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FORUM ON MEENTAL HEALTH AND THE AGING
THURSDAY, JULY 15,1993

U.S. SENATE,
SPECIAL COMMITrEE ON AGING,

Washington, DC.
The forum was convened, pursuant 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 WEILAM COHEN

Senator COHEN. Ladies and gentlemen, would you please take
your seats. This is not a Republican coup attempt to take over this
proceeding in the absence of Senator Pryor. I believe he will be
here 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 crusader 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 Americans are going to suffer from mental illness at some point in their
lives, as many as 40 million people in any given year. Equally disturbing are the statistics that reflect the prevalence of mental illness 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 degree of mental impairment. Particularly alarming is
the fact that Americans over 65 are more likely to commit suicide
than any other age group.
The most prevalent mental disorder afflicting older people is depression. Ironically, while recent advances have been made, depression 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 elderly don't even bother to seek help. Most simply accept their feelings
of profound sadness and they don't realize that they are clinically
(1)
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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 undergoing tremendous stress or impairments, physical or mental,
causing them to 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 just 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 consider madness as an illness like any other and I accept it as such."
Modern science has since confirmed Van Gogh's intuitive understanding 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 discriminatory health care coverage policies.
I don't see Seiiator 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 hopefully
we will see it in September. There are a variety of reasons for the
delay no doubt, some budgetary, some perhaps political, some simply 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 administration'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
for 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 Tennessee Voices for Children which is a coalition to promote the development 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 proceed 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 interests. 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 Mansion"'.
But thank you very much for the introduction and most especially for conducting this forum and for talking about all the reasons 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 important subset of mental health care.
The Special Committee on Aging has always had-always hada 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 Americans, 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 grandchildren 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 address 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 percent, 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-depression, anxiety, loneliness, poverty, and a lack of accessible, affordable health care. Like many other health disorders, these emotional
difficulties are fraught with pain and isolation and often lead to destructive 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 experience 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 illness 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 therapist 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 fatigued. 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 depressed, 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 difference. 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." Unfortunately, a significant portion of our elderly, really estimated at between 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 dementia.
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 essential. And finding ways to train both formal and informal caregivers
to respond to the unique needs of the elderly in a sensitive and appropriate 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 Committee 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 CHAPMAN. 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 second to none is our colleague, Senator Alan Simpson of Wyoming.
If I might, I would just like to take a moment to personally welcome 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 certainly 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, psychology.
I think that this really helps prepare her to help our Vice President as he proceeds during the next 3½ years about his very important 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 chairperson 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 Aging
Research Branch of the National Institute of Mental Health. He is
also an adjunct professor in the department of psychiatry, Georgetown University School of Medicine. We welcome him today.
Joining our group is Dr. Larry Rickards. He is director of intergovernmental initiatives-not relations but initiatives-in the
Health 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 participant and
also to have our good friend and colleague Senator Simpson of Wyoming 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 extraordinary 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
Gore and Al Simpson, they would know very well that without Barbara Pryor and Tipper Gore and Ann Simpson we would be wandering 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 problems. The First Lady is suggesting coverage of severe mental illness. What is that? And then we know that the illness of mental
illness leads to physical illness. No way to equate 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 without 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 Committee 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 right 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 somewhat informal today. The goals for today's forum are to explore the
needs of the elderly for mental health services. The appropriateness of today's treatment modalities, and to come to some understanding 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
opportunity 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
program, and myself, and we're both on your program today. So we
have growth, 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 widespread 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 particularly 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 recognized 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 effective. 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 disorders at the center of policy 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 controlled clinical trials, not clinical impression, not opinions, not best
practice, but randomized controlled clinical trials. But what we
have 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 long-term treatments accompanied by
life style changes and commonly by environmental manipulations
as well.
Well where do we go from here? We expand the notion of longterm 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 initiatives. And we follow the dictum of Dr. Koop, our former Surgeon
General, who warns us that inadequate attention to biomedical research is dangerous for all our health.
Thank you.
[The prepared statement of Mr. Lebowitz follows:]
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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 managed, individual patients may experience functional improvement, particularly in the early stages of this form of
dementia.
The process of identifying neurobiological 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 neuropathological and neurochemical deficits that result from the inevitable brain
degeneration that occurs in this disorder.
Not too long ago, it was impossible to
study the Aliheimer's brain in living patients. Today, highly sophisticated studies, 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
scientists have been working to
the genetic nature of familial
oeftemine
Alzheimer's disease. At least two genetic (chromosomal) markers have been
tied to the occurrence of Alzheimer's disease in specific target families. Although
what has been identified are not the
"Alzheimer's gene," their proximity to
the defective gene sites provides substantial hope that investigators will
soon move from the phase of association
to discovery itself. Idntification of specific genetic abnormalities may eventually allow scientists to develop specific
therapies or cures. It is probable that
there are several different ktinds of biological defects that lead to the expression of this dementing disorder, ultimately, a distinct therapy may be develeach
for defect Work already is
oped
underway to develop specific medications that will delay or reverse the disease's progression and minimize its specific intellectual symptoms.

Deo

n

Of the major mental disorders associated with aging, delirium is among the
most poorly recognized, despite its frequency. Delirium is a disturbance of consciousness. typicall reflected by an inability to focus or shift attention.
Scientists have confirmed that delirium
reflects a fundamental disorder of brain
functioning. A patient with delirium
often looks con fused or intoxicated.
Large numbers of older patients encountered in medical and surgical settings
suffer from delirium; too often, delirious
patients in nursing homes go unrecognized. 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 individuale. However, it is one of the least well
studied disorders perhaps because it occurs in association with so many different disesues. 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 D
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Mood disorders are among the most
common afflictions for individuals in all
age groups in our socebty. However, with
p atients of increasing age, mental
health professionals and primary care
proviers are confronted with an evolving clinical picture, in which mood disorders app ar to manifest in a greater variety of forms. Thus, older individuals

mar have subtle disturbances, reflected

infoaof 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 by
the increasing occurrence of chronic medical illnesses and nagging physical limitations. Too often, clinicians will pass
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off mood disorders as "understandable,"
in light of an older person'I physical disabilities, even though avaiable therdpeutic tools could be used *ffectiveb to
treat identified mood disorders %hu
clinical recognition 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
recognution phasa in the study of mood
disorders, the association phase already
has begun. In the past few years, research investigations have suggested
that some older people with depression
have definable abnormalities of sleep;
recent work, using new neuroimaging
methods to examine the livinj brain, has
produced evidence of cerebref patholoy.
Careful clinical research point to the
resence of previously undetected intellectual abnormalities. Thes, too, implicate a possible cerebral basis for the
symptoms of depression and other mood
disorders. For example, recent work investigating the occurrence of clinical depresson among patients suffering from
demenia suggEsts that mood distur.
bance is associated with the degeneration 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.

commonly begin earlier in life, such as
schizophrenia, or whether they are new
and distinct entities, perhaps reflective
of recently acquired brain disease. The
greatest changes in the status of research into chosie during the past few
years havbe~n the realization that psychosis in the elderly wrnts specific
study end a growing commitment by investigators to define ius borders
Much of the science of the aing brain
and the disorders of that brain remains
uncharted Investigators have scant understanding of the evolving picture of
mental disorders as patients age. Thii
is especially true for conditions such as
anxiety disorder, schizophrenia, and
personality disorder - problems that afnict many of all ages. Late onset psychiatric 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.

The elderly, like their younger counterparts, may also experience mood disorders that are not necessarily linked with
brain degeneration, and can obtain relief
from symptoms through psychotherapy
and/or pharnacologic treatments.
Recent research hs shown that then
therapies may be as effective in helping
older adults aw they are In aiding
younger adults.

New frontiers Lay ahead in basic aeuro.
biological and behavioral research in the
quest to reveal the causes of brain aging,
the mechanisms of neuron death, and the
compensation mechanisms developed by
the nervous syatem in response to these
losses. Ultimately, investigators may
di cover methods to prsrve or protect
vulnerable nerve cells, or to promote
more effective brain responses to damap At the same time, scientists may
discern the fundamental nature of menta alterations that appear to be an
inevitable result of aging. Thus, it iray
be possible to overcome, or to minimize,
the effects of forgetfulnes, slowed thinking, or the diminished ability to develop
novel strategies for solving problems.

We are only beginning the quest to tindertand psyehosis in the elderly population. Scuentli~ inquiry has yet to
establish whether late onset psychose
are simply the "cail-end" expression of
primary psychiatric disorders that most

Equally, future scientific Inquiry will
improve upon today's incomplete understanding of the complex reltionshipa
among physeica health, mental well-being, and social factors such as life satisfaction and participation in day-to-day
activities lletter recognition of these
connections may help rserhers and
clinicians to develop strategies for both
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maintaining health andpromoting "suc.
cessful agirng.
Preventing the development of mental
disorders in the elderly is the ultimate
research goal. Investigations are underway to examine the clinical care
needs of the elderly suffering from men.
tal disorders, and to examine what
therapeutic interventions and settings
are the most efficacious. At the same
time, scientists are beginning to study
health maintenance and health
promotion in an effort to maintain the
lXUW 1poIth of those older persons who
do not now suffer from mental disorlers.
The causes of the majority of the mental
disorders affecting the elderly are unknown 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, depression and psychosis. Investment in
research now may ultimately save national resources; it clearly will improve
the lives of future generation of older
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Ms. COLEMAN. I am going to invite our first panel to join us.
I have had the privilege, 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 possible. I would like to thank Holly Bode and Mia Masten from the
Senate Aging Committee. I would especially 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 organizers, 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 together. Other members of the Coalition have also helped and many
are here today.
The Coalition's purpose is to provide opportunities for professionals, and consumers, and government organizations to work together 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
do
a public policy education effort. We have brought together to
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 really 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 treatment is not biomedical, all mental health treatment is not psychosocial, 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 Committee on Aging. During that period I had a conversation with Senator 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?" I
said, "Why do you want to know this?" He said, "Well, it is because
Senator Matsunaga and Senator Inouye are interested in expanding Medicare to pay for mental health services. You know, I don't
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 mental 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 heath and mental health issues together. I think it is
really quite amazing that he is both the editor-in-chief of the International 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 representing the American Association of Family and Marriage Therapy 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 Osgood 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 your 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 progress of research and developments in the aging
field in general but especially in the area of mental health and
aging.
Mrs. Gore actually introduced my first point by giving an illustration 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 imagery, 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 enormous 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 Public 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 profound 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.
The scientific literature is rich in studies that still, even though
these studies have been published for over 10 years, get very little
recognition and application. 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 consultation during the
course of hospitalization. The group that received mental health
consultation in addition to the treatment for hip fracture had a reduced length of stay of 30 percent and twice as many in the group
that received mental health consultation went home immediately
following hospitalization. The other group that did not receive mental health consultation had a 30 percent longer length of stay and
twice as many needed to go into a convalescent nursing home following hospitalization prior to returning home.
This was not an idiosyncratic study. The next year in the American 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 enormously underrecognized and its findings underapplied, the opportunity 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
health changes can affect their course. If somebody has a serious
cardiac arrhythmia delicately controlled with medication, any problem 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, very
delicate general medical problems, in the face of mental health
problems, can quickly get mto serious problems, again highlighting
the importance to pay attention and address mental health problems.
And then more recently the focus on older caregivers of Alzheimer's patients has again illustrated the impact of stress on overall physical functioning, where these older caregivers of Alzheimer's patients, as a factor of prolonged stress, have demonstrated 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 everybody 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 years 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, misanthropic individual who made the lives of everybody around him
very miserable." As the decades went by, what people had overlooked was the underlying diagnosis of a chronic depression. Finally, 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 history 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." Dickens wrote "A Christmas Carol" for four reasons. First of all, he
wanted to illustrate the atypical course of depression with aging.
Second, Dickens wrote "A Christmas Carol" to illustrate the-efficacy 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 benefits 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 bring research and
policy in the area of mental health and aging to a whole new level.
I 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:]
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The Impact of Mental Health Services on Physical Health and
Independence Among the Elderly
Recently I 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.
so I 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 I would like to emphasize what I believe is one of the
most under-appreciated major public health issues of our time, 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 I have been conducting a community-based longitudinal
study of older adults with mental health problems living independently in the
community (In addition to my work in the Public Health Service). I see nearly all of
these people on home visits, studying the interplay of mental health, physical health,
and social supports. I have found that the role of mental health is absolutely
profound--oten 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 Komfeld, 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 etal., 1982). Nevertheless, 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 Invarious ways. Consider the following
four paradigms:

Severe psycholo1cal stress can have physical health consequences. One excellent
example Is the relationship between anxiety and gastrointestinal (GI) symptoms. The
accurate diagnosis of gastrointestinal symptoms can be very difficult in the
elderly, with research showing that as many as five out of nine older persons with GI
trouble may be experiencing psychological problems that lead to their physical
discomfort.

