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FORUM ON MENTAL HEALTH AND THE AGING

THURSDAY, JULY 15, 1993

U.S. SENATE,
SPECIAL COMMITTEE ON AGING,
Washington, DC.

The forum was convened, Eursuant to notice, at 10 a.m. in room
562, Dirksen Senate Office Building, Hon. David Pryor (Chairman
of the Committee) presiding.

Present: Senators Pryor, Cohen, Simpson, and Wellstone.

OPENING STATEMENT BY SENATOR WILLIAM COHEN

Senator COHEN. Ladies and gentlemen, would you please take
your seats. This is not a Republican coup attempt to take over this
groceeding in the absence of Senator Pryor. I believe he will be

ere momentarily, but in view of the fact that we have Mrs. Gore
with us today, we thought we would try to start as reasonably close
to on time as we could.

I want to welcome all of you and thank you for attending this
morning’s forum. The focus of course is going to be on the mental
health needs of our Nation’s elderly. I am particularly pleased that
Tipper Gore has been able to join us. She has been a valiant cru-
sader on behalf of millions of Americans with mental illness and
their families, and we are very fortunate to have her with us today.

One of the most daunting challenges that faces our public health
system is how we are going to finance and improve the quality of
care for the millions of Americans with severe, disabling mental
disorders that can devastate not only their lives, but the lives of
their families as well. The experts estimate that one in five Ameri-
cans are going to suffer from mental illness at some point in their
lives, as many as 40 million people in any given year. Equally dis-
turbing are the statistics that reflect the prevalence of mental ill-
ness in our Nation’s elderly. Some 15 percent of Americans over
the age of 65 suffer from significant mental health problems and
an estimated 80 percent of the elderly persons in nursing homes
have some deg:;e of mental impairment. Particularly alarming is
the fact that ericans over 65 are more likely to commit suicide
than any other age group.

The most prevalent mental disorder afflicting older people is de-
pression. Ironically, while recent advances have been made, depres-
gion is an eminently treatable disorder, only a minority of elderly
depressed individuals are receiving adequate treatment. And more
disturbing is the fact that the vast majority of the depressed elder-
ly don’t even bother to seek help. Most simply accept their feelin
of profound sadness and they don’t realize that they are clinically

(6}



2

depressed. And many of those who do seek help are often
underdiagnosed or misdiagnosed, leading the National Institute of
Mental Health to estimate that 60 percent of depressed older
Americans are not receiving the treatment they need, placing them
at increased risk of disability, even suicide.

With the onset of old age we face a number of what some might
term necessary losses. We start losing loved ones, we may lose a
spouse, we start losing physical strength and incuring a number of
physical impairments, all of which tends to add to the stress that
can lead to depression and mental impairment. Another component
of this is that not only as the individual is suffering from this type
of impairment, but the people who he or she relies upon, the family
members, also may be reaching a stage in life where they are un-
dergoing tremendous stress or impairments, physical or mental,
causing them fo accelerate their own level of decline. So if this is
left untreated, then serious mental illness cannot only be disabling
but life threatening.

I would like to ti'lust: offer you one quote before yielding to this
wonderful panel that we have here. I am actually conducting a
mini filibuster until Senator Pryor gets here.

And it is one that even Democrats would support, I might add.
A very positive filibuster. Vincent Van Gogh once wrote a letter to
his brother Theo and he said in that letter, “As for me, you must
know that I shouldn’t precisely have chosen madness if there were
any other choice. What consoles me is that I am beginning to con-
sider madness as an illness like any other and I accept it as such.”
Modern science has since confirmed Van Gogh’s intuitive under-
standing of his own disease and the research now shows that many
severe mental illnesses are biologically based. They are treatable
disorders of the brain, and it is therefore time to put an end to dis-
criminatory health care coverage policies.

I don’t see Sehator Pryor on the horizon, but let me just add one
final note before yielding to Mrs. Gore. We are about, hopefully, to
receive the President’s recommendation for health care reform in

this country. It has been delayed from May to now and hogefully

we will see it in September. There are a variety of reasons for the
delay no doubt, some budgetary, some perhaps political, some sim-
ply because of the complexity of the issue involved. Nonetheless, I
think that this is one area where we cannot afford to try to strike
partisan positions. The health care reform effort underway must
and should enjoy bipartisan support, and one element of that has
to be the inclusion of some kind of coverage for serious mental
health illness. That is something that Senator Domenici and others
on our side and myself are going to work very hard to include. I
know it is a subject that Mrs. Gore is working with Mrs. Clinton
and the President to see to it that becomes part of the administra-
tion’s recommendation.

So with that, I am announcing the end of my filibuster. I am
going to read what Senator Pryor has prepared for an introduction
or Mrs. Gore. I will read that now and then I am going to yield
the floor to her so she can address you.

Mrs. Tipper Gore, who served as a mental health advisor to the
President’s Task Force on Health Care Reform, has a long-standing
involvement with mental health issues. She is committed to help-
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ing develop a health care system that includes affordable, high
quality mental health care. Mrs. Gore is the founder of the Ten-
nessee Voices for Children which is a coalition to promote the de-
velopment of services for children with mental health problems.
She is also a co-founder of the National Mental Health Association.
Mrs. Gore has both her undergraduate and graduate degrees in
psychology—I hope you are not analyzing the speaker as we pro-
ceed at this moment.

And so she brings not only an interest and commitment to these
issues, but a great deal of expertise.

So we are indeed deeply honored to have Mrs. Gore with us
today. I now yield the floor to her.

Welcome and thank you.

STATEMENT OF TIPPER GORE, KEYNOTE SPEAKER

Mrs. GORE. Thank you, Senator Cohen. It is very interesting that
we would view each other a little suspiciously because of our inter-
ests. He is worried that I might be analyzing him and I told him
that we had just moved into the Naval Observatory and I said
we’re going to look forward to your coming over. And he said, “Yes,
and I may set my next novel ‘Murder in the Vice President’s Man-
sion’”.

But thank you very much for the introduction and most espe-
cially for conducting this forum and for talking about all the rea-
sons that it is so extremely important. It is important in terms of
health care reform, in terms of mental health coverage in health
care reform, and I am delighted to be here and I am delighted that
you and the Committee members and the Coalition have chosen to
focus on the discussion of mental health and the elderly as an im-
portant subset of mental health care.

The Special Committee on Aging has always had—always had—
a receptive ear for mental health issues and the elderly, and for
that you are to be commended. As you were making your remarks
about the importance of this issue and how it affects older Ameri-
cans, I was reminiscing about one of our family stories that my
mother-in-law, Pauline Gore, tells to the grandchildren that was
about her mother. As her mother got older, one of the grand-
children once said to her, “Tell us about what life used to be and
then tell us what is it you miss the most.” And she paused a
minute and she said, “Well I miss my mind.” So that is a little bit
funny but then again it isn’t funny because it speaks to some of
the issues that affect the elderly and it speaks to the pain. I kept
thinking how would I feel if I had to say that to my grandchild.
So I congratulate you on your wisdom and your willingness to ad-
dress this very important area.

In our great country we have 8,000 people who celebrate their
65th birthday every year. And between the years 2010 and 2030
the number of people over age 65, which will include the Vice
President and myself and of course you all, will increase by 73 per-
cent, that is a huge number, while the population under age 65 will
decrease by about 3 percent. So it is obviously a time to think, to
capitalize on the tremendous assets of all elderly Americans and
we must make productive aging a national priority. It is certainly
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something that is in our interest, not to mention the fact that it
is the right thing to do for our older constituents now.

For millions of our Nation’s elderly the greatest threat to their
health and quality of life and well-being may not be cancer or heart
disease, but instead, as Senator Cohen alluded to earlier—depres-
sion, anxiety, loneliness, poverty, and a lack of accessible, afford-
able health care. Like many other health disorders, these emotional
difficulties are fraught with pain and isolation and often lead to de-
structive behaviors and in some cases can even be fatal. I know Dr.
Robert Butler and others have written about sort of chronic suicide
of older people who just slowly give up. Yet because of the stigma
that has long been associated with mental illness in our society,
these health problems go untreated and undetected. The elderly
are particularly subject to under-treatment because they often ex-
perience the limited accessibility to affordable health care.

And further complicating health treatment for the elderly is the
prevalence of co-existing physical and mental illnesses which often
goes unrecognized. As a result, attention may be focused on the
physical ailments without regard for contributing emotional factors.
So correcting the underlying misperceptions regarding mental ill-
ness and mental health care is critical in eliminating the stigma
and increasing the delivery of quality care.

I can remember in Tennessee one of my friends who was a thera-
pist just lived next door to an elderly man. He had lost his wife
and just one day over the hedge he started talking to her about the
fact that he just didn’t have any energy anymore and he was fa-
tigued. She thought, well, it really sounds like he is depressed. He
was in his 80’s. So she suggested to him that he might be de-
pressed, and that it was very simple if he got the right diagnosis
that with a certain medication he would be feeling better. He went
ahead and went to the doctor and 2 weeks later he leaned over the
hedge and said “Thank you so much. This has made all the dif-
ference. It turns out I was depressed.”

Most elderly persons do lead full and productive lives. I have to
quote one of our more famous elderly people in America, George
Burns. He once said, “Retire? That’s ridiculous. What it does for
you is to have something to get up for in the morning.” Unfortu-
nately, a significant portion of our elderly, really estimated at be-
tween 10 percent and 25 percent in a given year, have mental
health problems that compromise their ability to be productive.
Again, these include depression, suicide, alcohol abuse, and demen-
tia.

Much progress has been made regarding the treatment of elderly
persons experiencing mental health problems which enables them
to lead vital and satisfying lives. Research in this area is to be
credited. Research has yielded a great deal of agreement regarding
the diagnosis and treatment of many disorders. However, continued
research is necessary to explore those mental health issues unique
to the elderly as they process all kinds of medications differently,
and that is something that we've learned recently. For example, it
is imperative that we understand the complex interrelationships
between physical and mental illnesses in order to develop effective
interventions. And exploring ways to help older Americans effec-
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tively cope with loss, as Senator Cohen mentioned, treat existing
diseases and prevent future illnesses is also necessary.

Emphasizing the implementation of home and community-based
care options tailored to the needs of the elderly is absolutely essen-
tial. And finding ways to train both formal and informal caregivers
to respond to the unique needs of the elderly in a sensitive and ap-
propriate manner is also critical. The precious assets of older
Americans warrant the discovery of ways to capture and renew and
keep going their unique talents.

I look forward to hearing today’s panel discussion and to learning
more about the current advances and the status of where we are
in treating our elderly and where we need to think about going.
With continued support and advocacy from members of the Com-
mittee and the Coalition, I have great hope that the mental health
needs of all Americans, and especially our Nation’s elderly, will be
met with the compassion and respect that they deserve.

Thank you very much for the opportunity to be here with you.

STATEMENT OF SENATOR DAVID PRYOR, CHAIRMAN

The CHAIRMAN. This just goes to show that this is a bipartisan,
nonpartisan Committee. I was late and I understand Senator
Cohen made a remarkable introduction of Mrs. Gore. We are very
appreciative of that. I have often said that Senator Cohen is not
only one of our finest Members of the Senate, he is one of the great
introducers of the Senate. We do appreciate him and of course sec-
ond to none is our colleague, Senator Alan Simpson of Wyoming.

If I might, I would just like to take a moment to personally wel-
come Mrs. Gore to our forum this morning. Some people, Mrs.
Gore, sometimes call this a workshop; this is a little larger than
a workshop. But it is not a hearing. Many times in this Committee
we feel that in a hearing that the setting is too formal, that we get
up and read opening statements, and then we call witnesses up
and they have their statements, we ask a few questions, they are
excused. So we want to have more participation and so we came
up with the concept of the workshop, which is a smaller group, the
forum, which is a little larger group, as alternatives to what they
call the formalized hearing.

When we thought about having a forum relative to mental health
and the elderly, the very first person that came to our mind was
the wife of the Vice President, Mrs. Albert Gore, to see if it might
be possible that she could give a few moments of her busy schedule
to come and participate with us, share her thoughts, and also to
listen to others as we proceed during the morning forum. We are
so indebted to you, Tipper, for giving of your time so generously
and of your staff in helping us make this forum possible and cer-
tainly making this, I truly believe, a real success.

Senator Simpson, I don’t know if you are aware but Mrs. Gore
has her undergraduate degree in psychology. She has her graduate
degree in psychology. I think that is a perfect combination for a
politician’s wife, psychologg.

I think that this really helps prepare her to help our Vice Presi-
dent as he proceeds during the next 3% years about his very im-
portant duties.
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We have assembled an outstanding panel this morning. We have,
as one of our moderators Nancy Coleman. Nancy, is the chair-
person of the Coalition on Mental Health and Aging, and is from
the Commission on Legal Problems of the Elderly at the American
Bar Association.

Dr. Barry Lebowitz is the Chief of Mental Disorders of The %i.ng
Research Branch of the National Institute of Mental Health. He is
also an adjunct professor in the department of psychiatry, George-
town University School of Medicine. We welcome him today.

Joining our group is Dr. Larry Rickards. He is director of inter-

overnmental initiatives—not relations but initiatives—in the
ealth and Human Services Department, the Center for Mental
Health Services and Homeless Programs section.

We are very excited not only to have you as our moderators, but
to have you, Mrs. Gore, as our special guest and garticipant and
also to have our good friend and colleague Senator Simpson of Wy-
oming who I am going to introduce at this time and then we will
yield to our panel to begin our program.

Senator Simpson of Wyoming.

STATEMENT OF SENATOR ALAN K. SIMPSON

Senator SIMPSON. Mr. Chairman, I thank you very much. You
and I came here together to this place. I do know Mrs. Gore, indeed
I do. She and my wife Ann have been deeply involved in this issue
of mental health, the Alliance for the Mentally Ill. Tipper was fine
enough and generous enough to come to Wyoming to my home
town of Cody and she and Ann participated in the most extraor-
dinary event which still is being discussed and talked about in the
most positive ways out in Wyoming. You made a special effort to
do that and I so admire you, you know that. I've told you privately
and I've told you publicly you are an extraordinary woman. I do so
appreciate what you do. If anyone that knows Dave Pryor and Al

re and Al Simpson, they would know very well that without Bar-
bara Pryor and Tipper Gore and Ann Simpson we would be wan-
dering in the wilderness. .

And so I do admire that. You are very supportive to us and you
are very authentic and sincere in your work. We have tough prob-
lems. The First Lady is suggestinincoverage of severe mental ill-
ness. What is that? And then we know that the illness of mental
illness leads to ph%sical illness. No way to e%uate that as we deal
with health care. But wherever we're headed, it is good to know
that you are there in the forefront of it. I am very pleased to see
this forum and thank the Chairman and Bill Cohen for that. I have
been on this Committee and we do good things. We can't legislate
but we listen and we do good things. I thank you so much.

The CHAIRMAN. Thank you, Alan, very much.

Let me also rise on a point of personal privilege. When we are
talking about staff and support, we could not run this place with-
out the wonderful staff that we have and the Special Committee on
Aging in the Senate is very fortunate to have a new staff director,
Theresa Forster. Theresa, would you please stand. I know that
many of you know Theresa. Theresa started with the Aging Com-
mittee back in the 1970’s in the mail room.

I did not say travel office, now, I said mail room.
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She has been on our staff, my personal staff, she has been out
in the real world working with some of the fine organizations that
have been supportive of our efforts here, and last month she joined
us as staff director after Portia Mittelman, our then staff director,
was hired by Donna Shalala in the Department of Health and
Human Services. We hated to see her leave but we are very proud
to have Theresa back with us in this capacity.

Now, I think I am going to turn our program over to Nancy and
we will start from there. Soon, I will sort of evaporate but I am
going to sit rliiht back here and listen for a few minutes.

Nancy, would you like to take over.

STATEMENT OF NANCY COLEMAN, FORUM MODERATOR

Ms. COLEMAN. Thank you Senator Pryor. I would like to com-
mend the Senate Special Committee on Aging for holding this
forum on mental health and aging today. We are going to be some-
what informal today. The goals for today’s forum are to explore the
needs of the elderly for mental health services. The appropriate-
ness of today’s treatment modalities, and to come to some under-
standing as to how those are paid for. Dr. Barry Lebowitz, who is
at NIMH and who has written a great deal on the subject of today’s
forum is going to start off with a few comments and then we are
going to ask our first panel to join us. We hope that there is an
op(fortunity to have questions with all of the participants here
today.

Dr. Lebowitz.

STATEMENT OF BARRY LEBOWITZ, CHIEF OF THE MENTAL
DISORDERS OF THE AGING RESEARCH BRANCH, NATIONAL
INSTITUTE OF MENTAL HEALTH

Mr. LEBOWITZ. Thank you, Mr. Chairman, Senator Simpson, Mrs.
Gore. It is a great privilege and honor to be here. I see that there
are a number of younger people in the audience so let me remind
you of a little history, and that is that more than 20 years ago this
Committee under the leadership of its chairman, the late Frank
Church of Idaho, issued a series of reports on the mental health of
older Americans that really set the agenda for us and called for a
greater national attention to these important issues.

I am pleased to say that in the more than 20 years since those
reports there has been tremendous, tremendous development. We
have seen a major field of specialization emerge, one that attracts
the best of contemporary science, education, and clinical practice.
Research centers focusing on the mental disorders of older persons
are established all over the country. Textbooks, specialized journals
and scientific societies, all indicators of a major field of endeavor
have been established.

The period has also seen remarkable stability. In 1974, the first
national program on mental health and aging was established at
the National Institute of Mental Health. Since that time there have
been two directors of that program, Dr. Cohen who established the
Erogram, and myself, and we'’re both on your f)rogram today. So we

1f::{)elhgrowth, we have change, we have development and we have
stability.
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Now what do we know? We know that mental disorders are wide-
sgread among older persons. Of the 32 million older Americans,
about 4 million suffer from dementing disorders, about 5 million
suffer from serious and persistent symptoms of depression, another
million suffer from major depressive disorder. Prevalence is par-
ticularly high in nursing homes and other residential care facilities
where more than 2 of every 3 of the 1.5 million residents of nursing
homes have diagnosable mental disorder. These mental disorders
are serious public health concerns. It is not normal to be depressed,
it is not normal to be sick. These are illnesses that can be recog-
nized with diagnostic procedures that have been as well-validated
as any other area of medicine so that we can accurately recognize
these disorders and initiate treatment.

The treatments for these disorders are available, safe, and effec-
tive. The data on the efficacy of treatment for mental disorders has
transformed the debate on health care reform in this country. And
under Mrs. Gore’s leadership, we have squarely put mental dis-
orders at the center of tgolicy development in health care reform.

But the basic data is that we can be as effective in the treatment
of mental disorders as any other area of medicine; in fact, in many
areas we are more successful with the results of randomized con-
trolled clinical trials, not clinical impression, not opinions, not best
1r_:ractice, but randomized controlled clinical trials. But what we

ave learned is that a mental illness is not like a bout of the flu,
that when you treat it it goes away. Like diabetes, arthritis, and
other common disorders of older people, mental disorders are
chronic, recurring, require lorlxj-term treatments accompanied by
life stlylrle changes and commonly by environmental manipulations
as well.

Well where do we go from here? We expand the notion of long-
term treatment. We focus more on these complex co-morbidities
and co-existing physical and mental illnesses. We derive what we
can from the important developments in basic science that are
emerging from the Decade of the Brain and other international ini-
tiatives. And we follow the dictum of Dr. Koop, our former Surgeon
General, who warns us that inadequate attention to biomedical re-
search is dangerous for all our health.

Thank you.

[The prepared statement of Mr. Lebowitz follows:]
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Research to discover the causes of and to
elucidate treatrents for mental disor-
ders in the elderiy began to flourish only
in the past 10-15 years. Prior to that
time, the scientific community evidenced
remarkably little interest in the study of
behavioral and hiatric disorders
that are associated with growing old or
being old. Thus, the knowledge base a
decade ago reilected more ignorance
than understanding.

Although the public and scientists alike
always hope for dramatic “research

breakthroughs,” the of develop-
ing new u‘l’:"ntiﬂc modgo ulul.lry
comes in slow staps. These steps may be

divided into three phases: recognition,
association, and
refers to the process of ly defining

the subject under study, beginning to
separate it from other disorders l‘n a
predictable or repeatsble fashion, and
appreciating the influences that con-
found or ol subject’s distinction
from other disorders. Aasociation in-
volves systemarically the occur-
oy i i o
ently rela [ ological,
soelul’.' or biological features. Thnml)b-
covery step allows scientists to discern
“cause and effuct,” “specific treatment,”
and, finally, “cure.”

Research involving the major mental
disorders of aging and old age has made
substantial progress along the contin.
uam ofrxzeo ition, uﬁs:h on, and dis-
covery. e same time, investigators
hn?:{ogun to elucidate the factors. that
got:ribut;: to sustained m:lt;tallhealth

urin, ; process, the ultimate
goal o’dl inmnﬁom in this field.
Four major classes of mental disorders
account for the ority of illness,
ability, and health care costs among
older patients: dementia, delirium,
mood disorder, and psychosis. While
9tho}:' mental eongil:i&m .e: also pnunrz
in the aging on, the greatest ef-
fort in mntpoyzcu has been devoted to
the investigation of these most severs
and debilitating problems.

Dementia

Perhaps the most significant progress
has come in the ltu% of dementing dis-
orders, particularl imer's disease.

to understand the many behavioral
symptoms that mmmy_ the character-
istic progressive dec in intellectual
abilities associated with the disorder.



Indeed. while still not a curable illness.
Alzheimer's disease is now more readily
diagnosed and treated. Behavioral
symptoms associated with Alzheimer's
(e.g.. depression, psychosis or agitation)
often can be controlled effectively by
psychotherapy and/or pharmacological
means. When these symptoms are man-
aged. individual patients may experi-
ence functional improvement, particu-
larly in the early stages of this form of
dementia.

The process of identifying neurobiologi-
cal and neuropathological associations
with Alzheimer's disease began to gather
momentum during the late 1970s and
has reached a fever pitch during the past
five years. In that time, investigators
have delineated more carefully the neu-
ropathological and neurochemical defi-
cits that result from the inevitable brain
degeneration that occurs in this disorder.
Not too long ago, it was impossible to
study the Alzheimer’s brain in living pa-
tients. Today, highly sophisticated stud-
ies, using equipment able to visualize the
living brain, have allowed researchers to
define the sites of defective physiological
function.

Most important, a small, but growing
up of scientists have been working to
etermine the genetic nature of familial
Alzheimer's disease. At least two ge-
netic (chromosomal) markers have been
tied to the occurrence of Alzheimer's dis-
ease in specific target families. Althou
what has been identified are not the
“Alzheimer's gene,” their proximity to
the defective gene sites provides sub-
stantial hope that investigators will
soon move from the phase of association
to discovery itself. I[dentification of spe-
cific genetic abnormalities may eventu-
ally allow scientists to develop specific
therapies or cures. It is probable that
there are several different kinds of bio-
logical defects that lead to the expres-
sion of this dementing disorder; ulti-
mately, a distinct therapy may be devel-
oped for each defect. Work already is
underway to develop specific medica-
tions that will delay or reverse the dis-
ease's progression and minimize its spe-
cific intellectual symptoms.

Delirium

Of the major mental disorders associ-
ated with aging, delirium is among the
most poorly recognized, despite its fre-
quency. Delirium is a disturbance of con-
sciousness, typically reflected by an in-
ability to focus or shift attention.
Scientists have confirmed that delirium
reflects a fundamental disorder of brain
functioning. A patient with delirium
often looks confused or intoxicated.
Large numbers of older patients encoun-
tered in medical and surgical settings
suffer from delirium; too often, delirious
patients in nursing homes %o unrecog-
nized. The last decade has brought an
increasing understanding of the impact
of delirium on patients’ future well-being.
It is a powerful predictor of increased
mortality among hospitalized individu-
als. However, it is one of the least well
studied disorders, perhaps because it oc-
curs in association with so many differ-
ent diseases. Indeed, delirium is a final
pathway through which many diseases
express themselves. Discerning these
underlying disorders and understanding
how each [eads to delirium, are central to
the scientific challenge ahead.

Mood Disorders - Depression

Mood disorders are among the most
common afflictions for individuals in all
age groupe in our society. However, with

atients of increasing age, mental

ealth professionals and primary care
providers are confronted with an evolv-
ing clinical picture, in which mood disor-
ders appear to manifest in a greater va-
riety of forms. Thus, older individuals
may have subtle disturbances, reflected
in loss of energy, diminished interest, or
withdrawal from social activities. At the
same time, they may fail to express
primary complaints of “sadness.”
“depression,” or “feeling blue." Even
when older adults exhibit the standard

features of clinical depression found in
younger individuals, recognition of mood
disturbances are often confounded e!:iy
the increasing occurrence of chronic med-
ical illnesses and nagging physical limi-
tations. Too often, clinicians will pass




off mood disorders as “understandable,”
in light of an older person’s physical dis-
abilities, even though available thera-
peutic tools could be used effectively to
treat identified mood disorders. us,
clinical recogniiion of depression and
other mood disorders is often incomplete,
even though the symptoms and problems
are now well known.

As research has progressed through the
recognition phasa in the study of mood
disorders, the association phase already
has begun. In the past few years, re-
search investigations have suggested
that some older people with depression
have definable sbnormalities of sleep;
recent work, using new neuroi
methods to examine the living brain, has
roduced evidence of cerebr: patholo‘ﬁ

areful clinical research points to
Freunee of previously undetected intel-
ectual abnormalities. These, too, impli-
cate a possible cerebral basis for the

ptoms of depression and other mood

isorders. For example, recent work in-
vestigating the occurrence of clinical de-
pression among patients luﬂ‘orin: from
dementia suggests that mood distur-
bance is associated with the degenera-
tion of very specific sites in the brain. In
combination with new physiologically
sensitive neuroimaging techniques, it
may be possible to evaluate the cerebral
effects of new, potent drugs on patients
with severe clinical depression.

The elderly, like their yovnger counter-
parts, may also experience T
ders that are not necessarily linked with
brain degensration, and can obtain relief
from symptoms through

and/or
Recent research s that these
therapies may b as effective in helping
older adults aw they are in aiding
younger adults.

Pyychosls

We are only beginning the quest to un-
derstand rsychOSit in the elderly popu-
lation. Scientific inquiry has yet to

establish whethcr late onset psychoses
are simply the “tail-end” expression of
primary psychiairic disorders that most

rapy
pharmacologic treatmeits.
has

11

-greatest chan,

commonly bagin earlier in life, such as
schizophrenia, or whether they are new
and distinct entities, perhaps reflective
of recently acquired brain disease. The
ges in the status of re-
search into wr.huu during the past few
years have been the realization that pcx
chosis in the elderly warrants s
study and a growing eommitnumgf
vestigators to define its borders.

Conchsion

Much of the science of the aging brain
and the disorders of that brain remaina
uncharted. Investigators have scant un.
derstanding of the evolving picture ol
mental disorders as patients age. is
is e8] true for conditions such as
anxiety disorder, schizophrenia, and
rsonality disorder -- problems that af-
ict many of all ages. Late onset psy-
chiatric disorders, in particular, may
prove to be secondary manifestations of
a variety of cerebral or systemic medical
diseases. Few have ventured yet in thi;
direction, but exploration has begun.

New frontiers ahead in basic 1 euro-
biological and vioral research in the
uest to reveal the causes of brain aging,
e mechanisms of neuron death, and the

ifie
1n-

compencation mechanisms developed by
the nervous system in response to these
losses. Ultimately, investigators may
discover methods to pressrve or protect
vulnerable nerve cells, or to promote
more effective brain responses to dam-
age. At the same time, scientists may
discern the fundamental nature of men-
tal alterations that appear to be an
inevitable result of aging. Thus, it 1.ay
be possible to overcome, or to minimize,
the effects of forgetfulness, slowed think-
ing, or the dirainished ability to develop
nove] strategies for solving problems.

ually, future scientific inquiry will
igl?provn upon today’s incomplete under-
standing of the m&lu reiztionships
unonguhylicd health, mental well-be-
ing, and social factors such as life satis-
faction and icipation in day-to-day
activities. Better recognition of these
connections may help researchers and
clinicians to develop strategies for both



maintaining health endpromoting “suc-
cessful aging.”

Preventing the development of mental
disorders in the olderly is the ultimate
research goal. Investigations are un.
derway to examine the clinical care
needs of the elderly suffering from men-
tal disorders, and to examine what
nlwn:geutic interventions and settings
are the most efficacious. At the same
time, scientists are beginnins to swdg
health maintenance and healt

promotion in an effort to maintain the
mental health of those older persons who
do not now suffer from mental disorders.

The causes of the mq{grity of the mental
disorders affecting the elderly are un-
known at this time. As the population as
a whole grows older, greater support will
be needed to care for and treat people
suffering from dementia, delirium, de-
pression and psychosis. Investment in
research now may uitimately save na.
~ tional resources; it clearly will improve
the lives of future generations of older

Amerieans and thai families,

This fact sheet was developed under the
eneral editorship oSF.M. Baker, M.D.,
i{.BH. and Barry D. Lebowits, Ph.D.

knowledge the assistance of the follow-
ing individuals who provided use
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Fine, MA
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Ms. COLEMAN. I am going to invite our first panel to join us.

I have had the gn ilege, over the last few years of working with
the Mental Health and Aging Coalition. The Coalition is a group
of 35 national organizations, half of whom represent the concerns
of the elderly, half of whom mental health issues. The Coalition
and the Senate Aging Committee are cosponsoring today’s forum.
I would like to especially thank those who have made today pos-
sible. I would like to thank Holly Bode and Mia Masten from the
Senate Aging Committee. I woul esgecially like to thank Charlotte
Mahoney and Ida Farlie who have been the staff support for this
effort. AARP provides the Coalition with staff support and acts as
the Secretariat. And I would like to thank the or anizers, Katie
Johnson from the National Association of State Units on Aging
(NASUA) and Kathy Pontzer from the American Association of
Family and Marriage Counseling who have represented this to-
gether. Other members of the Coalition have also helped and many
are here today.

The Coalition’s purpose is to provide opportunities for profes-
sionals, and consumers, and government organizations to work to-
gether toward improving the availability and quality of mental
health, preventative and treatment strategies to older Americans
and families through education, research, and increased public
awareness. So it is to this end that we thought it important to do
a public policy education effort. We have brought together those
who have done research and those who have helped to formulate
policy analysis and mental health and aging. We are fortunate and
very thankful that not only Tipper Gore could join us today, but
Bernie Arons, who has reaﬁy been in the forefront of many of the
issues that we will talk about today. Dr. Arons has been the lead
person in the mental health group within the health care reform
task-force at the White House.

As we identified experts and attempted to strategize about the
goals for the forum it became clear that all mental health treat.
ment is not biomedical, all mental health treatment is not psycho-
social, but rather it was important to consider what the various
disciplines had to offer. I was fortunate enough many years ago to
work with Theresa Forster when I was on the Senate Special Com-
mittee on Aging. During that period I had a conversation with Sen-
ator Talmadge’s staff. He was looking at the efficiency of mental
health treatment for the elderly and came to me. He said, “Well,
Nancy, is mental health treatment efficacious for older people?” 1
said, “Why do you want to know this?” He said, “Well, it is because
Senator Matsunaga and Senator Inouye are interested in expand-
ing Medicare to pay for mental health services. You know, I don’
think any of that mental health junk is worth anything.” It was at
that time that Senator Church, the chair of the Senate Special
Committee on Aging sponsored the hearings that Barry Lebowitz
mentioned in his remarks. This committee and aging/mental health
advocates began to do research and expand mental health services
to the elderly.

Dr. Gene Cohen who has contributed so much to aging and men-
tal health. It is a privilege to have him here today. For many of
you who already know him, Dr. Cohen is both an M.D. and a Ph.D.
and is the Deputy Director at NIA. He has in fact brought to those
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of us in the policy arena and those of us in the aging community,
geriatric health and mental health issues together. I think it is
really quite amazing that he is both the editor-in-chief of the Inter-
national Psycho-Geriatric Journal as well as the American Journal
of Geriatric Psychiatry. His research is recognized throughout the
world. It combines the study of the brain in addition to the study
of the relationship of health and mental health.

Dr. Cohen will be followed by Dr. Marilyn Bonjean. She is rep-
resenting the American Association of Family and Marriage Ther-
apy today. She is a psychologist whose research is in chronic illness
and clinical gerontology. She writes, she teaches, and she provides
counseling services to older people.

Our third panelist this morning is Dr. Nancy Os ood who is a
professor of gerontology and sociology at Virginia Commonwealth
University. She has done research on suicide amongst the elderly
and will talk to us about that issue today.

Dr. Cohen.

STATEMENT OF GENE COHEN, M.D., DEPUTY DIRECTOR,
NATIONAL INSTITUTE ON AGING

Dr. COHEN. Thank you very much for ycur kind introduction. Mr.
Chairman, Mrs. Gore, colleagues, it is a pleasure to be here and
especially at such an exciting time, I think we are at an historic
moment in the;lprogress of research and developments in the aging
field in gener but especially in the area of mental health an
aging.

Mrs. Gore actually introduced my first point by giving an illus-
tration of what is possible with aging and advanced aging in the
anecdote with George Burns. George Burns and I did a series of
public service messages which I was delighted to hear just received
a Gold Medal media award. In the slide the two of us are having
a dialogue and I asked George Burns, I just have to say “What does
your doctor advise you about your smoking and your drinking?”
“And he says, “My doctor is dead.”

At age 97, he illustrates the capacity for wit and wisdom with
aging. And that defines our challenge and our responsibility in the
mental health and aging area.

The second slide is another very interesting one. It is the final
painting by Grandma Moses when she was 101. This painting is
very, very interesting not only in terms of its poignant visual im-
agery, but in its mental imagery as well. The title of this painting
at 101 is “Rainbow.” So I think again it reminds us as to the enor-
mous potential for positive mental health and, again, defines our
challenges and our responsibilities.

From a biomedical perspective, which is really the thrust of my
presentation, I would like to emphasize what I believe is one of the
most underappreciated major public health issues, and this too has
already been introduced—that is, the adverse impact that mental
health problems have on the course of physical illness and overall
health in later life. In no age group is this interplay more dramatic
than in older adults.

Now in addition to my work over the past 20 years with the Pub-
lic Health Service, for the past 22 years I have continued my own
community-based study based in a housing project of older adults;
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I have followed almost all of them on home visits to intensively
study the interplay of physical health, mental health, and social
support systems. This dynamic interplay, involving the very pro-
found effect of mental health factors in the course of overall health,
is very dramatic with this group. What emerges is the enormous
role that this has in influencing the course of these individuals and
how often a change in mental health status becomes the key risk
factor which increases the likelihood that person may need to enter
a nursing home, or it influences their whole course in terms of
long-term care.

e scientific literature is rich in studies that still, even though
these studies have been published for over 10 years, get very little
recognition and agiﬂication. One very dramatic study showing the
interplay of mental and physical health factors was done back in
1981, following patients age 65 and older admitted to the hospital
with hip fracture. There were two groups that were set up, both
with state-of-the-art treatment for hip fracture, but one of the
groups additionally received mental health consultavion during the
course of hospitalization. The group that received mental health
consultation in addition to the treatment for hip fracture had a re-
duced length of stay of 30 t;flercent and twice as many in the group
that received mental health consultation went home immediately
following hospitalization. The other group that did not receive men-
tal health consultation had a 30 percent longer length of stay and
twice as many needed to go into a convalescent nursing home fol-
lowing hospitalization prior to returning home.

This was not an idiosyncratic study. The next year in the Amer-
ican Journal of Public Health a review of the literature found over
30 studies showing the same impact of mental health consultation
on improved course of hospitalization. But still, this area is enor-
mously underrecognized and its findings underapplied, the oppor-
tunity for mental health interventions to improve the course of
overall health is enormous.

If you look at a number of major brittle or fragile general medical
roblems, you can get a better understanding as to how mental
ealth changes can affect their course. If somebody has a serious

cardiac arrhythmia delicately controlled with medication, any prob-
lem that will interfere with their mental status—it doesn’t have to
be Alzheimer’s disease, it can be depression, it can be anxiety, it
can be schizophrenia—is going to compromise their ability to stay
focused on their own medical and medication management. The
same will apply with diabetes. So people with these chronic, verz
delicate general medical problems, in the face of mental healt
problems, can quickly get into serious problems, again highlighting
fhe importance to pay attention and address mental health prob-
ems.

And then more recently the focus on older caregivers of Alz-
heimer’s patients has again illustrated the impact of stress on over-
all physical functioning, where these older caregivers of Alz-
heimer’s patients, as a factor of prolonged stress, have dem-
onstrated changes in their immune system. These caregivers have
also revealed increased frequencies of physical illness, increased
numbers of doctor visits, increased medication usage, resulting in
increased overall medical costs. Caregivers of Alzheimer’s patients
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represent the second patients in Alzheimer’s disease—those with
prolonged stress and depression in the course of caregiving.

I would like to conclude by reminding everybodz' that the efficacy
of mental health interventions, our knowledge of this, is not new.
We have in effect known for 150 years about the efficacy of mental
health interventions. This is based on the famous case from London
in 1843. We now have the 150th anniversary of this case, where
the efficacy of mental health interventions was so apparent that we
have now for the past 150 ﬁ)e;rs in Western societies celebrated
this case every Christmas. This is the case of a famous figure in
London in 1843 who was described as “a mean spirited, misan-
thropic individual who made the lives of everybody around him
very miserable.” As the decades went by, what people had over-
looked was the underlying diagnosis of a chronic depression. Fi-
nally, in his later years he was the beneficiary of an enlightened
very au courant outreach oriented, crisis oriented team who visited
him on a home visit and applied dream work 50 years before
Freud’s classic work on the interpretation of dreams and turned
things around for this individual. This of course was the case his-
tory of Ebenezer Scrooge.

It really illustrates the rest of the story of “A Christmas Carol”
and the real reasons why Dickens wrote “A Christmas Carol.” Dick-
ens wrote “A Christmas Carol” for four reasons. First of all, he
wanted to illustrate the at}é%i;:l course of depression with aginé.
Second, Dickens wrote “A istmas Carol” to illustrate the effi-
cacy of treatment for older adults independent of age. Third, he
wanted to illustrate the value of psychotherapy including the use
of dream work in treating depression in later life. And fourth, he
wanted to illustrate when you help the elderly this results in bene-
fits to society as a whole, witness the benefits to London, Bob
Cratchit and Tiny Tim. That is the real reason that Dickens wrote
“A Christmas Carol” and why we celebrate it every Christmas—a
celebration of the efficacy of mental health interventions for the
past 150 years.

I hope at this point we can gear up to the tremendous challenges
and opportunities in the late 20th century and brin%l research and
folicy in the area of mental health and aging to a whole new level.

am very excited about it and I am confident that we can do that.

Thank you very much.

[The prepared statement of Dr. Cohen follows:]




17

Gene D. Qohen, M.D., Ph.D.

