifically designed for that age group.

For every region and for most services, the major statewide finding remains true, that mental
health and addiction services designed specifically for older adults are found far less frequently
than those for all adults age 18+.
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Figure 10. Advocacy/Policy development
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Figure 11. Legal assistance
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Figure 12. Information and referral via telephone
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Figure 13. Information and referral via Internet
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Figure 14. Behavioral health outreach
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Figure 15. Behavioral health education
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Figure 16. Individual counseling services
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Figure 17. Group counseling/support group services
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Figure 18. Federally recognized evidence based interventions
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Figure 19. In-home counseling services
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Figure 20. Diagnostic screening and assessment
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Figure 21. Services to non-English speaking populations
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Figure 22. Peer-to-peer support
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Figure 23. Peer-to-peer support training
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Figure 24. Care management
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Figure 25. Tele-counseling
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Figure 26. Integrated teams of behavioral health and primary care providers
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Figure 27. Co-location of behavioral health and primary care providers
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Figure 28. Supports for family caregivers
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Figure 29. In-patient services
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Figure 30. Housing for consumers with co-occurring physical and mental health conditions
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Most significant barriers in accessing older adult behavioral health services

Figure 31 shows regional results for the most significant barriers in accessing older adult
behavioral health services. Lack of knowledge about available services was selected by the
greatest percentage of respondents in North Central (52%, n=81), Eastern (60%, n=95),
Western (46%, n=49), and South Central (46%, n=51). Lack of transportation was noted as the
most significant barrier in Southwestern (47%, n=45). There were some other variances
between regions. For example, Eastern (40%, n=63) was more likely to report lack of qualified
providers than other regions. Other significant barriers included lack of qualified providers,
cost/limited or no health insurance coverage, lack of providers that accept insurance, and
stigma. Barriers listed much less frequently are not included in Figure 31 (e.g., limited hours of
operation, fear/distrust, limited physical mobility, language or cultural differences, and
citizenship/immigration status).
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Figure 31. Most significant barriers in accessing older adult behavioral health services
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Payment methods accepted for services

Respondents in all regions indicated that Medicaid is the most commonly accepted payment
method, followed by Medicare and private insurance (Figure 32). There were no significant
differences between regions by payment method accepted for services. Regional analysis of
payment methods, however, is not particularly useful. More significant is the analysis of
payment method by type of organization. For that discussion, see Figure 6 in the Statewide
Results section of this report.
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Figure 32. Payment methods accepted for services
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Most significant challenges in providing or making referrals to behavioral health
services

Figure 33 shows the most significant challenges in providing or making referrals to behavioral
health services. Lack of services to refer consumers to was clearly the most significant
challenge for all regions. Other significant challenges included: limited humber of staff, limited
knowledge of available resources, limited funding and/or funding restrictions, consumer inability
to afford services, consumer non-adherence to treatment, and consumer refusal of services.
Variances between regions in these challenges were small. Barriers listed much less frequently
are not included in Figure 33 and include: Limited space, tools; lack of training; proscribed
parameters of services, regulations and/or internal agency scope limitations; and meeting needs
of minority populations.
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Figure 33. Most significant challenges in providing or making referrals
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Regional Qualitative Results

As noted in the statewide section of the report, three open-ended questions were asked in which
respondents were asked to share their opinions on the following:

» Best practices used or observed in 1) providing behavioral health services to older
adults; 2) enabling referrals to such services; and/or 3) educating the public about such
services.

» Strengths of Connecticut’s behavioral health system for older adults.

» Suggestions for improving behavioral health services for Connecticut’s older adult
population.

Qualitative results were analyzed by the five ADRC regions and are reported below. See the
Statewide section for a summary of common statewide themes.

Respondents shared a broad range of best practices as well as specific strengths, such as the
Working for Integration, Support, and Empowerment (WISE) program, Area Agencies on Aging,
DMHAS staff training, care management services, education provided to consumers, and the
commitment to providing services. Respondents also mentioned a number of general strengths
including: caring professionals, the many services available, teamwork, infrastructure and
programs at senior centers. Some respondents answering this question also pointed out that the
system has many challenges and weaknesses. Finally, many respondents listed their top
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suggestions for improving behavioral health services for Connecticut’s older adult population.
Suggestions focused on insurance coverage, education, transportation, providers, in-home
services, funding, and integration of services. All major themes are listed by region with
representative quotes to provide additional detail. Responses are listed according to frequency
mentioned with those mentioned most listed first.

North Central: Best practices

Providing behavioral health services to older adults

North Central respondents mentioned a variety of services and tools used to treat the older adult
population with behavioral health needs. The most frequently mentioned included: Cognitive
Behavioral Therapy (CBT), collaboration between geriatric psychiatry and primary care
providers, group therapy/counseling, and the Screening, Brief Intervention and Referral to
Treatment (SBIRT) Program. Less frequently mentioned were depression screening, family
therapy, couples therapy, in-home counseling, integrated dual disorder treatment, Dialectical
Behavior Therapy (DBT), Eye Desensitization and Reprocessing Therapy (EMDR), and
motivational interviewing.