We have also seen the impact of prolonged stress Inthe case of older caregivers of
Aizheimer patients. These older caregivers become the hidden second victim in
Alzheimer's disease, with studies revealing
'compromised immune system functioning;
*increased physical illness;
*increased doctor visits;
*increased medication usage; and
'increased overall medical costs in these caregivers.
Physical disorders can lead to psychiatric disturtance. Hearing loss, for example, can
lead to onset of delusions. Approximately 30 percent of the elderly have hearing
impairments. 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 ab lity 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 life, 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 elderly, 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 controlled, such as cardiac arrhythmia 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
losing 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 patienL 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 meeting 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, western
societies have celebrated the efficacy of psychotherapy for older adults every
Christmas. This celebration 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 effort, 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 course 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 would like to make some remarks at this point, we would welcome those.
STATEMENT OF SENATOR PAUL WELLSTONE
Senator WELLSTONE. Thank you, Nancy. I actually don't want to
interrupt the flow of some important discussion. I would like to
thank Senator Pryor for convening this and I would certainly like
to thank 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
going on at the same time and I have to go to another committee
hearing. 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, including 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 Parkinson's, it is kind of unusual that both had Parkinson's. My mom
also had Alzheimer's. Sheila and I and our children all 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 really
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 opportunity to appreciate the rich heritage, knowledge, wisdom, and example that the elders that we're related to and that relate to us in our families and communities can
bring to us. I certainly experienced this personally. I have always
lived in a four generation family; I have had that wonderful opportunity. 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 relational 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 just 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, autonomy, and mastery over our environment so that we can look forward 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 problems arise, we recognize them as promptly as possible because then
the treatment is easier and people can partake of some of the efficacious treatment that we now have available.
It is important for us to remind ourselves that mental health exists 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 society
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 example,
we have a myth about memory loss being normal in late life so that
if older adults 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 recognizing 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 sleep problems, they may very well be told
"Oh, well, you're getting older. Maybe you don't need as much.
That's a pretty normal change." When actually it may be one of the
many signs of an initial depression which would certainly be alleviated by treatment if it were recognized. Or diminished sexual interest. We have a pervasive 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 anylace 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 diminished sexual interest, that may very well be ignored as a part
of the aging process when actually it may be part of a disease process, 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 helping them and becoming
their caregiver. I became very in touch with this when my motherin-law had Alzheimer's disease for about 15 to 20 years. In a very
traditional Italian family, which is my husband's, we really struggled 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 treatment, 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 effect 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 referrals 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 families. 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 opportunities 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 treatment 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 providing 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 relationships, 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 gerontology classes is "I can relax." I can become comfortable as I look
forward to well-trained professionals who when I 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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periods through their eyes.

become deeply rooted In my Norwegian heritage and receive a legacy of
values gleaned from their life experiences.
to family solidarity

It

also provideo a witness

In the face of Illness and death.

Maintaining mental health as we age is essential
for intergenerational

wisdom are to take place.

Our society is challenged to provide

support older adults need to sustain mental
are closely

If the opportunities

exchange and societal contributions of talent and
the

and physical health whicn

intertwined in later life. Mental

health means more than

the absence of pathology.

It

behaves in positive ways,

has a subjective sense of well-being, growth

and self-actualization,

implies In addition that the individual

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.
mental

Fortunately a majority of those over 65 are in good

health cognitively,

emotionally,

The fact that mental health

behaviorally

and spiritually.

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
life are often overlooked as Inevitable

illness in

later

in the aging process due to

various myths and stereotypes about aging. Older adults, families and
professionals need education

regarding myths which perpetuate mental

illness. Due to myths of memory loss in aging,

Intellectual

difficulties can be dismissed as normal aging rather than
assessment.

Initiating an

Sleep changes can also be ignored rather than evaluated to
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rule out depression or other disorders. Diminished sexual
capacity may be disregarded If

interest or

older adults are believed to become

asexual and Important aspects of close relationships may suffer. Lack
of treatment has serious effects for older adults. their families ano
the surrounding society.

Failure to diagnose and appropriately treat

mental Illness limits elders contributions of wisdom and talent.
perpetuates stereotypes,

exacerbates physical

illness, burdens spouses

and families with excess disability, and endangers independent
community

living.

EPIDEMIOLOGY OF MENTAL ILLNESS IN THE ELDERLY

When

it

occurs,

mental Illness In late life

is significant in

its

Influence on personal well-being, supportive relationships, and
physical health. The following Is an overview of the major challenges
to mental

health In late life:

ORGANIC MENTAL DISORDERS affect more than 6 percent of older adults.
These include Alzheimer's disease, multi-infarct dementia and delirium.
Alzheimer's disease (AD) Is a prevalent disorder which affects as many
as 4 million Americans.

Because the "oldest old" are both the fastest

growing segment of society and at the greatest risk of developing AD.
projections suggest that the number of AD patients will rise to over 6
million by 2040.

The National Institutes of Health and Consensus

Development Conference Statement on the Different Diagnosis of
Dementing Diseases (U.S.

Department of Health and Human Services.

1987)

emphasized that dementia is primarily a behavioral diagnosis. Since
most of the symptoms for much of its clinical course are oehavioral.
mental health
caretakers.

Intervention Is critical

for the patient and family

Learning to manage constant questions, poor Judgement.

wandering and combativeness are Just a few of the challenges for
caretakers.

Coaching In behavior management can help caregivers

maintain patients at home through out much of the disease course.
Psychotherapy for the caregiver can aid in accepting comnunity 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 15 percent
of casmunity residents over 65. According to the Epidemlologic
Catchment Area Study,

the rates of major or minor depression among

elderly people range from 5 percent
percent

In nursing homes.

In primary care clinics to 15 to 25

The rates of new cases of depression in

nursing homes are striking:

13 percent of residents develop a new

episode of major depression over a I year period. There is a sharp drop
In the rates of treatment of depression among the elderly compared with
younger adults. By one estimate only about 10 percent of the elderly
who are In need of psychiatric treatment ever receive this
servicet(Reiger et ai.. 1988).

The major social and demographic risk

factors for depression in the elderly are generally similar to those of
younger age groups: women,
life

the unmarried, widowed,

those with stressful

events, and those who lack a supportive social network.

In older

people the co-occurrence of physical conditions such as stroke,
Alzhelmer's disease, or cancer and depression has been confirmed.
Depression may also enhance vulnerability to certain illnesses.
particularly of the immune system.

SUICIDE rates are higher among the elderly with depression compared
with their nondepressed counterparts.

Although suicide rates In the

general population were 12.4 per 100,000,

rates In 80-84 year olds were

26.5 per 100,000. Elderly white men are at highest risk tKoenig.
Blazer,

D., 1988).

H. and

More than three-fourths of these persons had visited

a primary care physician within the month before their suicide yet
their Symptoms of depression went unrecognized tRablnsP..

1992).

The

families of suicidal older adults are often Involved in their treatment
since the family may be the most sensitive to shifts in mood and
behavior.

Family therapy is

Imperative for recovery so that tne oloer

adult can find the role and meaning In

life to continue to cope with

stressors which precipitated the suicide attempt and family members can
learn appropriate methods of communication with a severely depressed
elder.

ANXIETY DISORDERS are twice as prevalent as depression in
have received much less study (Regier et al).
consist of such diagnoses as phobias,

1988).

late life but

These disorders

obsessive-compulsive disorder.

post-traumatic stress disorder and generalized anxiety disorder.
of the time anxiety Is part of a more complIcated set of
circumstances which respond well
pharmacotherapy

(Gurlan,

Most

Interactive

to a combination of psychotherapy and

B. and Goisman, R. ,1993).
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THE INFLUENCE OF SOCIAL SUPPORT ON MENTALHEALTH

Is paramount to the mental health of older adults.

Social support

Those who are part of a supportive network are less likely to be
depressed especially when faced with Illness and limitations. Affective
friends and confidants emerges as a primary

support from spouses,

mediator of stress. The family is a major resource

in the care of older

geriatric patients and a key component In planning their care which
could Include community based care such as activity centers, day care,
assisted housing,

congregate meals,

well as institutional

and psychotherapy

within a family milieu:

I.

to sense belonging:

life experience: 3.

2.

to integrate past,

to adapt or adjust to changing

demands from both Internal and external sources: and 4.

Rich.J.,
social

to be supported
tEydeR.and

life transitions In preparation for death

in managing final

as

health need are expressed by older adults

Four areas of mental

present and future

respite care,

services In hospitals and nursing homes.

The family has been the primary and preferred

1983, pl.).

social,

institution to deal with physical,

of older adult members (Benston and Treas.

1980,

and economic problems
p 400).

Despite the

stresses and demands upon emotional and economic resources the majority
of frail elders are living In their own homes or with family members.
Impaired elderly tend to avoid seeking help outside the family and the
nature of mental

Illness often

Interferes with help seeking.

Consequently family members often serve in a referral

capacity and are

part of initiating and carrying out care plans with service
Families define the context of psychological

providers.
as onset,

course,

and duration. They know what

for their members and they help members
and seek appropriate,

timely help.

distress, such

is normal and not normal

Identify stress realistically

Families appreciate the continuity

of older adult's lives, have a sense of their history,

can create a

motivation for change and initiate different behavior.

Except

Individuals who are extremely

Impaired It

for

is more cost effective to

maintain older adults In the community with a coordinated package of
services than Institutionalize

Providing this care Is

them.

not without cost to family members.

Those caring

for the most frail report very high rates of guilt, demoralization and
depression.

Caregivers also show significant suppression of a number of

immmune system parameters,

thus making them more susceptible to Illness

and death from various Infections or Influenza. Therefore

family

members must be Involved In treatment which affects the whole
relational

system in which the older adult lives. Providing attention

to and treatment for the natural ecology of mental disorders In the
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aged Including family Influence
patient's emotional

on mental health Is critical

to the

state and experience of emotional disturbance.