The impact of Mental Health Services on Physical Heaith and
Independence Among the Elderly

Recently | met with the comedian George Bums, now 97 years old, to do a series of
public service announcements for television. He had his characteristic cigar in hand,
s0 | asked him what his doctor had to say about smoking and drinking. “My doctor's
dead,” he replied.

The PSA won a Gold Medal Media Award. But that succinct answer did more than
make a funny and attention-getting PSA. It also illustrated the capacity for wit and
wisdom with increasing age. And it is this capacity that defines our challenge and
responsibility in the field of mental health and aging. The potential for mental health in
old age, even mental growth and development, is real. Consider Grandma Moses,
whose final painting at age 101, “Rainbow,” is full of poignant visual and mental
imagery.

From a biomedical perspective | would like to emphasize what | believe is one of the
most under-appreciated major public health issues of our tims, i.e., the adverse impact
of mental health problems on the course of overall health and physical illness in later
life. For the past 22 years | have been conducting a community-based longitudinal
study of older adults with mental health problems fiving independently in the
community (in addition to my work in the Public Health Service). | see nearly all of
these people on home visits, studying the interplay of mental health, physical health,
and social supports. | have found that the role of mental health is absolutely
profound--often the critical factor influencing the need or timing of nursing home
placement, apart from the magnitude of long-term care in general.

The scientific literature is rich in studies that have not yet been recognized or applied
as they should. One very dramatic study (Levitan and Kornfeld, 1981) followed two
groups of patients age 65 and older who had been admitted to the hospital with hip
fracture. Both groups received state-of-the-art treatment for hip fracture, but one of the
groups also received mental health consultation while in the hospital. The group that
received consultation had hospital stays 30 percent shorter than the group that
received no consultation Moreover, twice as many people in the first group were able
to retum home immediately following hospitalization rather than go temporarily into a
convalescent nursing home.

The year after this study appeared, a review of the literature found over 30 studies
demonstrating that mental health consultation had a similar impact on the course of
hospitalization (Mumford et al., 1982). Neverthelass, the influence of mental health on
physical health receives little recognition; the findings of these studies are rarely
applied.

Mental health and physical health can interact in various ways. Consider the following
four paradigms: .

Savere psychological stress can have physical health cor quences. One llent

example is the relationship between anxiety and gastrointestinal (G!) symptoms. The

accurate diagnosis of gastrointestinal symptoms can be very difficult in the

elderty, with research showing that as many as five out of nine older persons with Gl

gpuble'm:y be experiencing psychological problems that lead to their physical
iscomfort.

Wae have also seen the impact of prolonged stress in the case of older caregivers of
Alzheimer patients. These older caregivers become the hidden second victim in
Alzheimer's disease, with studies revealing

* compromised immune system functioning;

* increased physical iliness;

* increased doctor visits;

¢ increased medication usage; and

* increased overall medical costs in these caregivers.

Physical disorders can lead to psychiatric disturt: Hearing loss, for ple, can
lead to onsst of delusions. Approximately 30 percent of the elderly have hearing
impaiments. In certain vulnerable individuals, a resultant sensory deprivation
phenomenon may be at work in the development of psychotic symptoms.
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Coexisting physical and mental disorders can exacerbate each other.

Anything that interferes with mental status can compromise an older person’s abliity to
manage a medical condition. The mental health problem need not be a dementing
disorder like Alzheimer's disease; depression and anxiety as well as schizophrenia in
later lite, or other factors interfering with mental status, will compromise an older
patient’s ability to manage his or her medications.

The potential interplay between depression and cardiac disorder, two of the most
common health problems of the elderty, provides an example. A covert depression
could be bring about indirect suicidal behavior acted out by failure on the part of the
patient to follow a proper schedule of medication; the resulting clinical picture could
then be one of further deterioration in overall cardiac capacity, due not primarily to
physical factors, but to psychosocial ones.

Psychosocial factors can affect the clinical course of physical health problems.
Adequate social supports to help with proper medical management and follow-up are
important in determining the course of scme chronic illnesses, especially those that
are delicately controfled, such as cardiac arthythmia or diabetes. Diabetes, for
example, has a number of complications that can be prevented or retarded with careful
management. A person with diabetes living in isolation could be at increased risk of
tosing a foot or developing other complications in the absence of social support to help
manage the condition. {In the United States, more than one in three older women and
one in seven older men live alone.)

Such paradigms are important for they help facilitate a multifactorial problem oriented
approach to diagnosis and treatment planning that is both appropriate and essential
for the older patient. They reflect the growing state-of-the-art in the field of mental
health and aging and the contribution of this body of knowledge to mesting the needs
of the “whole” patient as he or she ages.

Finally, it should be noted that we have known about the efficacy of mental health
interventions in the elderly for many years. For the past 150 years, in fact, westem
societies have celebrated the efficacy of psychotherapy for older adults every

Chri . This ion is based on the outcome of the famous case from London
in the year 1843--the case of a well known London figure who, over a period of
decades, had a misdiagnosed case of depression. The depression was cured
following an enlightened mental health outreach etfort, which involved a team
approach and the psychodynamic use of dreamwork.

In his write-up of the case of Ebenezer Scrooge, Charles Dickens illustrates:

the atypical of depression with aging;

treatment that is effective independent of age;

the value of psychotherapy, including dreamwork in later life; and

that when you help the elderly, the community at large benefits (witness Bob
Cratchit, Tiny Tim, and others whom Scrooge ended up helping).
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Ms. COLEMAN. Thank you, Dr. Cohen.

We have the privilege of having Senator Paul Wellstone join us.
If he vtvﬁ)uld like to make some remarks at this point, we would wel-
come those.

STATEMENT OF SENATOR PAUL WELLSTONE

Senator WELLSTONE. Thank you, Nancy. I actualliy don’t want to
interrugt the flow of some important discussion. I would like to
thank Senator Pryor for convening this and I would certainly like
to tllglank Tipper Gore and Bernie and others for just all of your
work.,

I just will say two things. I came in in the middle of this and
I apologize. It is one of those days where two or three things are
lgloing on at the same time and I have to go to another committee

earing. I feel like this gathering is very important. I think, and
I don’t believe I am being melodramatic, that this is a very historic
period of time because we have the opportunity, the possibility of
finally making sure that comprehensive and flexible mental health
benefits, for people, for men and women, regardless of age, includ-
ing the elderly, are no longer put in parentheses or brackets but
become a part of what we view as affordable, dignified, humane
health care in the United States of America. I feel very strongly
about that. I come from a family where I saw my brother struggle
with this most of his life. Both my mom and dad, Tipper, had Par-
kinson’s, it is kind of unusual that both had Parkinson’s. My mom
also had Alzheimer’s. Sheila and I and our children went
through that with them. And so all the issues that you talk about
are near and dear, they are not just intellectual or abstract. I hope
that Mrs. Clinton and the task force and the President will re y
present some important proposals. I know Tipper Gore is in there
pushing so hard for this. I am completely dedicated to this and our
office intends to be just as strong as possible an advocate for really
good mental health and substance abuse benefits for people.

I am just in and out but I just came here to say you are not out
of sight or out of mind. I really appreciate the work of all of you.

STATEMENT OF MARILYN J. BONJEAN, ICF CONSULTANTS,
INC., MILWAUKEE, WI

Ms. BONJEAN. As someone who works with families often, one of
the reasons that I really enjoyed being invited here today, Madam
Chairman, Mrs. Gore, and colleagues, is to talk about their needs.
We all now have the opportunity to live in four and five generation
families. We will get the o%portum'ty to aligreciate the rich herit-
age, knowledge, wisdom, and example that the elders that we’re re-
lated to and that relate to us in our families and communities can
bring to us. I certainly exgerienced this personally. I have always
lived in a four generation family; I have had that wonderful oppor-
tunity. One of my grandmothers is still living. She lives in a small
town in Iowa with my parents. So when I think about mental
health issues, I am concerned about mental health issues in a rela-
tional context. There have already been remarks that remind us
that as we age we need to look forward to mental health.

Mental health is more than J'ust the absence of illness, it means
a lot more than that. We need to think about the idea of positive
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behaviors in our relationships, about having a subjective sense of
well-being, about the idea of growth and self-actualization, auton-
omy, and mastery over our environment so that we can look for-
ward to something really positive as we age. Fortunately a majority
of older people reside in very good mental health. So, again, that
reminds us of how important it is that when mental health prob-
lems arise, we recognize them as 1prompi:ly as possible because then
the treatment is easier and people can partake of some of the effi-
cacious treatment that we now have available.

It is important for us to remind ourselves that mental health ex-
ists in a context. It exists in the context of my family and some of
your families and in the society in which we all reside. I would like
us to think together about some of the components of that context.
One component of the context of mental health and mental health
problems is that we all live in the same society and in our socie
there are some pervasive myths about what it means to get_old.
Some of those myths create problems in recognizing the need for
treatment. We all subscribe to some of these myths. For examgle,
we have a myth about memory loss being normal in late life so tha
if older aduits begin to feel some changes in memory they may
write them off as normal aging, not report them and not begin to
enter into a treatment process. And you and I do that too when we
lay down our papers, we walk away, we can’t remember where they
are, and we say “Oh, I forgot that. I guess I am getting old.” So
we all sort of expect some of these things and it leads to not rec-
ognizing a need for treatment.

We also see changes in sleep patterns with aging. Some of those
are normal and some of them really are not. If older persons go to
a physician and report sleeg problems, they may very well be told
“Oh, well, you're getting older. Maybe you don’t need as much.
That’s a prétty normal change.” When actually it may be one of the
many signs of an initial depression which would certainly be allevi-
ated by treatment if it were recognized. Or diminished sexual inter-
est. We have a Fervasive myth in our culture that older adults are
asexual. Well, I will ask you all a question: When do you decide

to give up your sexual interests? And if you don’t decide to give
yours up at anylplace in your lifetime, then perhaps that is also

true for all the older adults with which we come into acquaintance.
If an older adult comes into a professional’s office and reports di-
minished sexual interest, that may very well be ignored as a part
of the aging process when actually it may be part of a disease proc-
ess, one that can be alleviated with treatment.

Mental health issues occur in the context of certain kinds of
problems that are more prevalent when we age, and we have heard
a little bit about some of those. For example, Alzheimer’s disease,
one of the organic illnesses, becomes more prevalent as we age.
When someone has Alzheimer’s disease certainly that doesn’t just
affect them, it affects the whole ecology of their life. It especially
affects at least one other person who is eltﬁixéﬁlzhem and becoming
their caregiver. I became very in touch wi is when my mother-
in-law had Alzheimer’s disease for about 15 to 20 years. In a very
traditional Italian family, which is my husband’s, we really strug-
gled with being able to provide care for her and allow other people
to come in and help us with that care.
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We have also heard about the prevalence of depression. Usually
depression isn’t something that affects only one person. If I live in
a family and I become depressed, that depression affects my whole
context. Certainly we know that Scrooge’s depression affected a lot
of people around him. When we think about the efficacy of treat-
ment, we want to think about it in a relational context.

We have also heard about the co-occurrence of physical illness so
that we know mental health problems occur in the context of an
aging body. What is happening to us physically certainly has an ef-
fect on our mental health. We need well-trained professionals so
that when someone comes reflecting a physical problem there is
also an opportunity to talk about what may be happening in terms
of mental health. We can treat the whole person at one time and
coordinate our mental and physical health raferrals so that we
aren’t trying to be everything to everybody but are really focusing
a team effort for treating the co-occurrence of physical health and
mental health needs.

I know as a family therapist that mental health problems occur
in familial contexts. When there is a physical health problem, the
first person that older adults turn to is a family member—80 to 90
percent of the care that older adults receive comes from their fami-
lies. My grandmother would not be able to live in her own home
without my parent’s help. Without that help she would now be in
a nursing home. Many families across the country are helping their
older adults to remain independent and in the community. But
when we design treatment, we often think about it as an individual
issue instead of a contextual issue. We must invite families into op-
portunities to cooperate and put together care plans which are
going to be helpful in delivering treatment to older adults since
families are certainly inherently involved in providing the care. We
as professionals need to be providing a context in which they can
participate.

Part of the context of providing mental health treatment and
dealing with mental health issues is a racial and an ethnic context.
We know really very little so far about the context in which some
of the mental health problems occur for minorities. I think that we
need to be doing a lot more to look at the issues, wishes for treat-
ment and design of treatment for racial and ethnic minorities. One
of the things that we do know is that across the board we have
dedicated families with whom people are living and who are provid-
ing a great deal of their care.

Gender is another issue that comes to light when we think about
the context of mental health. There are separate gender issues. If
I am an older white male, then I am at high risk of suicide. But
if I am an older woman, then we women outlive you men and so
you become ill, we take care of you, you die, and then we're left
alone. When I am teaching my gerontology classes, I say to the
girls “Marry very young men.”

A gender issue for women is widowhood which puts us at more
risk of depression. We see that it just gets worse as we age because
over 85 we have about a 2 to 1 ratio of women to men. Early in
the next century we’re going to have about a 3 to 1 ratio. We want
to provide treatment in a gender sensitive manner.
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Mental health issues, must be considered in terms of relation-
ships, the ecology in which mental health issues occur. If we can
think about it in that way, then another thing that I say to my ger-
ontology classes is “I can relax.” I can become comfortable as I look
forward to well-trained professionals who when 1 have an issue or
a problem are not going to treat me as though I am a disembodied
spirit. They are going to think of me as both mind and body, as
part of my family and part of my community. So another reason
I am here is to selfishly advocate for myself and perhaps some of
you as well who want to look forward to very good care as we age.

[Applause.]

[The prepared statement of Ms. Bonjean follows:]
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MENTAL HEALTH AND AGING - OLDER ADULTS IN RELATIONAL CONTEXT

Life expectancy is increasing for humankind and bringing with it
both blessings and challenges. The four ana five generation family is
becomlng normative, making the wisdom, example and support of older
mempers available to those who are younger. I have always iivea in a
four generation family. Knowing my grandparents alliowed me ana my
chilaren to experience- past historical periods through their eyes,
become deeply rooted in my Norwegian heritage and receive a legacy of
values gleaned from their |ife experiences. It also provided a witness

to family solidarity in the face of iliness and death.

Maintaining mental health as we age is essential |f the opportunities
for intergenerational exchange and socletal contributions of talent ana
wisdom are to take place. Our society is challenged to provide the
support olcer adults need to sustain mental ana physical health whicn
are closely intertwined in later life. Mental health means more than
the absence of pathology. It implies in addition that the individual
behaves in positive ways, has a subjective sense of well-being, growth
ana self-actuallzation, autonomy and environmental mastery so that each

person can make a unique contribution to our species.

Mental health is clearly central to insuring the total well being of
older adults. Fortunately a majority of those over 65 are in good
mental heaitth cognitlvely, emotlionally, behaviorally and spicitually.
The fact that mental health Is the norm for this final third of life,
points to the importance of promptly recognizing and effectively
treating mental health problems. Symptoms of mental illness in later
life are often overlooked as inevitable in the aging process due to
various myths and sterectypes about aglng. Older acults, families and
professionals need educatlon regarding myths which perpetuate mental
i11lness. Due to myths of memory !oss in aging, intellectual
aifficultles can be dismissed as normal aglng rather than initiating an

assessment. Slieep changes can also be ignored rather than evailuated to




24

rule out depression or other disorders. Diminished sexual interest or
capacity may be dlisregarded if older adults are believed to become
asexual and important aspects of close relationships may suffer. Lack
of treatment has serious effects for older aauits, their familles ana
the surrounding soclety. Failure to diagnose and appropriately treat
mental lilness limits elders contributions of wisdom ana talent,
perpetuates stereotypes, exacerbates physical illness, burdens spouses
and famillies with excess dlsability, and endangers independent

community living.

EPIDEMIOLOGY OF MENTAL ILLNESS IN THE ELDERLY

When It occurs, mental lllness in late life is significant in 1ts
influence on personal well-being, supportive relationshipg. ana
physical health. The following is an overview of the major challenges

to mental health In late llfe:

ORGANIC MENTAL DISORDERS affect more than 6 percent of older aaults.
These include Alzheimer’s disease, multi-infarct dementia and deilrium.
Alzhelmer’s disease (AD) is a prevalent disorder which affects as many
as 4 million Amerlcans. Because the *oldest old" are both the fastest
growing segment of society and at the greatest risk of developing AD,
projectldns suggest that the number of AD patlents will rise to over 6
million by 2040. The National Institutes of Health and Consensus
Development Conference Statement on the Diffecent Diagnosis of
Dementing Diseases (U.S. Department of HBealth and Human Services, 1987>
emphasized that dementia is primarcily a behavioral dlagnosis. Since
most of the symptoms for much of its clinical course are pehavioral,
mental health lnterventlion Is critical for the patient and famlly
caretakers. Learnlng to manage constant questions, poor Juagement,
wandering and combativeness are just a few of the challenges for
caretakers. Coaching ln behavior management can help careglvers
maintain patients at home through out much of the disease course.
Psychotherapy for the caregiver can ald In acceptling community services
and balancing the conflicting feelings of emotionally losing a family

member who remains physically present.
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DEPRESSIVE SYMPTOMATOLOGY has been described in as much as 1S percent
of community residents over 6S. Accoraling to the Epidemiologic
Catchment Area Study, the rates of major or minor depression among
elderly people range from S percent In primacy care clinlcs to 15 to 25
percent In nursing homes. The rates of new cases of gepression in
nursing homes are striking: 13 percent of resjdents deveiop a new
episode of major depression over a | year period. There is a sharp drop
In the rates of treatment of depression among the elderly comparea with
younger adults. By one estimate only about 10 percent of the elderly
who are in need of psychiatric treatment ever receive this
service.(Reiger et al., 1988). The major social and demographic risk
factors for depresslion in the elderly are generally similar to those of
younger age groups: women, the unmarried, widowed, those wlth stresstul
life events, and those who lack a supportive soclal network. In olaer
people the co-occurrence of physical conditions such as stroke,
Alzheimer s disease, or cancer and depression has been conflrmed.
Depression may also enhance vulnerabitity to certain illnesses,

particularly of the immune system.

SUICIDE rates are higher among the eiderly with aepression comparea
with their nondepressed counterparts. Although suicide rates in the
general population were 12.4 per 100,000, rates in B80-84 year olds were
26.5 per 100,000. Elderly white men are at highest risk (Koenig, H. anda
Blazer, D., 1988). More than three-fourths of these persons had visitea
a primary care physiclian within the month before their sulcide yet
their symptoms of depression went unrecognized (Rabins,P., 1992). The
familles of sulcidal older aduits are often involved in thelr treatment
since the family may be the most sensitive to shifts in mooa ana
behavior. Family therapy is imperative for recovery so that the oiger
adult can find the role and meaning In life to continue to cope with
stressors which precipitated the suicide attempt and famlly members can
learn appropriate methods of communication with a severely depressed

elder.

ANXIETY DISDRDERS.are twice as prevalent as depression in late }ife but
have received much less study (Regier et al., 1988). These disoraers
consist of such dlagnoses as phoblas, obsessive-compuisive disorder,
post-traumatlc stress disorder and generalized anxlety dlsorder. Most
of the time anxiety |3 part of a more compilicated set of interactive
circumstances which respond well t9 a combination of psychotherapy ana

pharmacotherapy (Gurlian, B. and Goisman, R.,1993).
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THE INFLUENCE OF SOCIAL SUPPORT ON MENTAL HEALTH

Social support is paramount to the mental health of older acuits.
Those who are part of a supportlve network are less likely to be
aepressed especially when faced with illness and iimitations. Affective
support from spouses, friends and confidants emerges as a primary
mediator of stress. The family is a major resource in the care of older
geriatric patlents and a key component In planning thelr care which
could include community based care such as actlvity centers, day care,
congregate meals, assisted housing, respite care, and psychotherapy as

well as institutlonal services In hospitais and nursing homes.

Four areas of mental health need are expressed by older adults
within a family mllieu: 1. to sense belonglng; 2. to integrate past,

present and future life experlience: 3. to adapt or adjust to changing

demands from both intecna! and external sources; and 4. to be supported
In managing final life transitions ln preparation for death (Eyde,R.and
Rich.,J., 1983, pii.>. The family has been the prlmary ana preferred
soclal Institution to deal with physical, soclal, and economlic problems
of older adult members (Benston and Treas, 1980, p 400). Desplte the
stresses and demands upon emotional and economic resources the majority
of frall elders are living in their own homes or with famlly members.
Impaired elderly tend to avoid seeking help outside the famlly and the
nature of mental illiness often interferes with help seeking.
Consequently famlly members often serve in a referral capacity and are
part of initlating and carryling out care plans with service

providers. Families define the context of psychological distress, such
as onset., course, and duration. They know what ls normal and not normal
tor their members and they help members lidentlfy sStress realistlically
and seek appropriate, timely help. Families appreciate the contlnuity
of older adult’s llives, have a sense of their history, can create a
motlvation for change and initlate different behavior. Except for
individuals who are extremely lmpaired it is more cost effectlve to
maintain older adults in the community with a coordinated package of

services than institutlionalize them.

Providing this care is not without cost to family members. Those caring
for the most frall report very high rates of guilt, demoralization ana
depression. Caregivers also show significant suppression of a number of
immmune system parameters, thus making them more susceptible to lllness
ana death from varlous Infections or influenza. Therefore family
members must be lnvolved In treatment which affects the whole
relational system in which the older aduilt lives. Providing attention

to and treatment for the natural ecology of mental disorders In the
1




aged including famlly ({nfiuence on mental health ls critical to the
patient’s emotional state and experlence of emotional disturbance. The
family context can offer the patlient tremendous reassurance or can add
immensely to emotional distress. In some cases, famlly conflicts can be

Important In the genesis of the disorder itseif.
Conclusion

Professionals who are well educated in focusing the self-heallng
capacitles of familles on the mental health probiems of older adults
will be needed In increasing numbers. The Amerlcan Associatlion for
Marriage and Family Therapy (AAMFT), the only natlonal accrediting body
for family theraplsts, has offered an interest group for gerontological
family theraplsts over the past ten years. Thls group has provided
education for members and advocated for the mental health neeas of
elders and their famliies. The first training grant to a master s level
program In marr;;ge and family therapy to train students to work with
severe mental illness in the elderly, and research the disorders, was
Qlven to the University of Rhode Island. In 1992, the marcriage ana
family therapy program, accredited by the Commission on Accreditation
for Marriage and Family Therapy Education, was awarded a grant by the
Natlonal Institute of Mental Health. In 1991, Kansas State University
was the first doctoral marriage and famlly therapy program to receive
such a grant (Botsford, A., 1993). Through supporting mempers interest
in serving older aduits ana thelr families, AAMFT will continue to

prepare professionals for the growing fieid of clinical gerontology.

A focus on the positive contributions of oider aqulits to society and
thelr capacity for creative change will create an ever increasing
demand for treatment of mental disoraers in the aged. Families will no
longer accept myths about aging which limit the capaclty of thelr
members to positively relate to each other. Development of a
comprehensive model that organizes blopsychosocial variables ana
subsequently translates this information In a utilitartan form to

elders and their famliles is our challenge.
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Mrs. GORE. I just want to say goodbye because I need to leave
to go on to another appointment. I have learned already a great
deal and will continue to be in touch with all of you as we fight
to push forward this agenda and end discrimination about mental
health care for people of all ages. Thank you.

[Applause.]

STATEMENT OF NANCY OSGOOD, DEPARTMENT OF GERON-
TOLOGY, VIRGINIA COMMONWEALTH UNIVERSITY AT RICH-
MOND

Dr. OsGooD. Members of the audience and members of the Com-
mittee, I consider it a real privilege to be able to be here to talk
about the important topic of elderly suicide as one of the major
mental health issues and public health problems facing the elderly
today in the United States.

By the time I am finished speaking, and we eat lunch at roxghly
12:30, another person 65 and older will commit suicide. out
every hour and a half someone 65 and older in this country com-
mits suicide. That is 17 people every day. An earlier speaker men-
tioned that 8,000 people turn 65 every day. Well, 17 of them take
their lives that same day. Last year, roughly 7,000 older adults
committed suicide, which is a very large number. We have roughly
32 million older adults in our population.

Suicide is the 13th leading cause of death for the elderly, which
sounds fairly low. But, there are so many causes of death in the
elderly—the flu, a cold, heat exhaustion, nearly 100 deaths in
Philadelphia—that the fact that suicide is the 13th cause is fairly
serious. What is even more serious is that suicide is the leading
cause of unnecessary death and the most preventable cause of
death in older adults.

If we look at suicide rates, we see that attention has generally
been focused on youth and young people. Until the last decade,
most of the research and media attention was focused on the teen-
age suicide rate. I think that teenage suicide is an important prob-
lem. But the fact is that the suicide rate is actually the highest for
the elderly. Those 65 and over have a 50 percent higher suicide
rate than teenagers. The rate of suicide for the elderly is also 50
percent higher than the rate of suicide in the general population.
Those 65-plus have a rate of about 22 per 100,000; and the suicide
rate for teenagers in the 15- to 24-year-old age group is approxi-
mately 13 per 100,000. The rate for the U.S. population as a whole
is also approximately 13 per 100,000.

The rate of suicide among the elderly increased in the period
1980 to 1988. There has been a very slight decrease between 1988
and 1992. But between 1980 and 1988, the rate of elderly suicide
increased 25 percent, while the numbers of older adults choosing
to take their lives in that period increased 40 percent. At the same
time, the suicide rate for the general population and the suicide
rate for teenagers stayed virtually the same. So the elderly are a
particularly vulnerable grou‘f. I like to attribute the slight decrease
in the suicide rate of the el erlX between 1988 and 1992 to our ef-
gorltg in the mental health field and the mental health treatment

eld.
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There are several reasons that have been given to speculate on
why the rate increased so much during that time period. If there
are any Democrats here, one of the speculations is that during the
era of Reaganomics there was a lot of belt tightening and a lot of
changes economically speaking which may have hurt the de-
pressed, lonely, isolated, vulnerable elderly living at home. So there
is the economic explanation durin% those Reagan years.

I think another appropriate explanation is the fact that in recent
years we are more accepting of suicide in this country. Witness the
growth in the Hemlock Society and the popularity, of Final Exit,
Derrick Humphrey’s book that tells people exactly how to commit
suicide without fail. The media gresentations often justify suicide;
and the jargon, which calls for the “right to die,” the right to “self-
determination,” and “death with dignity” cast suicide in a more
positive light. Most of the people who die are elderly. So all of those
cries are saertaining particularly to older adults. We are not really
seeing rallying cries for the right to suicide among teenagers in the
United States or even the right to die among teenagers. Our cli-
mate of acceptance of suicide holds true more for older adults.

Another explanation offered for the increase is that we have had
an advance in medical technology, and that could be a double-edged
sword. If you have a larger quantity of life without increasing qual-
ity, then it is not necessarily a good life and people may choose to
end that life.

I want to point out that some people are more vulnerable in later
life to suicide than others. Males are much more vulnerable to sui-
cide in late life than females. In fact, for those 85 and older, males
are 12 times more likely to kill themselves than females. In terms
of racial differences, elderly whites, especially white males, are a
particularly high risk group and have very high rates of suicides.
The minorities differ; the rate is lower in Afro-American elders but
higher in older Asian-Americans. The old-old have a rate that is
higher than the young-old, the 75-plus group and the 85-plus group
are more vulnerable than the 60 to 65 or 65- to 74-year-old age

oup.

What is the future outlook for suicide among the elderly? I think
we have to be a forward looking country. In terms of making policy,
we have to consider what the future might look like. We have seen
a dramatic growth in the older population since 1900 from roughly
3 million elders to 32 million today; and the prediction is that there
will be 52 million older adults in the year 2020 or 2030 when the
baby boomers start to enter the ranks of the elderly and begin
aging. What that means is that even if we do not experience an in-
crease in the rate of suicide and it stays exactly the same as it is
today, we will still see almost a doubling in the numbers of older
people who take their own lives because there will be so many
more older people. So if the rate stays the same, the number of el-
derly suicides will double. By the year 2020 one older person could
commit suicide every 45 minutes in this country—35 older people
commiting suicide every day and 14,000 taking their lives every
year.

So I think the future outlook, unless we do something in terms
of treatment and recognition and education, is not very promising.
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I am glad to see the attention devoted to suicide on this particular
committee.

Two of the major factors in elderly suicide are depression and al-
coholism. Depression, alcoholism, and suicide form a deadly tri-
angle. At the top of the triangle is suicide and then on the two cor-
ners are alcoholism and depression. Older adults who are alcoholic
are much more likely to commit suicide than the nonalcoholic el-
ders. Similarly, those who are depressed, suffering from either clin-
ical symgtoms of depression or clinically dﬁEressed on DSM3R cri-
teria and other criteria, are much more likely to commit suicide
than those who are not depressed. There is a large body of research
literature to support these relationships.

So what can we do about this problem and how can we prevent
elderly suicide? I want to offer two or three suggestions. I have a
lot of suggestions but not a lot of time.

The first thing I would suggest we need to do is make an effort
to educate people about the signs and symptoms of elderly suicide,
the signs and symptoms of depression and alcoholism. We need a
massive education effort so older people themselves can recognize
when they are depressed or abusing substances or are suicidal and
8o that these problems can be recognized by physicians, nurses,
public health workers, and mental health and aging workers.

I think we also need to educate about what is available to treat
older people who are suffering from suicidal thoughts and ideation
in their communities. The Gallup Poll on elderly suicide, the re-
sults were released last December in New York, found that most
physicians never ask about suicide when the people go to the doctor
and also found that 75 percent of the elderly surveyed, a large
number of elderly picked at random in the country, did not know
of any services in their community that could help if they were sui-
cidal or they had a suicidal friend. Only 25 percent said, yes, there
is something in my community and I could tell the people where
it is if they needed it. So I think we need not only education, but
we also need services and education about what services to help su-
icidal elders are available.

We also need active outreach and aggressive casefinding because
the research is clear that older adults do not walk into mental
health centers, they do not call crisis hot lines. Less than 2 percent
of the calls to crisis hot lines come from the elderly; they come by
and large from younger individuals. So we are going to have to find
the older adults who are lonely, isolated, depressed, alcoholic, or
suicidal. We could possibly do that through pharmacists, local com-
munity physicians, churches and community groups where elders
attend, or through other older individuals who might identify de-
pressed and suicidal relatives and friends. But we certainly need
active outreach.

I would argue we need a variety of other services. For example,
pain clinics, good palliative care for people who are suffering from
chronic illnesses and terminal illnesses that might occasion pain;
geriatric mental health services that are age appropriate, especially
for treating alcoholism, because the research suggests that age ap-
pr?ipriate services are much more effective than mixed age services;
widow-to-widow programs, pre-retirement counseling, and a lot of

- other psychosocial services are needed as well. I think if we can
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take some of these steps that we can possibly prevent the drastic
increase in the rate o elder%' suicide and the numbers of elderly
suicide in the future. I would urge that we take these steps now.

[The prepared statement of Dr. Osgood follows:]
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Backgrounder
wg% % | SUICIDE BY
| THE ELDERLY

®  Older people (65+) make up the age group at highest risk for suicide. While they
represent 12.5% of the total population, they commit 219 of all suicides.
(1990 Census)

*  The 1990 Census also reports that 30,906 people died by suicide; 6,394 were 65+.
Some leading suicidologists expect the numbers to double by the year 2030.

* There is one elder suicide every eighty-two minutes; seventeen each day.
*  Older white males are at greatest risk for suicide. The risk increases with age.

°®  The ratio of attempts to completed suicides is 100-200:1 for young people, but 4:1 for
older persons. Reasons for their success include more lethal methods, greater
motivation to die, poorer recuperative powers, and social isolation.
(American Association of Suicidology)

¢ The causative factors for elder suicide include:
* Depression
* Alcoholism
* Losses (Joved ones, self-identity after retirement, financial security, health,
safety, independence)
* Social isolation

* Poor coping mechanisms

°  While depression, 2 major cause of suicide, has an 80% successful treatment rate,
the clderly tend not to seek mental health help.

*  Astudyofall 1990 elder suicides in Cook County, IL, reported that 20% had seen
their doctor within twenty-four hours of their suicide, 419 within seven days, and
84% within thirty days. 63% were not severely ill. (Clark Study)

* Iis utimzzed that every suicide affects at least six other people.
(Dr. E. S. Shneidman)

PF5053(6/93) * D15040



% Myths and Realities
Lets Open

Our Minds to
Mental Health

Myth: People who talk about suicide rarely do it.
Reality: Eight out of ten suicides spoke about their intent
before the suicide.

Myth: More people kill themselves during the holiday season than at any other time.
Reality: There are only minor differences in the suicide rates each month. However,
the rates rise slightly in the spring (April-May).

Myth:  Asking someone if they are contemplating suicide increases the risk of suicide.
Reality: Asking direct questions about suicidal intent does not encourage suicide.
The risk is in not asking questions to identify suicide potential.

Undetected Depression

The wide range of estimates available on the incidence of depression among mid-life
and older adults attests to the difficulty of diagnosing the illness in the older population.
Many family physicians may be unfamiliar with the symptoms of depression in later life,
or may not diagnose the illness because its symptoms can be masked by other physical
problems. Family or friends often mistake depressive symptoms as the everyday prob-
lems of the older adult, or misconstrue the signs as the onset of senility. In addition,
many older people rarely admit feelings of depression and may attribute their symptoms
to physical ailments. .

Clues to Suicidal Behavior (Multiple clues are indicative of potential suicide):

* An overwhelming sense of hopelessness and helplessness
Withdrawal from usually pleasurable activities

Signs of frequent drinking (alcohol on breath, frequent falls)
Exaggerated physical complaints (aches, pains, etc.)
Changes in weight, appetite, sleeping patterns

Feelings of worthlessness, guilt, fatigue, low self-esteem
Difficulty thinking or concentrating

Purchase of a firearm

Neglecting self, home, finances, pets

Verbal statements suggesting a desire to die

Socially isolated; may be self-imposed isolation

Family or personal history of suicide attempts
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% How to Help a Suicidal Person
Lets Open
Mental

* Depressed persons need to be referred for
professional help! Depression is treatable.

* Do not ignore the threats of suicide. It is helpful, not
intrusive, to ask:

® Are you thinking about suicide?

* How would you do it?

® Where are you going to do it?

* Do you have the means available? (gun, pills, etc.)

* Have you stopped taking your medications?

® If the person can answer these questions, the danger of suicide is real. Get help
immediately through a local suicide hot-line, family physician, hospital psychiatric unit,
hospital emergency room, family members, or police department.

® Ifthe person does not have a suicide plan (cannot answer questions above), there is
generally time to find a mental health professional through the family physician.

* Pay attention; encourage them to talk; listen; be, and stay, involved. Letting someone

freely discuss their thoughts shows you care and may reduce the emotional pain causing
suicide.

Recommended Resources and Reading

* American Association of Suicidology American Suicide Foundaton
2459 South Ash 1045 Park Avenue
Denver, CO 80222 New York, NY 10028
(303) 692-0985 (212) 410-1111

¢ “Suicide in Later Life—Recognizing the Warning Signs”, Nancy Osgood,
Lexington Books, NY, 1992.

® “Suicide and Life-Threatening Behavior”, Vol. 22, No.1, Spring 1992,
American Association of Suicidology, NY.

® Free brochures on the depression of older persons are available to the public by writing
AARP/SOS, Dept. D, 601 E Street, NW, Washington, DC 20049.

©1993. American Association of Retired Persons.
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LARRY RICKARDS, CO-MODERATOR OF FORUM

Mr. RICKARDS. I want to thank Dr. Cohen and Dr. Osgood and
Dr. Bonjean for their excellent statements and being able to high-
light some of the key issues. Unfortunately, we don’t have time for
many questions, but being that I have the microphone I have the
opportunity tglﬁose one.

e have talked about the service needs of older persons often
without a context of where we are with regard to treating older
ﬁersons. How many older persons are being treated for mental

ealth services within our various mental health systems? Any es-
timation? What are some of the major barriers to service provision?

Dr. COHEN. I am under the general impression that we probably
have at least 75 percent of the group in need of care who are not
receiving it. That may be a liberal estimate; there may be signifi-
cantly more than 75 percent who need help who aren’t getting ap-
propriate services.

. RICKARDS. So a large gap between what is needed and what
is delivered to this population.

Mr. LEBowITZ. The issue here is of course not that they are not
getting any service, the question is the appropriateness of service
that they are getting in the nonspecialty mental health care sector,
that is, in primary care, or nursing homes. A lot of not really ter-
rific practice goes on to treat things that are vague‘liy like mental
health problems except they are not really identified as such and
they are not really addressed in a systematic way either by the pri-
mary care physician or in a referral to a specialized mental health
care professional.

Ms. BONJEAN. In terms of treatment issues, I was talking about
treating in context. I think that sometimes we forget about the
family that is attached to the older person and that they, in fact,
may be one of our case finders because many older adults who may
come for some psychotherapy may be coming because an adult
child or another relative has recognized the symptoms and is ask-
ing them to come or is coming with them. Part of what we need
are well-trained professionals who can address that whole context,
not only the older adult alone leaving out the interested family
member, but bringing the family member in and supporting them
as a part of our intervention process so that then they can continue
their support of the older person.

Ms. Oscoop. I think with respect to elderly substance abusers,
alcoholics and drug abusers, whether it is over-the-counter, pre-
scription, or hard core drugs as well or dual addicted elders who
are abusing drugs and alcohol at the same time, I think we do an
even poorer job of recognizing, identifying, and getting help for that
group than for many of the other groups. Substance abusers are a
pcal\rtlcularly vulnerable group that are not recognized and not treat-
e

Mr. RICKARDS. Thank you very much. I am afraid with our
schedule we have to move along. Thank you very much for your
comments and your answers.

Ms. COLEMAN. Let me say that what we hope that the important
information that we are learning today will be captured in a com-
mittee print published by the Senate Aging Committee. We are
also hopeful that if anyone has additional questions and/or state-
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ments about the issues that are raised today that they will forward
them to the Senate Aging Committee so that everything pertinent
to today’s discussion can be included in the record. The committee
print will be an important educational document.

Our next panel represents a diversity from the helping profes-
sions. Dr. Peter Rabins has agreed to join us, leaving some reviews
that he is doing at NIH today. So we thank you and I know that
we're running late and I know that you're under a time pressure.
Dr. Peter Rabins holds both an M.D. as well as has a master’s in
public health. He provides a bridge between many of the areas that
we are attempting to consider today.

His area, as he puts it, of special interest is the psychiatric dis-
orders in older persons, emotional, behavioral, and cognitive as-
pects of neurological illness. Remember, we talked about the effi-
cacy of mental health treatment for older people and our goal with
this second panel is to see how we meet the mental health needs
of the elderly.

Our second speaker is Michael Smyer. Mick, as most people call
him, is a professor of human development at Penn State. He has
focused a lot on mental health treatment issues and has done re-
search in this field. Most recently he was the editor of a special
issue of Generations, the magazine of the American Society on
Aging, where he gathered articles from researchers, policy analysts,
and advocates, some of whom are here today, to look at mental
health and aging issues. This issue of Generations will be used to
educate policymakers, researchers, and service providers about
mental health and aging.