We provide geriatric psychiatric treatment using a team of a psychiatrist and clinician so
that medication and therapy are combined with strong support to family through
education, particularly around dementia care. | also work for Elder Path LLC and provide
consultation, assessment, and care plan in the family or client's home.

The integrated geriatric medicine/geriatric psychiatry model appears to be the
most effective method for providing behavioral health services to older adults.

Group counseling meets the needs of many older adult clients since isolation is one of
the major problems faced by this population.

Provision of Intensive Outpatient Program and Partial Hospital Program (IOP/PHP)
services/tracks specifically tailored to meet the needs of older adults, addressing issues
of loss and grief, declining health and mobility, cognitive decline, life skills/self-care and
social stigma.

Enabling referrals to behavioral health services

The most frequently mentioned comments on referrals to behavioral health services were the
DMHAS WISE program and taking services to senior centers to then network within the
community. Less frequently mentioned were the Behavioral Health Partnership (integrated
behavioral health system for Medicaid recipients), interdisciplinary teamwork referrals, and
referrals to community providers and services.

Referred an elder to DMHAS WISE program, which provided intensive in-home services
(both mental health and medical). She was at risk of nursing home placement prior to
these services.

Behavioral Health Partnership (Integrated behavioral health system) is a great model for

those covered by Medicaid. DMHAS also has a nice services array for those who are
eligible.
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Using senior community health services to network with the behavioral health community
to address these needs and provide training and referral for their clients.

Closing the loop with clients on their referrals — that they actually got the service.

Interdisciplinary teamwork referral.
Educating the public about behavioral health services

Respondents in the North Central region most frequently mentioned the need for advertising
and group setting education to inform the public about behavioral health services for the older
adult population. Other less frequently mentioned ways to educate the public included: in-home
counseling, health fairs, cultural competency and education forums.
» Advertising

Outreach to this demographic with presentations that are simple to understand and

materials/ brochures that are simple to read, have large print and pictures and offered in

other languages, reflecting cultural competence.

Community-based education. Creating flyers/brochures with list of resources available to
them in the community.

Having information in center, on bulletin board and publicized about resources available
to older adults with mental health and/or substance use/abuse issues.

Literature and internet resources.
Having promotional/educational materials available in seniors' languages, using media
(i.e., cultural radio stations) used by seniors, partnerships with local senior centers to
identify seniors in need of behavioral health services.
Cultural competency, particularly for Asian and Latino clients [Culturally and
Linguistically Appropriate Services — CLAS — in Health and HealthCare].
Integrated approach or emphasizing the strong connection between physical health and
mental health.

» Group setting education

Providing education or services in a group setting where the seniors are actually located
to increase participation and reduce stigma.

Integration of behavioral health needs into community-based settings (i.e., support
groups at senior center, education forums at library, etc.).

Creating more support groups for older adults.
Peer support program to allow them to socialize/have someone to talk too.

Presentations to community agencies.
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Geriatric depression screening tool education through health fairs and coordinated
services through senior centers. Available in both English and Spanish.

North Central: Strengths of Connecticut’s behavioral health system

The most frequently mentioned strengths by North Central respondents were existing providers
and specialists who are dedicated to the older adult population and behavioral health issues, the
awareness of need to improve services/resources, and insurance coverage. Other mentioned
strengths included advocacy, the availability of senior centers, integrative behavioral health
care, and the value placed on cultural competency.

» Providers and specialists dedicated to the older adult population and behavioral health
issues

Providers willing to advocate and speak to consumer needs.
Caring providers who are willing to cross-refer and support each other.

Knowledge of the areas where your consumers live for other supports and services that
are available.

Many skilled specialty providers.
Experienced clinicians.

Primary care physicians who are trained in the psychological needs of older adults. 55+
programs provided by the State.

» Awareness of need to improve services
Awareness of need.
Recognizing that there is a significant lack of services and resources.
People are starting to look into the needs of older adults.
Desire to improve.
» Insurance coverage
There are many options for publicly insured individuals.
This care is covered by insurance.

Access to insurance for underemployed adults and adults without children.
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North Central: Weaknesses of Connecticut’s behavioral health system

Many North Central respondents underscored weaknesses in Connecticut’'s behavioral health
system including lack of well-trained or insufficient availability of providers, limited resources,
and poor insurance coverage.
» Lack of strengths in general
| do not find that a strong system for behavioral health exists for older adults in CT.
There are not too many strengths for behavioral health system for older adults.
Not enough [strength] to be the sole source of care for a blooming aging population.
» Lack of well-trained or insufficient availability of providers
There are insufficient providers and difficult for elders to get to them
There are very few providers available to do home visits.
Unfortunately, there just are not enough of the ‘good' providers out there.
| venture to say the general population knows very little about behavioral health support
for older adults. Their primary care provider is their best contact, but many individuals
don't consider their primary a source of information. The Regional Mental Health Boards
are critical to keeping government aware of grass roots needs.
| can't say because | don't really know of any behavioral health services that specifically
target older adults except for an older adult’s addiction group that Wheeler Clinic
operates in Manchester.
» Limited resources
| think that the services for this population are rather weak. Many of them have so many
financial problems, and very limited resources that can help solve some of the older adult

main problems.