The

family context can offer the patient tremendous reassurance or can add
immensely to emotional
Important

distress. In some cases,

family conflicts can oe

In the genesis of the disorder Itself.

ConclusIon

Professionals who are well educated In focusing the self-healing
capacities of families on the mental
will

health problems of older adults

be needed In Increasing numbers. The American Association

Marriage and Family Therapy
for family therapists,

(AAMFT).

the only national

for

accrediting body

has offered an Interest group for gerontological

family therapists over the past ten years.

This group has provided

education for members and advocated for the mental health neeos of
elders and their families. The first training grant to a master's level
program In marriage and family therapy to train students to work with
severe mental Illness in

the elderly, and research the disorders, was

given to the University of Rhode Island. In 1992.
family therapy program,

for Marriage and Family Therapy Education.
National

Institute of Mental

Health.

was the first doctoral marriage
such a grant (Botsford,

the marriage and

accredited by the Commission on Accreoitation

A.,

was awarded a grant by the

In 1991.

Kansas State University

and family therapy program to receive

1993).

Through supporting members interest

In serving older adults and their families. AAMFTwill
prepare professionals

continue to

for the growing field of clinical gerontology.

A focus on the positive contributions of older adults to society and
their capacity for creative change will create an ever
demand for treatment of mental

disorders in

the aged.

increasing
Families will no

longer accept myths about aging which limit the capacity of their
members to positively relate

to each other.

Development

comprehensive model that organizes blopsychosocial
subsequently translates this information

of a

variables and

In a utilitarian form to

elders and their families 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 GERONTOLOGY, VIRGINIA COMMONWEALTH UNIVERSITY AT RICHMOND
Dr. OSGOOD. Members of the audience and members of the Committee, 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 roughly
12:30, another person 65 and older will commit suicide. About
every hour and a half someone 65 and older in this country commits suicide. That is 17 people every day. An earlier speaker mentioned 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 teenage suicide rate. I think that teenage suicide is an important problem. 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 approximately 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 group. I like to attribute the slight decrease
in the suicide rate of the elderly between 1988 and 1992 to our efforts in the mental health field and the mental health treatment
field.

72-460 0 - 94 - 2
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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 depressed, lonely, isolated, vulnerable elderly living at home. So there
is the economic explanation during 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 presentations often justify suicide;
and the jargon, which calls for the "right to die," the right to "selfdetermination," 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 pertaining 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 climate 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 quality, 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 suicide 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
group.
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 increase 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 elderly 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 alcoholism. Depression, alcoholism, and suicide form a deadly triangle. At the top of the triangle is suicide and then on the two corners are alcoholism and depression. Older adults who are alcoholic
are much more likely to commit suicide than the nonalcoholic elders. Similarly, those who are depressed, suffering from either clinical symptoms of depression or clinically depressed on DSM3R criteria 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
so 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 results 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 suicidal 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 suicidal 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 community physicians, churches and community groups where elders
attend, or through other older individuals who might identify depressed 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 appropriate 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 of elderly 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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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 21% of all suicides.
(1990 Census)

* The 1990 Census also reports that 30,906 people died by suidde; 6,394 were 65+.
Some leading suiddologists 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 (loved ones, self-identity after retirement, financial security, health,
safety, independence)
*Social isoation
*A.geiM

*Poor coping mechanisms
*

While depression, a major cause of suicide, has an 80% sccessfiu treatment rate,
the elderly tend not to seek mental health help.

*

A study of all 1990 elder suicides in Cook County, IL, reported that 20% had seen
their doctor within twenty-four hours of their suidde, 41% within seven days, and
84% within thirty days. 63% were not severely ill. (Clark Study)

*

It is estimated that every suicide affects at least six other people.
(Dr. E. S. Shneidman)

--

- -

------FF553(6/93)
* D15040
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Myths and Realities

0ft

Outri-nto
Our

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

More people kill themselves during the holiday season than at any other time.
Myth.
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 problems 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 (Multple 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

OuMinr, toe.

* Deprssed peons 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 iL7
*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, fanily 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 fmily 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
2459 South Ash
Denver, CO 80222
(303) 692-0985

American Suicide Foundation
1045 Park Avenue
New York, NY 10028
(212) 410-1111

* "Suicide in Later Lile-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.
01993. Amecin Asso

of Rotmd Pam.
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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 highlight 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 to pose one.
We have talked about the service needs of older persons often
without a context of where we are with regard to treating older
persons. How many older persons are being treated for mental
health services within our various mental health systems? Any estimation? 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 significantly more than 75 percent who need help who aren't getting appropriate services.
Mr. 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 terrific practice goes on to treat things that are vaguely 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 primary 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 asking 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. OSGOOD. I think with respect to elderly substance abusers,
alcoholics and drug abusers, whether it is over-the-counter, prescription, 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
particularly vulnerable group that are not recognized and not treated.
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 committee 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 professions. 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 disorders in older persons, emotional, behavioral, and cognitive aspects of neurological illness. Remember, we talked about the efficacy 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 research 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 services 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 provides 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 advisor 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 minorities.
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 programs 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
going to go to Iowa"-or Illinois or Missouri or one of those
States-"to help out in the flood disaster relief." We are lucky because 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 efficacy and access. I would like to say at the start that although we've
separated 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 think for discussion purposes separation 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-arrhythmic drugs. I mention this because Senator Talmadge's question, is treatment really efficacious, is still a question in many people's minds. And yet, for 40 years studies have been carried out
and clearly demonstrate that both biological and psychosocial treatments 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 depression, 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 demonstrate the electro-convulsive therapy or ECT is an effective biomedical 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 complicate their care, electro-convulsive therapy is the only treatment
that they can tolerate.
As far as access, studies dating back over the past decade demonstrate that the percentage of older people who have mental disorder 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
people who receive mental health treatment, the elderly are less
likely 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
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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
is, 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-occurrence 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
going to show demonstrated that the biomedical treatments we
nave to treat depression in the physically ill are as effective in people 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 depression 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 person 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 depression, 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 mentioned, and decreases disability. Therefore, it is very clear, to me
at least, that when we talk separately 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-depressant 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 problems is that professionals, doctors, nurses,
social workers, and the lay of public do not know that there are effective treatments available. We have to somehow do a better job
at teaching people that treatment is available. I believe we need research 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 using the services that are available. Some of these
factors lie within older people themselves-there probably is more
stigma about having mental 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 designing services, as Dr. Cohen said, that bring treatment to people
rather than force them to come to us.
Finally I also want to mention the fact that, as Dr. Lebowitz
noted, gat 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 preventing recurrence, preventing relapse, and keeping people 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 EIDERLY
Testimony of Peter V. Rabins, MD, M P.H
Department of Psychiatry, Johns Hopkins University School of Medicine
Baltimore, Maryland 21287
Tbank you for inviting me to testify at this briefing. I have been asked to address the
biomedical and research aspects of the efficacy of mental health treatment for the eldery.
While I will luimt my remarks to this topic I want to emphasize that biomedical and
psychosocial treatments must be applied in tandem for each to achieve mmum benefit.
The word efcy refers to scientific evidence that a apecific treatment improves or
aires a symptom, condition or disease. In times of shrinking resources, such as we are living
through now, questions about efficacy are particularly important since we would like to use
our limited resources to address problems that are not only important but for which
effective treatments exist. Tbedevelopmaent of biomedical therapies anddresearch intothdir
efficacy has foamsed on the serinus and persistent mental illnesses of late life. These are
depression and manic depressive illness; the dementias of various etiologies; schizophrenia
and chronic paranoid conditions. obsessive-compulsive disorder, chronic anxiety disorders
and severe personality disorder. Evidence from the NlMH supported Epidemiologic
Catchunent Area study demonstrated 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 evidence that available biological therapies are effective in the elderly?
I will address them by specific disorder.
THE EFFICACY OF BIOLOAGIC THERAPIES OF SPECIFIC DISORDERS
1. Depression and manic depresive illne.. Many studies sbow that effective
biological treatments are available for depression and manic depressive illness. Tbe most
commonly prescribed biological treatments re medications. A number of different
compounds are available for prescription and each of these is effective in approximately
60% of individuals. This is double the rate of response to so-called placebo treatments.
More severe depression often requires the addition of other medications. aearly a
significant majority of older individuals with depression respond to medication therapy.
The most effective treatment for depression, however, is electrocosnvulsive therapy
or ECT. Unfortunately ECT has been identified as a frightening and undesirable treatment
Tbis is likely due, in part, to the manner in which ECT was administered in the past. The
use of anesthesia, muscle relaxants and careful medical monitoring have vastly improved its
acceptability. Studies of efficacy demonstrate that ECT is effective in 90-95% of individuals
with moderate or severe depression. Furthermore, and surprising to most observers, ECT
is safer than medications. Becaue. the depressed elderly often suffer from severe medical
problems which make the prescription of medications dangerous or even eontraindicated,
ECT may be the only therapy available.
Although less well studied, the manic phase of manic depressive illness also responds
to medication therapy. Compounds such as lithium carbonate and carbamazepine are as
effective in the elderly as in the young. They decrease the frequency of recurrence nf manic
depressive illness as well as treating individual episodes.
2. Demtnda is common in the elderly and is caused by many diseases. Alzheimer
disease is the most common cause. In landmark studies supported by the National Institute
on Aging, the medication tacrine has been shown to mddl improve memory and daily
functioning. However, evidence to date does not suggest that this compound wil reverse or
slow down the progression of Alrheimer disease. Fifty to 70% of patients with Alrheimer s
disease and other dementias also suffer from moderate or severe behavior or emotional
symptoms. These are often more problematic to caregivers than memory impairment. The
best evidence we have suggests that available antipsychotic or neuroleptic drugs are mildly
effective in treating certain behavioral symptoms. Tbe evidence that depression in
Alzheimeres disease responds to medications is primarily anecdotal although one study
demonstrated that antidepressant medication and psycbosoodal support were equally effective
in improving mood in patients with Alzheimeres disease. In my opinion, more studies of
aicctsly available medications and the development of new compounds to treat the
behavioral complications of dementia and Alkheimers disease should be a high priority
because a primary treatment or prevention for Alzheimer's disease may not be found for
many yean.
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It is important to emphasize that there are treatments and preventions for other
causes of dementia. The second most common cause of dementia, vascular dementia, is
often caused by stroke or blood vessel disease. Studies have demonstrated that low dose
aspirin or anticoagulant therapies can prevent the progression of vascular dementia 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 typeof 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. Schizohrenia 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. However, the elderly are more prone
to developing serious side effects than younger persons. I believe an important research
agendashould 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. Obsessive-compulsive disorde 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. Theuse of these medicines in older individuals
is often limited by their tide effect profile. Thus, the development of more effective, safer
treatments should be supported.
5. Tbe -ndeydisords are common in olderindividuals but, ironicaly, are less well
studied. 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
Medical illness and psychiatric disorder occur together frequently 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
trained to treat individuals who have both medical and psychiatric symptoms. This is
unfortunate since the psychiatric symptomns are often treatable even when the underlying
disorder is not. I have already talked about the fact that certain behavioral and mood
symptoms of Alzhdimer's disease respond to biological therapies. In addition, the depression
that commonly occurs in association with specific medical ilnesses, for example stroke and
Parkinson's disease, respond to the same biological treatments as does idiopathic (without
an identifiable cause) depression. In addition to improving depression, these therapies also
improve physical function, increase the participation in and success of rehabilitation and
shorten the length of medical hospitalization.
While we know that both medications and electroconvulsive therapy are efficacious
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 NIH support is needed to develop safer and or more effective agents.
Increasing collaboration between private industry and researchers supported by the NIH
should be encouraged and will help dear up this problem. Concerted efforts to disseminate
available knowledge to professionals and the lay public are needed to change incorrect
assumptions.
Additional research is needed to study biomedical treatments of alcohol and
substance abuse in older individual to Identify of novel ways of treating seriously 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 tret 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 incdude: a) the identification of more
effective and safer biological therapies; b) the identification of individuals who will respond
to available therapies; c) research is needed into the best methods of training mental health
practitioners, non-psychiatric physicians and using individuals not traditionally thought of as
providing mental health services (such as cormunuity workers who have 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 dementia, obsessive-compulsive disorder and chronic anxiety.
2. Electroconvulsive therapy is often safer than medication treatment and has a
unique role to play in the seve. ely medically ill whose medical condition makes them unable
to tolerate standard antidepressant treatments
3. 'Te major barriers to the use of effective biological treatments in the elderly are:
a) lack of knowledge among practicing physicians and non-physician mental health
practitioners; b) the incorrect presumption that psychological distress in the elderly is a
normal aspect of aging; c) the presence of concomitant physical ilness and the side effect
profiles of the available treatments
I would like to end where I began. Biological treatments are most effective when they
are combined with appropriate assessment and psychosocial care. Research into the
combined use of biological and non-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
I am successful in speaking in under 7 minutes, I will yield the
rest of my time. First, I appreciate your organizing the forum this
morning.