Our third speaker is Marianne Smith. We asked Marianne to
join us today to look at questions of access to mental health serv-
ices for rural elders. Marianne Smith is a nurse and has been
working in the delivery of mental health services in Iowa. She also
works with a number of researchers in Iowa on the delivery of
services. In addition, she provides mental health services and pro-
vides training to others who have contact with older people about
identifying indicators of mental health problems.

Our last panel member is Dr. Harriet McComb. She has recently
joined the Center for Mental Health Services as a public health ad-
visor in the prevention branch. She is responsible for the agency’s
work with special populations. Prior to coming to NIMH, she was
the research director for the Columbia area mental health center
and an associate professor at the Department of Neuropsychiatry
at the University of South Carolina. We have asked Dr. McComb
today to talk to us about special access problems for ethnic minori-
ties.

The organizers of today’s forum asked Larry Rickards, as the
first Chair of the Mental Health and Aging Coalition, to jointly
Chair this event. The reason Dr. Rickards is not listed on your pro-
grams was that Larry called me on Monday, as I was about to get
on a plane, and said, “Oh, Nancy, I have just had a call and I am

oing to go to Iowa”—or Illinois or Missouri or one of those
tates—“to help out in the flood disaster relief.” We are lucky be-
cause the FEMA people just haven’t quite gotten his travel records
together so that is why he is here with us today. I didn’t know
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until we walked in this morning whether or not he was actually
going to be able to be here.
Dr. Rabins.

STATEMENT OF PETER RABINS, M.D., JOHNS HOPKINS
HOSPITAL

~ Dr. RaBINS. Thank you, Nancy. It is a real pleasure to be invited

to address the audience on biomedical and research aspects of effi-
cacy and access. I would like to say at the start that although we've
geparated testimony into biomedical and psychosocial issues, in
fact, it is truer in the aging than in any other age group that these
two are intertwined to such a degree that it is really artificial to
separate them. Nonetheless, I tbmﬁz' for discussion purposes separa-
tion is useful.

What I thought I would do would is to briefly summarize my
longer testimony that I put together. I would like to start with a
little history as Dr. Lebowitz did and to go back to the 1950’s when
efficacy research was being developed. Most people don’t appreciate
the fact that the scientific techniques we use now to determine if
a treatment is efficacious were developed, in large part, from the
study of mental treatments. There was so much skepticism about
whether medication or psychotherapy worked that technologies
were developed to test those techniques and then were also applied
to the study of indications for high blood pressure and anti-ar-
rhythmic drugs. I mention this because Senator Talmadge’s ques-
tion, is treatment really efficacious, is still a question in many peo-
ple’s minds. And yet, for 40 years studies have been carried out
and clearly demonstrate that both biological and psychosocial treat-
ments are effective in people of all ages.

When we focus specifically on mental disorders in older people,
there is a huge body of information to show that treatments for de-
pression, manic depression, schizophrenia, obsessive compulsive
disorder, and anxiety respond to the biomedical treatments for
these disorders to much greater rates than for placebo treatments.
Evidence is weaker that we can effectively treat the behavioral
symptoms of Alzheimer’s disease and other dementias but there is
some evidence that we can do that as well.

Surprising to many people is the fact that electro-convulsive
therapy is still done. In fact there is an extensive literature to dem-
onstrate the electro-convulsive therapy or ECT is an effective bio-
medical treatment—in fact, it is the most effective treatment for
depression, more effective than medications. Ironically, it is the
safest treatment for depression. For many older people who are not
able to tolerate medicines or who have medical conditions that com-
plicate their care, electro-convulsive therapy is the only treatment
that they can tolerate.

As far as access, studies dating back over the past decade dem-
onstrate that the percentage of older people who have mental dis-
order is about the same as the percentage of middle aged and
younger people. That is, over the life span the prevalence of mental
problems is about the same. Yet, if you look at the percentage of
Eio le who receive mental health treatment, the elderly are less
ikely to be in treatment by far. And even within the elderly this
is very much an age related phenomena. In the ECA study, a large




39

NIMH-funded study in which more than 20,000 Americans were
interviewed almost no one over the age of 75 was receiving mental
health treatment from anybody, doctor, social worker, nurse, or
medical practitioner, even though the evidence shows, again, that
the rates of disorder in the over 75 are as high as they are in other
age groups.

Thus, it is very clear that we have a serious access problem. That
i, for some reason, and I think that there are several reasons,
older people are not gaining access to the good treatments that we
do have. One has to wonder whether reimbursement, stigma, and
just lack of knowledge all contribute.

The next point that I want to make is one that has already been
made but I think it bears repeating. In older people the co-occur-
rence of physical and psychological problems is extremely high.

The slide showed that if you look at a variety of different medical
illness that the rates of depression vary between 15 and 30 percent.
If you take a condition like Parkinson’s disease which is relatively
common in older people, about 30 percent of patients have a severe
depression that meets diagnostic criteria. And the other slide I was
ﬁomg to show demonstrated that the biomedical treatments we

ave to treat depression in the physically ill are as effective in peo-

le with these medical illnesses as they are in people without those
illnesses and as effective as in the young. The fact that you have
had a stroke, a heart attack, kidney trouble and also have depres-
sion in no way interferes with the fact that you will respond to
treatment for the depression. Unfortunately, that is not well
known. It is far too common for people to say, “well, who wouldn’t
be depressed not just because you are old but because you have X,
Y, or Z” and then not refer a Ferson or not initiate appropriate
treatment. This is an example of lack of information being a cause
of undertreatment.

The final broad point I want to make was one that Dr. Cohen
also made. There is a very extensive body of literature to show that
the treatment of emotional disorder in late life is cost-effective.
That is, it not only improves people’s mood, for example if it is de-
pression, but makes people more functional, increases the number
of social contacts that they have, and improves their activities of
daily living function. For example, people who are depressed and
get well are more able to physically care for themselves. Treatment
shortens the length to stay in medical hospitals, as has been men-
tioned, and decreases disability. Therefore, it is very clear, to me
at least, that when we talk segarately about mental illness and
physical illness that this is another false dichotomy. We are talking
about people who have several diseases and for convenience we call
some of them psychological and some of them medical. The bottom
line, however, is that we are talking about illnesses that rob people
of their function.

The final point that I wanted to mention was what I believe the
research agenda should address. Even though we have effective
treatments they are not as good as we need. We need safer and
more effective treatments than we have now. For example, a single
trial of an anti-dgFressant medicine is effective in about 60 percent
of people and ECT in 90 percent. That means there are people who
don't get better. Furthermore, many of the treatments we have
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have serious side effects. We also need more research that looks at
the interaction between biological and psychosocial factors. It is a
mistake to treat them separately.

As has already has been mentioned, we need methods to improve
the dissemination of the knowledge that we do have. It is clear to
me that part of the reason that older people are undertreated for
their mental health %roblems is that professionals, doctors, nurses,
social workers, and the lay of public J:) not know that there are ef-
fective treatments available. We have to somehow do a better job
at teaching people that treatment is available. I believe we need re-
search to figure out how can we do a better job at that.

I believe we need research to focus on why the elderly are not
accessing and u_sinﬁ the services that are available. Some of these
factors lie within older pegfle themselves—there probably is more
stigma about havinai_ment disorder in older people—but as many
other people have already mentioned, many of the factors lie in the
health care system itself. We are not meeting the needs and de-
signing services, as Dr. Cohen said, that bring treatment to people
rather than force them to come to us.

Finaltllylr I also want to mention the fact that, ‘as Dr. Lebowitz
noted, that we are often talking about chronic conditions. That is
conditions that get better with care and treatment but that may
recur over time. We need research to tell us how can we do a better
job at 1;l)reventing recurrence, preventing relapse, and keeping peo-
ple well once they do improve.

Thank you very much.

[The prepared statement of Dr. Rabins follows:]
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BIOMEDICAL AND RESEARCH ASPECTS OF THE EFFICACY OF
MENTAL HEALTH TREATMENT FOR THE ELDERLY
Testimony of Peter V. Rabins, MD, M.P.H.

Department of Psychiatry, Johns Hopkins University School of Medicine
1287

Baltimore, Maryland 2
Mywtmmwungmetotemfyulhhbneﬁn&lhavebeennkedwaddrmthe
bi ] and pects of the efficacy of mental health treatment for the elderly.

Whﬂelwﬂlhnmmyremarhtothistopwlummemphaﬂulhabwmedlalmd
d in tandem for each to achieve maximum benefit.

Psy Toust be app

The word efficacy refers to scientific evidence that a specific treatment improves or
cures a symptom, condition or disease. In times of shrinking resources, such as we are living
th:wghmw.quesnomabomefﬁuquepamaﬂaﬂyimpommnncewewmﬂdlihwm

our limited thnmnotonlynmpommbuttorwhwh
effective treatments exxst. Thcdevelopmem of biomedi and h into their
efﬁaqhufowsedonthesenmumdpemmmwulﬂlwnuofmehfejh&m

and manic ive illness; the demcmm of vanous cuolopes, schiwphrenu
and chronic paranoid condmons, bsessi ic anxiety disorders
and severe p ality disorder. Evid from the NIMH snpponed Epidemiologic
Catchment Area study d d that, together, the severe form of these conditions

affect approximately 8% of persons over 65 during any 6 month period. It is important to
recognize that the majority of persons who suffer from one of these disorders are cared for
by family members who also experience emotional, physical and financial strains,

What is the evid that available biological therapies are effective in the elderly?
1 will address them by specific disorder.

THE EFFICACY OF BIOLOGIC THERAPIES OF SPECIFIC DISORDERS

1. Depression and manic depressive illness. Many studies show that effective
biological are available for depressi -ndmmcdeprmveillms.'lhemost
ly prescribed biological are medi A ber of different
compounds are svailable for | prescription and each of these is effective in approximately
60% of individuals. This is double the rate of lled placeb
More severe dcpremon often requires the addition of other med:eauons. Clearly a
significant majority of older individuals with d i spond to apy

= PRy . 1

The most effective for d i

or ECT. Unfortunately ECT has been identified as a fnghtemng and undesirable treatment.
This is likely due, in part, to the manner in which ECT was adnumstered in the past. The
use of hesia, muscle rel and careful medical jtoring have vastly i dits
acceptability. Studies of efficacy demonstrate that ECT is eﬁecuve in 90-95% of mdmduals
with moderate or severe depress:on. Furthemore, and surprising to most observers, ECT
is safer than medi the dep d elderly often suffer from severe medical
problems which make the prescnpuon of medications dangerous or even contraindicated,
ECT may be the only therapy availab]

Mthoughlcssweﬂxmd:ed.thcmmcphmofmanicdepusiveﬂhesdmrespond&

to C ds such as lithium carbonate and carbamazepine are as
effemvemtheeldcrlyasmtheyo\ms.'lhcydecreuetheﬁequenqofremnenceofmamc
depressive iliness as well as treating P

2. Dementis is common in the elderly and is caused by many diseases. Alzheimer
disease is the most cause. In land; -xmdlesmpponedbytheNauamllnmmw
onAgmg.the medication tacrine has been shown to mildly improve memory and daily

, evid to date does not suggest that this compound will reverse or

slowdownthe, gression of Alzheimer di Fiﬁyto70%ofpauemswnhAlzhclmer’s
disease and other dementias also suffer from mod or severe behavior or al
symptoms. These are often more problemauc to enreglven than memory impairment. The
bestewdencewebave suggests that avail psy drupne nnldly
effective in ting certain behavioral The id

Alzheimer's di ponds to medxenuons is pnmnily anecdotal all.hough one nudy
d d that antidep and psych mpponwereequallyeffecuve
in improving mood in patients with Alzheimer’s di: In my opinion, more studies of
curre’ tly nvaula.ble medications and the dcvelopmem of new eompounds to treat the

of d ia and Alzheimer's di should be a high priority
because a pnmary treatment or prevention for Alzheimer’s disease may not be found for
many years.
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It is important to emphasize that there are and p jons for other
causes of dementia. The second most cause of d ti lar d ia, is
often caused by stroke or blood vessel disease. Studies have demonstrated that low dose
aspirin or anti 1 herapies can the progression of lar d i

ag] p P by

improving brain blood flow. Unfortunately, this information is not well known. In my

" opinion further research is needed to develop methods for identifying individuals who have

this type of dementia. Concerted educational efforts aimed at physicians, other health

practitioners and the lay public that will improve the identification individuals who have had
small strokes and brain blood vessel disease is sorely needed.

3. Schi ig is a less common disorder in older people than in the young.
Medications have been available for 40 years to treat the symptoms of schizophrenia and
anecdotal research suggests that elderly individuals with schizophrenia respond to these
medications at the same rate as younger individuals. H , the elderly are more prone
to developing serious side effects than younger persons. I believe an important research
agenda should be the identification of safer compounds that will relieve the chief symptoms
of schizophrenia and prevent the deterioration that schizophrenia sometimes causes but have
fewer side effects.

4. i ive di is usually a life long disorder. Effective biological
treatments have been available for only several years but these appear to be equally
effective in younger and older individuals. The use of these medici in older individual
is often limited by their side effect profile. Thus, the development of more effective, safer
treatments should be supported.

S. The anxiety disorders are in older individuals but, ironically, are less well

died. Medications are available to relieve the symptoms of chronic anxiety and to prevent

panic attacks. More studies are needed, however, to identify medicines with safe side effect
profiles.

PSYCHIATRIC SYMPTOMS AND PSYCHIATRIC DISORDERS OCCURRING
SECONDARILY TO OR CONCOMITANTLY WITH PHYSICAL ILLNESS

Medi PR

I illness and psychiatric occur tog quently in the elderly. Many
psychiatrists, physicians, psychologists, social workers and other mental health practitioners
are intimidated by this co-morbidity because they feel that they have not been adequately

ined to treat individuals who have both medical and psychiatric symp This is
unfortunate since the psychiatric symp are often ble cven when the underlying
disorder is not. 1 have alrcady talked about the fact that certain behavioral and mood
symptoms of Alzhcimer’s di pond to biological therapies. In addition, the depression
that ty occurs in iation with specific medical ilinesses, for example stroke and
Parkinson’s discase, respond to the same biological as does idiopathic (without
an identifiable cause) depression. In addition to improving depression, these therapies also
imp physical function, i the participation in and of rehabilitation and
shorten the length of medical hospitalization.

her fi

While we know that both medications and el ulsive therapy are effi
in treating depression in the medically il this fact is not widely appreciated by physicians,
non-physician mental health practitioners or the lay public. We need to develop new
methods of identifying depression in the medically ill elderly and of disseminating this
technology and knowledge.

Targeted NTH support is needed to develop safer and or more effective agents.
ing collaboration b private industry and researchers supported by the NIH
should be encouraged and will help clear up this problem. Concerted efforts to disseminate
available knowledge to professionals and the lay public are needed to change incorrect
assumptions.

Additional h is needed to study biomedical of alcohol and
substance abuse in older individuals, to identify of novel ways of treating scriously mentally
ill persons who live alone and who reside in nursing homes, live in special elderly housing
sites or who are so physically impaired that they are unable to present for treatment to
office-based practitioners.
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The biological therapies that we have now to treat serious persistent mental disorder
in older individuals are not perfect. However, we are not adequately utilizing the treatments
that are available. Other important research questions include: a) the identification of more
effective and safer biologica! therapies; b) the identification of individuals who will respond
to available therapies; c) h is needed into the best methods of training mental bealth
practitioners, non-psychiatric physicians and using individuals not traditionally thought of as
providing menta! health services (such as community workers who bave contact with the
elderly) Finally research should identify the best ways to increase knowledge among
professionals and the pay public. Effective treatments are available and that the stigma
associated with accepting mental health therapy would maximize the use of the effective
treatments that are now available.

'+ SUMMARY
1. Effective biological therapies are available to treat the serious and persistent
psychiatric conditions that occur in the elderly: depression, manic depression, schizophrenia,
behavioral complications of d ia, obsessi Isive disorder and chronic anxiety.

2. Electroconvulsive therapy is often safer than medication treatment and bas a
unique role to play in the seve. ely medically ill whose medical condition makes them unable
to tol doard antid

{ 4

3. The major barriers to the use of effective biological treatments in the elderly are:
a) lack of knowledge among practicing physici mental health
practitioners; b) the incorrect p ption that psychological d in the elderly is a
normal aspect of aging; c) the p of itant physical illness and the side effect
profiles of the available treatments.

3
non-phy

1would like to end where I began. Biological treatments are most effective when they

are bined with appropriate assessment and psychosocial care. R h into the
bined use of biological and biological therapies is very likely, in my opinion, to
maximize the effectiveness of the agents we already have.
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STATEMENT OF MICHAEL SMYER, PROFESSOR OF HUMAN
DEVELOPMENT, THE PENNSYLVANIA STATE UNIVERSITY

Mr. SMYER. Madam Chairman, I will outline my remarks and if
1 am successful in speaking in under 7 minutes, I will yield the
rest of my time. First, I appreciate your organizing the forum this
mornin‘ﬁ.

I would like to cover four areas very briefly. I am going to spend
a little more time on access and efficacy issues, giving a little bit
of the statistics that Barry mentioned a little earlier. I am going
to skip over a lot of what I had to say about efficacy in the areas
of cognitive dysfunction and depression because Peter has covered
some of those areas. I want to highlight anxiety disorders as a par-
ticular case in point where the interaction of physical and psycho-
logical functioning is crucial to look at in older adults. Then I want
to turn to one setting where these issues are clearly salient, and
that is nursing homes. I know you’re thinking why worry about
nursing homes. But I hope that by the end of the 7 minutes you
will think more seriously about the role of nursing homes in your
future, in your family’s future, as well as in the mental health sys-
tem. And finally, I will conclude with some comments on the impor-
tance of preventive efforts and priorities for action. You see, I am
doing this without slides and that allows me to run through things
pretty quickly.

To begin with access and efficacy, my colleague and friend Linda
George at Duke recently summarized the literature on community
and home care for mentally ill elderly. Her summary a;ﬁ:ly captures
the situation. She said, “It is ironic that at a time when there is
more and better research about the causes and effective treatment
for rglsgrc}ﬁatric disorders the mental health delivery system is un-
de ded and underutilized.” She is ri]g-‘ht on target. There are
three elements I think that underscore Linda George’s summary.
First, the general medical sector, that is primary care physicians,
provide a large portion of the diagnostic and treatment services to
older adults who have mental health problems. Second, those pri-
mary care physicians poorly recognize psychological symptoms in
older patients and are less likely to refer those older patients with
mental disorders for specialty treatment than they are to refer
younger patients. Third, those general medical providers are much
more likely to prescribe psychotropic medications for patients with
mental health problems than are mental health specialists. In
short, primary care physicians play a central role in treating men-
tal disorders of the elderly even though they are not particularly
w%ll-skilled at detection and appropriate treatment of such dis-
orders.

But it is not solely the role of the prim care physicians that
we need to focus on in terms of access. Individual characteristics
also lend themselves to different treatment patterns. For example,
again Linda George provided a concise summary, “lower income
and education, being a member of a racial or ethnic minority, being
male, and being old are all associated with a lower likelihood of re-
ceiving mental health services even in the presence of the need for
such services.” There are organizational factors, however, that can
affect the availability and use of services. Barry Lebowitz and oth-
ers have noted that community mental health centers which have
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targeted older adults for service use have higher rates of utilization
and higher rates of treatment. Unfortunately, such coordination
and targeting is the exception rather than the rule.

My colleague Margy Gatz and I have recently summarized the
current delivery system. The mental health system has shifted over
the last two decades. Private institutional settings have been cre-
ated and the Government has become a major third-party payer
through Medicare and Medicaid. Finally, there has been little or no
coordination or cooperation among components of the mental
health system in part because of multiple funding sources and in
part because of organizational and guild issues that often obscure
lglenuine concern for older adults. Nursing homes, which you will

ear more about in a minute, have not been integrated into any
mental health system although the Nursing Home Reform Act
mandates active treatment. The upshot is that both everyone and
no one is responsible for clients. A non-system of mental health
care has emerged.

But don’t get depressed or if you do see Peter because, as you
know, we have effective treatments for depression. In my written
comments I highlight the efficacy data on treatment of behavioral
asgects of cognitive impairment, particularly of the dementias as
behavioral and mood disorders, efficacy data on effective treat-
ments of depression, including but not limited to ECT, other ap-
proaches such as cognitive behavior therapy have been found to be
effective with older adults even using para-professional therapists,
not solely Ph.D. or M.D. therapists.

But I want to focus my brief remarks on anxiety disorders, an-
other mental health problem that requires attention. Prevalence
rates suggest that about 5 percent of the elderly have an anxiety
disorder with another 10 to 20 percent of older adults having anxi-
ety symptoms. There are effective pharmacological and psycho-
logical approaches for anxiety disorders although the efficacy date
here is not as solid as in the depressive disorders, in part because
the drugs developed to treat anxiety disorders have primarily been
tested with younger adult samples. ]

Pharmaco-therapy of geriatric anxiety relies primarily on
benzodiazapine such as halcyon with a short elimination half-ife or
Librium or Valium with longer half-lives. These approaches have
a down side to them in that there is an increased possibility for
toxic reactions with benzodiazapine use in old age. Adverse reac-
tions include day time sedation, unsteadiness leading to falls and
fractures, and cognitive impairment and confusion induced by the
treatment itself. Because of the potential toxicity of such drug regi-
mens, psychological interventions are often viewed as a treatment
of choice or certainly an important part of the therapy process. Un-
fortunately, many times these anti-anxiety agents are prescribed
by primary care physicians who are not well attuned to the need
for close follow-up with their older patients.

A setting in which these issues become increasingly important is
nursing homes. You know as well as I do that at any one point in
time 5 percent of the elderly are in nursing homes. This cross-sec-
tional view, however, hides the lifetime prevalence rates of nursing
home use. Recent estimates suggest that one-third of men and a
little over half of women turning 65 in 1990 could expect to use a
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nursing home sometime before death. Why is this important in a
hearing on mental health and aging? Because roughly two-thirds of
those in nursing homes have at least one diagnosable mental dis-
order. Put another way, nursing homes now provide roughly 26
percent of all in-patient mental health services. Nursing homes
have become the major receiving site for mentally ill elderly in our
society. They have come to play a mental health as well as a phys-
ical role. Are they staffed for this? No. Do they provide mental
health services? The Readers Digest version is, no.

Barbara Burns and her colleagues recently reported that during
a 1-month period of time roughly 5 percent of the mentally ill in
nursing homes receive any mental health services and half of that
is provided by primary care physicians. Our own group at Penn
State has done a study suggesting that over a 1-year period of time
roughly 19 percent of diagnosed mentally ill elders receive any type
of mental health treatment. Clearly, there is a need for greater
treatment there and we can talk in the discussion about why we
don’t provide the treatments that we know can be effective in this
setting and the key role of nursing assistants in that setting.

In closing, I want to highlight four things: First, we need to find
ways to improve the ability of primary care physicians to more ac-
curately diagnose and treat mental disorders amiong the elderly
and to more effectively refer to specialty treatment as appropriate.
Second, within the institutional setting, primarily nursing homes,
we need to develop more effective treatment strategies for nursing
home residents with mental disorders and with the combination of
physical and mental disorders because the co-morbidity issues
we've heard so much about this morning are particularly salient
there. Effective treatment strategies must include involving nurs-
ing assistants, the primary care providers in nursing homes, as
mental health providers as well as physical care providers. In the
community, third, we need to encourage more effective collabora-
tion between and among the diverse settings that serve mentally
ill older adults; for example, AAAs, Area Agencies on Aging, and
community mental health centers. And finally, because of the po-
tential for adverse drug reactions and drug toxicity and inappropri-
ate self-medication among older adults, often psychological thera-
pies and psycho-social treatment choices are treatments of choice
for older adults who have both co-morbidity of physical and mental
health problems.

In closing, however, I want to emphasize one other theme, and
we've heard it before but I think it is important to underscore, and
that is that the majority of older adults do not have mental dis-
orders. Although it is important to focus attention and resources on
mentally ill elderly, we have much to learn from their mentally re-
silient age peers about successful adaptation to the substantial
challenges of later life. Optimally, research and intervention ap-
proaches must reflect both the diverse clinical -settings serving
mentally ill elderly—for example, primary care physicians, general
hos%itals, nursing homes—as well as the diverse older population
itself.

I yield the rest of my time.
[The prepared statement of Mr. Smyer follows:]
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Introduction

Mr. Chairman, thank you for giving me the opportunity to
appear today. My name is Michael Smyer. I am a clinical
psychologist by training and a 1licensed psychologist in the
Commonwealth of Pennsylvania. I am currently a Professor of Human
Development at Pennsylvania State University.

I am a fellow of the American Psychological Association, the
American Psychological Society, and the Gerontological Sociaety of
America. I am currently the President of the Division of Adult
Development and Aging of the American Psychological Association.

For more than fifteen years, I have been involved in research,
education, and program development in the area of aging and mental
health. During this time, I have been a founding board member of
a 92-bed free-standing inpatient mental health facility, the
Meadows Psychiatric Clinic in Centre Hall, Pennsylvania, and a
founding board member of a continuing care retirement community
that serves 200 older adults, Foxdale Village in State College,
Pennsylvania. 1In addition, I have pursued a program of research
focusing on effective mental health treatment approaches for older
adults, especially nursing home residents (see Smyer, Cohn, &
Brannon, 1988, & Smyer, Brannon, & Cohn, 1992).

In my comments this morning, I will be drawing from several
recent reviews of mental health treatment approaches for older
adults (e.g., Cavanaugh, Park, Smith, & Smyer, 1993; Finkel, 1993;
Gatz & Smyer, 1992; George, 1992; Smyer, 2arit, & Qualls, 1990).

In doing so, I will highlight what we know and what we need to know
in several key areas. I will begin with a brief review of igsues

of access and efficacy of mental health treatment. Next, I will

summarize briefly the state of knowledge in three important
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substantive areas: cognitive impairments in later life, primarily
dementia; depression; and anxiety disorders. Third, I will focus
on the important treatment issues that arise in nursing homes. °
Pinally, I will conclude wvith brief comments regarding the
importance of preventive efforts and priorities for action.

Access and Bfficacy:

Linda George's (1992) recent review of compunity and home care
for mentally ill older adults aptly summarizes the current
situation:

It is ironic that, at a time when there is more and better
research about the causes and effective treatment for psychiatric
disorders, the mental health delivery system is underfunded and
underutilized. (1992, p. 793)

WHAT WE KNOW

George's summary reflects several important patterns of
mental health service use: 1) The general medical sector, rather
than mental health specialists, provides the najority of diagnostic
and treatment services to older adults who seek outpatient mental
health care (George et al., 1988; Leaf et al., 1988); 2) General
physicians poorly recognize psychological symptoms in older
patients and are less likely to refer older adults for treatment,
compared with younger adults, even with equivalent mental symptoms
(e.g., Kucharski et al., 1979; Rapp et al., 1988); 3) General
medical providers are much more likely to prescribe psychotropic
medications for patients with mental health problems than are
mental health professionals (e.g., Schurman et al., 1985). In
short, primary care physicians play a central role in treating
mental disorders of older adults, even though they are not skilled
at detection and appropriate treatment of older adults' mental
disorders (Waxman & Carner, 1984).

These service provision patterns provide a context for
information on the prevalence of treatment for older adults® mental
disorders. George (1992) recently reviewed several studies of
"treated prevalence”-- the proportion of the population with a
disease or disorder who are receiving care for the disease. She
noted that approxinately 60% of older adults’ mental illness is due
to nonorganic psychiatric or psychological disorders and roughly
40% is due to organic mental disorders (George et al., 1988).

Overall, treated prevalence rates for older adults range from
42% to 63%, depending upon the samples used and the definitions of
mental disorders (Burns & Taube, 1990; George et al., 1988).
George (1992) noted that older adults were no more likely than

younger adults to lack treatment.
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This general pattern, however, does not reflect different
treatment experiences for older adults with severe cognitive
impairment, primarily organic mental disorders, such as dementia.
Older adults with this type of mental impairment were less likely
to have received outpatient treatment than older adults without
cognitive impairment. They were more likely, however, to receive
inpatient care (George et al., 1991).

These general trends, however, are affected by the individual
older adult's characteristics. Again, George (1992) provides a
concise summary:

...Lower income and education, being a member of a racial or
ethnic minority, being male, and being old are all associated with
lower likelihood of receiving mental health services in the
presence of the need for such services (Kessler et al., 1981; Kulka
et al., 1979; Leaf et al., 1985).

Another element that affects older adults' access to mental
health services is the coordination of services between the mental
health system and the "aging network" (e.g., Area Agencies on
Aging). Regional and national surveys have shown that community
mental health centers' (CMHCs) targeting of older adults is
associated with higher utilization rates (Knight, 1986; Lebowitz et
al., 1987; Spore & Atchley, 1990). Specialization often entails
providing services at sites other than the CMHC and establishing
affiliations with the Area Agency on Aging.

Unfortunately, such coordination is more the exception than
the rule. Gatz and Smyer's (1992) recent summary characterizes the
current service delivery system:

...the mental health system has shifted, private institutional

settings have been created, and the government has become a

major third party payor through the vehicle of Medicare

and Medicaid...Pinally, there has been little or no

coordination or cooperation among components of the mental

health system, in part because of multiple funding sources
and in part because organizational and guild issues often
obscure genuine concern for older adults. Nursing homes
have not been integrated into any mental health systenm,,
although the Nursing Home Reform Act (OBRA, 1987) mandates

“active treatment®. The upshot is that both everyone

and no one is responsible for the clients,..."a nonsystem of
of mental health care" (Swan & McCall, 1987, p. 111)...p. 744

WHAT WE NBED TO KMOW

We need to understand two major aspects of mental health
treatment patterns for older adults: the process of help seeking
and service use by mentally ill older adults; and the differential
effectiveness of various treatment approaches for older adults. We
have little information about the different pathways to treatment
for mentally ill elderly, and the outcomes associated with each.

We also need more information about how older adults with
organic disorders (e.g., Light & Lebowitz,1990; Miller &
Cohen,1987) and the chronically mentally {1l elderly (Light &

Lebowitz, 1991) access services.
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In addition, we need information about the most effective ways
to improve mental health service provision by primary care
physicians, -the gatekeepers for outpatient services. Assessnments
of the effectiveness of medical school training, in-service
continuing education efforts, and other approaches are needed.
Efforts to improve the knowledge and skills of these gatekeepers--
either during their medical training or through continuing
education efforts--could have a substantial ‘impact on older adults'
access to effective treatment approaches.

This geﬂeral depiction provides a context for considering
three of the most prevalent menﬁal disorders of older adults:
cognitive impairment (primarily dementia), depression, and anxiety
disorders.

COGNITIVE IMPAIRMENT

Alzheimer's disease and other forms of dementia continue to be
primary mental disorders of aging. Alzheimer's disease and related

dementing disorders are brain diseases that alter not only
cognitive functioning, but also behavioral, emotional, and social
functioning. About three to four million Americans are affected by
permanent, debilitating, ;nd often progressive cognitive and
behavioral losses, with 20-25% of the 85+ age group experiencing
this problem (Advisory Panel in Alzheimer's Disease, 1993).
Because of the aging of our society, it is expected that the
prevalence of this problem with triple within 50 years (Schneider
& Guralnick, 1990). Dementia has both emotional and economic
costs. The long-term care required by dementia patients is highly
stressful for their primary caregivers: family menbers {Light &
Lebowitz, 1992). Economically, the direct and indirect costs for
caring for dementia patients have been estimated to exceed $80
billion per year (Advisory Panel on Alzheimer's Disease, 1993).
WHAT WE KNOW

The progression of cognitive- dysfunction associated with
Alzheimer's disease has been well documented, and the behavioral
and emotional effects of Alzheimer's are beginning to be better
described (Raskind & Peskind, 1992). Through testing techniques
developed by neuropsychologists and psychophysiologists (e.g.,
Kaszniak, 1990; La Rue, et al., 1992), as well as through
neuroradiological techniques (e.g., Tune, 1993), we can effectively
diagnose different types of dementia, with an improved
understanding of the basic mechanisms of cognitive and behavioral

decline in these disorders.
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Although we cannot eliminate the cognitive decline caused
by underlying dementias, we can and do have treatments--both

pharmacological and psychosocial-- that are effective in treating

the mood and behavioral P s of d ting 111 {e.g.,
Baltes & Werner-Wahl, 1987; Burgio & Engel, 1987; Hussian, 1987).
. (See Raskind & Peskind, 1992, and Regnier & Pynos, 1992 for

reviews of these areas.)
WHAT WE NEED TO KNOW

It is wurgent that better strategies be developed to
differentiate various forms of dementia, early stages of dementia,
and to differentiate dementia from depression. The goal is to
develop an etchtive and efficient set of assessment strategies and
improve diagﬂbstic accuracy. To accomplish this, studies need to

be a d that 4 relationships among non-invasive

psychophysiological, neuropsychological, and behavioral indicators
to determine how these relate to one another. Similarly, research
on the behavioral psychopharmacology of medications commonly
prescribed for older adults can help develop safe and effective
medication treatment, while avoiding the unwanted side effects
{(e.g., confusion and disorientation)that are common among older
adults.

Interventions for dementia are needed on a number of fronts,
including therapeutic interventions to assist the recently-
diagnosed individual in early stages, who may be in great distress.
Appropriate support and interventions for both the individual and
the family also must be developed for later stages of the disease.
In particular, the behavioral aspects of dementia have been
relatively understudied, both in terms of basic descriptive
research and intervention. Also, little is known about appropriate
support interventions for members of different ethnic groups.
Members of minority ethnic groups use established mental health
services less frequently than do members of other groups.
Different traditions and different understandings regarding
dementia may require different intervention techniques to be
effective (Wykle & Musil, 1993).

DEPRESSION

Depression is a clinical syndrome, including a constellation
of physiological, affective, and cognitive manifestations, that
affects older adults in a variety of ways. Nearly 5 million
individuals age 65 and over suffer from serious and persistent

symptoms of depression (e.g., disturbed sleep; changes in appetite
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and weight; depressed or irritable mood; etc.), and over 1 million
suffer from major depression (NIH Consensus Panel, 1992). In
institutions (e.g., nursing homes), 25% of residents have major
depression. Most of the treatment for older adults' depression
occurs in the context of a primary care medical practice, with only
a small minority of depressed older adults being treated by a
mental health practitioner. Thus, depression among older adults
often goes undetected and untreated, seriously eroding the quality
of life and productivity of older adults.

WHAT WE KNOW

Well accepted, standardized methods for evaluating depressive
symptons and disorders in older adults have been developed (Blazer,

1982; Koenig & Blazer, 1992). In addition, effective treatment
approaches for depression have been developed, including both
pharmaceutical (Alexopoulos, 1992; Salzman, 1990; Salzman & Nevis-
Olesen, 1992) and psychotherapeutic approaches (Gallagher &
Thompson, 1982; Jarvik et al., 1982; Steuer et al., 1984; Thompson
et al., 1987).

WHAT WE NEED TO KNOW

The relationship between susceptibility to depression and
normal, age-related changes in brain structure and chemistry is
poorly understood. Moreover, the possibility exists that
depression in older adults is a clinically distinct syndrome, with
somewhat differing causes, course, and symptoms than for younger
adults (Alexopoulos et al., 1988). This is an area that needs_
urgent investigation, since it may lead to more effective treatment
approaches. The goal is an improvement in the diagnosis and
identification of older adults who are most likely to benefit from
treatment.

Research is need to identify the optimal biological and
psychological components of therapy for diverse groups of depressed
older adults (e.g., those with late-onset depression v. life-long
depressive disorder). In addition, adaptations of therapeutic
approaches for older adults with various combinations of cognitive,
communication, and depressive disorders should be explored.
Similarly, clinical trials and observational studies are needed to

identify optimal components of therapy for the vary old, older
adults from minority or underserved communities, institutionalized

elderly, and older adults with a combination of physical illness

and depression.



AMXIETY DISORDERS
Anxiety disorders constrain or severely impair the social
functioning of affected older adults. The complexity of these
disorders is captured by Gurian and Goisman's (1993) recent
definition:
Anxiety may be defined as a subjective state of internal
disconfort, dread, and foreboding, accompanied by autonomic nervous
system arousal (Gurian & Miner, 1991). Different from fear, anxiety

tends to occur without apparent conscious stimulus. The term
*anxiety™ may refer to a mood state, affect, symptom, disorder,

or «class of disorders. The physical symptoms  include
hyperventilation, palpitations, sweating, diarrhea, trembling,
dizziness, headache, restl , restl and muscle

aches...Certain cognitive changes are also associated with anxiety
states, for example, impaired attention, poor concentration, memory
problems, and cognitions with anxiety-laden content....(p. 39)
WHAT WE KNOW

Estimates suggest that 5% of older adults have an anxiety
disorder (Rabins, 1992). Prevalence rates for anxiety symptoms are
even higher, ranging from 10 to 20% of older adults (Sheikh, 1992).

Effective psychological interventions for anxiety disorders
among young adults have been developed, but their efficacy with
older adults has not been fully established. For example, recent
reviews have pointed out the applicability of behavioral
approaches( e.g., Steuer et al., 1984), relaxation approaches
(e.g., Yesavage et al., 1988), and other psychotherapies (e.g.,
Johsnon, 1991), while acknowledging the limited research base on
efficacy with older adults (McCarthy et al., 1991).

Pharmacotherapy of geriatric anxiety relies almost exclusively
on benzodiazepines, such as Halcion (with a short elimination half-
life) or Librium or Valium (with a long elimination half-life).
Unfortunately, there have been few treatment efficacy studies of
benzodiazepines that include older adults (Salzman, 1991). In
contrast, a sizeable body of research exists that consistently
documents the increased probability for toxic reactions with
benzodiazepine use in old age (Salzman, 1991, 1992). These
adverse reactions include daytime sedation, unsteadiness leading to
falls and fractures, and cognitive impajrment (Salzman, 1992).
Because of the potential toxicity of drug regimens, psychological
interventions are often viewed as a treatment of choice.
WHAT WE NEED TO KNOW

It is difficult to differentiate anxiety disorders from
depression among older adults; sensitive assessment techniques
need to be developed to accomplish this (Sheikh, 1991). Similarly,

assessment techniques should be developed to diagnose masked
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presentations of anxiety disorders presented as physical symptoms
and cognitive decline, since these may be viewed as more socially
acceptable mechanisms for expressing emotional distress. Little
is known about the optimally effective combination of
pharmacological therapies and psychotherapies for treating anxiety
disorders in older adults. Adaptations of successful therapies for
younger adults need to be evaluated for the range of anxiety
problems experienced by older adults. We also need to document

more fully the impact of psychotherapy and pharmacotherapy on
psychophysiological indicators of brain and heart function, as well

as the biochemical mechanisms that accompany the experience of
heightened anxiety among normal older adults.
MURSING HOMES

At any one point in time, 5% of older adults are using
institutional settings, primarily nursing homes, as their formal
source of support (Kastenbaum & Candy, 1973). In 1987, for
example, there were slightly more than 1.5 million older adults'in
nursing homes (Lair & Lefkowitz, 1990).