We serve Limited English people and have found few appropriate services that meet
their needs.

| don't think that CT has a strong behavioral health system. Often times there are not
enough spaces for a senior that needs help or it is very difficult to have them assessed
and meet the criteria for hospitalization.

Lack of transportation and long waiting times for appointments.

Programs that come to the seniors as access is limited.

> Poor insurance coverage

Reimbursement rate is terrible.
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The only way for anyone to receive quality mental health services in CT is to pay for it
yourself. | realize this is not an option for most people. Medicare, and private insurance
companies have unrealistic expectations of the time frames needed to effect change.

| don't understand why Medicare is not allowed to panel Licensed Professional
Counselors. | would imagine that there would be many more providers to help individuals
in the 55+ age bracket. We have recently brought on three new patients: 60-75 age
range, all three former professionals working high level positions. In general about 40%
of our population is 55+. Two with Medicare insurance, which we cannot bill not even
submit a claim, in order to be processed by their supplemental insurance! We accept
Medicare D now, and we have been able to help more people.

We will see if Access Health CT improves service access.

North Central: Suggestions for improving behavioral health services

The most frequently mentioned suggestions by North Central respondents were the need for
better insurance coverage, education for providers and the public, outreach to the community,
transportation, increase geriatric providers, in-home services, funding, and integration of
services. Less frequently mentioned suggestions included the need to reduce
stigma/discrimination and improve housing and placement.

>

Insurance coverage

Medicare needs to be able to increase payment at least at the level of cost of living to
keep professionals in the field accepting Medicare payment, this is also true of Medicaid.

Increase Medicaid coverage of the services/ facilitate practitioners accepting Medicaid or
Medicare/Medicaid.

Seniors need more psychiatrists who will take Medicare.

More providers taking managed Medicare w/out excessive co-pays on a daily basis for
Intensive Outpatient Program.

Increase the reimbursement rates for all behavioral health services. As a state, advocate
to expand the licensed providers who can bill for behavioral health services provided to
consumers with Medicare health insurance (i.e., Licensed Professional Counselors).
Make insurance companies provide parity in mental health services. While the statutes
say physical and mental health services should be provided at the same level, this never
happens. Perhaps the insurance commissioner should oversee this.

Educate providers

Educate the professionals who are dealing first hand with this population.

Provide training to more providers in identifying, to accept and treat older adults with
behavioral problems.
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Educate primary care physicians about mental health services for older adults.

More education/training for providers on how to successfully work with this population
and navigate the system to ensure they get the adequate services they need.

Educating community physicians and families.

Education on preventive care--enhanced training of care providers.

Train counselors on aging processes.

Increase awareness about available resources.

Educate the public

Educating older adults and the service system about the developmentally unique
features of older adulthood and more specifically the manifestation of behavioral health

and addiction in this age group.

Offer ongoing education programs in elderly and disabled housing locations to talk about
mental health topics, life changes.

Providing more education to the public as to signs we should look for.

Provide opportunities/trainings/incentives to incorporate screenings and consumer
education into every day practice across multiple sites and settings.

Implementing services to teach older adults how to use social media to stay connected
but to stay safe.

Outreach
Provide more outreach to the public on the different programs that are available.
Develop a database of services that is user-friendly for older adults and their families.

A directory of which providers specialize in both psychiatric gerontology and accept
Medicare.

Have one point of access with a detailed directory listing specific programs/services
geared towards older adults.

Transportation

Consider the transportation needs of older adults, specifically those that don't live in
areas where public transportation is provided.

Enhanced public transportation for medical appointments.

Transportation needed at low cost to consumer.
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Access to transportation improved quality of neighborhoods improved and availability of
quality services in neighborhoods (i.e., grocery stores, plowing).

Transportation to meet the needs of the population in order to receive services, goods,
and socialization is key.

Increase providers

Need more clinicians trained in gerontology.

Develop larger network of providers specifically trained to work with this population.
Need for increased numbers of geriatric psychiatrists.

Facilitate practitioners specializing in treating older adults.

Culturally sensitive providers (able to communicate and understand various cultures).
In-home services

Lack of in-home services, many clients unable to leave home with ease. Many in-home
services for mental health do not have clinicians of varying languages. Increase in-home
services for the most difficult of behavioral health population.

Permit in-home services for behavioral health.

In-home behavioral health visits by prescribing professional would support clients who
are unable physically to go to behavioral health appointment.

Increase Funding
Address policies that limit collaboration and funding for needed services.

With our state's rapidly aging Baby Boomer population, the num