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 particular case in point where the interaction of physical and psychological 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 system. And finally, I will conclude with some comments on the importance 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 aptly captures
the situation. She said, fIt 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." She is right 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 primary 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 mental disorders of the elderly even though they are not particularly
well-skilled at detection and appropriate treatment of such disorders.
But it is not solely the role of the primary 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 receiving 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 others have noted that community mental health centers which have

45
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 MargyGatz 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 created 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
genuine concern for older adults. Nursing homes, which you will
hear 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
aspects of cognitive impairment, particularly of the dementias as
behavioral and mood disorders, efficacy data on effective treatments of depression, including but not limited to ECT, other approaches 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, another 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 anxiety symptoms. There are effective pharmacological and psychological 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
teriatc anxiety relies primarily on'
benzodiazapine such as ha cyon with a short elimination half-Tife 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 reactions 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 ofLsuch drug regimens, psychological interventions are often viewed as a treatment
of choice or certainly an important part of the therapy process. Unfortunately, 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-sectional 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 disorder. 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 physical 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 accurately diagnose and treat mental disorders among 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 nursing 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 collaboration 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 potential for adverse drug reactions and drug toxicity and inappropriate self-medication among older adults, often psychological therapies 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 disorders. Although it is important to focus attention and resources on
mentally ill elderly, we have much to learn from their mentally resilient age peers about successful adaptation to the substantial
challenges of later life. Optimally, research and intervention approaches must reflect both the diverse clinical -settings serving
mentally ill elderly-for example, primary care physicians, general
hospitals, 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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to nonorganic psychiatric or psychological disorders
40% is due to organic mental disorders

42%

(George et al.,

and roughly
1988).

Overall, treated prevalence rates for older adults range from
to 63%, depending upon the samples used and the definitions of

mental disorders
George

(1992)

(Burns

noted that

& Taube,

1990;

George

older adults were

younger adults to lack treatment.

at al.,

no more

1988).

likely than
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This general
treatment

pattern,

experiences

impairment,

for

however,
older

does

adults

not reflect different
with

primarily organic mental disorders,

severe

cognitive

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,

inpatient care (George et al.,

to receive

1991).

These general trends, however,
older adult's characteristics.

are affected by the individual

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
Aging).
mental

and the

"aging

network'

(e.g.,

Area

Agencies

on

Regional and national surveys have shown that community
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,
the rule.

such coordination is

Gatz and Smyer's (1992)

more the exception than

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... 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 organizational and guild issues often
obscure genuine concern for older adults.
Nursing homes
have not been integrated into any mental health system,,
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. lll)...p.
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SflT
WS U3zD TO KNOW
We need

to understand

two sajor 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,

We also need more
organic

disorders

Cohen,1987)
Lebowitz,

and the outcomes associated with each.
information about how older adults with

(e.g.,

Light

and the chronically

1991) access services.

1

Lebowitz,1990;

mentally

ill

elderly

Miller

&

(Light &
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In addition, we need information about the most effective ways
to

of

effectiveness

the

Assessments

the gatekeepers for outpatient services.

physicians,

of

in-service

training,

school

medical

care

primary

by

provision

service

health

mental

improve

continuing education efforts, and other approaches are needed.
Efforts to improve the knowledge and skills of these gatekeepers-their

during

either

continuing

through

or

training

medical

education efforts--could have a substantial impact on older adults'
access to effective treatment approaches.

of the most prevalent

adults:

of older

disorders

mental

considering

for

a context

This general depiction provides
three

depression, and anxiety

cognitive impairment (primarily dementia),
disorders.
COGNITIVE IKPAIRKEET

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

dementing

are

cognitive functioning, but also behavioral,

debilitating,

permanent,

and

cognitive

progressive

often

and

losses, with 20-25% of the 85+ age group experiencing

behavioral

problem

(Advisory

the aging of

of

Because

and social

emotional,

About three to four million Americans are affected by

functioning.

this

only

not

alter

that

diseases

brain

expected

is

it

our society,

1993).

Disease,

Alzheimer's

in

Panel

that the

prevalence of this problem with triple within 50 years (Schneider
A Guralnick,
costs.

1990).

has

Dementia

both emotional

and economic

The long-term care required by dementia patients is highly

stressful
Lebowitz,

for their primary caregivers:
1992).

Economically,

caring for dementia

patients

family members

(Light &

the direct and indirect costs for
have been

estimated to exceed

billion per year (Advisory Panel on Alzheimer's Disease,

$80

1993).

RAT WE KNOim
The

progression

of

cognitive- dysfunction

and emotional
described
developed
Kaszniak,

effects of Alzheimer's

(Raskind & Peskind,
by

1992).

neuropsychologists

1990;

La

Rue,

et

and

al.,

different

types

of

with

are beginning to be better
Through testing techniques
psychophysiologists
1992),

as

neuroradiological techniques (e.g., Tune, 1993),
diagnose

associated

and the behavioral

Alzheimer's disease has been well documented,

dementia,

well

as

(e.g.,
through

we can effectively
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,
pharmacological
the mood and

we can and do have treatments--both

and psychosocial-- that are effective in treating
behavioral

Baltes &Werner-Wahl,

aspects

of dementing

1987; Burgio &Engel,

(See Raskind &Peskind,

1992,

illnesses

(e.g.,

1987; Hussian,

and Regnier &Pynos,

1987).

1992 for

reviews of these areas.)
WHAT e

NEED TO RHO.

It

is

urgent

that

better

strategies

differentiate various forms of dementia,
and to differentiate

dementia

be

developed

to

early stages of dementia,

from depression.

The goal

is

to

develop an effective and efficient set of assessment strategies and
improve diagnostic accuracy.
be

conducted

that

To accomplish this, studies need to

document

relationships

psychophysiological, neuropsychological,

among

to determine how these relate to one another.
on

the

behavioral

prescribed

for

psychopharmacology

Similarly, research

of

medications

commonly

older adults can help develop safe and effective

medication treatment,
(e.g.,

non-invasive

and behavioral indicators

while avoiding

the unwanted

confusion and disorientation)that

side

are common

effects

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

research and intervention.
support

interventions

in

terms

Also, little

for members

of

basic

descriptive

is known about appropriate
of

different

ethnic

groups.

Members of minority ethnic groups use established mental
services

less

Different
dementia

traditions
may

effective

frequently

require

than

and

members

different

different

(Wykle &Musil,

do

of

other

understandings

intervention

health
groups.

regarding

techniques

to

be

1993).

DEPRESSION
Depression is a clinical syndrome,
of physiological,
affects

affective,

older adults

individuals

age

in

a

including a constellation

and cognitive
variety

of ways.

manifestations,
Nearly

that

S million

65 and over suffer from serious and persistent

symptoms of depression (e.g., disturbed sleep; changes in appetite

52
and over 1 million

and weight; depressed or irritable mood; etc.),
suffer

major

from

depression

Consensus

(NIH

25%

Panel,

institutions

(e.g., nursing homes),

depression.

Most of the treatment for older adults'

In

1992).

of residents have

major

depression

occurs in the context of a primary care medical practice, with only
a small minority

older adults

of depressed

being treated by

a

depression among older adults

Thus,

mental health practitioner.

seriously eroding the quality

often goes undetected and untreated,

of life and productivity of older adults.
WHATWE KNOW
standardized methods for evaluating depressive

Well accepted,

symptoms and disorders in older adults have been developed (Blazer,
1982; Koenig & Blazer,
approaches

pharmaceutical
Olesen,

have

and

both

including

developed,

psychotherapeutic

(Gallagher

approaches

&

1984; Thompson

1982; Steuer et al.,

Thompson, 1982; Jarvik et al.,
et al.,

effective treatment

addition,

been

1992; Salzman, 1990; Salzman &Nevis-

(Alexopoulos,

1992)

In

1992).

depression

for

1987).

WIAT WE NEED TO KNOW
between

The relationship
normal,

age-related

poorly

understood.

to depression

susceptibility

and

brain structure and chemistry is

changes in

the

Moreover,

possibility

exists

that

depression in older adults is a clinically distinct syndrome, with
somewhat differing causes, course,
adults

(Alexopoulos

et al.,

and symptoms than for younger

1988).

is

This

area that needs

an

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.
In

depressive disorder).

addition,

adaptations

life-long

of therapeutic

approaches for older adults with various combinations of cognitive,
communication,

and

depressive

Similarly, clinical trials
identify

disorders

should

optimal components of therapy

for the vary

adults from minority or undereerved coumunities,
elderly,

be

explored.

and observational studies are needed to
old,

and older adults with a combination of physical

and depression.

older

institutionalized
illness
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ZmXIZTY DISORDZRS
Anxiety

disorders

constrain or severely

functioning of affected
disorders

is

older adults.

captured

by

Gurian

impair

the social

The complexity of these

and

Goisman's

(1993)

recent

definition:
Anxiety may be defined as a subjective state of internal
discomfort, 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
eanxiety- may refer to a mood state, affect, symptom, disorder,
or
class
of
disorders.
The
physical
symptoms
include
hyperventilation,
palpitations, sweating, diarrhea, trembling,
dizziness,
headache,
restlessness,
restlessness
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)
WHATWI 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.
reviews

have

approaches(

pointed

e.g.,

(e.g., Yesavage
Johsnon,

1991),

out

Steuer

et al.,

the

et al.,
1988),

For example,

applicability
1984),

of

recent

behavioral

relaxation

approaches

and other psychotherapies

while acknowledging the limited research

efficacy with older adults (McCarthy at al.,

(e.g.,
base on

1991).