The cross-sectional view belies the lifetime risks of nursing
home use, however. Kemper and Murtaugh (1991), for example, used
data from the National Long Term Care Survey to simulate the risks
of nursing home care for members of a cohort turning 65 in 1990.
They estimated that almost a third of men and just over half of
women who turned 65 in 1990 could be expected to spend some time in
a nursing home before death--substantially higher lifetime rates
than the 5% cross-sectional view.

-m! WEB KNOW

Nursing home residents have a combination of physical and
mental health problems. For example, Strahan and Burns (1991}
summarized information from the 1985 National Nursing Home Survey.
They found that 65% of nursing home residents have at least one
mental disorder, including the dementias and other mental
illnesses. Lair and Lefkowitz (1990), drawing on the 1987 Natjonal
Medical Expenditure Survey (NMES), estimated that a similar

proportion had a mental disorder. In addition, they found that a
majority of nursing home residents need help with self-care

activities (such as bathing, dressing, etc.)-- a common proxy for
physical disability. In short, nursing home residents are both
mentally and physically ill, with nursing homes now playing a major
role in mental health care for older adults. Put anothe Y.
nursing homes nowv account for 26% of all inpatlent)m{:ealth

episodes (Gatz & Smyer, 1992).
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Given the residents' mixture of mental and physical health
problems, you might expect to find high rates of mental health
service providers. ¥Not so! Burns and her colleagues (1993),
drawing on data from the National Nursing Home Survey, ra-ported
that only 4.5% of those with mental disorders received any mental
_health treatment in a month; half of that treatment was provided
by primary care physicians. Similarly, Smyer and his colleagues
(in press), drawing on the National Medjcal Expenditure Survey
(NMES), reported that 80% of residents with a mental disorder were
in a facility that reported providing mental health services.
However, only 19% of those residents received mental health
gervices during the previous year. There are a variety of effective
treatment approaches that can be used in nureing homes: behavior
therapy; cognitive-behavioral treatment for depression; group
psychotherapy (see Smyer et al., 1988). However, they are unlikely
to be applied (Liptzin, 1992; Smyer et al., 1988).

Nursing home administrators have a fiscal disincentive for
accurately diagnosing and treating mental illness among their

residents: the Medicaid@ reimbursement rate for a facility for the
mentally ill and mentally retarded is substantially lower than that

for nursing homes. Therefore, administrators may subtly (and
perhaps even directly at times) influence the percentage of their
residents who are given primary diagnoses of mental illness.

Kot surprisingly, nursing home residents are intensive users
of prescription wmedicines. ‘A recent report summarized the
situation:

sixty-one percent of the institutionalized elderly receive
three or more different prescription drugs in a year; 37 percent
receive five or more; and 19 percent seven or more. (HHS Inspector
General, 1989).

Of more concern is the intense use of psychotropic medications
within the nﬁrsing home setting (Buck, 1988). For example, Burns
and Kamerow (1988) reported that 33% of the residents in a national
sample were receiving a psychotropic medication. Of these, 21% had
no diagnosis of mental disorder. Similar patterns of inappropriate
use of psychotropic medications have been reported by other
research groups (e.g., Beers et al., 1988; Monane et al., 1993;
Spore et al., 1992).

Recent regulatory changes (e.g., OBRA 87) have emphasized the
reduction of inappropriate chemical and physical res\:nintsl in
nursing homes. In addition, application of psychological treatment
approaches (particularly behavioral management and behavioral
training approaches) have been encouraged. However, it is too

early to assess the long-tern impact of these regulatory efforts.



WHAT WE NEED TO KNOW

We need to understand more fully the patient histories that
produce the currently high rates of mental disorders among nursing
home residents. what role do public policy initiatives and
regulatory barriers and incentives play in producing the current
mixture of physical and mental health problems among nursing home
residents?

Effective mental health treatment strategies should be
developed, implemented, and evaluated to successfully treat the
common symptoms of nursing home rssidents: depression, agitation,
and disorientation. Equally important, effective strategies for
using nursing assistants, the primary caregivers in the setting, as
mental health technicians should be developed (see Smyer et al.,
1992).

Comparative investigations of behavioral and pharmacologic
approaches to disorientation, agitation, and depression among the
residents should be pursued.

Finally, the effect of organizational elements (e.g.,
administrative climate, supervisory style, stable vs. rotating
assignment of residents to 'aides) on mental health outcones should
be evaluated.

SUMMARY & CONCLUSIONS: THE OVERLOOKED ROLE OF PREVENTION

In these comments, I have summarized current information on
patterns of service use and efficacy of treatment approaches tor
older adults' mental disorders. For tﬁree specific disorders--
cognitive impairment, depression, and anxiety disorders-- I have
highlighted the strengths and weaknesses of our current research
and clinical knowledge base. I have also emphasized the special
challenges posed by mental health treatment within nursing homes.

In these areas, I want to highlight four themes:

> We need to find ways to improve the ability of

primary care physicians to more accurately diagnose and

treat mental disorders among the elderly;

> In the institution, we need to develop more seffective

treatment strategies for nursing home residents, with a

special emphasis on using nursing assistants as a key

treatment element;

> In the community, we need to encourage nmore effective

collaboration between and among the diverse settings that

serve mentally ill older adults (e.g., CMHCs and AAAS);



57

> Because of the potential for adverse drug reactions,

and drug toxicity, psychological therapies are often

the treatment of choice for older adults who have both

mental and physical health problems.

In closing, however, I want to emphasize one more theme:

The majority of older adults do not have mental disorders.
Although it is important to focus attention and resources on
mentally ill older adults, we have much to learn from their
mentally resilient age-peers.

Individual adaptation in later 1life requires individual
initiative in the self-maintenance of mental, physical, and social
functioning (Cohen, 1993; Kivnick, 1993; Sherman, 1993). In
addition to individual efforts, social resources (e.g., family
members and friends) can act as buffers and moderators of the

stresses of later life (Zarit, et al., 1993). Equally important,
there are sthnic and gender differences in coping approaches and

coping effectiveness (Wykle & Musil, 1993). In short, there is no
single way to effectively respond to the normal stresses of later
life.

Although the descriptive literature on effective responses to
later life stress has increased during the last decade, there has
been relatively little investigation of the effects of organized
interventions to support such effective responses. For example, we
need to understand the elements of effective coping that can be
applied to programmatic interventions for a number of normal,
developmental issues of later life: working through life-transition
stresses (e.g., retirement, widowhood, etc.); coping with
developmental crises; memory training; attacking the loneliness of
‘later life; decision-making skills; developing new skills.

In addition, we need to understand the influence-of adaptation
across the life course: what is the impact of a persoen's nid-life
response to stress on her adaptation in later life? What are the
unique challenges to mental health among the oldest old (85+), the
tastest growing portion of the older age groups? How does the
interaction of the physical, mental, social, and econonic
determinants of positive mental health change in later adulthood,
particularly among the oldest old?

Research is needed that will lead to the prevention and
reduction of mental disorders among older persons. Specifically,
research is needed to :

> examine individual differences among older
adults in responding to the stresses and challenges of

later life: Why do many older people who experience



58

risk factors for mental illness mot develop subsequent

problems, and what are the implications for

preventive interventions?

> identify the unique challenges to mental health among the

oldest-old (80+), the fastest growing portion of the elderly,

and develop and evaluate preventive interventions targeted on

their concerns;

> examine the inter-relationships between mental disorders and

chronic physical illness, to develop effective preventive

interventions for older adults who face the challenges of both

physical and mental illness in later life.

optimally, research and intervention approaches must reflect
the diverse clinical settings serving mentally ill elderly (e.g.,
primary care physicians; general hospitals; nursing homes), as well

as the diverse older population.
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STATEMENT OF HARRIET McCOMBS, PH.D., CENTER FOR MEN-
TAL HEALTH SERVICES, SUBSTANCE ABUSE AND MENTAL
HEALTH SERVICES ADMINISTRATION

Dr. McCoMBS. Good morning. First, I would like to thank the
Committee for the invitation to farticipate in this briefing. After
listening to several presenters, I have structured my comments
perhaps in the form of a question; that if services are available, if
they are effective, are they appropriate for specific ethnic minori
groups? Furthermore, are they accessible to those groups? And if
not, what do we need to do about it?

I think the services are available. I think they are effective. My
questions are related to the appropriateness of the services and the
accessibility of the services. I think there are a number of prim
barriers to services for ethnic minorities, and that has to do wit
the lack of knowledge about mental illness in general, the lack of
information about mental illness within specific ethnic groups, cul-
tural stigma regarding mental illness, perceptions of discriminatory
treatment, actual discriminatory treatment, lack of providers who
have both knowledge of mental illness and ethnic culture, poverty,
and the lack of family supports.

It is interesting to note that by the year 2030 persons who are
considered ethnic minorities will constitute the majority of citizens
in the United States and those over the age of 65 will constitute
fully one-quarter of the total U.S. population. Major ethnic groups
comprise several distinct subgroups. Black Americans include Afri-
can-Americans and an increasing number of African-Caribbeans.
Asian-Americans and Pacific Islanders include at least seven spe-
cific groups which includes Southeast Asian refugees. The Hispanic
population includes five large subgroups based on national origin.
And there are more than 400 American Indian and Alaska Native
tribes and languages which are recognized.

So as a grou(f, the elderly are underserved in psychiatric treat-
ment. Specific data on blacks, Hispanics, American Indians, Alaska
Natives, and Asian Pacific Islanders are lacking but we’re reason-
ably able to conclude that ethnic minority elders are underserved
in the mental health system. Unless the needs of this growing
group are addressed in a culturally competent manner, that is to
say in a way that knowledge is applied in a respectful and cul-
turally competent way recognizing cultural differences, millions of
elders will go underserved, millions will suffer treatable diseases
and illnesses, families will undergo undue stress in their attempt
to meet the needs of the mentally ill family member without ade-
quate supports. Existing tﬁeneral and psychiatric services will be in-
appropriately used and the cost for treatment will be more expen-
sive.

One of the things we need to recognize as we attempt to meet
the needs of ethnic minority elders is that we need to recognize the
particular differences between minority groups and the way they
utilize mental health services. For example, as we’ve heard, suicide
is more frequently found in elderly white men. The rate for suicide
among African-Americans is much lower than it is for whites but
higher for Asians.

ative Americans have been consistently identified as having
high rates of depression; however, recent data on the rates of de-
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pression and emotional distress for African-Americans are com-
parable to those of whites. Elderly blacks are more often diagnosed
with schizophrenia, less likely to be diagnosed with anxiety dis-
orders, and more likely to be hospitalized and in general receive
less desirable mental health services.

With regard to treatment within psychiatric hospitals, more
blacks, American Indians, and Alaska Natives are hospitalized in
%iychiatric facilities relative to whites. The hospitalization rates for

ispanics is somewhat lower than whites, and the rates for Asian
Pacific Islanders is significantly lower. So we need to understand
the differences within ethnic groups.

We also need to understand that there are cultural differences in
the values of elderly persons and extended family networks and
this rx:xet:.ly influence the use of mental health services. It has been
repo in one study that among African-Americans there is a rel-
atively short period of time between the onset of symptoms and the
decision to seek treatment. A study of Japanese-Americans found
that they are kept in their families for a longer period of time be-
fore being referred to services, And so we need to understand those
differences.

Also, we need to understand the impact of discrimination on
services. There exists a perception of inequality in_treatment pro-
vided by the mental health system. A recent study reported that
1 out of 5 black family members of mentally ill clients felt that
their family member would have been treated differently, presum-
ably better, if they were white instead of black. These perceptions
may have basis in fact. A recent study reported that despite equal
access to supportive community services, controlling for social de-
mographics, previous hospitalizations, diagnoses, time in program,

blacks are found to be hostiitalized more frequently than whites.

" Income clearly affects the ability of ethnic elders to obtain the
necessary medical care and mental health care. One out of every
three blacks over the age of 65 is poor. Elder Hispanics have higher
illiteracy rates and poverty rates which jeopardize their mental
health. Elderly whites supplemented mental health care with Med-
icaid and additional insurance from private care at twice the rates
of black elderly. So finances clearly impact access to services.

ermore, ethnic families are more likely to care for a men-
tally ill elder at home. And because of this practice, the caregiver
is placed at risk for developing mental illness, particularly depres-
sion as the burden of the caregiving task increases.

Finally, I would like to raise the question again that if the serv-
ices are available, if they are effective, are we providing appro-
priate services and are we providing accessible services. The elderly
minority is likely to recognize symptoms but may not attribute
them to mental illness. They lack information about mental illness
and often avoid treatment because of stigma and family pressures
related to the denial of illness and the perception of discrimination.

Unless we provide accurate information about-mental illness,
available outpatient treatment, information about costs to elders
and their families, actively engage in reducing stigma within a cul-
tural context, provide outreach services, and increase the number
of persons trained to accurately diagnose the population, and elimi-
nate the perception and the reality of discriminatory practice, mil-
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lions of elders will io underserved, millions will suffer treatable ill-
nesses, families will undergo undue stress in their attempt to meet
the needs of the mentally ill family member, and general and psy-
chiatric services will be inappropriately used, and costs for services
will be more expensive.

Thank you.

[The prepared statement of Dr. McCombs follows:]



67

Access of Minority Elderly to Mental Health Services

Harriet G. McCombs, Ph.D.
Center for Mental Health Services

Substance Abuse Mental Health Administration,

Abstract

This paper outlines the cultural imperative to develop models of culturally competent
services for elderly minority persons, barriers to culturally competent services and the role of

Federal, State and local agencies in eliminating barriers to mental health services.

Access of Minority Elderly to Mental Health Services

‘We have within our Nation a cultural imperative to enhance the access of minority elderly
to appropriate mental health services. The imperative is grounded in facts presented in a recent
article by F.M. Baker (1992).

By the year 2030, persons who are considered members of ethnic minority groups will

constitute the majority of the U.S. population and those over the age of 65 years will

constitute 24% of the total U.S. population. Major ethnic groups comprise several
distinct subgroups. Black Americans include African Americans and an increasing
number of African Caribeans. Asian Americans and Pacific Islanders include at least
seven specific groups, among them Southeast Asian refugees. The Hispanic American

population includes five large subg: based on national origin. More than 400

P

American Indian and Alaskan Native tribes and languages are recognized " (p. 337).
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In 1988 the proportion of the population over 65 constituted 12.4 percent. Curreatly,
it is estimated that 14-20% of older adults suffer from emotional problems serious enough to
warrant mental health intervention. Sixteen to twenty-five percent of reported suicides are by
those 65 and over. It is estimated that approximately 7.8% of all older persons residing the
community have a need for psychiatric services, however, only 2.5 percent of community
residing elders receive treatment from mental health professionals, and another 2.4 percent
obtain care form their primary physician (Burns and Taub, 1990). In 1986 the elderly
accounted for 8.7% of all inpatient psychiatric admissi and for 3.1% of outpatient

admissions. As a group the elderly are under served in psychiatric treatment.

While specific data on the mental health status of Blacks, Hispanics, American
Indians/Alaska Natives and Asian/Pacific Islanders elderly are absent, it can be reasonably
concluded that minority elderly are under served in mental health services.

A survey of the primary barriers to services suggests that minorities are under served
because of: a lack of general knowledge about mentat illness among minority elders; a lack of
data on mental illness within specific ethnic groups among providers; cultural stigma regarding
mental illness; perceptions of discriminatory treatment; perceptions of cost for treatment; lack
of providers who are both knowledgeable of mental illness and ethnic cultures, poverty; and a
lack of social supports for family members caring for elderly persons with a mental illness.

Unless the needs of this growing group are dina y

p manner,
that is, one that is knowledgeable and respectful of cultural differences, millions of elders will
go under served. Millions will suffer with treatable illnesses, families will undergo undue stress
in their attempt to meet the needs of a mentally ill family member without adequate supports,
existing general and psychiatric services will be used inappropriately, and cost for treatment will
be more expensive.

Little is known about the characteristics, service needs, and the way elderly minority
utilize mental health services. Any effort to improve services to minority elderly is tied,
however, to our ability to understand both the unique service needs of the minority elderly,
their providers, families and communities, and conditions which create barriers to culturally
competent services. More evaluation research on minority elders® access to and use of mental
health services.

The Substance Abuse and Mental Health Services Administration {SAMHSA) was
established by Congress on October 1, 1992, to strengthen the Nation’s delivery system for
;Jrevemion and treatment services for persons with mental and addictive disorders. Within
SAMHSA, The Center for Mental Health Services (CMHS) provides national leadership in

lanning, organizing and coordinating to improve access to services for a variety of

P Prog

special populations including ethnic elders. Absent, however, is funding to support programs

for elderly minorities.
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Differential Service Nesds and Tendencies in Seeking.C:
The delivery of mental health services to minority elders requires providing them with
services within the appropriate cultural context. Service providers, program directors and policy

makers can not afford the risk of assuming statistical profiles of the "average” older mentally

ill person accurately portray older minority individuals. M , the doush geneity
between and with in groups, the manner in which particular racial and ethnic minority groups
use mental health services cannot be overlooked.

There are differences among ethnic groups in their need for services, their view mental

illness and persons exhibiting abnormal behaviors, their faith in the benefit of hospitalization,
the capacity to maintain a mentally ill family member in the community, and access to, and use
of alternative services. Examples of some differences follow.

Suicide is a more frequent cause of death among the elderly than among any other age
group, although this is due primarily to the relatively high suicide rate among older White mea.

The rates among African-Americans are lower than the rates for Whites, but higher among
Asian-Americans than it is for Whites.

Dysphoria and major depressive are prevalent mental di

among the aged
(Bliwsie & McCall, 1985; Gurland & Toner, 1982). Native Americans have been consistently
identified as having high rates of depression. Recent data on the rates of depression and
emotional distress found the rates for African-Americans comparable to those of Whites
(Revicki & Mitchel, 1990; Standford & DuBois, 1992).

Elderly Blacks are more likely than Whites to be over di d with schizophrenia,

underdiagnosed with anxiety disorders, more likely to be hospitalized and in general receive less
desirable mental health services.

Cultural differences in values regarding the care of the elderly may influence the time
it takes for families to seek help and their role as direct care giver of a mentally ill family

member. It has been reported in one study, that among African-Americans there is a relatively

short interval b the onset of symp and the decision to seek treatment (Dunham, 1965)
Two studies, one of Chinese Canadians and the other of Japanese Americans found that
in comparison to Anglo Saxons and middle-Europeans, they are kept for longer periods of time
within their families before being referred by their families or themseives to multiple service and
mental health agencies (Lin, Tardiff, Donetz, and Goresky, 1978; Kitano, 1982).
More Blacks and American Indians/Alaska Natives are hospitalized in psychiatric

facilities relative to Whites. The hospitalization rates for Hispanics are hat lower than

Whites and the rates for Asian American/Pacific Islanders are significantly lower than those for
Whites.

Minority elderly receive treatment less frequently than Whites in private agencies and
hospitals. Unfortunately, little has been done to in the area of assuring that the private and the

public sector d ltural p in of minority elderly.




The Major Bari Servi

In addition to the problems of a fragmented service networks of medical care, general
social services, special services for the aged, and mental health services, there are a number of
reasons why ethnic elderly may not enjoy full access to mental health treatment.

Cultural barriers

Ethnic families are more likely to care for a mentally ill elder at home. Because of this

practice, the caregiver is placed at risk for developing mental iliness, particularly depression

as their burden of caregiving tasks increases.

Ethnic families may have difficulty in ac dging ch in ior and cognitive
functioning of older family member. This may be due in part to the make of the family and the
importance supports which ethnic elder provide. *Many ethnic households include three

generations. Ethnic elders are likely to provide psychological, social and financial support to

family members and receive support from them. Because ethnic elders often have the roles of
oral historical and final arbitrator in their families, changes in their ability to think, to plan, to
understand, and to make reasonable judgments may be difficult for the adult children to
acknowledge”™ (Baker, 1992, p.338).

Language barriers

Language problems hamper a significant portion of the minority elderly in trying to
describe symptoms to providers of health services (Secretary’s Task Force on Black and

Minority Health, 1985). A large number speak English as a second language and many do not
speak English. Many of the mental health facilities do not have staff who can communicated
with elderly clients in their own languages. For services to be accessible and effective the must
be delivered within an appropriate linguistic context.

Knowledgeable providers

The training of mental health professionals to meet the needs of minority elders has been

problematic in at least two ways. There is a shortage of trained minority persons to work in the
field and the existing curricula for mental health providers is inadequate to address the need of
minority communities.  Thirty percent of ethnic elders with at least two chronic medical
conditions who are treated at outpatient medical clinics are estimated to have depressive illness
(Ruegg & Swerdlow, 1988).

Elderly minority most move through the network of mental health, aging services and
health services. Given that most elderly psychiatric patients have some chronic illness and many

are significantly impaired or need some medical care on an ongoing basis demands service

coordination and assessment of cognitive, ional and behavioral functioning by primary

health care providers.
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Discriminati

There exists within communities of color a perception of inequity in Ppr

by the mental health system. A recent study reported that one out of five Black family members
of mentally ill clients felt that they or their family member would be.treated differently,
presumably better, if they were White instead of Black. These perceptions may have a basis in
fact. A recent study (Snowden & Cheung, 1990) reported “Despite equal access to supportive

" ') N henitaliyats .

community services, and controlling for soct p P g
and time in program, Blacks were found to be hospitalized significantly more frequently than

Whites* (p.351).

Financial Barri

Income clearly affects the ability of ethnic minority elders to obtain necessary mental
health care. It influences the timing and quality of health care that they receive. Older Blacks
are among the most economically deprived groups in our society. In 1988, one out of every
three Blacks 65 years of age or older was poor. The poverty rate for elderly Blacks is more
than three times as great as for elderly Whites: 32.2% versus 10% in 1988, Elder Hispanics
have high illiteracy and poverty rates (Sanchez, 1992) which tend to jeopardize their mental
health.

The rising health care costs have placed minority elders in a predicament. Critical daily

needs have forced them to compromise their mental health care. Because of the exorbitant

health care cost and the ab of comprehensive i age, the elderly today spend
the same proportion of their incomes on health care as was the case before Medicare and
Medicaid were established 25 years ago (Villers Foundation, 1986).

In the mid-1980s, elderly Whites supplemented Medicare with private insurance more
than twice the rate for the Black elderly population 69 versus 31 percent (U.S. Department of
Health and Human Services, 1987). A subsequent report from the Nation Center for Health
Statistics indicated that 79% of elderly Whites held private health insurance in 1986 compared
to just 38.5% of elderly Blacks (U.S. Department of Health and Human Services, 1986).

Minority families are often unprepared for the changing needs of older mentally ill

members. Dementia may initially require minimal supervision but gradually demand skilled
care for which many minority families are financially unprepared.

Summary

As a Nation, we can providi ible, culturally services to minority elders,

As a group, they are likely to ac} ledge sy

p but not ily attribute the symptoms
to a mental iliness, lack information about mental illness, avoid treatment because of stigma and

discrimination, are of the exi of outpatient therapy, lack transportation and view

service as too costly.

Unless there is an i d and ined effort to provide to elders and their families

accurate information about mental illness, pati and costs, and
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active effort to reduce stigma within a cultural context; provid portation or h
services; increase in the number of persons trained to ly diag the population, and
the elimination of the perception and reality of discriminatory practices; millions of elders will

go under served. Millions will suffer with treatable illnesses, families will undergo undue stress

in their attempt to meet the need of a dly il family ber without ad supports,

J q

isting general and psychiatric services will be used inappropriately and cost for treatment will
be more expensive.
Next steps in access
States are still the primary providers of mental health services. Few states have

addressed the issue of differential service delivery. Federal agencies can encourage the

p of comprehensive services at the local level which integrate principles of cultural

competency. Federal and State agencies can the devel of ac hensive

B (3 P

mental health system which includes resources indigenous to the culture and local community
(clergy, natural healers, fraternal and social organizati tribal leadership and school

To address the lack of information about mental illness among the elderly and service

providers to the elderly, Federal agencies can develop a clearingh and develop a program
of public outreach to educate and inform the public regarding mental illness. Research Institutes

can inate program t information in readily useable form. Moreover, agencies can

increase training opportunities to develop programs to provide primary care givers with
educational information regarding how to identify, accurately diagnose and appropriately refer
for mental health treatment.

Partnerships between the Federal Government, States, providers, consumers, family
members and advocates can be formed and strengthened to accomplish a number of goals such
as expanding services; encouraging home visits for the delivery of outpatient mental health
services, providing better access, coordination and distribution of information about services in
the services networks for elderly persons, their families and caregivers. The partnerships can
educate providers about mental illness; educating elders on health insurance options; improving

financing through health care reforms and end discrimination in health care treatment.

These parinerships can develop data sy and di i results to imp
knowledge base of availability and use of services. To address the needs of the family, the
partnerships can develop social supports for mentally ill persons and their families who are
particularly vulnerable to depression and burn out. They can increase the provision of consistent
quality transportation service for elderly that meets their needs, thereby avoiding isolation and
loneliness, and enhancing their opportunity to maintain active and independent lives.

Finally, access to appropriate services will require an education of the client population

and their families about their treatment as well as mental health professionals and other health
providers about mentally ill older adults, their problems, and the social context in which they

live and seek services.
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STATEMENT OF MARIANNE SMITH, GEROPSYCHIATRIC CLINI-
CAL NURSE SPECIALIST, ABBE CENTER FOR COMMUNITY
MENTAL HEALTH SERVICES, CEDAR RAPIDS, IA

Ms. SMITH. I would like to also say thank you for the invitation
from the Committee to be here today to speak with you all about
the issues surrounding mental health care for rural elderly. I
would also like to say, Dr. McCombs, I wish you would have gone
last because that was a very powerful closing and you are a hard
act to follow, as are the other presenters who have already spoken
with you this morning. I would like to clarify; I am not a doctor,
I am clinician. I have a masters degree; I am a clinical nurse spe-
cialist; I work in a practice setting; I don’t hail from an academic
environment. I come to you representing a mental health center
that has been blessed with outside funding from the National Insti-
tute of Mental Health, the Administration on Aging, and our own
Staff Division of Mental Health to try to develop an innovate serv-
ice delivery model to provide services to rural elderly with mental
and emotional disorders. So my background allows me to share a
practice perspective with you.

The thing that I would like to emphasize about our rural elderly
is that many of the froblems are environmentally driven. They are
the problems that 5) ague rural people in general, in terms of eco-
nomic hardship and lack of access to adequate mental and physical
health care services, including a lack of health care insurance.
Those problems are particularly pronounced for our elderly. In fact,
it has led some to label elderly in rural settings as being at “triple
jeopardy” because they are rural, they are poor, and they lack
health care insurance. Those problems make the mental and emo-
tional service needs of this grouaemultidimensional and very com-
plex, and their problems are often complicated by the fact that
service systems are fragmented and uncoordinated in our rural set-
tings.

As far back as 1978, the Panel on Rural Health of the President’s
Commission on Mental Health (PCMH) emphasized the unique
mental health service needs of the rural g:)pulation. I quote “Rural
communities tend to be characterized by 'gher than average rates
of psychiatric disorders, particularly depression; by severe
intergenerational conflicts; by restricted opportunities for develop-
ing adequate coping mechanisms for facing stress and for problem-
solving; by an exodus of individuals who might serve as effective
role models for coping; by an acceptance of conditions as being be-
yond individual control; and by fatalistic attitudes and minimal
subscription to the idea that change is possible.”1 I regret to report
that only modest progress has been made in meeting the needs of
the rural elderly since that report was published in 1978. The lack
of medical and social services in our rural areas increases the like-
lihood that correctable illnesses and sensory deficits will be identi-
fied and treated.

Despite the fact that the number or elderly residing in rural
areas has grown at a disproportionate rate relative to the general
population in our rural States, there are still too few mental health
services and social services available for rural elderly. My own

1PCMH, 1978, V. II1, p. 1164.
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State of Iowa has the highest percentage of over-85-year-olds, and
second highest percentage of those over the age of 65, in the coun-
try. That is characteristic of many of the States in the Farm Belt,
including Nebraska, Minnesota, Missouri, and South Dakota. I
think that advanced age and frailty are important to consider in
terms of access to mental health services.

We know that many barriers exist to delivering services in rural
areas, and I would like to talk about each one of those briefly. The
observation that elderly are reluctant to accept services, even when
they are available, is underscored by the observation in our rural
areas that only 5 percent of the patients at community mental
health centers and less than 2 percent of those served by private
psychiatrists are elderly. I would like to ask “How do you utilize
services that aren’t there?” I think that in many of our rural areas
observation that “elderly don’t use services” has been used as a jus-
tification for not developing services that are adequate, accessible,
and acceptable—and I would underscore the word acceptable.

When Leona Bachrach, she talked about services for the chron-
ically mentally ill, she said that access really demands that serv-
ices be, one, financially accessible, meaning they have to be afford-
able; pe:]ple have to be able to pay for them. They need to be geo-
graphically accessible, meaning we have to be able to get to them
or we have to be able to take them to people if that is needed. They
need to be longitudinally accessible, meaning they have to be there
across time; they can’t “be here today, gone tomorrow.” People have
to know that the service is there, that it is reliable;"and that it can
be used. And finally, it has to be psychologically accessible to the
person. I think that aspect of tpsychological accessibility is where
we have really failed in terms of reaching our rural elderly.

When we look at psychological accessibility, one of the things we
need to remember about mental health centers and mental health
care in rural areas is that the services are typically clustered in the
cities and urban centers of our rural areas. For instance, in my
own community, the mental health center is based in a city of
160,000. Prior to the Elderly Outreach Project, which I was part of,
“outreach” was simply the placement of a satellite office in a more
rural i)art of our catchment area. However, satellite offices of this
type classically are understaffed and sporadically staffed, and still
require that the older person come to the mental health center,
knock on the door, and say “Help me.” We know that just simply
isn’t going to occur. So we need to be more innovative in the kind
of services that we offer to our older adults.

The reliance on “traditional” models in mental health as I just
described, has been one of the gravest deterrents to the utilization
of services by rural elderly. Attitudes of mental health providers,
who say, “Well, if they don’t ask for services, then obviously the
are not going to really benefit from them.” Combine with beliefs
that elderly are incapable of change (based on some of Freud’s the-
ory), and negative attitudes of elderly to interfere with science de-
velopment and delivery. The aspect of stigma experienced by so
many rural elderly is important to consider. We talked a little bit
about the fear of institutionalization being one of the primary fears
of older adults. I think that is a real life fear for rural elderly. In
rural communities, jails are often used to contain mentally ill peo-
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ple, and nursing homes in many, many cases have become the cus-
todial prisons for the mentally ill rural elderly. In-addition, family,
community members, and health care providers alike believe that
it is “patural” to be old and sad and to become senile, and, con-
sequently, they accept those problems without looking for appro-
priate diagnosis and treatment.

Geographic barriers are also substantial. And I think that is the
barrier that we most often think about when we’re talking about
access to rural elderly. I see geographic access as a big problem,
but maybe not even as big a problem as psychological access. The
financial crisis experienced by many rural hospitals and health
care centers has resulted in fewer and fewer Ei-gviders, which
means longer and longer distances to travel to all kinds of services,
including mental health. Geographical access is a particular prob-
lem for rural elders, many of whom are unable to drive and are
very frail in health. Again, that refers to the over-85 population
which is the most rapidly growing segment of older adults in our
country. Even when special transportation services are available,
lots of older adults resist using &ose services, complaining that
they are both physically uncomfortable and, importantly, they are
emotionally uncomfortable.

I think that in the future we need improved cooperation and
linkage between agencies and services. article published in
1987 by Barry Lebowitz, Enid Light, and F. Bailey observed that
when mental health centers, aging services, and other health and
human service providers build linkages and cooperative ventures
and seek to develop and maintain a continuum of services from
prevention to illness treatment, their elderly clients are better
served. And I think that is the crux of what needs to happen in
our aging rural areas. “No one agency, such as the AAA, the Area
Agency on Aging, or the community mental health center should
claim rural mental health as an independent service domain be-
cause coordinated health, social and psychiatric services, are re-
quired to address the mental health needs of older adults.” That is
a quote from Eloise Rathbone-McCuan from The Future of Aging
in Rural America: Proceedings of a National Symposium (1992, {)
87). Likewise, the informal social support networks of rural elder
are inadequate to meet the often complex and multidimensional
needs of this group, even though the involvement of this network
is often critical to successful intervention with rural elderly. As
Marilyn mentioned earlier, involvement of the informal caregiving
network (usually family) is essential to effective treatment.

My observation is that there are often “ownership” problems be-
tween agencies in rural settings and maybe in other areas as well.
Our Area Agencies on Aging have proven effective in delivering all
kinds of crisis services and information and referral services, but
few have opted to address mental health care if it draws them into
the politically charied and stigmatized arena of psychiatric care. I
thinﬁ that goes back to the idea of stigma and is a very important
issue. AAAs believe that the mentally ill older client is the respon-
sibility of the community mental health center. The community
mental health center, in tune, believes that the mentally ill older
person is the responsibility of the agi.ng service network; again, re-
turning the onus of responsibility back to the AAA. As Mick ob-
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served, in that kind of a service delivery atmosphere, the person
often remains at home—unidentified and untreated. I believe we
need more incentives to bring people together; incentives to bring
the informal and formal service delivery systems together and to
involve the primary health care providers who often identify elderly
who are distressed, particularly in our rural areas.

I think we have established that there are effective service deliv-
ery models for rural areas but they need to be more widely rep-
licated and th((e{ need to be supported by funding that allows them
to do that. And in closing, I would like to offer a few words about
the Elderly Outreach Project (EOP), in which I was involved as an
innovative model of care for rural elderly. The EOP used nontradi-
tional referral sources to identify elderly at risk for mental illness.
The Outreach team provided in-home services, and connected those
referred with other medical and social services. We were very effec-
tive in the 3 J'ears of operation that we had outside funding. The
funding ended in 1989. %etween 1989 and 1992 we sustained that
program of care, meaning that we kept it going beyond the time
that we were grant funded, which is a big step. In the last year,
and this is a very sad note in my opinion, the reimbursement
mechanisms for Medicare and Medicaid and other kinds of private
insurance have become so stringent that delivering in-home care is
no longer possible. If we can’t be reimbursed for the service, we
can’t provide it any longer. So I think reimbursement issues are a
really critical issue, as well as methods for innovative and accept-
able services to be replicated and sustained via improved coopera-
tion between agencies and services.

Thank you.

[The prepared statement of Ms. Smith follows:]
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Access to Mental Health Services in Rural Settings
Marianne Smith, RN, MS
Introduction
For many rural residents of this country the romanticized vision of a tranquil and
prosperous lifestyle has been replaced by the realities of ic deprivation, inadeq
ing and i and unadd d physical and mental health problems. This is

particularly true for the eiderly, who have been described by some as experiencing “triple
jeopardy®, that is, they are rural, poor, and without health insurance. Not surprisingly their

mental health needs are complex and multidi ional, and are compounded by freq: y
fi d dinated and i ible services. In 1978, the Panel on Rural Health of

the President's Commission on Mental Health (PCMH) emphasized the unique mental health
service needs of this population:

Rural communities tend to be characterized by higher than average rates of psychiatric
ders, particularly depression, by severe i ional conflicts, by restricted
opportunities for Joping adequate coping mechanisms for facing stress and for problem
solving , by an exodus of individuals who might serve as effective role models for coping, by
an acceptance of conditions as being beyond individual control, and by acceptance of fatalistic
attitudes and minimal subscription to the idea that change is possible, (PCMH, 1978, V. I,
p. 1164)

Regrettably, over the past 15 years only limited progress has zeen made in addressing
the mental health and social needs of the rural elderly. The lack of medical and social
resources in rural areas increases the likelihood that correctable illnesses and sensory
deficiencies will remain undetected and untreated. Despite the fact that the number of elderly
residing in rural areas have grown at a disproportionate rate relative to the general population
there are still too few mental health and social services available in rural America. And,
because many elderly are reluctant to accept such services even when they are available, care
alternatives are often restricted to emergency or crisis intervention, or long-term
institutionalization. Often, people remain at home uncared for — especially the poor and frail.

Many barriers impede the effective delivery of mental health services to the rural
elderly still exist. These include inadequate number of staff knowledgeable in psychogeriatrics,

limited service delivery models, lack of i ganizational, attitudinal and
geographic barriers, and the lack of coordination among mental health, medical, aging, and
human service providers whose services all have been affected by the rural economy. Please
let me expand briefly on each one of these barriers.
Reluctance to Accept Services

Some have observed that elderly are reluctant to accept mental health services, even
when they are available. Although 15 to 25% of those over the age of 65 years are believed to
suffer from significant mental health problems, only about 5% of patients at community
mental health centers and less than 2% of patients seen by private psychiatrists in rural settings

are elderly. However, I ask, “How does one use what isn't there?" Are we using this

*observation® regarding non-utilization of services as a justification for failing to provide

d ible, and ble services?

q P




As Leona Bachrach noted, in regard IA:J services for chronically mentally ill individuals,,
access to services is multidimensional. Services need to accessible at several levels, First,
they need to be financially accessible. That is, they must be affordable so that people will use
them. Second, they heed to be geographically accessible. They must be provided where the
people who need them are located. Third, they must be longitudinally ible, ing
that they have to be there to help people across time. They can't be “here today and gone
tomorrow"” or people won't trust them. And finally, they must be PSYCHOLOGICALLY
accessible, meaning that they must be acceptable to the person who is using them. And with
all of the problems created by the stigma of mental illness, particularly among the elderly, the

aspect of psychologically accessible services is of paramount importance to consider.
Psychological access means that the older adult must feel "okay” about accepting the
service. Unfortunately, we also know that many rural elderly are very fatalistic in their
perspective of the world (as noted in the President's Report earlier), that they feel very
stigmatized about being " lly off* and are 1y fearful of being institutionalized.

The fear of institutionalization, which I believe is even more pronounced among rural elders
than urban ones, is often a real life fear. Because services are so limited, and rarely used, in
many cases, the older adult isn't identified or treated until the problem has reached crisis
proportion, and that crisis often results in their placement in an nursing home. In rural setting,
jails are often used to contain mentally ilt people, and nursing homes have become the
"custodial prisons” for mentally ill elderly in rural settings. Reg y, this ph is

reinforced by the rest of the community, including families, family physicians, and other
health care providers, who may believe that it is natural to become “old and sad” or "senile.”