Pharmacotherapy of geriatric anxiety relies almost exclusively
on benzodiazepines, such as Halcion (with a short elimination halflife) or Librium or Valium (with a long elimination
Unfortunately,
benzodiazepines
contrast,
documents

that

a sizeable
the

benzodiazepine

half-life).

there have been few treatment efficacy studies of
include older adults
body of

increased
use

in

research

probability

old age

(Salzman,

exists that
for

toxic

(Salzman,

1991,

1991).

In

consistently

reactions
1992).

with
These

adverse reactions include daytime sedation, unsteadiness leading to
falls

and fractures,

and cognitive

impairment

(Salzman,

Because of the potential toxicity of drug regimens,
interventions

1992).

psychological

are often viewed as a treatment of choice.

WHATWE NEED TO KNOW
It

is

depression

difficult

to

differentiate

among older adults;

anxiety

need to be developed to accomplish this (Sheikh,
assessment

techniques

should

disorders

from

sensitive assessment techniques

be

developed

to

1991).

Similarly,

diagnose

masked

54
of anxiety disorders presented as physical symptoms

presentations

and cognitive decline, since these say be viewed as more socially
Little

acceptable mechanisms for expressing emotional distress.
is

of

combination

effective

optimally

the

about

known

pharmacological therapies and psychotherapies for treating anxiety
Adaptations of successful therapies for

disorders in older adults.

for the range

anxiety

on

and pharmacotherapy

of psychotherapy

the impact

fully

of

We also need to document

experienced by older adults.

problems
sore

evaluated

adults need to be

younger

psychophysiological indicators of brain and heart function, as well
accompany

that

sechanisus

as the biochemical

the experience

of

heightened anxiety among normal older adults.
NURINGu BOXES

of

source

5% of

time,

in

one point

At any
institutional

adults

older

using

are

settings, primarily nursing hoses, as their formal
In

1973).

& Candy,

(Kastenbaun

support

for

1987,

there were slightly more than 1.5 million older adults in

example,

nursing homes (Lair &Lefkowitz,

used

for example,

Kemper and Murtaugh (1991),

however.

home use,

1990).

view belies the lifetime risks of nursing

The cross-sectional

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.
WHATWE w0OW
a combination

home residents have

Nursing

For example,

mental health problems.

of physical

and

(1991)

Strahan and Burns

summarized information from the 1985 National Nursing Nome Survey.
They found that 65% of nursing home residents have at least one
disorder,

mental

illnesses.
Medical

Expenditure

(NMES),

Survey

proportion had a mental disorder.
majority

mental

other

and

dementias

the

including

Lair and Lefkowitz (1990), drawing on the 1987 National

of

nursing

home

estimated

that

a

similar

In addition, they found that a

residents

need

help

with

self-care

activities (such as bathing, dressing, *tc.)-- a common proxy for
physical

disability.

short,

In

mentally and physically ill,
role

in

mental health care

nursing home residents are both

with nursing homes now playing a major
for older adults.

Put anothe

nursing homes now account for 26% of all inpatient
episodes (Gatz & Sayer,

1992).

;y

tl health
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Given the residents'

mixture of mental and physical health
health

you night expect to find high rates of mental

problems,

(1993),

Burns and her colleagues

Not sol

service providers.

drawing on data from the National Nursing Home Survey,

reported

that only 4.5% of those with mental disorders received any mental
half of that treatment was provided

a month;

health treatment in

Similarly, Suyer and his colleagues

by primary care physicians.

reported that 80% of residents with a mental disorder were

(NXES),
in

a

Expenditure Survey

drawing on the National Medical

press),

(in

facility that

reported

providing

those

residents

of

19%

only

However,

health

mental

received

services.
health

mental

services during the previous year. There are a variety of effective
treatment approaches

that can be used in

cognitive-behavioral

therapy;

nursing homes:

1988).

to be applied (Liptzin, 1992; Smyer et al.,

accurately

diagnosing

disincentive for

have a fiscal

treating

and

group

However, they are unlikely

psychotherapy (see Sayer et al., 1988).

Nursing home administrators

behavior

depression;

for

treatment

mental

their

among

illness

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

(and

subtly

may

administrators

Therefore,

nursing homes.

perhaps even directly at times) influence the percentage of their
residents who are given primary diagnoses of mental illness.
Not surprisingly, nursing home residents are intensive users
of

A

medicines.

prescription

recent

the

summarized

report

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. (HNS Inspector
General, 1989).
Of more concern is the intense use of psychotropic medications

and Kamerow (1988)

For example,

1988).

within the nursing home setting (Buck,

sample were receiving a psychotropic medication.
no diagnosis of mental disorder.
use

of

psychotropic

research groups
Spore et al.,

Burns

reported that 33% of the residents in a national
Of these, 21% had

Similar patterns of inappropriate

medications

have

(e.g., Beers et al.,

been

reported

1988; Monane

by

et al.,

other
1993;

1992).

Recent regulatory changes (e.g., OBRA 87) have emphasized the
reduction

of

nursing homes.
approaches

inappropriate

chemical

and physical

restraints

in

In addition, application of psychological treatment

(particularly

training approaches)

have

behavioral

management

been encouraged.

and

However,

behavioral
it

is

too

early to assess the long-term impact of these regulatory efforts.
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S~hT
WE NEED TO KnOW

We need to understand more fully the patient histories that
produce the currently high rates of mental disorders among nursing

regulatory barriers

initiatives

policy

public

do

role

What

residents.

home

and

producing the current

and incentives play in

mixture of physical and mental health problems among nursing home
residents?

common symptoms of nursing home residents: depression,

agitation,

effective strategies for

Equally important,

and disorientation.

treat the

and evaluated to successfully

implemented,

be

should

strategies

treatment

health

mental

Effective
developed,

using nursing assistants, the primary caregivers in the setting, as
(see Smyer et al.,

mental health technicians should be developed
1992).
Comparative

of behavioral

investigations

and pharmacologic

and depression among the

agitation,

approaches to disorientation,
residents should be pursued.
the

Finally,

elements

organizational

of

effect

stable

style,

supervisory

climate,

administrative

(e.g.,
rotating

vs.

assignment of residents to aides) on mental health outcomes should
be evaluated.
ROLE oF PREVENTION
SUNmNRT A CONCLUSIONS: THE OVERLOOXZED
In

these comments,

I

have summarized current information on

patterns of service use and efficacy of treatment approaches for
For three specific disorders--

mental disorders.

older adults'

depression,

cognitive impairment,

and anxiety disorders-- I

have also emphasized the special

I

and clinical knowledge base.

have

of our current research

highlighted the strengths and weaknesses

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 sore accurately diagnose and
treat mental disorders among the elderly;
>

In

the

special

emphasis

on

need

we

institution,
strategies

treatment

for

using

develop

to

nursing

home

nursing

more effective
with

residents,

assistants

as

a

a

key

treatment element;
>

In

the

community,

we

need

to

encourage

more

effective

collaboration between and among the diverse settings that
serve mentally ill

older adults (e.g., C04HCc and AAAs);
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> 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,
The

majority

Although

it

mentally

ill

of

I want to emphasize one more theme:

however,

to

important

is

do

adults

older

focus

and resources

attention
to

have much

we

older adults,

disorders.

mental

have

not

from

learn

on

their

mentally resilient age-peers.
adaptation

Individual

in

individual

requires

life

later

and social

initiative in the self-maintenance of mental, physical,
1993;

functioning

(Cohen,

addition to

individual

members and

friends)

efforts,

can

1993;

Kivnick,

resources

social

act as buffers

stresses of later life (Zarit,

et al.,

coping effectiveness

1993).

In

1993).

family

(e.g.,

and moderators of

1993).

there are ethnic and gender differences in
(Wykle &Musil,

Sherman,

the

Equally important,

coping approaches and
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,
been relatively little

there has

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

normal,

for a number of

developmental issues of later life: working through life-transition
stresses

(e.g.,

retirement,

etc.);

widowhood,

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 person's mid-iife
response to stress on her adaptation in

later life?

What are the

unique challenges to mental health among the oldest old (85+), the
fastest growing portion of the older age groups?
interaction

of

the

physical,

mental,

social,

How does the
and

economic

determinants of positive mental health change in later adulthood,
particularly
Research

among the oldest old?
is

needed

that

will lead

to

the prevention

reduction of mental disorders among older persons.
research is needed to
> examine individual differences among older

adults in responding to the stresses and challenges of
later life:

and

Specifically,

Why do many older people who experience

58
risk factors for mental illness not develop subsequent
and what are the implications for

problems,

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
physical

chronic

to develop

illness,

preventive

effective

interventions for older adults who face the challenges of both
later life.

physical and mental illness in

research and intervention approaches must reflect

Optimally,

elderly (e.g.,

the diverse clinical settings serving mentally ill

as well

primary care physicians; general hospitals; nursing homes),
as the diverse older population.
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STATEMENT OF HARRIET McCOMBS, PILD., CENTER FOR MENTAL 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 participate 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 minority
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 primary
barriers to services for ethnic minorities, and that has to do with
the lack of knowledge about mental illness in general, the lack of
information about mental illness within specific ethnic groups, cultural 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 African-Americans and an increasing number of African-Caribbeans.
Asian-Americans and Pacific Islanders include at least seven specific 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 group, the elderly are underserved in psychiatric treatment. Specific data on blacks, Hispanics, American Indians, Alaska
Natives and Asian Pacific Islanders are lacking but we're reasonably abie 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 culturally 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 adequate supports. Existing general and psychiatric services will be inappropriately used and the cost for treatment will be more expensive.
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.
Native 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 comparable to those of whites. Elderly blacks are more often diagnosed
with schizophrenia, less likely to be diagnosed with anxiety disorders, 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
psychiatric facilities relative to whites. The hospitalization rates for
Hispanics 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 may influence the use of mental health services. It has been
reported in one study that among African-Americans there is a relatively 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 before 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 inktreatment provided 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, presumably 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 demographics, previous hospitalizations, diagnoses, time in program,
blacks are found to be hospitalized 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 Medicaid and additional insurance from private care at twice the rates
of black elderly. So finances clearly impact access to services.
Furthermore, ethnic families are more likely to care for a mentally ill elder at home. And because of this practice, the caregiver
is placed at risk for developing mental illness, particularly depression as the burden of the caregiving task increases.
Finally, I would like to raise the question again that if the services are available, if they are effective, are we providing appropriate 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 cultural context, provide outreach services, and increase the number
of persons trained to accurately diagnose the population, and eliminate the perception and the reality of discriminatory practice, mil-
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lions of elders will go underserved, millions will suffer treatable illnesses, families will undergo undue stress in their attempt to meet
the needs of the mentally ill family member, and general and psychiatric services will be inappropriately used, and costs for services
will be more expensive.
Thank you.
[The prepared statement of Dr. McCombs follows:]
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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.
distinct subgroups.

Major ethnic groups comprise several

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 subgroups based on national origin.

More than 400

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.

Currently,

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 (Bums and Taub, 1990).

In 1986 the elderly

accounted for 8.7% of all inpatient psychiatric admissions 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 mental 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 addressed in a culturally competent 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.
however,

Any effort to improve services to minority elderly is tied,

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 Administruation (SAMHSA) was
established by Congress on October 1, 1992, to strengthen the Nation's delivery system for
prevention and treatment services for persons with mental and addictive disorders.

Within

SAMHSA, The Center for Mental Health Services (CMHS) provides national leadership in
planning, organizing and coordinating program to improve access to services for a variety of
special populations including ethnic elders. Absent, however, is funding to support programs
for elderly minorities.
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Differential Service Needs and Tendencies in Seeking Care
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. Moreover, the tremendous heterogeneity
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
iness 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 men.
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 disorder are prevalent mental disorders 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 diagnosed 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 between the onset of symptoms 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 themselves 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 somewhat 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 demonstrate cultural competence in treatment of minority elderly.
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The Major Barriers to Services
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 barrieM
Ethnic families are more likely to care for a mentally iH elder at home. Because of this
practice, the caregiver is placed at risk for developing mental illness, particularly depression
as their burden of caregiving tasks increases.
Ethnic families may have difficulty in acknowledging changes in behavior 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 eldem 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 barriM
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 significantiy impaired or need some medical care on an ongoing basis demands service
coordination and assessment of cognitive, emotional and behavioral functioning by primary
health care providers.
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Discriminaton
There exists within communities of color a perception of inequity in treatment provided
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

community services, and controlling for sociodemographics, previous hospitalizations, diagnosis,
and time in program, Blacks were found to be hospitalized significantly more frequently than
Whites- (p.351).
Financial Barriers
Income clearly affects the ability of ethnic minority elders to obtain necesary 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 absence of comprehensive insurance coverage, 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
tojust 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 skiled

cam for which many minority families are financially unprepared.
5urn
As a Nation, we can provide accessible, culturally competent services to minority elders.
As a group, they are likely to acknowledge symptoms but not necessarily attribute the symptoms
to a mental illness, lack information about mental illness, avoid treatment because of stigma and
discrimination, are unaware of the existence of outpatient therapy, lack transportation and view
service as too costly
Unless there is an increased and sustained effort to provide to elders and their families
accurate information about mental illness, available outpatient treatment and treatment costs, and
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active effort to reduce stigma within a cultural context; provide transportation or outreach
services; increase in the number of persons trained to accurately diagnose 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 mentally ill family member without adequate supports,
existing 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.
addressed the issue of differential service delivery.

Few states have

Federal agencies can encourage the

development of comprehensive services at the local level which integrate principles of cultural
competency.

Federal and State agencies can encourage the development of a comprehensive

mental health system which includes resources indigenous to the culture and local community
(clergy, natural healers, fraternal and social organizations, tribal leadership and schools).
To address the lack of information about mental illness among the elderly and service
providers to the elderly, Federal agencies can develop a clearinghouse and develop a program
of public outreach to educate and inform the public regarding mental illness. Research Institutes
can disseminate program treatment 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 Goverament, 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 partnerships can develop data systems and disseminate results to improve
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 bum 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 SM[TH, GEROPSYCHIATRIC CLINICAL 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 specialist; 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 Institute of Mental Health, the Administration on Aging, and our own
Staff Division of Mental Health to try to develop an innovate service 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 problems are environmentally driven. They are
the problems that plague rural people in general, in terms of economic 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 emotional service needs of this group multidimensional and very complex, and their problems are often complicated by the fact that
service systems are fragmented and uncoordinated in our rural settings.
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 population. I quote "Rural
communities tend to be characterized by higher than average rates
of psychiatric disorders, particularly depression; by severe
intergenerational conflicts; by restricted opportunities for developing adequate coping mechanisms for facing stress and for problemsolving; 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 fatalistic attitudes and minimal
subscription to the idea that change is possible." ' 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 likelihood that correctable illnesses and sensory deficits will be identified 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
IPCMH, 1978, V.III, 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 country. 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 justification 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 chronically mentally ill, she said that access really demands that services be, one, financially accessible, meaning they have to be affordable; people have to be able to pay for them. They need to be geographically 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 reliable7,and that it can
be used. And finally, it has to be psychologically accessible to the
person. I think that aspect of psychological 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 part 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 they
are not going to really benefit from them." Combine with beliefs
that elderly are incapable of change (based on some of Freud's theory), and negative attitudes of elderly to interfere with science development 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 custodial prisons for the mentally ill rural elderly. In-addition, family,
community members, and health care providers alike believe that
it is "natural" to be old and sad and to become senile, and, consequently, they accept those problems without looking for appropriate 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 providers, which
means longer and longer distances to travel to all kinds of services,
including mental health. Geographical access is a particular problem 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 those 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. An 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 because coordinated health, social and psychiatric services, are required 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, p.
87). Likewise, the informal social support networks of rural elderly
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 between 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 charged and stigmatized arena of psychiatric care. I
think that goes back to the idea of stigma and is a very important
issue. AAAs believe that the mentally ill older client is the responsibility 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 agg service network; again, returning 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 delivery models for rural areas but they need to be more widely replicated and they 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 nontraditional 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 effective in the 3 years of operation that we had outside funding. The
funding ended in 1989. Between 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 acceptable services to be replicated and sustained via improved cooperation between agencies and services.
Thank you.
[The prepared statement of Ms. Smith follows:]
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Access to Mental Health Sevicis In Rural Settings
Marianne Smiith, RN, MS
Introdustiot
For many rural residents of this country the romanticized vision of a tranquil and
prosperous lifestyle has been replaced by the realities of economic deprivation, inadequate
housing and insurance, and unaddressed physical and mental health problems. This is
particularly true for the elderly, 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 multidimensional, and are compounded by frequently
fragmented, uncoordinated 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 communities tend to be characterized by higher than average rates of psychiatric
disorders, particularly depression, by severe intergenerational conflicts, by restricted
opportunities for developing 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. III,
p. 1164)
Regrettably, over the past 15 years only limited progress has seen 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 economic resources, 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. Please
let me expand briefly on each one of these barriers.
Reluctance to Accent Service
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 tan 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-udlization of services asojustification for failing to provide
adequate, accessible, and acceptable services?
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Access Dlimensions` i

anciagmgmoilc longitudinal, osvchoocal

As LMonaBacitrach noted, in regard to 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 accessible, meaning
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 veiy fatalistic in their
perspective of the world (as noted in the President's Report earlier), that they feel very
stigmatized about being

mentally off' and are extremely 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 cam, 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 ill people, and nursing homes have become the
'custodial prisons' for mentally ill elderly in rural settings. Regrettably, this phenomenon 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 treatment for the older person.
Lack of Trained Professionals
Lack of appropriate, accessible, and acceptable 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 revenue-producing. Thus, the financial and personnel
shortages to plan, implement, 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.

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), 'outreachs services mean
that the MHC has a satellite clinic in an outlying area. Unfortunately, these outreach' clinics
are minimally and sporadically staffed. Likewise, 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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These problems are further compounded by mental health providers who view older
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
present themselves at the mental health center, asking for assistance, means that they can't
really be very serious about 'working' on their problems. And given our current economic
str

and scarcity of human and materials resources, no one is going to go 'look' for more

busness
arr~iers
p~ogahic
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 case 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 concCn for our 'oldest-old,' the group over 85
years of age which is the fastest growing segment of the elderly population. In many rural
state, like my own, those 85 and older make up a disproportionately high percentage of the
population. For example, Iowa has the highest percentage of those aged 85 years and older,
and is tied for the second highest percentage of thsemaged 65 and older. In other words, the
problems of the physically frail are of great concern to us, particularly when we examine
impediments that related to geographic access.
As I mentioned earlier, 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 frequently compounded by bad weather, adverse road conditions, and lack of
public transportation systems. Together these factors (physical fralty, long distances, bad
weather and roads, etc.) combine to reduce access to services and increases difficulties in
coordination and communication relating to care. Even when special transportation services
are provided outside the county seat, may elderly resist using the service, complaining that
theses services are both physically and enodonally uncomfortable.
X -k

of Coordination and Cgrpor

Among ArrendieProvide

Of all the barrier to providing mental health services to rural elderly, the lack of
coordination among health, mental health, and aging and human service providers is perhaps
the most distressing. 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 providems 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 In brief, bester cooperation among providers
is clearly needed.
As noted by Rathbone-McCuan (1992), in The Future of Ating in Rural America:
Proceedings From a National Symnosium,
*No one agency, such as the AAA [Area Agency on Agingl or community eeal health center
service domain beause coordinated health,
should claim rural menal health as an irdepqendent
social, and psychiatric services are required to address the mesd health needs of older adults'
(P. 7).
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Likewise, the informal social support networks of rural elderly are inadequate to nmet the
often complex and multidimensional needs of this group, even though the involvement of this
network may be essential to succesful interventions with rural elderly.
Unfortunately, cooperation and linkages between 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
(MEC), 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.
Umited Service Dlivery Models
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 commitment to subsidizing the outreach service to elderly so
that it could continue. The Center instituted a policy of 'payment when appropriate,' which

82
left the deciskon of whether to charge, and when to charge the older person within the
judgment of the individual outreach therapist. However, the goal was to generate even a
modest amount of revenue via third party reimbursement 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 insurances refuse to reimburse 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 remst paying for is-home services, particularly when
they didn't seek them out on their own (e.g., someone referred them to the team and they were
offered services). However, this concern has proven to be much more 'workable'

than the

question of reimbursement for services provided outside the physical structure in which the
Center is house. In spite of the fact that the model had proven effective, the Center had a
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.
Summau
In summary, many barriers stand in the way of providing effective, affordable,
acceptable mental health services in rural areas: 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 illness that demand services that are 'psychologically accessible- to
older people, 5) negative and stereotypical attitudes and beliefs about aging held by the *iral
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, geropsychiatsic training prograns, research regarding service delivery
models, and direct funding of mental health services provided to rural elderly are aU needed.
Although time limitations prohibit lengthy discussion of nature of these needs, I would
refer interested parties to the proceedings of the conference