And as a result, they fail to seek out appropriate care and for the older person,
Lack of Trained Professional
Lack of appropriate, ible, and P mental health services is also

complicated by the lack of mental health professionals trained to work in geropsychiatrics in
our rural areas. In our sparsely populated rural settings, we often have difficulty attracting
trained mental health professionals of all types, let alone ones who have sub-specialized in
geriatric care, because they are low producing. Thus, the financial and personnei

h to plan, impl and sustain geriatric mental health programs in rural areas are

interconnected with the larger mental health picture in Rural America. Even when psychiatric
nurses and social workers are available to treat elderly, the lack of diagnostic, medication, and
consultation services by psychiatrists interferes with third party reimbursement and
comprehensive care.
Organizational Barti

Other problems are created by the actual location and service delivery model of the
mental health services being offered in rural America. In most situations, the mental health
center (MHC) is located in an urban center within a rural catchment area that serves several
counties or districts. In the traditional model of care, in which patients are expected to seek
out services on their own behalf (which we know elderly don't do), "outreach” services mean
that the MHC has a satellite clinic in an outlying area. Unfortunately, these "outreach® clinics
are minimally and sporadically staffed. Likewi , this model still relies on the client coming

to the center, a matter that defies "psychological access” for many rural elderly.
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Mpmblammﬁmhueompamdedbymmmlhahhprwida:whovicwom :
adults as “incapable of change,” and hence as unworthy of much time or attention. These
negative and stereotypical attitudes often result in "explanations” that sound something like
this: "Well, if the older person really wanted help, they'd ask for it. The fact that they don’t
ptumtdunsdvualﬂ\emmlhalﬂlmm,ukingfmanim,mansthanhcymn't
really be very serious about ‘working' on their problems. And given our current economic
stresses and scarcity of human and materials resources, no one is going to go “look” for more
business.

G hic Barri

As Bachrach noted, geographic access is of primary importance to consider,
particularly with rural elderly. The financial crises experienced by many rural hospitals and |
health care centers has resulted in fewer and fewer providers. In turn, that means longer and
longer distances to travel to services of all types, including mental health. Geographic access
is a particular problem for rural elders, many of who are unable to drive because of physical
frailty or sensory deficits. This is of most concer for our “oldest-old,” the group over 85
years of age which is the fastest growing segment of the elderly population. In many rural
states, like my own, those 85 and older make up a disproporti ly high p of the
population. For example, Jowa has the highest percentage of those aged 85 years and older,
and is tied for the second highest percentage of those aged 65 and older. In other words, the
problems of the physically frail are of great to us, particularly when we
impediments that related to geographic access.

As I mentioned carlier, mental health services in rural states are usually clustered in

urban areas, including those “outreach® services offered at satellite offices. That means that

many rural seniors will need to travel long distances to see a mental health professional, a
problem that is frequent pounded by bad weather, adverse road conditions, and lack of

public transportation systems. Together these factors (physical frailty, long distances, bad
weather and roads, etc.) combine to reduce access to services and increases difficulties in

and jcation relating to care. Even when special transportation services

are provided outside the county scat, may elderly resist using the service, complaining that

oordination and Cooperation Among Agencies/Providers

Of all the barriers to providing mental health services to rural elderly, the lack of

coordination among health, mental health, and aging and human service providers is perhaps

g. In 1987, Lebowitz, Light, and Bailey described a survey of community

mental health centers across the county. The concluded that when mental health, aging

services, and other health and human service providers build link and coop

and seek to d

treatment, their elderly clients are better served. In brief, better cooperation among providers

is clearly needed.
As noted by Rathbone-McCuan (1992), in The Future of Aging in Rural America:

B fings F National § um,

Shou i et e gt e o s et

“No o
d
zci;l‘,,) psychiatric services are reqn to address the mental health needs of older adults”
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lop and maintain a i of services from prevention to illness
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Likewise, the informal social support networks of rural elderly are inadequate to meet the

often plex and multidi ional needs of this group, even though the involvement of this
network may be essential to successful interventions with rural elderly.
Unfor 1 ion and link b mental health, medical, and aging

service providers has been slow to develop. In too many cases, this a reflection of
“ownership” questions. That is, who is really responsible for providing mental health services
to older adults.

Although Area Agencies on Aging (AAAS) have proven to be very effective in
providing a range of services to older adults, from information and referral to crisis
intervention, few have opted to address mental health care if it draws them into the politically
charged and stigmatized arena of psychiatric care (Rathbone-McCuan, 1992). Too often the

AAA believes that the mentally ill older adults is the responsibility of the mental health center
(MHC), while the MHC views elderly people, mentally ill and otherwise, as the primary
responsibility of the aging service network. This belief has been reinforced by legislative
changes and severe budget cuts that have reduced mental health initiatives for special
populations like the elderly.
Limited Service Deli Model

A final challenge to the delivery of mental health care to rural elderly relates to the
limited number of service delivery models that have been developed and evaluated. However,
it is with deep regret that I report that the lack of effective models isn't even as disappointing
as the fact that models that have proven to be effective have been disabled by their own state
policy-makers and legislatures. I offer the Mental Health of the Rural Elderly Outreach
Project (EOP) as an illustration of a federally funded project that has all but disappeared
because’ of the failure of our state system to approve reimbursement for in-home services. The
EOP, which was funded between 1986 and 1989 by funding from the National Institute of
Mental Health, the Administration on Aging, and the Iowa Division of Mental Health, was an
innovative model. We used community gatekeepers to identify older adults in need of mental
health services and then provided those services in their home, rather than expecting them to
come to the mental health center. The model was believed to be effective, both in terms of
reaching people who needed assistance as well as in cost. At the end of the three years, the
center's administration made a i to subsidizing the h service to elderly so

that it could continue. The Center instituted a policy of "payment when appropriate,” which
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left the decision of whether to charge, and when to charge the older person within the
judg: of the individual h therapist. | , the goal was to generate even a

modest amount of revenue via third party rei to help maintain this much needed
component of care for older adults. Unfortunately, the outreach service has nearly ceased

because of restrictions on the provision of in-home mental health services. That is, Medicare,
Medicaid, and other private i refuse to reimb the MHC for needed mental health
services simply on the basis of the location of the service. Initially, the outreach team was

most concerned that elderly clients may resist paying for in-home services, particularly when

they didn't seek them out on their own (¢.g., someone referred them to the team and they were

offered services). However, uﬁsmoanhaspmvenwb.emlwhmoxe'worhble'thanthe

question of reimbursement for services provided outside the physical structure in which the
Center is house. Inspileofm_efactthanhemoddhadpmvmeffecﬁve,theCemcrhada
commitment to continuing the service to those who needed it, and older adults were willing to
let us bill for the services provided, the failure of our system to reimburse for those services
has nearly destroyed "real” outreach services to older adults in our community.
Summary

In summary, many barriers stand in the way of providing effective, affordabl

acceptable mental health services in rural arcas: 1) the lack of trained geropsychiatric
professionals to work in our rural areas, 2) the lack of services that extend beyond the
traditional models of care in which outreach is simply a satellite office, 3) geographic barriers
that are compounded by the physical frailty of so many rural elders, 4) feelings of stigma
associated with mental iliness that demand services that are "psychologically accessible” to
older people, 5) negative and stereotypical attitudes and beliefs about aging held by the rural
community, including older adults themselves, 6) lack of coordination and cooperation
between mental health, medical, and aging service networks, and 7) reimbursement systems
that allow older adults to gain financial access to appropriate mental health services. Increased

mental health education, geropsychiatric training prog; h regarding service delivery
models, and direct funding of mental health services provided to rural elderly are all needed.
Although time limitations prohibit lengthy discussion of nature of these needs, I would
refer interested parties to the p dings of the "Health and Aging in Rural
America: A National Symposium® which will be published by the Center of Rural Elderly,
University of Missouri-Kansas City and as a book by Springer Publishing this fall. The
expanded version of a chapter contributed by Dr. Kathleen C. Buckwalter, myself, and
Catherine Caston and which details the mental and social health needs of rural elders is

included for your review. Likewise, copies of manuscripts describing the innovative service
modelinwhichprinvolved,theMmtalHnl!hofﬂ:eRmalEdedmeeachijwt,m
included for your consideration.
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Mr. RICKARDS. That was excellent. I want to thank the panel for
not only excellent statements, but for drawing out critical issues
that still remain to be addressed. Each of you in your presentations
drew upon research that has been conducted. I am really struck by
the observation that the more we study, the more we know how
much further we have to go to fully address the mental health
needs of older adults. Thank you for bringing that out.

I wanted to shift just slightly to something that each of {'ou al-
luded to, but only partially spoke to—the training of people who
are going into the field. One of the issues that is evident from all
of the speakers today is that there are certain competencies and
specialties that are particular to providing mental health services
to an aging population that may overlap, but often are very distinct
from, other populations. Where are we regarding the training of
professionals across various specialities in providing mental health
services to an older p(HJulation, and in providing culturally com-
petent service to a broad spectrum of minority elders?

Dr. McCowmss. I would like to address that by addressing the ap-
gro riations for training in the Center for Mental Health Services

udget this d\;ear which happens to be zero. So in terms of clinical
training of the types of in(fi)viduals we would like to come into this
area, I think we have already addressed that in our appropriations.

Dr. RABINS. I would just like to add to that. I think that is one
major barrier. Another barrier is that the people who are respon-
sible for training in many fields—medicine, social work, nursing—
are people who themselves are not experts in aging. Th% are not
old enough to see the need and when they were young they were
not trained. So we are really getting squeezed on many ends. There
are not the financial resources to support it and there is really not
the knowledge base among educators who are in power now to per-
ceive the important issues that we’re talking about. It is a major
problem I think.

Mr. SMYER. Larry, could I just add one note. You didn’t include
gharaprofessionals in your litany but I would urge you to expand

at.

Mr. RICKARDS. That is an important addition.

Mr. SMYER. Because particularly for example in nursing homes
and also in many rural areas, it is the paraprofessional providers
who are the frontline workers and, again, we need to kind of lever-
age the professional expertise that we have to extend it to get those
people to be more effective mental health care providers as well as
physical health care providers.

Mr. RICKARDS. There is someone in the audience who seems very
interested in speaking. Please tell us who you are.

GRETA KRAHN, AMERICAN COUNSELING ASSOCIATION

Ms. KraHN. Thank you and I will try to keep this brief. My name
is Greta Krahn and I am here representing the American Counsel-
ing Association. I would just like to mention a little bit of hope here
in what seems to be an area where we need some hope in training
professionals to work with the mental health issues of aging. The
American Counseling Association and in particular the National
Board for Certified Counselors has a specialty in certified geronto-
logical counseling. We have developed a series of mental health
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training competencies and that information is available through
the American Counseling Association and we’re encouraging train-
ing programs that are training professional counselors to i e ge-
rontological counse].i.ng competencies in their training programs in
an effort to train professional counselors and other mental health
professionals to be aware of the issues of aging and train them how
to work with that population. Just a little but of hope.

Mr. RICKARDS. ank you very much. We could really spend
much more time with this. I really hate to have to cut off our dis-
cussion because of time. We're just scratching the surface of these
issues. Thank you for your statements and comments.

Ms. COLEMAN. In putting together the forum, the organizers de-
cided that it was really important to understand how mental
health services are reimbursed. I think that all of today’s speakers
have touched on a bit on the methods of tgayment. Dr. Gary Gott-
lieb is an authority on what mental health services are or are not
reimbursed. He has a unique vantage %oint, because he is a psy-
chiatrist as well as an MBA. Dr. Gottlieb will present an historical
perspective to reimbursement of the mental health services.

Dr. Gottlieb.

STATEMENT OF GARY GOTTLIEB, M.D., UNIVERSITY OF
PENNSYLVANIA

l?’r. GOTTLIEB. What happened to the rest of the panel here with
me?

Ms. COLEMAN. We heard that you were so great that you could
do it all by yourself.

.é)r. GOTTLIEB. They are all going through my slides on the out-
side. :

Thank you all for staying this long. I will conform to everybody
else’s time requirements, not to the original ones planned for this,
so that we can let everybody go and still smile.

As you are aware, older people represent about 12 percent of the
American population but they consume greater than 30 percent of
all health care in the United States. Now that’s in sharp contrast
to some of the data you've heard today in regard to the way that
older adults consume mental health services. They consume about
2 percent of all private psychiatrists’ and psychologists’ time in the
community, somewhere between 4 and 7 percent of the community
mental health services, degending upon where you are and where
the data are from, and about 9 percent of inpatient psychiatric
services. Even the skew to the most intensive services are some-
what disturbing.

Some of this is because of Medicare and some of it is because of
how thorny this is as a policy issue. You need to be empathic about
the people who usually live on this side of this stage because I
th.mlg' to some extent dealing with older adults and developing a

: golicy that covers the entire geriatric population is a very, very dif-

cult issue. Older adults are a diverse group of people, they rep-
resent ethnic minorities as well as individuals who are not ethnic
minority, and there is tremendous variation in sociodemography.
For example, about 20 percent of older adults live at or near the
poverty level. At the same time, about 13 or 14 percent of older
adults have net worth in excess of $250,000. How_do you as a pol-
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icy group make a determination to what covers everybody and
what is appropriate in that regard? This is the only group that has
been set aside as a single group that has an entitlement program
associated with it and it is very hard to synthesize that in a way
that is very pleasing to all Americans all the time, particularly as
the ratio of younger Americans to older Americans starts to dimin-
ish and that group of population that theoretically has been deter-
mined to be supportive of those entitlement programs may have
giﬁ'(eirent desires in regard to the outcomes. So there is a reasonable
urden.

The other issue that was very strange is that when Medicare was
developed in 1965 a whole bunch of other things were going on.
People were probably sitting in rooms like this saying the same
things we we’re saying, and that is this is an incredibly exciting
time, this is a landmark era in regard to health services because
for the first time the Government was going to play a major role
as a third-party payer for many services in terms of health care on
the Medicare side and for indigent Americans through Medicaid. At
virtually the same time, coincident, a little bit beforehand, we
started to focus on mental health services with the Community
Mental Health Center Act. It seems like, just as was mentioned by
Ms. Smith just moments ago, on the one hand there was the expec-
tation on the part of those people who were advocates of the Com-
munity Mental Health Center Act that issues related to mental
health for older people would be taken care of by Medicare; those
who were taking care of Medicare and changing the Social Security
acts figured the Community Mental Health Center Act and the in-
stitutionalization and the money left over in that regard would deal
with issues related to mental health services. And therefore, to
some extent, Medicare left mental health services in the breach.

In that regard as well, the institutionalization created a defen-
siveness on the part of the Federal Government. Remember, those
people who were institutionalized in large, large numbers through
the 1950’s and into the early 1960’s were the responsibility of State
governments. Well if, in fact, those people represented most people
who needed psychiatric care, if that stuff was going to come out of
either the Community Mental Health Center Act or out of Medi-
care, all of a sudden there was going to be cost shifting. The State
government was going to be throwing all of that burden onto the
Federal Government and the Federal Government built some in-
tensive barriers to prevent that from happening.

As Dr. Lebowitz and Dr. Rabins pointed out just moments ago,
or many moments ago as this has extended a little bit longer than
you expected, to some extent these disorders are disorders that
occur over a lifetime. They are not disorders always that occur with
a single treatment and then forget about this for the rest of your
life as one does with some, and only a very small number, medical
disorders, largely infections. As Dr. Lebowitz pointed out, and I
really need to support this notion and it was supported by Dr.
Rabins, I would say that the treatment for a number of psychiatric
disorders is more specific than any other treatment that we have
in medicine perhaps except for the use of antibiotics for a number
of bacterial infections, particularly treatments for major depressive
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disorders, anxiety disorders, sleep disorders, and psychotic condi-
tions, but particularly depression.

In that regard, the way that Medicare was develgiJed to focus on
acute illness again has a problem in terms of mental disorders and
providing appropriate service delivery. The design of Medicare is to
cover acute illness. The inpatient component of it or Part A is fo-
cused on essentially removing risk for catastrophic illness. Essen-
tially, there are spells of illness that are defined and for a benefit
to start over again or not to reach into one’s lifetime reserve days
essentially requires about 60 days out of being treated for acute ill-
ness. That is extremely important.

Additionally, there is very little provision for any kind of long-
term care in the Medicaid system. Most of long-term care is paid
for either out-of-pocket or by becoming medically indigent or being
indigent ahead of time and paid for out of the care for people who
are medically indigent in the Medicaid system which is split about
60-40 between Federal and State sides. So essentially there is very
little provision in this system for any kind of long-term care. The
only provisions for services outside of hospital are in skilled nurs-
ing facilities for people who have been ir. a hospital for a period of
at least 3 days in the month ahead of the time that they needed
to get some kind of rehabilitative care in a nursing home and only
for a limited time period, and some in-home services which are also
vigilantly controlled in terms of their adequacy. They have been
improved but still, again, vigilantly controlled.

There are essentially two components to Medicare and they have
changed a little bit—I am supposed to talk about past, present, and
future—and they will change, of course, as well and that is why
Mrs. Gore left—was hopefully to establish how they will change. I
am inspired by the work that she and Bernie Aarons have led in
regard to their holistic appreciation of these needs. But there are
two components. There is Part A which is hospital coverage that
everybody with Medicare gets. Essentially, that hospital coverage,
as I mentioned before, is designed for acute illness. There are spells
of illness and the first 60 days are covered. Then there are co-pays
for days 60 through 90 and days 90 through 150 but you can only
use days 90 through 150 unless you are out of a hospital for 60
days in between spells of illness once in your lifetime. Those are
called “lifetime reserve days” and that means if you have a cata-
strophic illness you are in big time trouble.

Second, as I mentioned before, there are limitations in the skilled
nursing and home care. It was felt in the early 1980’s particularly
by the Reagan Administration that Medicare was big time trouble
for the budget because of hospital care and the costs on the hos-
pital side needed to be controlled. So as a result of the Tax Equity
and Fiscal Responsibility Act of 1982, known as TEFRA, essentially
there was a new method for so-called prospective payment of hos-
pitals in terms of the care of older adults and other Medicare re-
cipients in regard to their need for acute hospitalization. It is not
really prospective, it is really a case-based reimbursement. If it
were prospective, you would gay in advance for a whole population
like a cafpitation payment and then you would take risk for a whole
bunch of lives, sick or well, and you would figure out how to care
for those people and you would then design some continuum of care
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to prevent them from needing to be in the hospital. Nothin% pro-
spective about it; it is a retrospective reimbursement that is based
upon sums that are derived prospectively or in advance that are
based upon a theory that some mix of diagnosis can tell you how
much people are likely to consume when they are in the ospital.

If you apply that to medical diagnoses, it probably explains about
30 to 35 percent of the variance in utilization. If you apply it to
psychiatric diagnoses, it is between 5 and 11 percent. So as a result
of advocacy from some of the people who are here in this audience
or their predecessors or their antecedents or their forebearers, and
as a result of wisdom on the part of these chambers, to a great ex-
tent psychiatry and rehabilitation services were waived for the ap-
plication of DRGs to reimbursement except when those services oc-
curred in nonspecific units. So if I admit you on a psychiatric diag-
nosis to a so-called “scatterbed” of a general hospital, I am still re-
imbursed with a DRG for one of those mental health or substance
abuse diagnostic categories in which you fit and there is really no
fit between the payment mechanism and what it is that I am doinﬁ
with you. In some years it has been established that a substanti
component of inpatient psychiatric care in fact exists in those
scatterbeds. In fact, the first year in which it was examined, 1984,
which was the first full fiscal year after the implementation of
TEFRA, I think 46 percent of all psychiatric inpatient care oc-
curred in scatterbeds and probably there remains a substantial
component that is in those beds.

But what replaced that were caps on reimbursement. Psychiatric
care and inpatient settings would still be reimbursed on the old
cost-based method but there would be a cap that was based upon
utilization in that facility for the first full fiscal year after 1983.
That was before there was much technology that was really derived
or evolved related to understanding diagnosis in mental health dis-
- orders in the elderly, lar%ely attributable to the efforts of the

NIMH Aging Branch and the National Institutes on t‘:ﬁm , two of
those heroes in doctors Cohen and Lebowitz really should be recog-
nized in that regard. But a lot of the technology in terms of diag-
nosis, treatment, understanding the team approach to that popu-
lation, the ability to use ECT safely in that population, also a lot
of the shiﬂ:indg1 from people who had mental diagnosis in medical
settings rapidly into the psychiatric diagnostic treatment arena
had not occurred as well. Therefore, the caps that were set were
probably unrealistic to those places that now provide the state of
the science or the state of the art in appropriate treatment. Addi-
tionally, as one raises consciousness in regards to the needs of that
gopulation, those caps become unfair as well and therefore many

ospitals have created substantial barriers to the admission of
older adults to general hospital psychiatric settings because they
are likely to be big time losers.

Also, Medicare still has a limitation that theoretically protected
the Federal Government from getting involved with those people
who used to be in institutional settings. And that is reimbursement
for people who are in free standing psychiatric hospitals is limited
to 190 days under Medicare per lifetime. Now think about this, as
you have extended life and you have mean life expectancy and once
you reach the age of 65 your life expectancy on average I think is
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about 12 years at least and as you reach 75 again you have ex-
tended life expectancy. If you in fact have a recurrent bipolar affec-
tive disorder or a recurrent major depressive disorder and you hap-
pen to have a few of those episodes in late life, you are denied con-
tinuity of care if you had received that care in a specific free-stand-
ing institution or, if you are in a rural setting, the only place that
may provide specialty mental health service may be one ee-stand-
ing institution that happens to be in your community or somewhere
near it and therefore the likelihood that you will be able to get in-
ﬁitl;ient care diminishes remarkably as a result of that lifetime days

imitation. There is no lifetime days limitation for anything else
under Medicare except that.

Under Part B, Part B is the supplementary medical insurance,
it is elective but about 97 percent I guess of Medicare enrollees
chose to pay the premium for Part B. Essentially, there has been
an evolution over time but if you say that there is stigma in the
culture, if you say that there is stigma in community, there is stig-
ma essentially institutionally and govemmentally imposed because
mental health services are treated quite differently than general
health services and that is reinforced by essentially Part B under
Medicare. From 1965, from the advent of Medicare, until 1987, es-
sentiailf' services for professionals who mvided ambulatory men-
tal health services under Part B were limited to 50 percent pay-
ment of a total of $500 of reimbursement or a total of $250 of pay-
ment per annum. Okay? That's my metroliner fare roundtrip today,
the cabs to gét back to and from wherever it is I am going, my
parking, and then I have about two-thirds of what the Government

would have been wﬂhng Bto szy up until 6 years ago.

As a result of both 1987 and 1989, there has been sub-
stantial improvement in regard to overall reimbursement and now
in fact from a generosity perspective Medicare is as generous as
any community or commercial provider in terms of reimbursement.
That is to say there is no annual limitation in terms of number of
visits for ambulatory psychiatric, psychological services. There is
direct reimbursement for psychologists and direct reimbursement
for social workers as well as physicians but not direct reimburse-
ment for nurses except in some rural settings and not direct reim-
bursement for counselors. under Medicare. There remains 80 per-
.cent reimbursement with a 20 percent co-pay for consultations, for
psychological testing, for inpatient care. So there is still a perverse
incentive to some extent on the inpatient side.

Additionally, the stigma that you mentioned before and clearly
the discrimination from a financial perspective is intensified here
with a 50 percent co-pay. As you mentioned just a moment ago, Dr.
McComb, it is 3 to 1 caucasian to African-American in terms of af-
fordability of Medigap policy and the wisdom of the Federal Gov-
ernment has improved Medigap policies as of this year that they
now pay the other 50 percent co-pay in regard to psychiatric serv-
ices. But we studied the primary service area of the University of
Pennsylvania Medical Center this past month and looked at our ac-
tivity over the past 3 years and saw that only 17 percent of that
population, which is largely African-American, in fact has Medigap
insurance because of its incredible expense. And therefore those
people have to pay the other 50 percent co-pay. Remember, this is
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not the meanness of the psychiatrist, the psychologist, or the social
worker; it is fraud and abuse to automatically write off co-pays.
The purpose of co-payments are theoretically to prevent what in-
surance companies call “moral hazard”, that’s a funny term for in-
surance companies to use.

Which essentially refers to the notion that if you have insurance,
you will use it. And therefore if somebody who is poor has Medicare
and it covers psychiatric treatment, they would use it, God forbid,
and therefore from that perspective they would overuse the insur-
ance. And to some extent some of the experience on our part as
mental health providers in the past with very generous policies has
unfortunately supported that notion and therefore it is essential
that we become more specific with interventions and be able to con-
trol utilization as well.

So essentially there has been a gradual increase; it went from
$250 to $450 in 1987, to $1,100 in 1988, to unlimited in terms of
the outpatient cap now. However, there has been a major change
in the way that the fee schedule affects reimbursement for psy-
chiatric disorder as of the Omnibus Budget Reconciliation Act of
1989. As a result of the implementation of the Resource Base Rel-
ative Value Scale underwritten fee schedule, or the RBRVS—look,
I didn’t really say any of the other abbreviations, I didn’t get to use
my slides, so therefore I do get to say RBRVS.

And I could probably RBRVS backwards right before I'm over the
time limit. There has been to some extent a reduction in reim-
bursement in many densely populated geog'raphic distributions of -
mental health service providers for older adults. Essentially, if the
purpose of RBRVS was to theoretically shift reimbursement from
procedure-based medicine into cognitive-based medicine, I guess
that psychiatric and psychological services are cognitive based, at
least that has been my impression. However, there has been an
overall reduction in reimbursement particularly for heavily used
procedure codes in urban settings—in New York, Miami, Philadel-
phia, and on the West Coast where the largest concentration of
these providers live. And while the total reimbursement shows a
slight increase and somewhat favorable for mental health services,
there remain substantial disincentives. Additionally, some of the
somewhat capriciously written rules written by the medical direc-
tors of third-party administrators which have changed in fact the
intent of the RBRVS have affected mental health services more ad-
versely than others. Those include the inability to bill for two gro—
cedures on a single day only for mental health service providers
and not for any other providers; additionally, limitations in reim-
bursement for nursing home visits which also create a disincentive.

Where are we moving from here? Well, there are incentives to
move toward a managed care model on the Medicare side. Whether
or not President Clinton, Mrs. Clinton, and Mrs. Gore are success-
ful in terms of health care reform, clearly there is increased pene-
tration in managed care as you move across the United States from
the West Coast, and I guess Minnesota is on the West Coast if you
look at the penetration of managed care, to the East Coast. And in
those marketplaces in which there is greater than 40 percent pene-
tration of managed care, there is a substantial component of at risk
Medicare HMO management. At the present time, there has been
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no real standardization of the way that mental health services are
provided in those entities. There are extraordinary incentives to
substitute highly skilled, well-trained mental health providers who
are licensed or accredited with untrained and usually unsupervised

roviders at an average essentially of somewhere between $8 and
¥14 an hour. As a result of that substitution, those providers are
able to profiteer on the mental health component. And even if bene-
fits to some extent become—if there is parity in terms of benefits
as was described by the Senators and by Mrs. Gore as an overall
objective, if in fact those are lumped in a capitation and there is
no regulation as to how they are to be employed, it will be tremen-
dously problematic in regard to providing those services.

I see managed care as an incredible opportunity. It is the first
opportunity to essentially provide incentives for continuum of care.
It provides incentives for capitating the entire spectrum of serv-
ices—partial hospital service, community residential care, sub-
stituting for overutilization of inpatient services, providing ambula-
tory care that is thoughtful and reasonable, additionally to provide
services within nursing homes. To substitute nursing home services
for hospital care when it is appropriate to reduce that utilization.
It is a wonderful opportunity but it has to be meted out in an ap-
pr(:f)riate fashion so that those geople who can in fact recognize
and accurately treat those disorders in fact have access to those
capitation dollars.

Thank you very much.

Mr. RICKARDS. I want to thank you for your statement. I really
very much appreciate your analysis of the discrimination against
the financing of mental health care and areas for health care re-
form that could benefit older persons.

In the interest of time, I will not ask questions. But I do want
to thank all of our speakers for taking the time to lay out the is-
sues as they see them. I think we have all learned from what we
heard today. I also want to thank the Committee for having invited
us and for their hard work putting this forum together.

If anyone in the audience has vital questions that they would
like addressed by the presenters, I think we have an opportunity
to include those in writing. If f'ou would care to reflect and to sub-
mit some questions, please feel free to do so. Again, thank you very
much for coming.

[Whereupon, at 12:10 p.m., the forum was adjourned.]
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Mental and Social Health of the Rural Elderly

Kathleen C. Buckwalter
Marianne Smith
_ Catherine Caston

INTRODUCTION

For many mmlmdmuofmismnu'y!hemmanﬁcimdvixionofamlquilmd
pmspemuslifwtylehasbemrepmdbymemliﬁaof ic deprivation, inadeq
housing and i and unadd d physical and mental health problems (Norton &
McManus, 1989). This is particularly true for the elderly, who have becn described as
experiencing “triple jeopardy®, that is, they are rural, poor, and without health insurance
(Rowland & Lyons, 1989). Not surprisingly their mental health needs are complex and

ey ional, and are compounded by frequently frag 4 inated and
inaccessible services. In 1978, the Panel on Rural Health of the President’s Commission on
Mental Health (PCMH) emphasized the unique mental health service needs of this population:

Rural ities tend to be ch ized by higher than average rates of psychiatric
disorders, particularly depression, by severe i ional conflicts, by restricted
ities for ing adequate coping mechani for facing stress and for problem

solving , by an exodus of individuals who might scrve as effective role models for coping, by
an acceptance of conditions as being beyond individual control, and by acceptance of fatalistic
attitudes and minimal subscription to the idea that change is possible, (PCMH,' 1978, V. I,
p. 1164)

Regrettably, over the past 15 years only limited progress has been made in addressing
the mental health and social needs of the rural elderly. The lack of medical and social
msoummmmlmmsmcmsesmelikzﬁhaxithatemmuableﬂmmmdmsory
deficiencies will remain undetected and untreated. Despite the fact that the number of elderly
residing in rural areas have grown at a disproportionate rate relative to the general population
(Longino, Wiseman, Biggar & Flynn, 1984) there are still too few mental health and social
services available in rural America. Nor is there a true continuum of services from prevention
to death available in most rural settings. And, because many elderly are reluctant to accept
such services even when they are available, care alternatives are often restricted to emergency
or crisis intervention, or long-term institutionalization. Often, people remain at home uncared
for — especially the poor and frail.

The farm crisis of the 1980's brought the need for more comprehensive mental health
care to the attention of the public, service providers, educational institutions, and policy
makers (Stuve, Beeson, & Hartig, 1989). And yet many barriers that impede the effective
delivery of mental health services to the rural elderly still exist. These include inadequate
number of staff knowledgeable in psychogeriatrics, limited service delivery models, lack of
i organizational, attitudinal and geographic barriers, and the lack of
coordination among mental health, medical, aging, and human service providers whose
services all have been affected by the rural economy (Buckwalter, 1990).

The purposes of this paper are to provide an overview of geriatric mental health
services in rural America, including examination of the need for services, obstacles to

d

delivering those services, costs and service provider issues, regi I and cultural variations,
factors that influence mental health services to the rural elderly and innovative programs that
have successfully reached the rural elderly. R h, policy, educational and progi

development issues are also identified.

The paper begins with a brief overview of the most common mental health problems
among the elderly: depression, suicide, alcoholism and d ja. Following a brief historical
overview of mental health treatment in this country and characteristics of the mental health
system, barriers to care of particular concem to the rural elderly are reviewed. The important
role of informal networks and social support is examined next, followed by an overview of
models and ch istics of ful services, highlighting rural h models. Public
policy, legislative trends and related issues are explored with attention to federal laws relevant
to geriatric mental heaith. Finally, research challenges in rural geriatric mental health are set
forth. The paper concludes with a list of research, education, service and policy needs that
flow from the information presented.
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W R E ELD,

The elderly are at somewhat greater risk than younger age groups for the development
or recurrence of mental health problems, although there is no empirical base from which to
conclude that the distribution of psychiatric disorders is any different among the rural elderly
than older adults residing elsewh Both functional and organic disorders increase with age,
and the social conditions under which the elderly live can exacerbate stress and emotional
problems (Intermill & Rathbone-McCuan, 1991). Approximately 15-25% of people over the
age of 65 are purported to suffer from mental iliness or emotional distress that impacts on their
quality of life. Among the most psychiatric disorders of later life are depression and
dementia, which are also the most common diagnoses treated in two rural outreach programs
for the rural elderly (Buckwalter, Abraham et al, in press). Additionally, suicide among the
elderly is a grave concern, particularly for those elderly who lack social support and are
isolated, as rural elders so often are. A fourth concern, one that is often overlooked or denied
because of societal attitudes about older adults, is alcohol abuse. Each of these is discussed
briefly to provide a framework for understanding some of the more common challenges to the
mental and social health of rural elders.

As many as 15% of community dwelling elderly and 50% of frail medically
compromised elderly residing in institutions suffer from depression (Biazer, 1989). The
elderly suffer from primary depressions that occur for the first time in later life, from cyclical

recurrence of dep ve ep hroughout the life span, and are pasticularly vulnerable to
secondary depressions whose etiologies include physical illnesses such as cancer and stroke,

and from the side effects of ¢ ly prescribed medications such as antihypertensives and
analgesics.

Community surveys of the prevalence of depression among the elderly (mostly done on
urban or suburban samples) have yielded widely differing estimates, ranging from 14%-44%.
Studies comparing symptom and prevalence rates among rural and urban elderly have been
equivocal. Murrel et al. (1983) found significantly more depression among rural men than
urban men, and no differences for women, a finding that was not supported by Comstock and
Helsing (1976). To complicate the picture further, recent research suggests that the rural
elderly may have different prevalence rates and correlates for depression than is commonly
reported in the literature. For example, a study of N=3159 non institutionalized older adults
residing in rural counties found low prevalence of significant depressive symptomatology
(9.0%) as well as clinical depression (2.9%). Gender differences were noted for depressive
symptomatology, but not for levels of clinical depression. The data also suggest that those
rural elderly who live alone and have lower incomes are most at risk for depression (O'Hara,
Kohout, & Wallace, 1985), and point to the critical role of social support, higher education
level and married status in lowering the risk for depression in this population.

In another study analyzing the mental health outcomes of the elderly in response to
economic stress in rural areas (Hoyt, Redmond & Kundrat, 1987) the researchers did not find
higher levels of psychological distress among the elderly after controlling for differences in
€conomic stress, marital status and health gender, although mood tone and zest had significant
negative relationships with age, and significant declines in measures of well-being were
reported. Thus it appears that studies of affective illness in rural elderly populations offer
conflicting findings, and the area deserves more investigation before policy decisions can be
made and éffective interventions implemented.

As Osgood (1985) noted, "Although suicide in the elderly represents a major social
problem, it has been virtually ignored in the United States. Attention has consistently focused
on adolescent suicide, betraying our culture's emphasis on youth and devaluation of the aged”
(p.xiii). Elderly white males have a higher suicide rate than any other age, gender, or race
category (Osgood & Mclntosh, 1986). Analysis of suicide rates by age indicates that they are
largely accounted for by persons over the age of 75. In fact, the suicide rate for white males
over age 75 increased from about 46 to 60 (per 100,000} during the period between 1981 and
1986, whereas the rate for white males in the 65-74 year old category grew from 30-38
(McCall, 1991), compared to rates for the general population of about 12 per 100,000
(Mercer, 1989).

Even as dramatic as the suicide statistics are for elderly persons, they probably
represent a gross und i of the true itude of the problem. The reasons for this are
two-fold. First, even when suicide is suspected, it is often not listed as the actual cause of
death on most death certificates, Because the elderly often have multiple chronic conditions,
are taking multipl dications or which could explain their death, and are
chronologically closer to death, there is a greater possibility that death will be attributed to
frailty and advanced age. Second, suicide rates do not take into consideration indirect or
passive suicide (e.g., refusing to eat or drink, pping medications or t alcohol
abuse), which is a substantial problem, particularly among institutionalized elderly. Thus,
suicide among older adults may be an even larger problem than what is currently believed.
And of great concern is the fact that suicide is expected to double in the over 65 year old age
group in the next 40 years (Whanger, 1989).

72-460 0 - 94 - 4
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Unlike younger age groups, suicide among elderly individuals is seldom a mere cry for
help or an attention getting mechanism (Miller, 1979). In fact, an elder’s failure to complete
the suicide is more often the result of bungling the attempt rather than ambivalence about -
whether to live or die (Busse & Pfeiffer, 1969). The ratio of attempts to completions is about
20:1 for persons age 40 and younger and only 4:1 for persons over the age of 60 years
(Blazer, 1988). The attempt to completion ratio is much lower in the elderly for two reasons:
older adults tend to use more violent and lethal means (e.g., gunshot to the head) and they
communicate their suicidal i ions less frequently than do other age groups (Osgood, 1985).
In sum, suicide must be considered a serious problem for elderly who are five times more
likely to kill themsclves than a younger person.

A number of clear-cut risk factors in elderly suicide have been identified, including
unemployment, isolation, poor health, pain, depression, alcoholism, low self-esteem, feeling
rejected, a history of mental iliness, and previous suicide attempts (Osgood, 1985).

Depression is believed to play an imp role in suicide among older adults, causing

profound feclings of hopel and despair, inadequacy, uscl d lizati
marked i ia, imaginary physical symp or hypochondrias (Osgood, 1985; Mellick et
al., 1992; Blazer, 1989). These feelings often compound real life stressors such as illness,
pain, and isolation and reinforce the belief that life is not worth living and that things will not
improve.

Although no preval rates are available for the rural elderly, suicide is a substantial
problem among elderly as a group and therefore, we surmise, for rural elders as well. Rural
elderly are more likely to be geographically isolated, to fack access to health and social
services which may alleviate the real life stressors that are associated with suicide, and are
unlikely to be identified or treated for the underlying depression that puts them at risk. In
addition, the rugged individualism that characterizes many rural elderly often stands in the way

of seeking out assi and fear of institutionalization, factors that further reduce
the risk that the depressed or suicidal clder will be identified and assisted.
Alcoholism

Contrary to popular belief, the elderly are as much at risk for alcoholism as any other
age group. Alcoholism affects about 10-15% of older adults, the same rate found in the

8 pop (Ostrander, 1992). Esti dicate that there are approximately three
million elderly alcoholics in the United States, although conservative estimates suggest that
only 15% receive alcoholi services (Edwards, 1985). Sub use and abuse in

this group has been frequently overlooked both in gerontological and alcohol research. Until
recently, the elderly substance abuser has been viewed as little more than an innocuous societal
element and, as such, has been neither the subject of an appreciable investigatory interest nor
the beneficiary of effective intervention (Pascarelli, 1979).

In recent years, there has been a renewed interest in aged alcohol/substance abusers,
their patterns of abuse, and the d P of hods and prog that are
meaningful and effective with this age group. Epidemiological studies have confirmed that
alcohol is the substance most likely to be abused among elderly (Edwards, 1985; Miller, 1985;
Pepper & Stover, 1979; Simon, 1980) and that the risk factors for alcohol abuse among
elderly are the similar to those for the general population: male sex, poor education, low
income, and a history of other psychiatric disord pecially depression (Blazer, 1989).
However, longitudinal studies of risk factors for alcohol problems in the elderly are virtually
nonexistent.

Other studies not only support the belief that alcohol abuse among the elderly is a
problem but also suggest that the problem is frequently under-reported (Mishara &
Katenbaum, 1980; Williams, 1984). The discovery that an aging parent is abusing alcobol
may be denied by middle-aged children or grandchildren because the thought offends their
social sensibilities (Maddox and Blazer, 1985). And in some cases, the elder’s alcohol
consumption may be actually be supported or facilitated by the family system, behavior that is
consistent with the belief that drinking is one of the *few pleasures left in life" and that it's

*not hurting anyone,” a ph y d by clinicians of the Mental
Health of the Rural Elderly Outreach Project (Krach, 1987).

I d interest in alcoholism among elderly may be the result of a perception that ’
late life is a time of stressful events that may precipitate alcohol © ption (Blazer, 1989).
However, there is a paucity of research and literature dealing specifically with the rural
elderly. Alcohol use, a and culturally ptable strategy for reducing stress, may
increase as the older person late life such as reti , loss of loved

ones, increasing physical disability, and social isolation. In fact, as many as one third of
elderly who abuse alcohol develop their dependence in later life while the remaining two thirds
have chronic abuse problems. Several factors have been associated with late-life aleoholism
including habitual drinking prior to late life, personality factors, and environmental factors
(Glatt, 1978). Personality characteristics that seem to predispose to alcohol abuse in later life
include anxiety and worry about one's social environment (Blazer, 1989). Thus, losses that
tend to cluster in later life (¢.g., b idowhood, relocati hanges in lifestyle)
may contribute alcohol abuse among the aged. These problems may be further complicated by
ietal attitudes, boredom, 1 d self-esteem, and the loneliness that pani

ing social isolation (Buckwalter & Clement, 1992). Moreover, the problems of dual
diagnosis (depression and alcohol) among the rural elderly may be larger than previously
thought (Krach, 1987; Russell & Buckwalter, 1989) and deserves increasing attention from
both clinicians and researchers. 5 :
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Alzheimer's disease (AD) is a chronic, costly and i ing health problem,
affecting 10% of persons between the ages of 65-75, and 25% of those over age 85, or more
than 4 million Americans (Evans et al., 1989). There is no data available on the prevalence of
d ia in non metropolitan areas to suggest that place of residence influences distribution of
the disorder. The course of AD, while inexorably deteriorating, is unpredictable, lasting an
average of 10 years. Early clinical manifestations include memory impairment, sensory
changes, losses in judgment and logic as well as subtle personality withdrawal. These are
followed by greater deficits in memory, and progressive decline in self-care ability, leading to
greater dependence on caregivers for assistance with functional needs. As the percentage of
elderly Americans increases (from 11.3 % in 1980 to 21.6% by the year 2040), the number of
cases of d ia is expected to quintuple (OTA, 1987). Somewhere between one-half to two
thirds of dementia patients live at home (Rabins, 1984) and this trend is expected to continue
with projected cutbacks in services such as respite care for this population. Due to the
chronic, debilitating nature of this disease, it is estimated that at least 15 million additional
family members are also affected (Cohen & Eisdorfer, 1986). Although the financial impact
of AD in rural areas has not been analyzed, total costs to society exceed $88 billion annually.
These monetary estimates in no way reflect the human costs of this devastating disease which

P an lating health care problem that currently cannot be prevented nor its course
reversed (Advisory Panel on Alzheimer's Disease, 1989).

PIRTSR 1

In rural settings, sp gnostic and services for di ia are
extremely limited, and service providers in rural settings are reporting increased difficulty in
locating both professional and nonprofessional help to provide hands-on care for community
dwelling elderly with AD. Additionally, nursing homes are closing beds or restricting
admissions due to a shortage of nursing assistants to care for the cognitively impaired
(Govermnor's Task Force on Alzheimer's Disease and Related Disorders, 1989).

Available, affordable, ible, and understandable mental health services are needed
to add depression, d ia, sub abuse and other mental health problems of the rural
elderly. Strategies are needed to demystify the mental health process and to provide a better
definition of mental health needs in this population. Social services that provide attention to
and assistance with the problems that underlie and precipitate the onset of mental and
emotional difficulties in late life are also needed. Unfortunately, even when mental health and
social support services are available to elderly, they are underutilized by this population. The
major barriers to service utilization by the mentally ill rural elderly, which are critically
important to understand as services are being developed for older adults, are discussed in a
subsequent section of this paper. First, however, a historical perspective on mental health
services is p d as a fi k for und ding current issues and common
impediments in the delivery of mental health services to elderly.

El L HEAL® ERV] . A BRIEF REVIEW

Historical Influences.

Treatment of the mentatly ill in this country has evolved from an era of criminal
confinement, through a period characterized by custodial care and management, to a more
recent focus on intensive treatment and rapid rehabilitation. Deinstitutionalization in the
1950s, 60s and 70s was panied by inadequate discharge planning efforts and too few
community mental health centers to meet the demands of outpatient treatment and follow-up.
Nationally, fifty state hospitals closed, and many others consolidated (Dorwart, 1988). The
rate of reduction of inpatient census changed from 1-2% from 1955-65 to around 5% annually
between 1965 and 1975. Thus, fewer elderly with mental problems were residing in state
hospitals or mental health institutions, resulting in an influx of mentaliy il] elderly into the

ity, general hospitals, and nursing homes (Goldman, 1984). Many former state
psychiatric patients are now homeless, neglected or abused, in poor health and dependent upon
the social service system for the necessities of life once provided by state hospitals (Bellack &
Mueser, 1986; Cordes, 1984),

Geriatric patients are also more incapacitated and frail than ever before (Hanson,
1990). Of 4,000 newly admitted residents to nursing homes in 1985, over half were
dependent in at least five activities of daily living (i.e. bathing, toileting, feeding, grooming,
transferring). The influx of patients with Alzheimer's disease and other behavioral problems to
long term care facilities prompted Liptzin (1986) to label nursing homes as the "psychiatric
ghettos of the 1990s”. Unfortunately, the quality of life for many chronically mentally ill older
adults living both in the community and long term care facilities is severely compromised. It
has even been argued that in some respects the mentally ill were better off before the
deinstitutionalizati (Gralnick, 1985).
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Ideally, the mental health system should promote the independence of oldef persons in
making decisions and in performing everyday activities, and should encourage support services
in the least restrictive environment, preferably at home or other community settings (White
House Conference on Aging Report on Long-Term Care, 1981). "Aging in place”, or the

ability to remain in one's setting of choice, is infl by ional ties and fi i

considerations, and is also directly related to the availability and accessibility of resources and

services to date the i d depend: needs of the elderly (Koff, 1992). Services

such as home health, homemaker, personal care and portation are ial p to
ity based A8 of the mentaly ill elderly that enable them to retain their

id and to function at an optimal level. H , the d ds for these services
dditional fi ial and burdens on Area Agencies on Aging (AAAS) --

which have traditionally held the mental health needs of their clients as a low priority.

In the best of all possible worlds, the mental health system and aging network should
share responsibility for making appropriate, cost-effective, accessible and humane care
available to all older persons who need it, as well as supporting the care provided by family
and friends. Data suggest that when mental health, aging services and other health and human
services providers build link and cooperative service and seek to develop and
maintain a continuum of services that range from p: ion to illness their elderly
clients are better served (Lubowitz, Light, & Bailly, 1987). This continuum of services would
provid ity education to i coping and adaptation among older adults and their
families and improve the likelihood of personal planning that would prevent stress later in
time. The continuum would provide social support services to reduce the impact of the
stressors that cluster in late life and contribute to the onset of mental and emotional difficulties
among the aged. The service continuum would facilitate garly identification, help differentiate
mental health from medical problems, and reduce the risk of p institutionalization
And it would offer necessary support, supervision and assi toc ically Hy ill
¢lderly, allowing them to live in the community rather than in community-based institutions.
In an ideal system, cooperation between agencies and funding sources would be the "norm,”
rather than the current state of “turf™ battles and competition, freeing providers to focus on
their attention on the changing needs of the population they serve. Regrettably, this ideal
system is nonexistent in most rural settings.

For example, data from a survey of rural caregivers of persons with Alzheimer's
disease (Russell, Hall & Buckwalter, in press) suggests that the mental health system has failed
this growing, vulnerable population in some key ways. Caregivers reported that they were
burdened by multig ional ibilities and competing demands from the workplace,

ilability of *Alzheimer's capable and friendly” services, and lack of knowledge of
community resources. In fact, in many rural areas little or no respite for family caregivers is
available (Breyspraak, Halpert, & Shaprt, 1986). Rural caregivers were also reluctant to pay
for formal services even when they were available. Only 51% of the 107 caregivers surveyed
stated that they used any community based services and cost was consistently reported as a
major barrier to service utilization. Subjects spent anywhere from $16 to $850 monthly on
services and supplies, and structural modifications for the home, and 67% of these costs were
borne by the caregivers themselves. In light of these findings, policy makers should consider
tax credits or direct subsidies to rural caregivers of the mentally ill and cognitively impaired
elderly in an effort to ease their financial burdens and i use of appropriate supportive
services.

The elderly have traditionally underutilized mental health services. Only about 5% of
patients at community mental health centers (CMHCs) and less than 2% of private psychiatric
patients in rural areas are elderly (Weber, 1990). Data from the American Psychiatric
Association suggest that total beds for both acute and long term psychiatric care, as well as for
substance abuse treatment, comprise only about 14% of the beds in rural hospitais -- 2
p age d d inadequate for levels of psychiatric problems (Riffer, 1986). As noted
previously, the comprehensive array of services needed to keep mentally ill older adults
functioning in the ity is often not available in rural areas.

In fact, in rural areas, jails are often used to contain mentally ill people and nursing
homes have become, in a sense, the “custodial prisons” for the mentally ill rural elderly.
Because rural areas have a high proportion of nursing home beds, and lack a comprehensive
community-based long-term care system, many older residents are institutionalized. Here they
are provided with physical care but go without active for their probl
In spite of federal dates such as the Omnibus Reconcilation Act of 1987 which addresses
the need to identify and treat mentally ili nursing home residents, appropriate and "active®
intervention in this setting is close to nonexistent. In general, the range of health care
services, including mental health services, for rural Americans is substantially more narrow
than for their urban counterparts, with fewer altematives and professional health care providers
available (Coward & Cutler, 1989).
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On the positive side, rural settings appear to offer more natural support systems, a
strong sense of community and social support because of family and religious values and more
lasting friendships, (Revicki & Mitchell, 1990), greater tol for deviant behavior (Jones
& Parlour, 1985), and fewer b ic barriers. I ingly, despite comparatively
adverse conditions and evidence of diminished health status, few differences in overall life
satisfaction and morale have been documented between rural and urban elderly (Scheidt &
Windley, 1983). Scheidt (1981) noted that self esteem and morale appear *linked to
opportunities to establish warm, supporti lati to see oneself valued as one who can
contribute to the mai of the ity" (p.78), and satisfaction with the envi
has been linked to better mental health outcomes in the older adult population (Scheidt, 1985).
The size and stability of the community may also facilitate follow-up services, and help to
maintain chronically mentally ill patients in the ity (Mermelstein & Sundet, 1989).

As noted previously, a number of factors are thought to adversely influence the
appropriate utilization of mental health services by the rural elderly, including
sociod phi ic, and cultural issues; the lack of mental health professionals
trained to work with aged individuals; and the stigma surrounding mental illness and it's
treatment. Each of these is discussed briefly below.,

BARRIERS TO MENTAL HEALTH CARE

n

A number of ic and cultural issues interfere with the utilization
of mental health services by elderly individuals. This section emphasizes rural/urban
differences in terms of service use, diversity of need, values and beliefs, and access to health,
mental health and social services. Cultural beliefs and gender differences are also discussed.

The literature suggests that the mental health needs of the rural elderly are not
significantly different from those of their urban counterparts (Mueller, 1981), but that service
delivery strategics need to be (Ginsberg, 1992; Nofz, 1986). Bachrach (1981) has classified
rural and urban differences in human service delivery according to five factors: 1) non-social;
2) demographic and ecological; 3) soci ic; 4) interpersonal; and S) ideological. These
factors suggest that the geography, tax and resource base, power structure, and value systems
of rural areas differ from urban regions, and affect the delivery of mental health services. For

ple, di must be idered in terms of travel time to services; a sparse population
limits the tax base; poor counties have more difficulty financing mental health services; the
rural power structure (which is often concentrated in a few people or organizations) may
determine which programs are allowed to operate; and conservative ideologies may foster
stigma and self-blame (Palmer & Cunningh 1982), especially among the elderly.

Diversity Within Rural Elders. The rural elderly are not a homogeneous group that
enjoys a common culture. Rather, like other rural resid they are g phically,
soci ically, pationally and ethnically diverse. There is a lack of research, and thus
an inadequate knowledge base about the mental health needs of minority elders in particular.
However, despite this h geneity, some alties have been noted. For example, the
rural American population is more impoverished with higher unemployment rates, less
educated, and older than urban dwellers (Cordes, 1989; DeLeon, 1989). This age difference
may be important with regard to the increased need for health-related services among older
adults (Dwyer, Lee & Coward, 1990), and the i ing incid of cognitive disorders such
as Alzheimer's disease. Further, elderly in poli ies have more chroni
illnesses, more limitations in activities of daily living, and lower overall health status (Kim,
1987; U.S. Office of Technology Assessment, 1990).

Rural Values. Several values and themes seem to predominate in rural settings. These

lude: subjugation to nature, individualism, an emphasis on primary relationships and family
ties, traditionalism, fatali the P work ethic, conservative beliefs, and strong
ligious values, Y (1977) identified three value systems that impact upon mental

health services in rural areas: 1) identification with the community and a sense of belonging;
2) a work or "doing" orientation; and 3) a fatalistic attitude. These beliefs may explain, in
part, why decreased ability to perform activities of daily living is correlated with decreased
morale among rural elderly, and why supportive social services and health care programs may
be viewed with suspicion and contempt (Harbert & Wilkinson, 1979).

Support for this contention is also derived from qualitative analysis of presenting
complaints from over 800 clients referred to the Mental Health of the Rural Elderly Outreach
Project (Buckwalter, Smith, Zevenbergen, & Russell, 1991). These data suggest that many
rural elderly still believe that they should be able to handle all their problems themselves, and
view mental health assi as a sign of p | weak or even defeat (Smith &
Buckwalter, in press). In sum, values and attitudes may infl the labeling of behavior as
pathological, prevent older adults in rural areas from getting needed mental health assistance,
and affect the type of treatment sought. Much of the research related to rural value systems is
old. More up to date studies are warranted to document current values and their relation to
effective service provision.
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. Access to Services. Many rural hospitals and health centers, where the elderly
traditionally receive mental health care, are facing a financial crisis and some will be forced to
close, resuiting in fewer providers and more distance to access services (Beaulieu, 1992).
Geographically inaccessible services are a particular problem for the elderly, many of whom
no longer drive. In nc politan i portation services for the elderly are
severely restricted outside of the county seat. Research by Patton (1989) indicated that the
economic status of the rural population has deteriorated; hospitals are in danger of extinction;
access for health care has underscored the continuing shortage of rural health care facilities;
and there is disparity b Medi i sement to physicians and health clinics in rural

ities as compared to urban ities. These data are particularly troubling in light
of the higher incidence of chronic illness and lower overall health status of the rural elderly,
suggesting a greater need for long term care services in this population (Beaulieu, 1992).

The situation for mental health-related facilities is equally bleak. Only 7% of rural
counties have a general hospital with psychiatric facilities vs. 3% for urban areas (Flax et al.,
1979). Rural CMHCs are more likely to be located in the South, and are more likely than
urban CMHCs to serve an ically disadvantaged population (Wagenfeld, 1990). Rural
residents have less access to psychiatrists and must therefore rely more on general practitioners
who are often reluctant and/or ill-prepared to accurately diagnose and treat geriatric psychiatric
illness (German et al., 1987; Gurland & Cross, 1982; Linn et al., Waxman & Camer, 1984).
As a result, polypharmacy as both a cause and result of mental and emotional disorders is an
important and often overlooked treatment issue (Birkett, 1991; Douglas & Rush, 1988;
Feinberg, 1989; Zaske & Hunter, 1986). In many cases, nurses and social service workers,

lly occurring ity supports, and indigenous helpers provide the bulk of mental
health care in rural settings (Jones & Parlour, 1985). Even when psychiatric social workers
and nurses are available to assess and treat rural elders, the lack of diagnostic, medication, and
consultation services by psychiatrists obstructs third party reimbursement and interferes with
prehensive care, ing yet another set of problems to overcome.

Mental health services in rural states are often structured on a regional basis. Often a
variety of services are clustered in larger cities and satellite offices, when they are available in
the more rural regions, are often minimally and sporadically staffed. Longer distances to
services, compounded by bad weather, lack of public transportation and inadequate road
conditions (Coward & Cutler, 1989), also i ination and ication
difficulties, particularly for the elderly. Even when special transportation services such a
senior buses are available, many elderly resist, complaining that they are both physically and
emotionally uncomfortable.

Cultural Beliefs. Because cultural values are determi of health perceptions and
behaviors (Bushy, 1991), mental heaith workers must also understand the value of, and be able
to explore the value ori i stressors, coping strategies and goals of their older clients in
order to provide effective treatment (Delworth et al., 1987; Dietz, 1991). As noted before,
the rural elderly are not a homogeneous group (Harbert & Ginsberg, 1990). Ethnic and

1 are prevalent even in the predominantly white farmland Individual
may be ct ized by traditional values of the “old country,* whether German,
Greek, Irish, or Scandinavian in origin. The farm belt, like other states across the country,
also has as a modest but substantial cohort of Hispanic origin elderly which is increasing in
numbers. In fact, current trends and projections suggest that cultural and ethnic diversity will
b i i Jent in the next century (U.S. Bureau of the Census, 1992).

e
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Moreover, mental health providers, especially in the rural south, must recognize and
strive to understand folk healers in order to better address the health and mental health needs
of older African Americans and to open up communication channels (See, 1991). These
indigenous healers can take many forms, including spiritual tors, herbalists and "root”
doctors, and shamans. Their “remedies” for various emotional afflictions vary according to
Itural and social and geographical region, and their definitions, diagnoses,
interpretations of symp and may differ dramatically from traditional
psychiatric practice. In many rural areas “mental problems” are sidered the domain of the
family or the church, and those who rely on scientific medicine are viewed as desperate (Hill, E
1985). The important role folk healers, and folk beliefs and practices play should not be
overlooked or mocked by more traditional health care professionals (See, 1991). Differences
in values and beliefs must be considered in all service and research efforts in rural settings
(Bastida, 1988).

Gender Differences: Older Rural Women. A majority of the older population 67%)
are women, many of whom have special needs. As Fahey (1988) has noted, women live
longer than men, spend more time alone, and are g ily more vulnerable to the problems of
aging in rural settings. Older women tend to have more chronic illnesses and are more likely
to have lower incomes than men (Szinovacz, 1982). They report more general health
problems, higher levels of depression, and lower self-esteem (Gore & Mangione, 1983), and
are more likely to be widowed, live alone, and be impoverished (U.S. Bureau of the Census,
1992). These probl may be rbated in older rural women who are less likely to be
aware of and have access to services to assist them with their health and mental health
problems (Krout, 1988), although more research, especially of a qualitative nature, is needed
to validate this assumption.

1
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A recent study by Gale (1992) found that among rural older women there was very low
use of either inpatient or outpatient mental health services (2% of the sample), although 11%
of the sample had used psychotropic drugs in the past 6 months, 9% were currently using
them, and another 11% felt the need for psychotropic medication. A comparison with older
urban women showed that urban dwellers reported higher levels of stress and greater use of
health care services, and that rural women reported better psychosocial health. Although stress
research related to health among elderly women is limited, acute stress does not appear to be a
significant etiology for mental illness among older women in rural areas. Norris and Murrell
(1987) reported that the elderly in rural areas have no adverse effects from limited episodes of
stress, and others (Bigbee, 1990) have found no significant differences in stress levels between
urban and rural women. As noted above, more research is needed to validate these findings
and to examine the interaction of gender and age (especially studies of chronic and persistent

the role of and adapting to dependencies in later life in the development

of emotional problems in older rural women.

Another major area of concern in providing mental health services to rural elderly is
the lack of trained mental health professionals. The rural ity is not rich with
professional human service options, and the role of the mental health worker in rural areas is a
d ding one. C ity Mental Health Centers (CMHCs) located in small towns and
rural communities experience more problems with human resources, recruitment and retention,
and the scarcity of highly trained professionals than do urban agencies (Stuve, Beeson &
Hartig, 1988).

The manpower shortage in mental health care providers affects both the availability of
services and the quality of care provided to the rural elderly. Many rural CMHCs do not
provide any type of specialized service to elderly, and only marginally serve elders via
traditional outpatient services (Weber, 1990). The scarcity of human resources in rural

ings often d ds that an emphasis be placed on "rehabilitative potential,* which
classically focuses on therapy for children and adolescents, and crisis intervention and brief
therapies for adults. Preventive services, including community education and consultation
services that are critically important to reducing the stigma surrounding mental illness,
improving early recognition and treatment, and reducing the risk of institutionalization and
long-term disability, typically take a "back seat” to outpatient services that generate income
when resources are limited (Zevenbergen & Buckwalter, 1991). Needless to say, ion to
the unique-needs of elderly individuals suffers in such a climate: direct services are often
limited, education of other health and social service providers regarding mental illness in later

life is limited or nonexistent, and cooperation and link between agencies is poor. In short,
the lack of mental health professionals who are sensitive to, knowledgeable about, and capable
of ging geriatric psychiatric problems and complex legal and ethical issues such as

determination of competency, and the balance between safety and autonomy for demented
clients perpetuates the problems experienced by rural elderly.

Gerontological education and training for health care professionals, like research, has

d on urban pts and practice settings. In general, there is a deficiency in the
number of courses available on both rural health care issues and geriatrics, contributing to ill-
prepared practitioners and to service delivery problems in rural America. As noted before, the
lack of trained professionals contributes to the problem of providing appropriate mental health
services to the rural elderly in several ways. First, some providers discriminate against older
clients and view the elderly as “boring* and "unable to change* -- the proverbial "you can‘t
teach an old dog new tricks.* They are unmotivated to work with older individuals, whom
they regard as "hopeless cases” (Buckwalter & Smith, in press). Other health care
professionals lack the skills and training necessary to work effectively with the elderly.
Educational programs that prepare mental health professionals in a variety of disciplines (e.g.
medicine, social work, nursing, psychology) fail to adequately address late life developmental
tasks or probl jated with ad d age, cultural beliefs and values, or therapies that
are particularly useful for older adults. And in the absence of skilled geriatric psychiatric
clinician to take leadership positions in the development of service, many rural CMHCs
continue to focus their care on younger age groups.

Although the "generalist™ perspective, from which clients are viewed within the context
of their total environment (Dunbar, 1982), is essential to meeting the diverse needs of elderly
clients in rural areas, it may be a disadvantage in terms of providing specialized geriatric
mental health and astute medicati g In some cases, cost factors and
the multiple demands on mental health workers of the rural agency may actually work against
the provision of state-of-the-art, specialized psychiatric services for individual elderly clients.
Solutions that have been proposed include resource sharing to fund a multi-agency geriatric
mental health specialist (Intermill & Rathb McCuan, 1991), cooperati
between rural communities and nearby urban centers to enh service p. (R
& Moscovice, 1982), and linkages with lay, nontraditional service providers. Other potential
solutions to professional staffing needs in rural areas are highlighted below.
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ln geneml run! hnl(h care issues must be gnized more in the education of health
care p: ges both curricula and practi sites that emphasize rural,
gemnwlogm! and genamc mental health issues. More conunumg edumuon and workshops
need to be provided on rural health issues, and >4
should be modeled by educators (DeWeaver, 1990) Specifically, there is 2 need to develop
formalized geriatric mental health training and education programs (e.g., on rural health,
menta! health/illness identification and treatment, legal and ethical issues, etc.) to address the
wide array of professionals and paraprofessionals already working in the field of aging, as well
as to provide conunulng eduauon to those in the field. In most states, existing geriatric
education resources are uneven in quahty. dlsperse in location, diffuse in focus, variable by
discipline and often lack a coordinated mission. Given the unique problems encountered by
the rural mental health professional, Sedgwick (1977) has argued for curriculum and practice
site changes (to the rural community) which includes knowledge of and sensitivity to the rural
non-urban people as well as research into their unique health patterns and disease processes.
When the University of Northern Colorado extended undcrgmduau: nursing praclicum projects
mto rural areas, ll3 of the studcn\s who participated in the program took positions in a rural
d to only 4% of those who did not have a rural placement

after gi
(Arlton, 1984),

A number of training models have been proposed or are under study. Kim (1981) set
forth an mtegral and convergent educalional model™ with a specialized rural gerontology
cumculum in an effort to lmprove rural health care. Wllson (1981) described an innovative

ion and training project in K ky designed to "recruit, train and develop
manpower services” that address the mental health needs of rural residents. More recently,
training pm]ﬂ:ls have used i y to reach practitioners and
consumers in rural settings (Pickard, 1990).

Twenty-one nursing schools are now teaching courses to leamers in rural areas thmugh
8! (AACN Issue Bulletin, 1989). Another innovative example is
the "Geriatric Mental Health Training in Rural Long Term Care Settings® project, currently
funded by the Division of Nursing, that broadcasts one-hour training modules to nursing staff
in rural long term care facilities, using the two way interactive satellite television capabilities
of the community college network 1o reach pmcuuoners who might not otherwise drive long

to attend inui Prog of this nature are thus capable of
increasing access to geriatric > mental heallh education to health care professionals who reside in
small or remote locations. Other rural outreach educational programs are linking academic
settings with the underutilized resources of cooperative extension services (CES) to train
mentat health professionals in rural setti As Halpert and Sharp (1991) note, CES
professionals mn provide the "structural and program dellvery mpacny to help shape health
care delivery in rural areas through org; and ion” (p.23).

Educational efforts such as those cited above heighten awareness of the special mental
health promotion and treatment needs of older rural residents, and may foster a commitment to
serve this negl fation. Further, b the rural elderly in particular have limited
access to psychlatnsvs and are underserved by CMHCs, general practitioners, public health
nurses, social service workers, psychologists and other core disciplines must be able to
understand the mental health needs of this population, provide basic care, and make referrals
for needed services.

Federally funded Geriatric Education Centers (GECs) can play a pivotal role by
incorporating mental heaith and service delivery contesit into their seminars, site-visits,
workshop and fellowship curricula (Buckwalter, McLeran, Mitchell, & Andrews, 1988).
GECs in various states are diffusing the substantial and growing geriatric mental health
knowledge base to currently underserved medical, nursing, dental and social work faculty, and
to practitioners in rural areas. A number of mlerdlsmpllna.ry training formats have been
effective, including summer institutes and week-long intensive training sessions that allow
exposure to geriatric mental health knowledge, teaching and h methods, as well as the
development of new or intensified interest areas by geriatric scholars and clinicians. Thus,
genatnc mental health ducati lized as an important link between the
base in lhe ﬁeld and intervention programs. GECs can serve as
a useful medium for the 1 of ledge into prog and interventions for
the mentally ill rural elderly. Additionally, the federal govemmem supports the training and
placement of health care providers such as geriatric nurse practitioners in rural areas through
special advanced education prants from the Bureau of Health Professions. The Area Health
Edumnon Centers Programs (AHEC) also supports a number of pmjects that train, provide

ion, or facilitate pl and ships in rural settings (Nichols &

P P

Geller, 1990).

On balance, rural health care profcssionals earn less than their urban counterparts
(Ambrosius, 1982; me l982b) Thus, another important strategy to address manpower
shortages is to devel ial recruil and ion incentives to attract mental health
professionals to deslgnated shortage areas and to work with underserved populations such as
the rural elderly. Other potential solutions lncludc the creation of new types of mental health

Is, new regulati and ¢ laws on rural manpower shortages.
What is unknown is whether the job tasks and scopes of mental health care professionals
currently practicing in rural areas could be expanded or "re-engineered” to provide more help
for the rural elderly.

]
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To address this issue more research is needed. Information regarding areas of concern
and priorities for enhancing the quality of geriatric mental health services need to be collected
from providers. Data also needs to be analyzed from a variety of rural regions nationally
including existing latory and state pational li policies and requi which
may inadvertently and unnecessarily contribute to rural mental health manpower shortages.
This type of research could identify specific job tasks/patient services which could be provided
by members of more than one occupational group if existing licensure policies and
requirements were changed.

As mentioned earlier, an important and neglected role for mental health professionals
practicing in rural settings is to provide more education about mental illness to combat the
stigma and myths that surround mental disorders. Mental illness has long been associated with
criminal behavior, evil forces, incapacity, and confi in instituti both prisons and
mental hospitals. Unlike physical illness, mental illness is often viewed as a sign of personal
weakness rather than as an illness that is beyond the person's control. In combination, these
factors contribute to the underutilization of mental health services by elderly, and particularly
this cohort of elderly who associated mental illness with permanent institutionalization.

Although there is some evidence that resistance (o use of mental health services in rural
areas is diminishing, Rathb McCuan and Hashimi (1982) note that, "The fear of stigma is
50 strong among some of the elderly that they never reach out for assistance” (pg. 102).
Service refusal data from the Menta) Health of the Rural Elderly Outreach Project
(Buckwalter, et al., 1991) confirm that stigma is still a prevalent barrier to seeking or
accepting mental health assistance for the [3.1% of 806 elderly clients who refused treatment.
Content analysis of their reasons for service refusal suggests that many elders fear being
labeled as "crazy" and their families are afraid that neighbors and friends will find out about
their older relative's mental problem and that they will become the topic of town gossip, the
brunt of bad jokes, and will be avoided, shunned, or ostracized.

For example, for some older individuals, the word "schizophrenia® still evokes images
of "Jekyl and Hyde" and any type of delusional experience is seen as evidence of being
permanently insane (Smith, 1990; Smith & Buckwalter, in press). The idea that most mental
illness is quite treatable and reversible is unknown in some rural communities. “Depression*
is mocked as an everyday occurrence that the older person should be able to handle on his/her
own. And the words "senile” and “demented” strike a note of fear in the hearts and minds of
many rural folks, especially the elderly. In some cases, Alzheimer’s disease has elicited the
same type of paranoid reaction that was once seen with a diagnosis of cancer, and is now
observed with AIDS -- lack of understanding, fearing the strange behaviors, and the belief that
the disorder is "catching” (Smith & Buckwalter, in press; Buckwalter & Smith, in press).

Moreover, although psychotropic medication has virtually eliminated long-term
institutionalization as a form of treatment for mental illness, some rural elderly continue to
belicve that they will be abandoned or "locked” up” if they accept any type of assistance for a
mental problem. Many elderly are under the impression that mental illness is treated by
putting people in state mental hospitals or asylums, as was done for most of their lives, and
they fear that outcome for themselves. To the older person who values open spaces and
independ institutionalization may loom as a "fate worse than death.” However, more
research is warranted to validate these perceptions,

Thus, mental health service providers in rural areas are challenged to confront the
barrier of stigma associated with mental illness by providing public education that is aimed at
demystifying mental illness. Community education about what mental illness is and is not,
prevalence rates, current theories on causation, treatments, and rehabilitative potential are
critically important to reducing fear, increasing referrals, and improving the scope of services
provided. Likewise, mental health professionals are challenged to make their services “user-
friendly:" und dabl ptable, and g phically, physically, psychologically, and
longitudinally ible (Bachrach, 1986).

Although utilization of mental health and other formal services by the elderly has been
shown to be helpful, little research has been done in relation to barriers to care in community
mental health centers (Speer, Williams, West & Dupree, 1991), and even less on mental health
centers in rural areas. Factors that require further investigation with regard to service
utilization by the mentally ill rural elderly include issues related to ability to pay and feelings
of stigma; for example, the influence of fee schedules, problems that are d d “acceptable”
reasons for which to seek counseling, acceptable sites for services, and acceptable names of
mental health agencies (Speer et al, 1991).

For innovations to be effective, mental health- workers must take a genuine interest in
enhancing the strengths of the rural community (Murray & Keller,1986), and build upon the
strengths of the informal helping network. However, mental health professionals and informal

" caregiving networks (¢.g. family, neighborhood networks) often have different priorities,

istics, and p when it comes to the use of mental health services (Froland,
1980). Ideally, the two caregiving sy should not substi but rather complement each
other and work as partners (Litwak, 1985). More often, however, mental health providers in
rural areas are turned to only after family resources have been exhausted (Cantor, 1980).
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Although the mental health needs of the rural elderly cannot be met by informal social
support networks alone (Rathbone-McCuan, 1992), research suggests that the role of the
family is an important and cost-effective onc in the identification and management of
emotional symptoms, and service utilization (Dwyer, Lee & Coward, 1990). Stoller & Forster
(1992) identified that the rural elderly tend to manage their symptoms by themselves, and
when they do discuss their symptoms with others, it is most commonly a family member or
friend rather than a health care professional. Similarly, in a study of support resources
endorsed by older rural women, Stockman & Delworth (1989) found that respondents were not
interested in resources outside family and friends because they were concerned with issues of
confidentiality. Respondents also felt that accepting services from agencies was "too close to
charity” and that "people should be seif-sufficient.” Given these attitudes, it is troubling that
many practitioners in rural areas are either unaware of informal systems or fail to use them to
their advantage (Lauffer, 1978).

It has been suggested, although there is little research in this area, that older persons
residing in rural areas are at particular risk for social isolation and minimal social network
involvement because of a variety of factors, including poor health, financial limitations,
transportation difficulties and loss of family members and friends. Failure to appreciate the
important role of informal social support networks is unfortunate in light of social and
economic changes in rural America during the 1980s that created conditions of chronic
disadvantage that continue to exacerbate mental health problems among both young and old
rural residents today. As younger family bers have outmigrated from rural areas, the
social support networks of many elderly have become smaller and less available (Coward &
Lee, 1985; Stone, 1991).

The absence of social support has been shown to make the elderly more vulnerable to
interpersonal and environmental assaults (Russell, 1986), and other adversities such as
depression (O'Hara, Kohout, & Wallace, 1985). Cobb (1976) has postulated the “buffering®
effects of social support, as a moderator of life stress, and the buffering hypothesis deserves
more investigation among the rural elderly. Often the knowledge that help will be available if
needed gives older adults the confidence to cope more successfully. Social supports are
important not only for the instrumental assistance they provide, but aiso for the reinforcement
and self-affirmation that comes from the empathetic interests of others. One area that has been
significantly impacted by diminished social support networks is caregiving for frail and
demented rural elderly. :

Research by Dwyer & Miller (1990) examining caregiver stress and burden suggests
that caregiving network characteristics, which substantially influence the quality of care
provided to frail elders, differ ding to place of resid Both formal and informal
services that may benefit elders and their caregivers are less likely to be available in rural areas
(Coward & Lee, 1985). Thus, providing care for i ingly dependent older relatives can be
especially difficult for rural caregivers who may be subjected to unique stressors (Marotz-
Baden & Colvin, 1986) and whose own mental and physical health may suffer in response to -
the burdens of caregiving. A statewide study of 107 rural caregivers of persons with
Alzheimer's disease (Russell, Hall & Buckwalter, in press) found that although caregivers
reported a deep sense of personal satisfaction and growth, they also reported higher levels of
depression and chronic health problems (e.g. hypertension, arthritis), and lower life
satisfaction than non-caregivers in the same age group. Importantly, the amount of social
support received from family and friends made the caregiving experience more bearable, and
easier to handle for these subj Similar h comparing politan and
nonmetropolitan caregivers of cognitively impaired elderly (Russell, 1991) found that
nonmetropolitan caregivers were less likely to receive a comprehensive diagnostic evaluation,
more often received informal assistance in the caregiving process from their well spouse for
such tasks as household chores, meal preparation, running errands, and supervision,
transportation of their impaired family members. They also used less formal assistance such as
in-home help, adult daycare services, social workers, support groups and medical services than
their metropolitan counterparts.

Investigations of strain, social support and mental health in rural elderly individuals
(Revicki & Mitchell, 1990) supports the work of Arling (1987) and others which found that
demographic characteristics had little effect on mental health, whercas physical health status
was highly predictive of life satisfaction and psychological distress. Disability associated with
chronic illness and impairments in activities of daily living were related to increased

h ic and jonal distress in this population. I ingl i

and
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instrumental support had only modest a effect on life satisfaction, and levels of distress, and
affective support was found to moderate the effects of strain (health-related) on mental health.
More longitudinal research is needed on the interrelationships among stress, social support and
mental health status of the rural elderly.

Thus, it appears that greater efforts are needed to link rural elders and their caregivers
with programs designed specifically to meet their needs, keeping in mind that the use of formal
services varies according to a variety of sociodemographic factors, and the close proximity of

hildren. Consultative and educational gies are also needed to empower the informal
caregiving networks of mental health clients (Naparstek, Biegel & Spiro, 1982). Mental health
professionals practicing in rural areas should facilitate and complement the efforts of informal
social support networks, as the role of the family appears central to the prevention and
treatment of mental illness and emotional distress (Miller, 1985).
1
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OVERVIEW OF MODELS AND CHARACTERISTICS OF SUCCESSFUL SERVICES
As we look to the future for older adults in these United. States, two factors stang
out ~ the growing numbers of older citizens in need of a range of health and social services
and the inadequacy and ﬁwnenmmn of our present system for delivering such services.
What must be developed is a i of ad services for all older
adults, appropriate to lhw needs at any given llme (Winston, 1978)

The two factors that Winston projected in his 1978 quotation have become a reality, but
the continuum of services needed to meet the health and mental health needs of older adults is
still sorely lacking in many rural areas. In a decade review of the health status, health services
utilization, and support networks of the rural eldcrly, Dwyer, Lee and Coward (1990) noted
that "the rural elderly are relatively disadvantaged in terms of both health status and access to
health care services, and have little if any advantage over the urban elderly in their access to
informal sources of care” (p. 379). To be successful, rural mental health services must mesh
with other services and informal health networks. Service providers and researchers must
understand and be sensitive to the rural value system and socml | ecology of the area.

Otherwise, mental health workers may find th 1 d rather than real
needs.  Because of the nature of rural culture, borrowing successful urban techniques and
ll;_posmg them without modification in a rural setting may not always be appropriate nor
effective.

Effecuve memal health service delivery in rural America requires innovative
:,v S, and cooperation among mental health and human service prowders
hanges and good ication have been identified as key elements in good

lmcr-agency relations (Morris & Kirkpatrick, 1987). A more appropriate rural mental health
delivery system must maximize hmlled resources, address unique community needs, provide

continuity of care, and use profe ional and lay personncl appropriately
(Palmer & Cunnmgham 1983) Clenrly, more attention needs to be given to dcsngmng
prevention'services and the roles of p Is in p: ion, education, service

coordination, and help-building in informal networks (lones & Parlour, 1985).

Comprehensive services require that mental health services be longnudmal mdnvxduahzed

cover an array of modalities, be flexible, provide for an ongoi the

older paucm and service providers, be accessible physically, ﬁnanctally psychologltzlly, and
open ion within the service system (Palmer & Cunningham, 1982).