'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
model in which I was involved, the Mental Health of the Rural Elderly Outreach Project, are
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 you alluded 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 population, and in providing culturally competent service to a broad spectrum of minority elders?
Dr. McComis. I would like to address that by addressing the appropriations for training in the Center for Mental Health Services
budget this year which happens to be zero. So in terms of clinical
training of the types of individuals 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 responsible for training in many fields-medicine, social work, nursingare people who themselves are not experts in aging. They 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 perceive 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
paraprofessionals in your litany but I would urge you to expand
that.
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 leverage 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 Counseling 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 gerontological 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 trainmig programs that are training professional counselors to infuse gerontological counseling 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. Thank you very much. We could really spend
much more time with this. I really hate to have to cut off our discussion 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 decided 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 payment. Dr. Gary Gottlieb is an authority on what mental health services are or are not
reimbursed. He has a unique vantage point, because he is a psychiatrist as well as an MBA. Dr. Gottlieb will present an historical
perspective to reimbursement of the mental health services.
Dr. Gottlieb.
STATEMENT OF GARY GOTILIEB, MID., UNIVERSITY OF
PENNSYLVANIA
Dr. GOTrLIEB. 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.
Dr. Goi 4 rLIEB. They are all going through my slides on the outside.
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, depending 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 somewhat 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
think to some extent dealing with older adults and developing a
policy that covers the entire geriatric population is a very, very difficult issue. Older adults are a diverse group of people, they represent 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. Howdo 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 diminish and that group of population that theoretically has been determined to be supportive of those entitlement programs may have
different desires in regard to the outcomes. So there is a reasonable
burden.
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 expectation on the part of those people who were advocates of the Community 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 institutionalization 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 defensiveness 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 Medicare, 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 intensive 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 conditions, but particularly depression.
In that regard, the way that Medicare was developed 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 focused on essentially removing risk for catastrophic illness. Essentially, 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 illness. That is extremely important.
Additionally, there is very little provision for any kind of longterm 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 nursing 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 Ad 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 catastrophic 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 hospital 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 hospitals in terms of the care of older adults and other Medicare recipients 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 pay in advance for a whole population
like a capitation 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. Nothing prospective 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 hospital.
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 extent psychiatry and rehabilitation services were waived for the application of DRGs to reimbursement except when those services occurred in nonspecific units. So if I admit you on a psychiatric diagnosis to a so-called "scatterbed" of a general hospital, I am still reimbursed 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 doina
with you. In some years it has been established that a substantial
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 occurred 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 disorders in the elderly, largely attributable to the efforts of the
NIMH Aging Branch and the National Institutes on Aging, two of
those heroes in doctors Cohen and Lebowitz really should be recognized in that regard. But a lot of the technology in terms of diagnosis, treatment, understanding the team approach to that population, the ability to use ECT safely in that population, also a lot
of the shifting 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. Additionally, as one raises consciousness in regards to tfhe needs of that
population, those caps become unfair as well and therefore many
hospitals 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 extended life expectancy. If you in fact have a recurrent bipolar affective disorder or a recurrent major depressive disorder and you happen to have a few of those episodes in late life, you are denied continuity of care if you had received that care in a specific free-standing institution or, if you are in a rural setting, the only place that
may provide specialty mental health service may be one free-standing institution that happens to be in your community or somewhere
near it and therefore the likelihood that you will be able to get inpatient care diminishes remarkably as a result of that lifetime days
limitation. 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 stigma essentially institutionally and governmentally 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, essentially services for professionals who provided ambulatory mental health services under Part B were limited to 50 percent payment of a total of $500 of reimbursement or a total of $250 of payment per annum. Okay? That's my metroliner fare roundtrip today,
the cabs to get 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 willing to pay up until 6 years ago.
As a result of both OBRAs 1987 and 1989, there has been substantial 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 irect reimbursement
for social workers as well as physicians but not direct reimbursement for nurses except in some rural settings and not direct reimbursement for counselors under Medicare. There remains 80 percent 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 affordability of Medigap policy and the wisdom of the Federal Government has improved Medigap policies as of this year that they
now pay the other 50 percent co-pay in regard to psychiatric services. But we studied the primary service area of the University of
Pennsylvania Medical Center this past month and looked at our activity 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 insurance companies call "moral hazard", that's a funny term for insurance 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 insurance. 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 control 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 psychiatric disorder as of the Omnibus Budget Reconciliation Act of
1989. As a result of the implementation of the Resource Base Relative 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 reimbursement in many densely populated geographic 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, Philadelphia, 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 directors of third-party administrators which have changed in fact the
intent of the RBRVS have affected mental health services more adversely than others. Those include the inability to bill for two procedures on a single day only for mental health service providers
and not for any other providers; additionally, limitations in reimbursement 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 successful in terms of health care reform, clearly there is increased penetration 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 penetration 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
providers 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 benefits 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 tremendously 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 services-partial hospital service, community residential care, substituting for overutiuization of inpatient services, providing ambulatory 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 approprnate fashion so that those people 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 reform 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 issues 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 you would care to reflect and to submit some questions, please fee1 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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NTODUCTION
For many rural residents of this country theromanticized vision of a tranquil and
prosperous lifestyle hasbeen replaced by therealities of economic deprivation, inadequate
housing and insurance, and unaddressed physical and mental health pnoblem (Nortion &
McManus, 1989). This is particularly true for the elderly, who have been described as
experiencing triplejopardy, that is, they are rural,poor, and without health insurance
(Rowland &Lyons, 1989). Not surprisingly their mental health needs are complex and
multidimensional, and arecompounded by frequently fragmented, uncoordinated and
inaccessible services. In1978, the Panel on Rural Health of the President's Comsnission on
MentalHealth (PCMH) emphasized the unique mental health service needs of this population:
Rural communities tend to he cbaracterizedbyhigher than average rates of psychiatric
disorders, particularly depression, by severe inteenerational conflicts, by restricted
opportunities for developing adequate coping mecbannma for facing stressad for problem
for coping, by
might serve as effective role models
solving , by an exodus of individuals rwho
an acceptanceof condition as being beyond individual control,and by acceptance of fatalistic
1978, V. t,
(PCMH,
is
possible,
change
that
ides
to
the
subscription
attitudes and minimal

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
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

(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
many elderly are reluctant to accept
to death available in most rural settings. And, becamuse
such services even when they are available, care alternatives are often restricted to emergency
people remain at home uncared
Often,
or crisis intervention, or long-term institutionalization.
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
economic resources, 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
delivering those services, costs and service provider issues, regional andcultural variations,
factors that influence mental health services to the rural elderly and innovative programs that
have successfully reached the rural elderly. Research, policy, educational and program
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 dementia. Following a brief historical
overview of mental health treatment in this country and characteristics of the mental health
system, barriers to care of particular concern 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 characteristics of successful services, highlighting rural outreach models. Public
policy, legislative trends and related issues are erptored with attention to federal laws relevant
to geriatric mental health. 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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OVERVIEW- MENTAL DISORDERS IN THE ELDERLY
The elderly are at somewhatgreaterrisk than younger agegroups for
the development
or recurrence of mental healthproblems, although there is no
empirical basefrom which to
conclude that the distribution of psychiatric disorders is any different
among the rural elderly
than older adults residing elsewhere.Both functional andorganic disorders
increase with age,
and the social conditions underwhich the elderly live can exacerbate
stressandemotional
problems (Intermil &Rathbone-McCuan, 1991). Approximately
15-25%of people over the
age of 65 are purported to suffer from mentalillness or emotional
distressthat impacts on their
quality of life. Among the mostcommon psychiatric disorders of later
life are depression and
dementia, which are alsothe mostcommon diagnosestreatedin 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 thoseelderly who lack social
support andare
isolated, as rural elders so often are. A fourth concern, onethat is often
overlooked or denied
because of societal attitudes aboutolder adults, is alcohol abuse.
Eachof theseis discussed
briefly to providea framework for understanding some of the more
common challenges to the
mental andsocial health of rural elders.
kDeression
As many as 15%of community dwelling elderlyand 50%of frail
medically
compromised elderly residing in institutions suffer from depression
(Blazer, 1989). The
elderly suffer from primary depressions
thatoccur for the first time in later life, from cyclical
recurrence of depressive episodesthroughout the life span,andare particularly
vulnerable to
secondary depressions whose etiologies include physical illnessessuch
ascancer and stroke,
and from the side effects of commonly prescribed medications suchas
antihypertensivesand
analgesics.
Community surveys of theprevalence of depression among the elderly (mostly done
on
urban or suburban samples)haveyielded widely differing estimates,ranging from 14%-44%.
Studies comparing symptom andprevalence ratesamongrural andurban 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 researchsuggeststhat the rural
elderly may have different prevalence ratesandcorrelates for depression than
is commonly
reported in the literature. For example, a studyof N=3159 noninstitutionalized
older adults
residing in rural counties foundlow 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 dataalso suggest
that those
rural elderly who live alone andhavelower 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 statusin lowering the risk for depression in this population.
In another study analyzing the mental healthoutcomes of the elderly in responseto
economic stressin rural areas(Hoyt, Redmond & Kundrat, 1987)the researchers
did notfind
higher levels of psychological distressamongthe elderly after controlling for differences
in
economic stress, marital statusand health gender,although moodtone and zesthadsignificant
negative relationships with age, andsignificant declines in measures
of well-being were
reported. Thus it appearsthat studiesof affective illness in rural elderly populations offer
conflicting findings, andthe areadeservesmore investigation before policy decisions can
be
made and effective interventions implemented.
Suicide