Most effective planning efforts begin with a needs assessment process that determines
which services should be provided to the elderly, and who is eligible (based on income, age
criteria, etc.) for the services (Intermill & Rathbone-McCuan, 1991). The needs assessment
should determine the nature and magnitude of the problem, describe elderly consumer attitudes
toward existing services, and then offer potential solutions. The needs assessment should also
help rural planners and providers to determine which of a number of service structures would
be most effective in a particular community.

At present, mental health services in rural areas are often fragmented because of
funding and authority patterns. Nor are local, state and national mental health services
dehvered systematically (Manderscheld 1984). The concept of human services integration
(cc ), or an integrated service stmclum (combining elements of both direct and
indi service models) has been proposed as the best way to meet these challenges (Bachrach,
1981; Daniels, 1967). lmcgration can take many forms, including joint decision-making and
policy making, co-location and shared services. The integrated service system approach offers
several advantages, including staffing flexibility, maximum use of resources, an emphasis on
preventive mental health services, and decreased “turfdom® among providers (Palmer &
Cunningham, 1983).

Direct mental health services have traditionally been provided by CMHCs and their
satellite offices (Ozarin, 1979), although CMHCs in rural areas serve proportionately fewer
elderly than centers in more urban areas. Numerous recent studies have consistently found
that although a significant number of elderly have mental health problems, their treatment
needs have not been ad ly add d (Lebowitz, Light, & Bailey, 1987; Raschko, 1985;
Smyer & Pruchno, 1984 Spore & Atchley, 1990).

Rathbone-McCuan (1981) described three approaches for organizing integrated services
for the mentally ill rural aged: 1) the'primary menta! health base; 2) the aging network base;
and 3) the primary health care base. The first approach attempts to make services more
responsive to the needs of the elderly by expanding coverage to include at-risk persons. The
aging network base uses the resources of the Area Agencies on Aging (AAAs), whereas the
primary health care approach utilizes primary and comprehensive health centers to deal with
problems that have both physical and mental components. Rathbone-McCuan (1981) suggests
these three "single system approaches have the greatest value for offering temporary and
limited solutions to meeting health and mental health needs of the rural elderly” (p.272),
although none of them is sufficient to address adequately the mental health concems in rural
America. Thus, the best approach would seem to be one of multiple, integrated systems and
joint health/mental health planning (Rathbone-McCuan, 1981).
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The link between mental health and medical delivery systems suggested by the primary
health care base has numerous advantages in rural areas as the elderly, in particular, ofien have
multiple and interrelated health problems. Co-morbidity data from the Mental Health of the
Rural Elderly Outreach Project found that 37.04% of the chronically mentally ill elderly
clients referred to the program with a primary mental illness diagnosis also had significant co-
existing medical problems including, for ple: cancer, brain tumor, Parkinson's discase,

hronic obstructive pul y disease, hip fractures, stroke, congestive heart failure, peptic
ulcer, and asthma (Buckwalter, 1991). grating medical and mental health services
theoretically should serve to increase the detection and referral of rural residents with mental
disorders, i the p; jve nature of services, and decrease the perceived stigma of
utilizing a mental health clinic, thereby enhancing pli with appoi (Frangos &
Chase, 1976).

Whatever model is employed, in order to be ful the agencies i d must
share fund | goals and ication patterns. Too often, collaborative efforts are
doomed by misperceptions of goals and poor working relationships among professional Lack
of centralization, coordination of agency efforts and relationship skills can also subvert the
development of community treatment networks and interfere with continuity of treatment
(Allness & Field, 1983). Thus, there must be a commitment from state-level mental health,
health and aging services agencies to jointly plan and support integrated geriatric menta) health
services in rural areas, as described next.

M R THE Ll LL L ELDERLY

According to the 1980 census, a higher percentage of persons over age 65 reside in
politan ies than in politan counties (13.0% vs. 10.7%, respectively)
(Cordes & Wright, 1985). The rural elderly are a dually disadvantaged population, first by
being old and often frail or ill in a society that emphasizes youth and vigor, and second by

being rural with its of less available and less ible health and human
services (Buckwalter, et al., in press). The mental health delivery system must be
recx lized and reorganized in order to identify and attract those elderly persons in need

of services. In 1989, only 5% of patients at CMHCs and less than 2% of patients of private
psychiatrists were older adults who lived in rural areas (Rural Elderly Networker, 1990),
despite evidence that a significant proportion (up to 25%) of the rural elderly may suffer from
psychiatric problems (Rosen, Coppage, Troglin, & Rosen, 1981). Further, Scheidt and
Windley (1982) found that only 1% of small-town elderly used mental health services, whereas
between 12-23% were "at-risk® for mental disorders. In general, older former mental patients
as well as non-institutionalized ity elders have a need for community treatment that is
not being adequately addressed (Scheidt, 1985).

Outreach programs have been suggested as one effective approach in delivering services
to the elderly, because those most at risk do not present themselves to mental health and social
services agencies (Toseland, Decker, & Bliesner, 1979). Multidisciplinary outreach teams
consisting of a psychiatrist, nurse and social worker can overcome some of the limitations of
rural mental health services by providing coordinated identification, assessment and treatment
of the rural elderly in their own homes (Lazarus & Weinberg, 1982). Outreach can effectively
provide diagnosis and for homebound rural elderly who have physical limitations,
major psychiatric illnesses, or who are socially isolated. The h approach has proved
helpful in treating both urban and rural elderly patients who might not otherwise enter
traditional mental health programs until a crisis necessitates hospitalization (Wasson et. al.,
1982; Buckwalter, Smith, Zevenbergen, & Russell, 1991). In general evaluations of outreach
efforts suggest that they provide rapid and effective mental health assessment and treatment
and minimize disruption and premature institutionalization of elderly persons (Kahn & Tobin,
1981; Reifler, et al., 1982; Buckwalter et al., 1991). Two such successful outreach programs
are highlighted in the following section.

1

The lowa Model. Towa's Elderly Qutreach Program (EOP), begun in 1986 with
demc ion services h money from the NIMH and Administration on Aging, was a
collaborative effort between a CMHC and an AAA. The EOP was designed to identify older
individuals in need of mental health care, to deliver needed services, and to initiate and
coordinate referrals to appropriate medical and social service agencies (Buckwalter et al.,
1991). Because the rural elderly did not present themselves at the mental health center
requesting assistance, the outreach model utilized a wide variety of traditional (e.g. discharge
planners in institutional settings) and nontraditional referral sources. The goal of the project
was to develop a partnership between the CMHC and the community, cultivating relationships
with people who work with the elderly or who come into contact with them as part of their
everyday activities. Using an approach developed by Raschko (1985), the project trained more
than 600 "gatckeepers,” or people who live and work in the rural community and who can
identify and link isolated elders with sources of needed assistance. Liaisons were also
developed with all elderly service providers in the existing case I system (e.g.
vi;iting nurses, home health aides, etc.) and on-site psychosocial screening at well-elderly
clinics were conducted regularly. Following referral, clients received a comprehensive, in-
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home assessment from the multidisciplinary EOP team isting of a ychiatric nurse,
social worker and psychxalnsl) during which medical, psychlatnc, and social problems and
needs were revi Abraham, Smith & len, in press). Over the past 5

years more than BOOcIdcrlyhavcbeen referred to the EOP, which has also proven to be a cost
effective model of care, with per panem per year costs estimated at approxnmately $622. The
majority of clients suffer from d followed by d i ders, and
problcms in living (see Buckwalter et al., 1991, for a detailed descnpuon of the EOP and its

i Additional progr ic services, such as a geriatric assessment clinic, education
and training prog and ltation services have developed as an outgrowth of the EOP
(Buckwalter et al., in press).

The Virginia Model. Using the lIowa experience as a stimulus for action, psychiatric
nurses at the University of Virginia joined forces with physicians and community agencies to
develop another successful Rural Elder Outreach Program (REOP). The REOP, begun in
March of 1991 and supported by grant funds from the Kellogg Foundation, also integrates
many agenclu and professionals from muluple disciplines in an effort to pmvnde a well-

h to case and psy J support
services to hngh-nsk patients, their families and careglvers (Buckwalter et al., in press). A key
aspect of the REOP is to gthen the self-reli of rural ities in caring for their
elders and to heighten awareness of agmg and mental health issues. Unlike the Iowa EOP
model, in which prof and are more ¢ lized, the REOP features

£ ccinnal

a multilayered structure of lay, p and p

Sixty-three pauems were served in the first year of the project, and the estimated direct
cost per patient, per year is $1,015. Most referrals to the REOP involve patients presenung
with mental health problems too p for '3 to manage, and that require
expemse beyond that ided in ies. The majority of clients (S9%) have a
primary diagnosis wnh an organic base: 24% pttsenl with dementia, lO% wnh dcmenua and
dq:ressmn combined, and 25% with various physical illnesses preci|
crisis. Another 17% of those served to date have a primary dlagnosns of depressnon Thus,
both the lowa and Virginia outreach models are serving older clients who otherwise might not
receive needed services or who would fall through the cracks of the traditional mental health
system in a cost effective manner.

Adult day care programs have grown steadily in this country over the past decade, but
mostly in major metropolitan areas. These prog| prov:de astr d program of
coordinated social, health and mental health related services in a protccuve group setting, for
some portion of the day. Ori ion of the program is toward p and/or
rehabilitation of elderly persons, many of whom suffer from some type of mental impairment
(Buckwalter, 1990).

Imual effons 1o establish adult day care centers in more rural areas were largely
of g di and lack of transportation, and difficulty

identifying and reaching po(enual clients (Gunter, 1984). F.sscnna.lly, a few high cost services
were provided to a limited number of older clients. More recently, in an effort to overcome
these barriers, innovative service delivery systems have been developed and tested to provide
social models of adult day care services to sparsely populated rural areas by means of a mobile
team of skilled workers, and utilizing the satellite concept that integrates formal and informal
social support systems (Gunter, 1984).

Space limitations prohibit detailed analysis of other successful mental health programs
for the rural elderly including projects supported by the Ohio Department on Aging's “Elder
Care Options®; the Indiana Department of Human Services, Division of Aging Services pilot
program called "CHOICE-Community and Home Options to Institutional Care for Elderly and
Disabled; The Michigan Office of Services to the Aging's program, "Building Ties"; and the
Oregon Senior Services Division's "Senior Mental Health® projects to address the mental
health nwds of the elderly (Rural Eldcrly Networkcr 1990). The advent of these successful

based ly designed to serve the menlally ill rural elderly is
heartening, and reﬂects a recent commnmenl of both fedeml agencnes and pnvatc foundauons
to fund d services Proj geting this ved poput

Despite the growth of innovative service delivery programs for the mentally ill rural
clderly, there are still many issues related to resources and costs to be considered in the
development of outreach mental health services programs in rural settings. For example,
Medicare coverage for mental health problems is limited and encourages hospnahzanon rather
than oommumty~based treatment efforts. In addition, issues associated with program image
(5pec1:lly in a highly stigmatized area such as mental health services) and developing
supportive relationships with influential rural organizations and religious and socio-political
leaders are critical to the success of any outreach effort. To date, grass roots mental health
advocacy efforts such as those of the National Alliance for the Mentally Ill (NAMI) and
Association for Retarded Citizens (ARC9 have not included the elderly as a priority subgroup.
However, increasing numbers of peer counseling, parish nurse, and gatekeeper programs are
beginning to address the unmet needs of this population.

72-460 0 -~ 94 - 5
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In summary, successful models of mental halth dehvery in rural America exhibit
several key features: they are usually multidisciplinary in nature, emphasize geogmphlal
g and utilization of existing lay and oommunny
moum. coordinate diverse services, ‘and supportive programs for informal caregivers
(B Abraham, Smith, & Smullen, in press) and, in general, serve to demystify
mental health care. The following section addresses current public policy and legislative
trends that influence the type and extent of mental healths services that are available to rural
elders, including the availability of innovative and cooperative services.

PUBLIC POLICY. LEGISLATIVE TRENDS AND ISSUES

Interest groups began lobbying Congress more than 30 years ago, and especially in the
1970's there was renewed interest in health care services for rural America (Patton, 1989).
Both the House of Representatives and the Senate established rural caucuses and an Office of
Rural Health Policy (DeLeon, Wakefield, Schultz, Williams & VandenBos, 1989). Table 1
summarizes Congressional action on rural health care legislation, which is a backdrop for
understanding policy refated to mental health issues for the rural elderly).

i'rABus 1 ABOUT HERE)

The first Iarge mental hospnals in this country were built in isolated rural areas to

both work and for their and employ But it wasn't until after
World War Il that more oompfehenswe, community based mental halth centers were
developed with a focus on preventive mental health care. With regard to legislation
specifically refated to mental health issues, passage of the Community Mental Health Centers
Act (P.L. 88-164) in 1963 was the first federal initiative to develop community-based mental
health services and an effort to decrease distances rural clients had to travet for care and
follow-up treatment. By 1975 (P.L. 94-63) twelve servneu were required to be ; avmlable in
order to qualify for federal staffing funds. Thcse services included: outpatient,
emergency, partial hospmlmuon, pecialized services for children and the elderly, screening
aftercare, transitional h Itation/education, drug abuse, and alcoholism. Such a
comprehensive array of services are not available in most rural areas. Longest, Konan, ar. *
Tweed (1979) noted that comprehensive mental health services were available in only 18% of
rural catchment areas vs. 26% of the rural areas studied.

In 1977 then President Carter appointed the C ission on Mental Health to review
the coumry s memal Iwa.llh system. The Commission’s 1978 report, cited in an earlier
paid p ion to the distribution of mental health services to rurat
regmns and led to passage of the Mental Health Systems Act (P.L. 96-398), which would have
aided rural areas. Regrettably, the Budget Reconciliation Act (P.L. 97-35) repealed the

Systems Act before it could be impl d. P.L.97-35 bined mental health service funds
with block grants allocaled for drug abuse and alcoholism, and effectively eliminated money
for i projects in the area of service delivery (Walters, 1983).

Community mental health services previously funded by utegonml grants were henceforth
funded by block grants at somewhere between 50-80% of their prior funding level. Over the
past decade numerous authors have speculated that the implementation of the federal block

grant program to states, with reduced funding and regulation, has ad ly affected staffing at
rural CMHC:s in particular (Estes & Wood, l984 Orkm 1984; Stuve, Beeson , & Hartig,
1989; Woy, 1981), and that rural dona list model, have suffered

more from the effects of block grant funding than urban agencnes (Arb & Holcomb, 1985;
Hargrove & Melton, 1987).

In 1987, T’de IV of the Older Amenm.ns Act was amended to support training,

d and j for long term care, rural
transportation and mental health (Atchley, 1991) Soclal Service Block Grants also became
available for home care, adult protective services, adult day care, transportation and nutrition
services, adjunct services commonly needed to support the mentally ill rural elderly at an

i level in the More y, with regard to this special population,
Congless has developed and set the process for rural health centers, whose resources and
services include: 1) reauthorization of the Older Americans Act and creation of the Agency on
Aging as a clearinghouse for information regarding the eldcrly. 2) the development of non-
medical home care programs for frail elderly who are homebound and dicare; J)
respite care for family bers of chronically dependent rural elderly under Medlcare 4) the
designing of Rural Rcfmal Centers to eoordmate aged community services; and 5) the

blish of ial access pitals in seven states to create rural health
aging networks as back-up emergency services for rural primary care hospitals.

Over the last three decades. mcnul health services, in the form of salelhte cllmcs.
support groups, public ed paigns, and the establist of
networks, have b more available in politan areas. Private service initiatives
(e.g. The Task Force for Rural Elderly of the American Medical Association, The American
Association of Retired Persons, and Rural Health Care Coalitions) provide information to the
rural public on elderly care policy changes and expert advice and resources for the rural
elderly (Congressional Masterfile, 1983-1990). However, the current situation is still less than
ideal (Buckwalter, 1990). Table 2 provides an abbreviated historical overview of federal laws
relevant to geriatric mental health.
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(PLACE TABLE 2 ABOUT HERE)
On a larger scale, there is a need to establish a prehensive rural develop policy
and a ibl i to building mental health programs in rural America, along with

redirection of money from custodial care of the elderly to home care and rehabilitation (Walz
& Elliot, 1983). Similarly, Medi and Medicaid reimbursement guidelines require revision
50 as to no longer discriminate against mental health P y outpatient services.
Coverage should be extended to include CMHC services, unlimited reimbursement to

ient services, reduction in co-payment percentages, and extension of mental health

inpati ag p to that afl d for physical health probl Federal policy
should recognize the interplay of medical, social and psychiatric problems in the elderly and
provide older rural residents with aid in paying for both medical and mental treatment (Walz &
Elliot, 1983). Without the support of policy makers, and more effective grass roots advocacy
for the elderly (Brown, 1985), even the most innovative and effective mental health programs
cannot fulfill their potential.

RESEARCH CHALLENGES IN RURAL GERIATRIC MENTAL HEALTH

Education for, and practice within, rural health settings should be based on research to
assure that mental health interventions have the same efficacy for anticipated outcomes as they
do in other settings (Tumer & Gunn, 1991). To this end, the National Action Commission on
the Mental Health of Rural America has urged the NIMH to make rural mental health research
issues a higher priority (Bergland, 1988). The situation has improved over the last decade,
and more hers are now i igating various aspects of rural geriatric mental health,
thanks in part to federal research initiatives such as the Exploratory Center Grants on the
Health and Effective Functioning Of Older Rural Populations, supported by the National
Institute on Aging. Our understanding has also been increased by epidemiological data from
the Epidemiological Catchment Areas surveys. However, there is still insufficient empirical
data documenting the menta) health needs of the elderly, a dearth of baseline data on which to
base planning, and too little ion paid to regional, soci i idential, cultural and
linguistic differences among the rural elderly in this country.

One problem of research in this area centers on the conceptual and operational
definitions of the terms “rural® and “elderly," and the conceptualization and criteria for mental
health and mental illness vs. constructs such as *subjective well-being* and “life satisfaction®
in this population (Scheidt, 1985). As noted by Lee (1991, p.7), "Because of its diversity the

ptualization and subseq perationalization of rural is also diverse.” This lack of

standardization is also true regarding age criterion for studies of older adults, compounded by
the lumping of all persons over age 60 into one, allegedly homogeneous group of "elderly,”
when in fact a 60 year old may be as different from a 90 year old as a 10 year old is from a 40
year old. These ambiguities make interpretation and generalization of findings difficult
(Scheidt, 1985), and it is therefore not surprising that statistics and research related to the
mental health needs of the elderly rural population vary considerably, often as a function of the
definitions used by the researcher. A similar problem with studies on the mental health needs
of rural elderly is that reported levels of need fluctuate depending on the locale, and on study

hods such as pling and data collecti hods (Kim, 1982). Finally, too few studies
have examined rural-urban differences with regard to geriatric mental health issues, or the
i i age and ity size, and those that do have yielded inconsistent

results.

Babich (1982) noted that hers have approached the problem of ascertaining the
preval of psychiatric probl in rural areas by measuring the "treated prevalence,” that
is, those already using the mental health system, or by extrapolating prevalence rates from
survey findings. Often, mental health survey instruments have been normed on urban
populations, increasing the likelihood that poor and ethnically diverse rural populations will be
judged as deviant (Babich, 1982). Further, much of the research that has been done on rural
residents is based on bivariate analysis. DeLeon et al. (1989) argue that poverty, shortage of
healthcare workers, and mental health problems in rural areas are a neglected aspect of health
services research. In addition, most studies are cross-sectional in design, which does not allow
researchers to determine the direction of hypothesized causal effects. Another problem of
much of the research on mental health needs of rural residents is that the samples are such that
they are not generalizable to the rural population in general, for example, only persons who
routinely use health clinics.

At present there is a lack of research on the quality of geriatric mental health care
provided in rural areas that can adequately serve as the basis for equitable and effective policy
making. More methodologically rigorous h is needed on the characteristics and
problems of older rural residents and mental health providers so that public policy and
treatment programs can be more relevant and beneficial (Kim, 1981a). Too often resource
development is based on the agendas of Congressmen and interest groups rather than on

h. Thus, prop ional and state policies are often based on perceptions of and
assumptions about the quality of mental health care that is delivered to older adults in rural
areas rather than on documented empirical findings.
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In summary, the status of geriatric mental health studies in rural areas is still inadequate
to understand the magnitude of the problem, and the extent of need for services for this
underserved population. Several solutions have been proposed (Ludke, 1992) including
conducting an information synthesis and needs assessment and holding an issues forum to
identify, debate and reach consensus on critical issues regardmg the quality of rural geriatric
mental health services. Invited forum partici of national leaders in rural,
mental health and gerontological issues would address topics  such as appropriate standards for
rural geriatric mental health care quality, factors that impact upon the availability and quality
of rural mental health services, and areas in need of further research.

CONCLUSION

Change is inevitable for the rural health care system, but managing that change requires
knowledge, focus, more grass roots advocacy savvy use of the media, and public relations
effort, supportive y values, hard work and leadership, and better use of
lay and local resources (Brown, 1985; Ray, 1991). Geographic and cost factors associated
with the accessibility of services and issues related to the stigma of mental illness, cultural
norms, and the negative attitudes of some service providers make delivery of mental health
services to the elderly in rural settings problematic. Along with the development of innovative
and g there is a need for more grass roots advocacy and a
greater public policy commitment in order to build a true continuum of community based
services and promote a mental health delivery system that will effectively serve this
population. More research is also needed so that both services and public policy, accurately
reflect the needs of older rural residents of this country, as recommended in the next section.

mmendations for Futur

As clinici dministrator gram planners, pohcy-makers. and legislators look at
the present to plan for the fulurc, a number of research, service, eduuuon and pollcy needs
e fi dations reflect the opini d by

health and mental health providers, agmg service represemauvcs, educators, and program
planners from across rural America who participated in the workshop on mental and social
needs of rural elderly as part of the planning conference, "Health and Aging in Rural America:
A National Symposium,* hcld in San Diego, Calnfomla, September 21-22, 1992, In each
section below, the r p d are a synth is of the beliefs and priorities of
that workshop group. Although d are p d categorically, including
research, service, education, and policy needs, it is important to remember that each set of
recommendations in intricately related to the others. Thus, there is really no beginning or end;
rather, there is a circle of need that requires our attention.

RESEARCH NEEDS

As emphasized throughout this paper, there is a need for research in nearly every area
that is relevant to the mental health of rural elderly. As a result, the list of research
ions is sof hat longer than other areas, reinforcing the workshop group's belief
that policy, education and training, and services for rural elderly should be based on factual,
research-based information. The following recommendations reflect, in order of priority, the
needs identified by the mental and social health workshop group.

1. Research that addresses social, demographic, and envi ! factors that infl the
mental health of the rural elderly is needed. Issues of particular interest and concemn
include the following:

-- assessment, service delivery, and other areas that may be unique to different minority
groups;

-- on-going i igation of gender diffe among rural elders;

-- the development of data based vignettes that provide updated profiles of rural elders
who have mental illness.

2. Given the observed rate of under-utilization of mental health services by rural elderly and
the effect stigma and other barriers to care, further research is needed on: rural values
and the role those value systems may play in impeding or facilitating service use;
attitudes about and perceptions of mental health held by rural elderly; and the effect those
attitudes and beliefs may have on actual use of mental health services.

3. The incidence and prevalence of mental illness among lhc mml elderly clearly deserves
on-going ion in the Both logical and descriptive
studies are needed to further characterize and clanfy the primary needs of this group.

4. More research is needed on the role of natural support systems and informaj networks in
geriatric mental health. Likewise, studies are needed to determine the most effective ways
that health, mental health, and other service providers can work with these naturally
occuring systems and networks.
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Because a substantial portion of geriatric psychiatric care is provided by general practice
or internal medicine physicians, i igation of the di ic and o
made by primary care physicians is needed.

Given the type and extent of barriers to providing mental health services to'rural elderly,
further research into the matters of ageism, lack of trained mental health professionals,
stigma, and other identified barriers to care is indicated.

Research is needed on the outcomes of service delivery linkage models that link geriatric
health and mental health services in rural areas.

More studies are needed on the costs associated with the delivery of appropriate geriatric
mental health services to rural elderly, particularly ones that take into consideration both
individual and program needs. Incentives should be established to promote utilization of
the most cost effective mental health services for older persons in need.

There is a need to develop and test theoretical models that are applicable to mental illness
among elders residing in diverse rural areas.

Differential research between urban and rural areas based on the cultural mix of mental
health providers, funding, and methods utilized to provide mental health care to rural
elders is needed.

- A research agenda is that examines the life-long experience, current circumstances,

emotional, physical and social nature of rural life as they affect mental health, well-being
and functioning of poli id in later life is needed. Examples of research
questions to be addressed include, but are not limited to:

-~ What for diffe b older rural and urban residents in their
concentration in particular regions of the country?

-- What are the of such ion for the provision and utilization of
geriatric mental health services?

- How does the poverty of older rural people affect their mental health, well-being,
functioning, and service use?

-- What impact does less education have on their mental health and functioning?

-- What are the forces infl ing the i and of mental health
personnel willing and able to work with the elderly in rural areas?

-~ What are the characteristics of mental health professionals who choose to remain and
practice in nonmetropolitan CMHCs, and how are they different from those who leave
their positions?

-- How can limitations (such as transportation) that affect the quality and availability of
geriatric mental health services in rural areas be offset?

-- What factors restrict the use of mental health services by older adults in rural areas?

-- Who is able to use particular services and under what conditions?

- How does lack of information about mental health treatment, prevention or the X
existence of geriatric mental health services influence appropniate utilization of services
by older adults?

-- How do the attitudes and beliefs of older rural residents affect utilization of mental *
health services?

-- How does the practice of folk medicine infl use of mental health treatment by this
population?

-- How does the strength and frequency of social ties and interaction in rural areas affect
mental health, well-being and ioning in later life, including instit I
rates?

. Establishment of a program of multiple rural mental health rcswgh centers at several sites

with-access to older rural pop pecially minority popul: ), and using
multidisciplinary teams and multiple research methods. These geriatric rural mental health
centers would work in conjunction with prog of i i initiated h, as a
means for ing ep logical h and developing h initiatives on the
mental health of older rural populations. These centers should pay particular attention to
research the will assist in improving the quality and accessibility of geriatric mental health
services in rural areas, and support longitudinal studies on the evolution and interaction of
formal and informal sources of care (Dwyer, Lee & Coward, 1990).
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ERV, ND RAM NEED

As highlighted throughout this paper, a wide variety of needs exist in the arena of
service delivery and program development. Currently, few specialized services exist to
address the diverse needs of rural elderly. Most rural ities are able to provide only
basic services due to the scarcity of financial and human resources. As a result, the mental
and social health workshop group generated a number of recommendations for the
development of services and programs to serve the rural elderly. In order of priority, those

Aati foll

include the g.

Develop, impl and sy ically eval innovative service models that utilize

existing primary care, pubhc health, and mental health services. Ideally, these models
should

-- overcome physical, geographic and psychological barriers that currently impede
effective delivery of mental health services to the rural elderly;

-- identify and incorporate key components of successful mental health service programs
for rural elderly; and

-- focus on the development and refinement of outreach models to serve rural elders.

More and creative linkages between existing services, agencies, lay resources, and
community groups is needed. Mechani to improve ication, accessibility, and
utitization of existing health and mental health services is needed. This may include, for
example, use of case management programs and training of caregivers and service
providers about supplemental service agencies commonly needed by the elderly (e.g.
homemaker/home-health aides, visiting nurses, home-delivered meals, transportation
services, etc.) and how to access these agencies.

In spite of the dearth of material and human resources in rural communities, the goal
should be to provide a true continuum of mental health care, ranging from preventive
services to illness treatment.

Access to diagnostic evaluation and develop of mini standards for assessment
and diagnosis of geriatric mental heaith problems (including dementia) among non-
psychiatric providers in rural areas must be improved. For example, traveling diagnostic
clinics could be established and coordinated through local health care professionals.
Supplementary funding must be made available to older persons without insurance who
cannot avail themselves of proper diagnostic and treatment services.

The development of "user friendly” services that encourage easy access to existing
services. Statewide clearinghouses should be established including an 800 telephone line
to afford older rural residents and their families easy access to information related to
mental health promotion, mental illness, diagnosis and treatment, referral to and
availability of services, legal and ethical issues, educational information and

progr ing, crisis 2 and studies and reports related to geriatric mental

health and illness. These services should promote interstate connectedness and assistance
with long distance caregiving.

States should develop guidebooks to assist rural families with the complex legal and
ethical issues that confront older victims of mental illness and their families (e.g.
guardianship, conservatorship, power of attorney, etc.). These guides should insure the
older adult personal autonomy while at the same time provide for appropriate tegal
decision making.

Because rural elderly are becoming increasingly diverse in terms of culture and ethnicity,
services must be sensitive to the unique beliefs, values, and needs of minority populations
served within individual communities.

In addition, services that promote consumer choice and preference are needed.

D L ININ D

Another predomi theme the workshop discussion group was the need
for education and training: among mental health professionals, health and social service care
providers, general practice and internal medicine physicians, the elderly themselves, their
families, and the ity at large. Needless to say, the need for training and education is
extensive. The mental and social health workshop group identified the following needs, again
listed on the basis of their priority.

h h
2

l.  There is an clear and on-going need for i d educational prog ing on geriatric
mental health issues for both formal and informal care providers in rural senings.
Curriculum changes should be aged in medical and nursing schools and in social
work and psychology programs t0 enhance geriatric mental health knowledge, especially
in the areas of diag 8 and care of older rural residents with
mental health prob} Likewise, education and g should be developed
and offered to front-line providers, those who work with ruml elderly on a day-to-day
basis and have the greatest opportunities to influence the outcome of their care.
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Practical experiences and mentorship opportunities for both graduate and undergraduate
students in the arena of mental health in rural areas are clearly needed. Curriculum
changes that emphasize rural health care, as well as practicum and clinical opportunities
like that offered by the University of Colorado’s nursing program, are need to increase the
probability of clinicians practicing in rural areas.

Public (community) information and education about mental rmm- and |llness lssues are
needed, including but not limited to issues relating to p:
diagnosis and treatment of mental illness. For example, genalnc memzl health
educational programming in rural areas should include the provision of accurate
mformauon about what mental illness is and is not, and emphasize the value of early
ion and Ce h e geriatric mental health education should

P

include el of p ion, pl g, and the use of community resources and
services.
Interdiscipli b health professions is needed to i and

underslandmg of what each discipline and/or service contributes to the arena of mental
health and illness management.

Education and i g should be age, culture, and gender sensitive, Likewise,
these programs should addrss scnsmve loplcs such as sexuality in the aged. Both
academic curriculum and i g need to incorporate information

that addresses the increasing dlversny among rural elders, including demographic
mformauon unique characteristics of specific local or regional groups, and methods to
and service utilization by minority populations.

Retreats should be organized for provider groups to meet in a “think tank” format with the
leaders of national coalitions and networks (e.g., National Coalition of Agencies) to
examine, discuss, plan, and advocate for increased mental health services in rural areas.

Seminar series that address key issues related to the mental and social health of rural
elders should be developed and offered 1o leglslauvc staff in the effort to increase their
of both probl and prop

National and local media aitention should be sought to increase the awareness of both the
need for rural menta) health providers as well as the advantages of working in rural areas.
The National Ad Council may be utilized as one such mechanism for the recruitment of
professionals to underserved rural settings.

Relabeling of is needed to d stigma iated with mental |llness and
research is needed to evaluate the effect of relabeling e.g. * ling vs. psych pY;
adjusting to the later years vs. geropsychiatric services” on service utilization patterns
among the rural elderly and their daregivers. Geriatric mental health services and
educational programming should utilize low threat approaches.

E( VE

As noted before, the recommendations made here are continuous and interactive rather

than discrete. Changes in all areas are needed to truly effect change for rural elders.
However, the area of policy related (o the develop and of mental health and
illness services, training of geriatric psychiatric professionals, and funding of research is of
paramount importance. The mental and social health workshop group recommended that
attention be paid to the following issues.

The goal of reduci ion, and i i jon and lin} b aging
and mental health servnces. must begin at lhe Federal level. Joint programs and funding
streams are needed to enh peration b ies and servnces at the State and

local levels, a goal which can be achieved by way of lang legislation, and
appropmuons that demand inter-agency cooperation and build on local resources. Greater
and cooperati among all levels of government, advocacy groups, and

providers is needed to establish and a p ive mental health care system
in rural America.

Commitment of local, state, and federal fundmg bodies to provide ongoing support for
effective rural geriatric mental health projects is esscnua] State and ‘federal planners must
reexamine existing policies and review methods, p larly the Medi

structure's effectiveness in rural settings, the need for more lenient reimbursement policies
for homecare, and funding to sustain successful service delivery programs.

Definitions of menial illness must be reexamined in light of current realities about elderly
individuals. Specifically, the definition of chronic or severe mental disorder, which is
focused on chronicity that begins early in life (e.g., schlzophrcnia), rather than the
chronicity of iliness that may begin in later life (e.g., ia, alcoholism, d ion),
needs to be examined and revised. The onset of mental illness in late life can be equally,
if not more, disabling and limiting than illness that occurs for the first time in youth.
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Health care reforms must include provisions for delivery and reimbursement of mentat
health.and iliness treatment, a long neglected matter that is paramount to the provision of
mental health services to rural elderly. One such mechanism is the provision of tax credits
to rural family caregivers.

Given the dearth of psychiatrists in rural settings, efforts should be focused on increasing
the number of primary care providers (e.g., general practice and intemal medicine
physicians) who are sensitive to and knowledgeable about the mental health and illness
needs of rural elders.

Standing legislative advisory groups on geriatric mental health should be established in
rural areas to tackle specific issues, develop ideas for change, and identify solutions on an
intensive, long term and single issue focused basis.
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Table 1
Rural Health Care Legislation

Action

ppoi of the National Adviso on
Rum] Poverty by President Johnson (glmm_ou 1967,
p. 578).

Community health centers were established to focus on
the health needs of rural people (Chronology, 1967, p.
578).

Title IX Rural Develop -- planning, technical and
fi ial assi were designed to assure a sound
balance between rural-urban communities (Chronology,
1970, p. 339).

S 1163-P1 92-258 Amendment to the Older Americans
Act of 1965 (PL 89-73) ...Nutrition for Aged
(Chronology, 1972, p. 352).

Rural health clinics designed to improve health care
services in medically underserved rural areas (HR 8422 -
PL 95-210). This law requires physicians, nurse
practitioners and physical assistants to work together and
develop an effective referral rural health care system

(Chronology, 1978, p. 615).

Health Service Centers -- Primary care grants to be
awarded to states to assure equitable urban-rural
distribution of monies (Chronology, 1978, p. 61.7).

Older Americans Act of 1965 extended services to
vulnerable elderly population (Chronology, 1978, p. 694).

Block Grants -- Shifted dollars to states; Community
Service Block Grants.

Congress reauthorizes Older Americans Act to create an
Administration on Aging (AOA) to service as a
clearinghouse for information on the problems of the
aged, administer grants, and provide technical assistance
to states and local governments (Congressional Quarterly
Almanac, 1987, p. 511).

Congress authorizes $25 million for 1988, $26.3 million
for 1989, $27.6 million for 1990 and $28.9 million for
1991 for grants for non-medical home care for the frail

elderly (Congressional Quarterly Almanac, 1988, p. 512).

Respite care for the chronically dependent community
elderly was authorized by Congress to provide coverage
of up to 80 hours per year of paid care to an unpaid
family member or friend who lived with the dependent
elderly (Congressional Quatterly Almanac, 1988, p. 284).
In order to qualify for benefit, the Medicare beneficiary
had to exceed either the Part B out-of-pocket cap or the
prescription drug deductible and be unable to perform
three activities of daily living (Congressional Quarterly
Almanac, 1988, p. 291).

The Secretary of Health and Human Services was required
to study out-of-home services, such as adult day care, and
report to Congress within 18 months (Congressional
Quarterly Almanac, 1988, p. 96).

Rural Referral Centers were grandfathered through fiscal
year 1991 (Congressional Quarterly Almanac, 1989, p.
96).

Home and community based elderly care service programs
were desngned to provnde in- home services for the

disabled using Medicaid funds (Congressional
Quarterly Almanac. 1990, p. 147).
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Table 2

The following brief historical overview of federal mental health laws provides a basic

for under

home placement.

1948

1955

1963

1965

1970

1975

1980

1982

1983

the porary status of the CMI elderly and nursing

Federal Mental Health Laws

The National Institute for Mental Health was established
by Congress (McCausland, 1987).

Congress passed the Mental Health Study Act. The Act
authorized the first study of the human and economic
problems of the mentally ill. "Action for Mental Health”
was the final report that provided the framework for the
radical changes of the mental health movement
(McCausland, 1987).

The Community Mental Health Centers (CMHC) Act was
passed by Congress. PL 88-164, Title II, authorized $150
million over fiscal years 1965-67 for states to pay for
construction of public and private, non-profit community
mental health ceaters for the prevention, diagnosis,
treatment and rehabilitation of mentally ill patients in their
own ities (deinstitutionalization). The grants

di , need for

).

were to be all d g to populati
centers and financial need (Schroth, 1945-1964

Congress amended the Community Mental Health Act of
1963 (PL 88-164). This act authorized a new seven-year
program of grants (fiscal 1966-72) to public and non-
profit private agencies to help pay for the initial costs of
professional and technical personnel at community mentai
health centers (Dickinson, 1965-1968).

Congress extended the CMHC Act through fiscal 1973
(52523 - PL 91-211). $2523 provided new aid for
mentally ill children and centers in poverty areas
(Diamond, 1979-1980).

CMHC sought federal funds for initial operation to
provide the following services within two years of receipt
of the funds: inpatient, outpatient, day care and partial
hospitalization, emergency, and specialized services for
children and the elderly, consultation and education
services including assistance to courts and other public
agencies, and half-way house services for those
discharged from a mental institution; the Act also required
the centers to provide services for those abusing alcohol
or drugs if the community needed such services
(O'Connor, 1973- 1976).

Congress passed the Mental Health System Act (S1177 -
PL 96-398) which increased funding for mental health
services in fiscal years 1981-84, totalling $796 million,
Also, the Act expanded those services to groups that
traditionally had been inadequately served by the existing
mental health care delivery system (Gotton, 1977-1980).

New grant programs were developed for the chronically
mentally ill ... those that were considered unlikely to ever
be cured ... Elderly, other priority groups: Congress
authorized grants for projects serving certain "priority
populations” that did not have access to adequate mental
health services. At least 40 percent of the funds were
reserved for projects serving the elderly ... Congress
recommended a model for mental health patients’ “bill of
rights” for states to adopt on a voluntary basis;
establishment of innovative projects for the training and
retraining of personnel; authorized grants for mental
health p. ion and d ion projects (Gotton,
1977-1980).

The Reconciliation Bill required states in fiscal years
1982-84 to continue funding each CMHC that received
federal funds in fiscal year 1981 (Cohn, 1981-1984).
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Tabte 2 (Continued)

Congress passed $974 - PL 99-319 to create new legal
protection and advocacy services for the institutionalized
and recently discharged mentally ill ... S974 extended to
the mentally ill protection and advow:y services already

ilable to the “devel My disabled” under a 1975
law that was muthonud in 1984 (PL 98-527) ... PL99-
319 was develop of i g reports ofabusc

and neglect of patients in state mental msutuuons (Cohn,
1986).

Congress passed the Budget Reconciliation Act (HR 3545
- PL 100-203). The Act provnded loughcr rules for
nursing homes that participated in Medi and Medicaid
programs. Part of this ruling was to meet the patients’
mental and social needs; the establishment of a quality
and ittee that met at least
quarterly; that written care plans were completed upon
admission, describing the medical, nursing and
psychosocial needs of the resident and how the needs
would be met ... The Act also required that a nursing
home could not admit a mentally ill or retarded person if
it could not provide quality care within its facility, the
nursing home could arrange with others, such as
physicians, nurses, specialized rehabilitative services, to
meet the physncal mental and psychosocial needs of the
residents (Lawrence, 1987).

PL 100-203 required the Department of Health a.nd
Human Services to prop lations on p

screening programs to prevent memally ill or retarded
people from being inappropriately placed in nursing
homes (Lawrence, 1989).

The “federal goverment requires the professional
caregivers to identify persons with serious mental illness
and provide them with case management (PL 99-660)"
(Knisley, 1990, p. 1).
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ﬁ‘.’,’&f_‘i.,’:ﬁ.’;’,, Soxcrety of Amencs This paper desc!ibes an elderly outreach program (EQP) designed 1o identify and provide
mental health services to the rural elderly. The project integrates a variety of health, mental
Ihe Cerontolayrt health, and human service agencies in the planning and delivery of services. Five referral

Vol 4, ) oaman) . s "
Na sources are identified and described as well as the assessment, treatment, and referral process.

Outcomes are discussed in terms of: characteristics of persons served, ability of the project to
identify and deliver mental health services, treatment effectiveness, and cost effectiveness of

+ the project. The EOP seems (0 have prevented an increase in need for mental health care among
towans that might have occurred in the program’s absence.

Key Words: Rural services, Geriatric mental healtth

Mental Health Services of the Rural Elderly
Outreach Program'

Kathleen C. Buckwalter. PhD, RN, Marianne Smith, MS, RN,
Peter Zevenbergen, LSW,* and Daniel Russell, PhD*

Introduction medical and ~o0al service agendes  Services are
provided 1o mentallv impaired elderh either througn
existing service delivery mechanisms or home-based
care

The number ot elderly persons in lowa s rural
areas has increased dramaticallh over the past dc-
cade, and elderly mental health servtces have be-
come a recent priority statewide. Several barriors,
however, have impeded the ctiective detvery o Need tor the Rural Liderly Quueach Program
services, including nadequate number o1 stan
knowledgeable in psychogenatrics, mited service
delivery models, and a lack ot coordination amony
mental heaith, medical. and aging and human ser-
vice providers. In an efiort to overcome these barri-
ers and to identify the mental health needs o1 the
rural elderly, the Abbe Center tor Community Men-
tal Health of Cedar Rapids, lowa, in cooperation with
the Heritage Agency on Aging. developed an out-
reach program in 1986 to 1dentity and deliver oulpa-
tient mental health services 1o the rural elderlv.

In this rural elderly outreach program {EOP), per-
sons in need of mental health, medical, and social
services are identified through a combination ot tve
approaches (described in detail later in this paper.
Following referral, a multidisciplinary outreach team
conducts comprehensive in-home mental health
evaluations, then implements and coordinates an
appropriate treatment plan, mcluding referrals to

The rural elderly population is vastly undersen ed
bv the meniat health svstem, and rural residents ha e
unique mental health service needs. The rural ¢l
derlv account tor only a small percentage o1 commu-
nity mental health center patients nationallv and loss
than 7% o1 the caseload ot private psvchiatrists (her-
mis, 1987). Community mental health centers i rural
areas serve proportionately tewer elderly than cen-
ters i more urban areas. Receni studies have esti-
mated that although a significant number ot the
elderly have mental health problems, their treatment
needs have not been adequatelv addressed (Lebo-
wiz. Light, & Bailey, 1987; Raschko, 1985: Smver &
Pruchno, 1984; Spore & Atchlev, 1990).

Thus, there 1s a need to reach a greater percentage
ot the rural elderiv in order to identify and attract
those persons in need of mental health services.
Eifective mental health service deliverv in rural
America requires innovauve approaches, mcluding
coordination and cooperation among mental health,

I medical, and social service providers. The delivery
'Supported by grant #U7AMUSIO-S Adnunitration on Aing. MR- system must maximize limited resources, address
413-0413-2464-06, Siate ot lowa Department ot Mental Heabth Mental Retar N d fid d
dation and Developmental Disabilities and #87.001-01-6920- 24601 The community needs, provide continusty of care, an
National Institute on Mental Health. We thank Ter McDantel and Nancy use professional, paraprofessional, and lay person-
CGoldsmith tor assistance i preparation ot this manuscrpt, and Russell
Prolitt, Pat Kudart, Ter: Schafer-Nelson. Kathy Chivalsz. Dianne Springer- nel appropriately (Palmer & Cunqmgharn, 1983).
Brennaman. and Alan Whitters for mplementation and evaluation of the Because of limited services available in rural areas
project. Cottege of ot and because many rural Americans are reluctant to
*Professor, College of Nursing, University o1 lowa, lowa Citv. 1A : :
‘Coordwator, Eiderly Services Program. Abbe Center for Communns  4CCEP! services even where they are available, care
Menial Health, Cedar Rapids, IA. alternatives are often restricted to crisis intervention
p

‘Executive director, Abbe Center tor Community Mental Health. Cedar or |0ng~lerm institutionalization. These problems
Rapids, 1A. . s
*Associate professor, Center for Health Services, University of lowa, lowa can only be expected to profiferate as the number of

City. IA. rural elders increase and experience life changes and
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situational stressors, such as the farm economic cri-
sis, known to precipitate mental health problems
(Preston & Mansfield, 1984). Further, geographic and
cost factors associated with the accessibility of ser-
vices plus cultural norms and the stigma of mental
iliness can make delivery of mental health services in
rural settings problematic (Krout, 1986).

Outreach programs have been suggested as one
effective approach in delivering services to the el-
derly, because those most at risk do not present
themselves to mental health and social service agen-
cies (Jamieson, Campbell, & Clark, 1989; Raschko,
1985; Yedidia, 1990). Outreach efforts have proved
helpful in treating urban elderly who might not oth-
erwise enter mental health programs until a crisis
necessitates hospitalization (Wasson et al., 1984).
Evaluations of these programs suggest that they pro-
vide rapid and effective mental health assessment
and tr , and minimize disruptions due to pre-
mature institutionalization (Reifler et al., 1982).

The eifectiveness of outreach programs for the
rural elderly, however, has not been adequately
tested. Service providers must understand and be
sensitive to the rural value system and social ecology
of the area to avoid addressing assumed rather than
real needs. Imposing successful urban techniques,
such as outreach programs, without modification in
rural settings may be neither appropriate nor
effective.

Overview of the Program

The EOP was designed to identify individuals in
need of mental health care, to deliver needed ser-
vices, and to initiate and coordinate referrals to ap-
propriate medical and social services agencies (Buck-
walter et al., 1988). The EOP takes services to the
people most in need of them — the homebound
rural elderly — and addresses another service deliv-
ery problem common in rural areas, the scarcity of
mental health professionals available to identify and
treat the elderly.

Referral Sources

As shown in Figure 1, our model is composed of
five referral sources. Each of these is discussed
below.

Referral Source I: Onsite Psychosocial Screening.
— At community settings such as well elderly clinics,
churches, and congregate meals, EOP nurses admin-
ister a battery of psychosocial assessment instru-
ments (The Geriatric Depression Rating Scale [GDS),
The Short Portable Mental Status Questionnaire
[SPMSQ], and The Short Psychiatric Evaluation
Schedule [SPES}) that can be completed in less than
30 minutes and that screens for depression, cogni-
tive status, and psychosis.

Referral Source II: Case Management. — An estab-
lished ir gency case Wt network in-
cludes 14 elderly health care and social service pro-
vider agencies. Informational sessions were held for
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each of these agencies to explain the EOP and to
foster coordination of services. The EOP social
worker serves as the liaison to the case management
network participants and meets with them twice a
month to discuss clients with mental health prob-
lems who may need mulliple services.

Referral Source 1iI: Gatekeepers. — Nontraditional
referral sources, gatekeepers, are people who reside
or work in the rural community and who, in the
course of their regular acuvities, come into conlact
with the elderlv. As gatekeepers. thev find and link
isolated older people with sources oi needed help.
The gatekeeper approach, modeled aiter Raschko’s
(1985) project in Spokane. Washington, organizes
the fabric of the rural community itself and brings
forth the people who most need help. This approach
assumes that both the agency and community are
problem-solving partners (Lidofi, 1984).

Gatekeepers are not expected to be case workers
or counselors or to do anvthing bevond their ordi-
nary activities. Rather, they are asked to be alert 1o
signs that an older person may be ilt or in trouble.
Gatekeepers include, for example, rural mail carri-
ers, veterinarians, extension service workers, utility
workers, and farm implement and grain dealers.
They have in many cases enjoyed lifelong contact
with their elderly neighbors and may therefore be
more sensitive to changes in personality and habits
indicative of menta! illness. They also have more
direct knowledge of existing social support networks
and consequent social isolation.

The EOP has trained more than 500 gatekeepers to
locate, identify, and follow high-risk elderly who
would not seli-refer or who are without family or
friends to act on their behalf. A two-part gatekeeper
training manual was developed to accompany the
training sessions. Part I, “introduction to the Gate-
keeper Role,” presents an overview of the gate-
keeper role, including indications for referrals, fol-
low-up and feedback, and information on how to
recognize symptoms of emotional disturbance in the

" elderly. The 30- to 45-minute Part | training program

and accompanying manual are intended for use by
no | health prof Is and a wide variety of
community members. The 2- to 3-hour Part H training
program and accompanying manual, “’Specific Disor-
ders, Signs and Symptoms,” provide an overview of
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mentalilinesses commonly found among the elderly,
as well as definitions of terms and frequently occur-
ring signs and svmptoms. This training is separate
from and builds upon intormation presented in the
Part | program, and is intended for use by elderly
service providers and health care professionals (e.g.,
public health nurses).

Referral Source IV: Mental Health Outreach Spe-
cialists. — Four mental health outreach specialists
were assigned to community-based agencies serving
the rural elderly. These half-time specialists (two
baccalaureate-prepared nurses and two social work-
ers): identify and recruit community gatekeepers:
conduct gatekeeper training sessions; engage in out-
reach and case-finding activities; provide mental
health assessments and referrals to the EOP team;
serve as a resource (0 agency staif by increasing their
knowledge and case planning skills in the mental
health area: and collaborate with EQP team mem-
bers to provide educational and staff development
programs in their assigned agencies and the rural
community at large. Each specialist is supervised by a
member of the EOP team and meets weekly with
their supervisor to discuss reterrals and assessment
services.

Referral Source V: Institutional Settings. — To
heighten awareness of the project and enhance ai-
tercare referrals, the EOP social worker met regularly
with discharge planners from all hospitals and psy-
chiatric facilities serving the catchment area. Those
rural elders under the care of a private psychiatrist or
discharged to another institutional setting te.g..
nursing home) are generally not referred to the out-
reach project unless a request 1s received from the
attending physician.

Criteria for Referral

To be eligible for assessment and treatment by the
EOP, persons must be over age 55, reside in the
mental health catchment area, and be noninstitu-
tionalized. Persons in nursing homes are eligible for
evaluation only if they have potential ior outplace-
ment in the community. All referrals are evaluated
and eligibility determined by the mobile outreach
team.

Assessment and Treatment

Elderly persons at risk for mental health problems
as identified by any of the five mechanisms (see
figure 1) are referred to the elderly outreach project
at the Abbe Center for Community Mental Health,
The EOP team is composed of a part-time psychia-
trist, and a full-time geropsychiatric nurse, a geriatric
nurse practitioner, and two geropsychiatric social
workers. Initially a fourth-year psychiatric resident
from the University of lowa was hired for 10-12 hours
per week to provide diagnostic and medication sup-
port on weekends and evenings. After termination of
grant funds, the Abbe Center medical director as-
sumed psychiatric responsibility for the team. The
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Master's-prepared geropsychiatric nurse and social
workers were recruited out of University-based grad-
uate programs in their respective disciplines, _al-
though all had prior clinical experience working with
the elderly. The geriatric nurse practitioner was re-
cruited from the local visiting nurses’ association and
received on-the-job training as well as formal course-
work in mental health. The EOP concept is truly
collaborative and emphasizes interpersonal as well
as interdisciplinary respect. The team approach pro-
vides both structured and informal opportunities for
open discussion and case consultation. This collabo-
rative approach may contribute to the fact that there
has been no staff attrition since inception of the EOP
in 1986.

The multidisciplinary team conducts an in-home
comprehensive mental health assessment and evalu-
ates the elderly individual’s environment. social sup-
port network, economic status, and stressors. The
assessment also evaluates functional capacity for
selt-care and quality of interpersonal relationships,
as well as ability to remain in the community. Unless
recent information is available, the elderly person’s
phveical health status is assessed bv the team's geri-
atnc nurse practitioner or psvchiatrist. as concomi-
tant phvuical linesses are otten present that can
exacerbate or predispose to mental health problems.
Frequentlv. reterrals for laboratorv wark and com-
prehensive medical evaluations are made to local
tamulv practiioners or a nearbv genatnc assessment
chinic.

EOP team members meet every other week to
discuss all new and selected continuing patients. The
purposes of these team meetings are to: develop a
coordinated treatment plan for each patient with a
psvchiatric diagnosis; assign primary responsibility
for case management to one outreach team mem-
ber; svstematically assess patient progress and evalu-
ate the treatment plan on an ongoing basis; and
determine appropriate “discharge™ from the active
treatment model and coordinate referrals for impa-
tient care or continued community support for both
patients and their famihes. .

Project Resulls

Project Implementation

The EOP basically continues to iotow the model
set forth in Figure 1. Changes that have occurred
over the past 3 years are due to increased community
demand for the EOP services. In addition to individ-
ual mental health assessment and treatment, several
programmatic services are now provided through
the EOP. For example, geriatric education and men-
tal health promotion activities are provided on a
regular basis, and the EOP operates a peer counsel-
ing program that provides training and supervision
for peer counselors. Caregiver support groups, led
by EOP staff, work closely with the geriatric assess-
ment clinic at a local acute care hospital, and staff
members have been called in as consultants with

The Gerontologist
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regard to Level Il assessments for nursing home
admission or treatment.

Project Evaluation

An independent evaluation of the effectiveness of
the outreach program was conducted by the Center
for Health Services Research at the University of
lowa. In evaluating the EOP, four main issues were
examined: characteristics of clients served by EOP;
the ability of the program to identify and deliver
mental health care to elderly individuals in the com-
munity who are in need of services; effectiveness of
EOP services; and costs of the EOP. Detailed evalua-
tion findings are available from the first author and
are also provided in the final report of the project,
submitted to the National Institute of Mental Health
(Buckwalter & Russell, 1989).

Characteristics of EOP clients are shown in Table 1.
The majority of EOP clients were between the ages of
65 and 85, female, widowed, and a plurality of the
clients lived alone. A wide variety of mental heaith
problems were found, the most common of which
was depression (15.2% of the clients). Other more
common mental health problems included demen-
tia, adjustment disorders, and problems in living.
Approximately 25% of the EOP clients reported pre-
vious mental health treatment. These characteristics
suggest that, in general, EOP clients had been fully
functioning in the community until suffering from a
physical deterioration or a loss of previous social
support resources such as a spouse. These people
might not have been identified through more tradi-
tional channels as needing mental health care.

The second issue addressed by the evaluation was
whether the EOP was serving a population represent-
ative of the catchment counties or a specific subset of
persons living in those counties. The EOP was de-
signed to serve clients who would generally fall
through the cracks with regard to mental health
treatment. A comparison between demographic
characteristics of EOP clients and census data for the
catchment counties indicated that EOP clients repre-
sented a group different from the general public.
Clients tended to be older, female, widowed, and
living alone rather than with family and friends.

With regard to the program’s ability to identify
need and deliver services, it was hypothesizeu that
the number of people in need of mental health
services would decrease in the EOP catchment coun-
ties after the program had been implemented com-
pared with two matched control counties. Prior to
implementation of the EOP, however, statistically
significant differences in need for mental health ser-
vices were found between the experimental and con-
trol counties, with greater need for care in the treat-
ment counties, Afterimp rtation of the EOP fora
2-year period, no differences were found between
the two geographic areas in need for care. Analyses
of changes over time indicated no differences in
need for care in the experimental counties, whereas
there was a significantincrease in need for care in the

vol. 31, No. 3, 1991

Table 1. Demographic Characteristics of Elderly Outreach Program
Clients, Linn and jones Counties, lowa.

Clients Residents

Characteristic n n %

51 . 16,430
133 .. 11.268
128 X 6,415
85 and older 61 2,072
X
Mate
Fermnale 238
Marital status
Single k24
Married 133
Widowed 187
Divorced/separated 37
Living arrangement
Alone 8.036 na
With family/friends m X 26,641 734
Residential care facility N 1.534 4.2
Other 2 . 8 03

15.606
20,691

2,052 5.7
23,445 64.6
8,830 24.3
1,970 5.4

control counties over time. These results suggest
that the EOP may have been efiective in preventing
an increase in need for mental health care among
residents of the experimental counties that might
have occurred in the absence of the program.

Effectiveness of EQP services was evaluated by
interviewing 30 clients prior to initiation of treatment
and 4 months later. Analyses of changes in scores on
the screening measures (i.e., GDS, SPMSQ, and
SPES) over time indicated significant improvements
in depression and other psychiatric symptoms. find-
ings with regard to these interviews should be
viewed cautiously in light of the small sample size. in
addition, the measures used are screening tools de-
signed to detect the possibility of a diagnosable men-
tal health problem. Measures such as these may not
be sensitive enough to be appropriate measures of
treatment outcome.

Evaluation of the cost of EQP services indicated
that the EOP provides mental health services at a
substantially lower cost ($622.29 per patient per year)
than that reported by a group of local mental health
service providers. Further investigation is required,
however, before decisions are made with regard to
who should be receiving funding to provide mental
health services on the basis of these findings. The
group of providers sampled was small and may not
adequately represent all possible providers of mental
health services. In addition, the exact nature of the
services provided needs to be determined in order to
examine comparability of the cost figures. At this
point, the EOP appears to represent a more cost-
effective method of providing mental health services
to the elderly.

The EOP's greatest successes have involved educat-
ing persons in the catchment area with regard to the
mental health needs of the rural elderty. The project
has expanded to include a wide variety of outreach
activities in addition to those originally proposed.
Many groups and individuals in the communities
served by the EOP continue to contact the program
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for traini . Large numbers ot com-
munity ,:,"g,,ﬁmi‘;';'ﬁ." involved directly as gate-
keepers or other types of referral sources. Nursing
and social work students as well as famc_ly practice
residents have gained a great dea_l qf practical experi-
ence and education through clinical and research
internships with the EOP (See Appendix).

Recommendations

Evaluation efforts are continuing. As more individ-
uals’come into contact with EOP services, significant
effects will be more easily observed in more objec-
tive outcomes such as admissions to institutions and
Medicaid expenditures. More rigorous attempis to
evaluate EOP services will also be made. For exam-
ple, treatment outcome studies will provide more
information with regard to the effectiveness of ser-
vices, and services provided by the EOP will be com-
pared with those of other mental health providers to
determine whether the EOP is providing a different
type of service or delivering similar services in differ-
ent ways. This information will be helpful to both
local and national policymakers, as well as service
providers,
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Appendix

Project Accomplishments: First Two Years

¢ 420 new rural eldedly in need of mental healih serwices identiired
® 412 comprehensive in-home mental health evaluations conducted
97 gatekeeper training sessions held
® 232 previously untreated elderly enrolled in communitv-based mental
health treatment programs
® Aftercare services provided to 62 rural ciders following institutionalizaton
® 215 referrals made by EOP staff to medical and sociat service agencies
# 377 Gatekeeper Training Manuals disseminated
* Computer training sessions and tmplemented to electranicaliy
link community-based senices providers with EOP
Research and clinical internship experiences pravided (o 32 undergraduate
and graduate nursing and social work students from local colleges and
universities; 57 fellows and summer institute participants irom the towa
Geriatric Education Center site visited the program; 12 family practice
residents rotated through the program
Widespread referral base esiablished through the case

act.

® Procedure manual. workiheels, and Irsning modutes developed 1or the
20

* Copies of the gatekeeper training video ditrbuted 16 commumity ocuca-
tion programs. and gatekeeper identincation cards grven ta all eained
Batekeepers

@ Meetings held throughout the propecs period with representatives irom the
state depariments of mental health and 2R L0 review project objectives
#nd enhance coordmation etiorts

@ 63 informational sessions retated to the EOP held with ARENUIES andd Civm
and retigious leaders

@ 25 national presentations. 68 locat and regiondl prosentations made by EOP
staff to disseminate project intormanion and enhance service provision

. Pef‘v g Drogram with 20 ¢ trained by EOP
sta

® Community caregner support Rroup implemented by EOP stafr

®C

work, the outreach speciabsts assigned to four community agencies, and -

over 550 gatekeepers trained

Common data base, computer networking, communications, and evalua.
tion systems established among eight community agencies involved in the
EOP

bascd

genalec mental health biblwgraphy established as part ar
the EOP resource center. consisting of audio and video tapes. books, and
penodicals

@ Case management network estabhished in a nearby county with assistance
of £EOP staif

® EOP staff assisted with coping groups 4t a focal aduh day center. and were
i inthe

22informational sessions held with trom
organizations in nearby counties to explore new referral sources and
disseminate the EOP model to rural areas lacking mental health services for
the elderly

33 new screenung sites identified within the catchment area, and 16 poten-
tial screening sites identified in nearby counties

412

of a psychiatric unit at that center

@ Other grants recenved to expand EOP services in the areas of genatnc
mental health consultanonveducanon and providing services to the
homeless

® EQPstaft participated in3 statewide case management demonstration proy-
ect to examine assessment, referral, and management of the frail elderly
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MENTAL HEALTHCARE
For RURAL SENIORS

An Outreach Program in Cedar Rapids, LA, Uses
An Integrated Approach to Break Down Barriers to Care

any elderly Americans, espe-

cially those living in rural arcas,

do not receive needed mental

healthcare scrvices because sev-

eral barriers prevent them from
doing so. In the Cedar Rapids, 1A, area the Abbe
Center for Community Mental Health is ar-
tempting to climinate these barricrs.

The Elderly Outreach Project {EOP) was
introduced in 1986 to provide mental health ser-
vices to the mral clderly in a two-county catch-
ment area in southeast lowa. The project uses a
multidisciplinary team (psychiatrist, nurse, and
social worker) to assess and trcat homebound
clients, and it integrates a varicty of healthcare,
mental health, and human service agencies in

52 = MARCH 1993

lanni Lelver: :
p g and g mental health scrvices.

Bacxcaovnd
The EOP was impl d with the assi of
three-year grants from the National Institute of

Summary Several barriers prevent elderty
persons, especially those living in rural areas, from
receiving mental health services. The Abbe Center
for Community Mental Health is breaking down some
of these barriers in the Cedar Rapids, 1A, area.

The center's Elderty O Project i

Mental Health (NIMH) and the Administration
on Aging and support from the lowa Statc De-
partment of Human Scrvices Division of Mental
Health, Mentat Retardation and Develop |
Disabilities. After staff at the Abbe Center for
Community Mcntal Health identified a'need for
alternative scrvices to reach the clderly, it devel-
oped the program in collaboration with the
Heritage Area Agency on Aging.

Staff recognized that older clicnts were not
coming to the center for assistance with mental
health problems. Our mental health center, tike
many others aceoss the country (particularly in
rural arcas),’ was serving only a small number of
persons over age 65. Despite the fact that ciderly
persons make up more than 12 percent of the
population, they account for only 4 percent to 6
percent of the cascload of community mental
health centers (CMHCs) nationally and less than
2 percent of the caseload of private psychiatrists.”
And a community service survey found that 1S

O barriers. and cost
may prohibit elderly persons from seeking mental
healthcare. Facilities must revise policies detrimental
to clients’ wellbeing.

* Ageism. Many elderly persons have internal-

and provides mental heaith services to the area's
rural elderly. A y team (psy i

ized negative and i beliefs about what aging
is or should be. Education about “normal” aging is

nurse, and social worker) assesses and treats home-
bound clients.

Four major barriers prevent seniors from using tra-
ditional mental healthcare services:

« A lack of trained professionals. Because many

« Stigma. The stigma of mental iliness is particu-
larty troublesome. Services such as in-home counset
ing allow clients to get the help they need while keep-
ing their mental Hiness confidential.

To eliminate the barriers to mental healthcare,

have nok recelved training in g
those working with elderly clients should be encour-
aged to attend educational conferences to fill gaps in
their knowledge.

are y to devel
op, i and in i ive progr

that can reach frail, isolated, hardofind persons in
need of mental health, medical, and social services.
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percent to 25 percent of seniors in our catchment
area were in need of mental health services.
However, persons over 65 made up only 1.2 per-
cent of the center’s cascload, suggesting a
tremendous gap between those in need of and
those actually receiving mental health services.

The probl in our ity p
those identified in a 1978 report of the panel on
rural mental health (part of the President’s
Commission on Mental Health). During the past
1S years, little, if any, progress has been made in
addressing the mental health needs of the rural
elderly. The panel highlighted some of the prob-
lems in rural America:

Rural communitics tend to be character-
ized by higher than average rates of psychi-
atric disorders, particularly depression, by
severe intergenerational conflicts, by an
exodus of individuals who might scrve as
cffective role models for coping, by an
acceptance of fatalistic attitudes and mini-
mal subscription to the idea that change is
possible.* .

Unlike many rural communi-
ties, in the center’s service area,
mental health services were avail-
abic in 1986, when the EOP
began. In fact, the Abbe Center
offered a wide range of outpa-
tient services, including an out-
reach clinic in the most isolated
arca. However, seniors in our
community did not scek mental
health assistance and therefore
did not use the available services.
This meant many etderly, suffer-
ing from depression, dementia,
adjustment disorders, care giver
steess, latc-onset schizophrenia,
and other maladies, went without
help. Admission pattems at local
and stare hospitals suggested that
older adults looked for assistance
only at the point of crisis. Un-
fortunately, this pareern often
resulted in needless suffering and
premature (and in some cascs
inappropriate) institutionaliza-
tion—institutionalization that
may have been prevented had
these persons sought mental
health services earlier.

Before implementing the EQP,
staff at the Abbe Center had to
learn why elderly persons waited
until they reached a crisis before
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secking mental health assistance. They uncovered
2 aumber of barriers that prevented the rural
clderly from asking for assistance—barricrs that
had to be surmounted if the EOP was to be suc-
cessful.

This article presents the most common barriers
to mental healthcare faced by the rural elderly and
highlights ples and solutions from the
EOP's caseload. In addition, it sets forth strate-
gies for overcoming these barriers and discusses
the resultant policy implications.

Bagniens 1o Caze
A review of the literature! and the experiences of
EQOPs staff during the past six years cevealed four
major barriers that prevent seniors from seeking
mental health services in a psychiatric clinic or
menual health center:

* A lack of trained professionals

@ Organizational barriers

* Ageism

 Stigma
A Lack of Trained Professionals Many healthcare pro-
fessionals are not motivated to work with seniors,

Many rural clderly
fear institutional-
szation and wish to
continue living
independently in
the community.
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whom they regard as
“hopeless cases.” And
other lack
the skills and training
nceessary to work with
this poputation. Many
educational programs
preparing mental health
professionals fail to
adequately discuss late
life developmental tasks
or problems associated
with advanced age, let
alone emphasize thera-
pies that are particular-
ty useful with aging

clients.
When the EOP was
faunched, bers of the multidi

had varying educational backgrounds and levels
of expertisc. Some staff had received advanced
education in mental health, others had advanced
training in geriatrics and gerontology. Only the
project director had expertise in mental health
treatment and geriatrics.

Through joint case review and treatment plan-
ning, staff overcame their limitations. This format
encouraged the sharing of knowledge between
dlsuplm:s \I\hl(h maximized the potential for

accurate diagnosi
and effective treatment and referral. In addition,
EOP team members attended educational confer-
ences to fill in the gaps in their knowled,

he cost of the

“Maric” faced an-
other type of organiza-
tional barvier. She re-
fused to sign a release
form that allowed the
center to bill her insur-
ance for services, which
she regarded as charity.
Marie appreciated the
social worker’s assis-
tance and did not want
10 terminate services,
but she was adamant
that she could “pav her
own wav.” Before im-
plementation of the
EOP, the center’s poli-
cy was to charge full
fees when individuals refused to use the insurance
available 1o them. This meant that Maric would
have to pay $74 an hour—a fee she could not
afford.

The EOP staft realized they had to examine
and revise policies that barred persons from need-
ed services. For example, after initiation of the
EOP, a geropsychiatric nurse was able to sec
Mabel in her own home without all the “ncces-
sary™ paperwork. Marie was able to continue
receiving care and was asscssed a fee based on a
sliding scale, which enabled her to pay her own
way. The Abbe Center’s former policy in both
these cases had been detrimental to the clients®

Orgasizational Barriers The problems of ¢ distance,
time, and expense to reach available services are
impediments to many rural residents, particularly
the elderty who may not be able to drive because
of visual impairments. In addition, the cost of the
service can be prohibitive to those on a fixed
income.

“Mabel,” an 83-ycar-old widow living alone,
became severely depressed, delusional, and

Il-being and impeded the defivery of needed
services.
Agelsm  Americans hold some negative and incor-
rect beliefs about what aging is or should be.
Many clderly persons have internalized these
beliefs to some degree. They may think they arc
incapable of change or unworthy of assistance, or
they may believe it is natural to be “old and sad™
or that memory loss and confusion are inevitable

anorexic after the death of her husband. Mabel’s
visiting nurse called the Abbe Center for Com-
munity Mental Health (before initiation of the
EOP) and asked for help. The “intake process™
meant Mabel would need to ¢come to the center,
be interviewed by an intake technician, and then

L q of the aging process.

“Elsie,” an 87-yvear-old nursing home resident,
was labeled “chronically confused™ by the staff.
Her physician explained to the family that it was
“senility™ caused by her advanced vears. The EOP
tcam urged the family to seck a comprehensive
mcdu:al workup to rule out other causes of the

be seen by mental health prof Is who
would later develop a plan. Conff d

< A at 2 nearby geniatric clinic

with thesc seemingly overwhelming require-
ments, Mabel refused assessment and treatment.
The nurse queried, “Couldn’t someone from the
center see Mabel in her home? Couldn’t they

- bend the rules in this speciat case?”™ The center’s

answer was, “No. If we do it for one, we'll have
to do it for all, and we just don’t have the time or
resources to provide in-home assessment.™

led Elsnc had a thyroid dysfunction that was
responsible for her cognitive symptoms. Her
mental status cleared considerably with the need-
cd medication. The confusion was not entircly
reversed, however, because the problem had gone
undetected and untreated for so long.
Education about normal aging is nccded for
care givers, the clderly, and their family and
friends. Negative attitudes and myths about aging
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are still pervasive and must be confronted in mui-
tiple ways—through the media’s treatment of
older adults, cducational programs for children
and youth, informational matcrials for families
and seniors, and education of healthcare and
social service professionals.

In addition, further research about normat,
healthy elderly is needed to differentiate between
those changes which are associated with aging
and those which are the result of discase. Seniors
and their families need encouragement to pursue
accurate diagnosis and treatment of both physical
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and menual health problems.

Educational institutions must continuc to
address the needs of the elderdy—in both their
formal degree programs and continuing cduca-
tion cfforts. Also, the federal government should
expand funding for statewide and regional geri-
atric cducation centers, especially those serving
rural areas.

Stigma  The stigma of mencal illness is particularly
troublesome in rural areas, cspecially among the
clderly, and may tike many forms. The Box
below suggests strategies for eliminating this stig-
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ma. Many older people are afraid neighbors and

friends will find out about their “mental prob-

lem™ and make them the subject of gossip and

the brunt of bad jokes. They also fear being

avoided, shunned, or ostracized. Their fears are

not atways unfounded.
Many Americans believe mental |l|ness is

ble and i e d

“Charles,” 2 farmer in his carly sixties, became
severely depressed. He fought the depression,
uylngthnhc“d\otddbc:bkmshak:n But
the dep! d. Charles ev 11}
turned his hop opcnuon over to his son. He
became more and more despondent and even

lated suicide. With from

They view
asancvaydayoccummuhaxpcrsonsshouldbc
able 0 handle on their own. The words “senilc™
or “demented™ strike fear in the hearts of many,
especially the elderly. In some cases Alzheimer’s
discase has clicited a paranoid reaction: People
stay away—not understanding, fearing the strange
behaviors, and belicving they might *catch it.”

“Henry," a retired school principal, was
referred to lhc EOP after 2 stroke left him partial-
ly paralyzed and d. He wel-
comed the staffs home visits and was receptive
to psychotherapy. Because he was able o drive,
the EOP team nursc asked Henry if he would
come to Abbe Center to sce her. Henry consid-
ered the request, but concluded: “I can’t. ! can’t
walk through those doors. 1 drove by your center
and tried to imaginc going in, but I just can’t
bear the thought of someone sceing me. They'd
think I was nuts.” The nurse therefore continued
to visit Henry at home.

Many persons continue to believe they will be
abandoned or “locked up™ if they accept any type
of assistance for a mental problem, even though

sychouopic dication has virrually elimi d
itutionali asa for
mcnt:l |Ilness Many rural elderly valuc opcn
space and i dence and fear i
tion as a fate worse than death.
Although the focus of the EOP's work is to
prevent p ¢ institutionalization, many ideli

his famdy he finally saw an EOP psychmmt who
prescribed medication thit alleviated his depres-
sion. At first the psychiatrist visited Charles ar
home; cventually Charles went to the mental
health center. Charles sheepishly revealed how
afraid he was the first time he walked into the
mental health center. “1 know 1 shouldn’t feel
this way,” he said. “I know depression is an illness
and | shouldn’t be ashamed. But I am. If the fel-
las at the clevator cver heard that | saw a ‘shrink,’
1'd never hear the end of it!  just don’t think chat
1 could live with it.” To alleviate Charles's anxi-
ety, the psychiatrist emphasized that depression
has a biological basis. It is an illness, just as dia-
betes is an illness, and both require medication.
Pelicy tmplicatioas To climinate the barriers to
mental healthcare, increased financial resources
are necessary—resources to develop and imple-
ment innovative programs like the EOP, which
can reach frail, isolated, hard-to-find persons in
nced of mental health, medical, and social ser-
vices. Federal, state, and local policymakers
should consider the following:

® Federal policy is needed 1o build and main-
tain mental health programs in rural America.

@ Federal and state dollars need to be redirect-
cd from custodial care to home care and rehabili-
tation of the elderly.

e Medicare and Medicaid reimburscment

seniors respond to our offer of services by saying,
“You're not going to put me away!” or “I don’t
nced any nursing home!™ Their suspicions are so
strong that we must continually reinforce the idea
that we support their wishes to live independently
in the community and want to help them achieve
that goal. For example, we refer them o addi-
tional community-based scrvices such as home-
delivered meals and visiting nurses.

Another barrier to care is some persons’ belief
that they should be able to “handle problems
themsclves.” They view mental health assistance
as a sign of personal weakness or even defeat.
Thesc attitudes may prevent people from getting
needed assistance. In spite of their failing health,
limited incomes, and obvious mental distress
{depression being the most common), many
elderly persoris initially resist help of any type.
Typically, three or four visits by an EOP team
member are needed to achieve a comfort level

require reform to include mental
health treatment with multiple services.

o Local, state, and federal representatives from
aging service networks and mental health
providers must provide and support collaborative
programs.

. Th:sc same representatives must advocate for

d to acc date untradi-
nonal and innovative service delivery systems.

* Greater communication and cooperation
among all levels of government, advocacy groups,
and providers must occur to accomplish a com-
prehensive care system for the rural elderty.

Suecess Deserre No Fowoms

On the basis of a three-year evaluation (1986-

89), we found that the EOP is a cost-cffective

service delivery system preventing institutional-

ization of a significant numbcr of rural elderly.*

EOP services cost $622 a patient for a year. We
Continuced on page 70
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CARE OF THE DYING

Consinued from page 38

familial traditions. Carc for the dying
is impoverished if the patient’s cultur-
a} context and resources are ignored
and he or she is treated as simply a
technical problem.

Catholic healthcare institutions
today are challenged to respect the
diversity of the social and religious
values of those who work at and are
cared for in the institutions.
Healthcare professionats will need
courage and humility to affirm their
own faith while respecting the diver-
sity around them. Catholic heathcare
institutions must strive to promote a
seasitivity and respect for cuftural
diversity as they respond to the needs
of the dying and those who care for
them.

Sensitivity begins by welcoming
the cxpression of cultural diversity
and by promising to respect differ-
ences. When cultural differences clash
with moral convictions and reconcili-
ation scems impossible, the parties in
conflict should disengage with as lit-
tle disruption as possible. But no one
should ever be asked to violate deeply
held moral convictions.

Vawuwe Every Stace of Lire

Catholic healthcare institutions
should implement policies, cduca-
tional programs, mission cfectiveness
committees, and cthics committees
to respond to the multiculrural
dimensions of the care of the dying.
As the assisted-suicide and cuthanasia
movement gains strength, Catholic
healthcare providers aced to pay
attention to how cultural facrors
influence attitudes about care for the
dying in order to fashion responses
that will not only prompt them to
provide compassionate care, but also
give clear Catholic witness to the dig-
nity and value of the person at cvery
stage of life. [

EUTHANASIA

Continued from page 43

cuthanasia—which otherwise
would be unacceptable to them
and to society."

I agree with the cardinal. The rea-
soncd and sophisticated arguments
against the legalization of cuthanasia
will never be heard and the real dis-
cussion will not take place unless, as
individuals and providers of health-
care, we first meet this critical chal-

lenge. o
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found this to be substantially lower
than costs reported by a group of area
mental healthcare providers. Yer, in
spite of its success, no local, state, or
federat funding bodics offered sup-
port of the project after the grant
period. Elderly Services (formerdy the
EOP) is now a permanent part of the
Abbe Center for Community Mental
Health. It has continucd only
because of the center’s commitment
to services for the eldecly and its
diversion of profits from other pro-
grams to support the program.

The EOP is not the first successful
and innovative scrvice to experience
this difficulty. However, our experi-
ence reinforces the need for state and
federal planners to recxamine existing
policies and to review methods to
fund and sustain successful service
delivery programs, especially those

serving the rural eiderly. o
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