As Osgood (1985)noted, 'Although suicide in the elderly representsa major social
problem, it hasbeen virtually ignored in the United States. Attention has consistently
focused
on adolescent suicide, betraying our culture's emphasison youth
and devaluation of the aged"
(p.xiii). Elderly white maleshavea higher suicide rate than any other age, gender,
or race
category (Osgood & McIntosh, 1986). Analysis of suicide ratesby ageindicates
that they are
largely accounted for
by
personsover the ageof 75. In fact, the suicide rate for white males
over age75 increased fromabout46
to
60 (per 100,000) during the period between 1981 and
1986, whereas the rate for white malesis the 65-74 year old category grew from 30-38
(McCall, 1991), compared to ratesfor the general population of about 12 per 100,000
(Mtercer, 1989).
Even as dramatic as thesuicide statistics are for elderly persons,they probably
represent a gross underestimate of the true magnitude of the problem. The reasonsfor this
are
two-fold. First, evenwhen suicide in suspected,it is often not listed as the actual cause
of
death on most deathcertificates. Becausethe elderly often havemultiple chronic conditions,
are taking multiple medications or treatments which could explain their death, and are
chronologically closer to death,there is a greater possibility that deathwill be attributed to
frailty and advanced age. Second,suicide ratesdo not take into consideration indirect or
passive suicide (e.g., refusing to eator drink, stopping medications or treatments, alcohol
abuse), which is a substantial prohlem, particularly among institutionalized elderly. Thus,
suicide among older adults maybe an even larger problem than what is currently believed.
And of great concern is the fact that suicide is expectedto double in the over 65 year old age
ggoup in the next 40 years(Whanger, 1989).
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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).4 The ratio of attempts to completions is about
20:1 for persons age 40 and younger andonly :1 for perons over the age of60 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 intentions 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 themselves 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 illness, and previous suicide attempts (Osgood, 1985).
Depression is believed to play an important role in suicide among older adults, causing
profound feelings of hopelessness and despair, inadequacy, uselessness, demoralization,
marked insomnia, imaginary physical symptoms or hypochondrias (Osgood, 1985; Melick 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 prevalence 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 lack 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 assistance and increases fear of institutionalization, factors that further reduce
the risk that the depressed or suicidal cider will be identified and assisted.
Alcoholism
Contrary to popular belief, the elderly are as much as risk for alcoholism as any other
age group. Alcoholism affects about 10-15% of older adults, the same rate found in the
general population (Ostrander, 1992). Estimates indicate that there are approximately three
million elderly alcoholics in the United States, although conservative estimates suggest that
only 15%recesive alcoholism treatment services (Edwards, 1985). Substance 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 development of treatment methods and programs 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 geteral population: male sex, poor education, low
income, and a history of other psychiatric disorders, especially 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 &
Katesbaum, 1980; Williams, 1984). The discovery that an aging parent is abusing alcohol
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 phenomenon commonly encountered by clinicians of the Mental
Health of the Rural Elderly Outreach Project (Krach, 1987.
Increased 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 consumption (Blazer, 1989).
However, there is a paucity of research and literature dealing specifically with the rural
elderly. Alcohol use, a common and culturally acceptable strategy for reducing stress, may
increase as the older person encounters late life stressors such as retirement, 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 alcoholism
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 (e.g., bereavement, widowhood, relocation, changes in lifestyle)
may contribute alcohol abuse among the aged. These problems may be further complicated by
societal attitudes, boredom, lowered self-esteem, and the loneliness that accompanies
increasing 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.
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Denenti
Alzheimer's disease(AD) is a chronic, common, costly and increasing
health problem,
affecting 10%of personsbetweentheagesof 65-75, and25% of those
overage 85, or more
than 4 million Americans (Evanset aL., 1989). There is no data available
on the prevalence of
dementia in non metropolitan areasto suggestthat placeof residence influences
distribution of
the disorder. The courseof AD, while inexorably deteriorating, is unpredictable,
lasting an
average of 10 years. Early clinical manifestations include memory impairment,
sensory
changes, lossesin judgment and logic aswell as subtle personality
withdrawal. Theseare
followed by greater deficits in memory, andprogressive 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 1980to 21.6% by the year
2040), the number of
cases of dementia is expectedto quintuple (OTA, 1987). Somewhere between
one-half to two
thirds of dementia patients live at home(Rabins, 1984)andthis trend
is expectedto continue
with projected cutbacks in services
such as respitecare for this population. Due to the
chronic, debilitating nature of this disease,it is estimatedthat at least
15 million additional
family members are also affected (Cohen&Eisdorfer, 1986). Although the
financial impact
of AD in rural areashas not beenanalyzed, total coststo society exceed$88 billion annually.
These monetary estimatesin no way reflect the human costsof this devastating diseasewhich
represents an escalating health care problem that currently cannot be prevented nor its course
reversed (Advisory Panelon Alzheimer's Disease,1989).
In rural settings,specialized diagnostic andevaluation services for dementia are
extremely limited, and service providers in rural settings are reporting increased difficulty in
locating both professional and nonprofessional help to provide hands-oncare for community
dwelling elderly with AD. Additionally, nursing homesare closing bedsor restricting
admissions due to a shortageof nursing assistants
to care for the cognitively impaired
(Governor's Task Force on Alzheimer's Diseaseand RelatedDisorders, 1989).
Available, affordable, accessible,and understandable mental health servicesare needed
to address depression, dementia, substance
abuseand other mental health problems of the rural
elderly. Strategies are neededto demystify the mental health process andto provide
a better
definition of mental healthneedsin this population. Social services that provide attention
to
and assistance with the problems thatunderlie andprecipitate the onsetof mentaland
emotional difficulties in late life are also needed. Unfortunately, evenwhen 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 servicesare being developed for older adults, are discussedin a
subsequent section of this paper. First, however, a historical perspective on mental
health
services is presentedas a framework for understanding current issuesandcommon
impediments in the delivery of mentalhealth servicesto elderly.
MENTAL HEALTH SERVICES, A BRIEF REVIEW
Historcal Influences.
Treatment of the mentally 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 andrapid rehabilitation. Deinstitutionalization in the
1950s, 60s and 70s was accompanied by inadequate discharge planning efforts and too few
community mental health centers to meetthe demandsof outpatient treatment and follow-up.
Nationally, fifty statehospitals closed,and many others consolidated (Dorwart, 1988). The
rate of reduction of inpatient censuschangedfrom 1-2% from 1955-65
to around 5% annually
between 1965and 1975. Thus, fewer elderly with mental problems were residing in state
hospitals or mental healthinstitutions, resulting in an influx of mentally ill elderly into the
community, general hospitals, andnursing homes(Goldman, 1984). Many former state
psychiatric patients are now homeless,neglectedor abused,in poor health anddependent upon
the social service systemfor thenecessitiesof life once provided by statehospitals (Bellack &
Mueser, 1986; Cordes, 1984).
Geriatric patients are also moreincapacitated and frail than ever before (Hanson,
1990). Of 44000newly admitted residentsto nursing homesin 1985,over half were
dependent in at least five activities of daily living (i.e. bashing,toileting, feeding, grooming,
transferring). The influx of patients with Alzheimer's diseaseandother behavioral problems so
long tert care facilities prompted Liptzin (1986) to label nursing homesas 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 beenargued that in somerespectsthe mentally ill were better off before the
deinstitutionalization movement (Gralnick, 1985).
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Characteristics of the mental health system.
Ideally, the mental health system should promote the independence of oldef persons in
making decisions andin 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 influenced by emotional ties andfinancial
considerations, and is also directly retated to theavailability and accessibility of resources and
services to accommodate the increased dependency needsof the elderly (Koff, 1992). Services
such as home health, homemaker, personal care andtransportation are essentialcomponents to
community basedmanagement of the mentally ill elderly that enable them to retain their
residence and to function at an optimal level. However, the demands for theseservices
imposes additional financial and resource burdens on Area Agencies on Aging (AAAs) -agencies which have traditionally held the mental health needsof their clients asa 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 needit, as well assupporting the care provided by family
and friends. Data suggest that when mental health, aging services andother health and human
services providers build linkages and cooperative service ventures andseek to develop and
maintain a continuum of services that range from prevention to illness treatment, their elderly
clients are better served (Lubowitz, Ught, & Bailly, 1987). This continuum of services would
provide community education to increase coping andadaptation among older adults and their
families and improve the likelihood of personal planning that would prevent stresslater in
time. The continuum would provide social support services to reducethe impact of the
stressors that cluster in late life and contribute to the onset of mental andemotional difficulties
among the aged. The service continuum would facilitate eof identification, help differentiate
mental health from medical problems, and reduce the risk of premature institutionalization.
to chronically mentally ill
And it would offer necessarysupport, supervision and assistance
elderly, allowing them to live in the community rather than in community-based institutions.
would be the 'norm,'
sources
funding
and
agencies
In an ideal system, cooperation between
rather than the current stateof '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 personswith Alzheimer's
disease (Russell, Hall & Buckwalter, in press) suggeststhat the mental health system has failed
this growing, vulnerable population in some key ways. Caregivers reported that they were
burdened by multigenerational responsibilities and competing demands from the workplace,
unavailability of 'Alzheimer's capable and friendly' services, and lack of knowledge of
community resources. In fact, in many rural areaslittle or no respite for family caregivers is
available (Breyspraak, Halpert, & Shapet, 1986). Rural caregivers were also reluctant to pay
for formal services evenwhen they were available. Only 51%of the 107caregivers surveyed
stated that they usedany community based services andcost was consistently reported as a
major barrier to service utilization. Subjects spentanywhere from $16 to $850 monthly on
services and supplies, and structural modifications for the home, and67% of thesecostswere
home by the caregivers themselves. In light of thesefindings, policy makers should consider
tax credits or direct subsidies to rural caregivers of the mentally ill andcognitively impaired
elderly in an effort to easetheir financial burdens andincrease useof appropriate supportive
services.
The elderly have traditionally underatilized mental health services. Only about 5% of
patients at community mental health centers (CMHCs) and lessthan 2% of private psychiatric
patients in rural areasare elderly (Weber, 1990). Data from the American Psychiatric
Association suggest that total beds for both acute andlong term psychiatric care, as well as for
substance abusetreatment, comprise only about 14%of the beds in rural hospitals --a
percentage deemed inadequate for levels of psychiatric problems (Riffer, 1986). As noted
previously, the comprehensive array of services neededto keep mentally ill older adults
functioning in the community is often not available in rural areas.
In fact, in rural areas, jails are often usedto contain mentally ill people and nursing
homes have become, in a sense,the "custodial prisons" for the mentally ill rural elderly.
Because rural areashave a high proportion of nursing home beds, andlack a comprehensive
community-based long-term care system, many older residents are institutionalized. Herethey
are provided with physical care but go without active treatment for their emotional problems.
In spite of federal mandates such as the Omnibus Reconcilation Act of 1987which addresses
the need to identify and treat mentally Hl nursing home residents, appropriate and "active"
intervention in this setting is close to nonexistent. In generad,the range of health care
services, including mental health services, for ruradAmericans 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 appearto offer more natural support systems, a
strong senseof community andsocial support becauseof family andreligious values andmore
lsting friendships, (Revicki &Mitchell, 1990),greater tolerance for deviant behavior (Jones
& Parlour, 1985), and fewer bureaucratic bairiers. Interestingly, despite comparatively
adverse conditions and evidence of diminished healthstatus, few differences in overall life
satisfaction and morale have been documented between rural and urban elderly (Scheidt &
Windley, 1983). Scheidt (1981) noted thatself esteemand morale appear linked to
opportunities to establish warm, supportive relations, to seeoneself valued as one who can
contribute to the mainstream of the community' (p.78), and satisfaction with the environment
has been linked to better mental health outcomesin the older adult population (Scheidt, 1985).
The size and stability of the community may alsofacilitate follow-up services, and help to
maintain chronically mentally ill patients in the community (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
sociodemographic, economic, and cultural issues;the lack of mental health professionals
trained to work with aged individuals; andthe sutigma
surrounding mental illness and it's
treatment. Each of theseis discussed briefly below.
BARRIERS TO MENTAL HEALTH CARE
Sociodemographic. Economic and Cultural Issues
A number of socioeconomic, economic andcultural issuesinterfere 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 andbeliefs, and accessto health,
mental health andsocial services. Cultural beliefs andgender differences are also discussed.
The literature suggeststhat the mental health needsof the rural elderly are not
significantly different from thoseof their urbancounterparts (Mueller, 1981),but that service
delivery strategies needto be (Ginsberg, 1992; Nofz, 1986). Bachrach (1981) hasclassified
rural and urban differences in human service delivery according to five factors: 1) non-social;
2) demographic and ecological; 3) socioeconomic; 4) interpersonal; and 5) ideological. These
factors suggest that the geography, tax andresource base, power structure, and value systems
of rural areasdiffer from urban regions, and affect the delivery of mental health services. For
example, distance must be considered in terms of travel time to services; a sparsepopulation
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 &Cunningham, 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 residents, they are geographically,
socioeconomically, occupationally andethnically diverse. There is a lack of research, and thus
an inadequate knowledge baseabout the mental health needsof minority elders in particular.
However, despite this heterogeneity, some commonalties have beennoted. For example, the
rural American population is more impoverished with higher unemployment rates,less
educated, and older than urbandwellers (Cordes, 1989; DeLeon, 1989). This agedifference
may be important with regardto the increased needfor health-related services among older
adults (Dwyer, Lee &Coward, 1990),and the increasing incidence of cognitive disorders such
as Alzheimer's disease. Further, elderly in nonmetropolitan counties have more chronic
illnesses, more limitations in activities of daily living, and lower overall health status (Kim,
1987; U.S. Office of Technology Assessment, 1990).
Rural Values. Severalvalues and themesseemto predominate in rural settings. These
include: subjugation to nature, individualism, an emphasis on primary relationships and family
ties, traditionalism, fatalism, the Protestant work ethic, conservative beliefs, and strong
religious values. Youmans (1977) identified threevalue systemsthat impact upon mental
health services in rural areas: 1) identification with the community anda senseof belonging;
2) a work or 'doing' orientation; and3) a fatalistic attitude. Thesebeliefs may explain, in
pan, why decreased ability to perform activities of daily living is correlated with decreased
morale among rural elderly, andwhy supportive social services and health care programs may
be viewed with suspicion andcontempt (Harbert & Wilkinson, 1979).
Support for this contention ii 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 suggestthat many
rural elderly still believe that they should be able to handle all their problems themselves, and
view mental health assistance as a sign of personal weakness, or even defeat (Smith &
Buckwalter, in press). In sum, values and attitudes may influence the lbeing of behavior as
pathological, prevent older adults in rural areasfrom getting neededmental health assistance,
and affect the type of treatment sought. Much of the researchrelated 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 theelderly
traditionally receive mentalhealth care,are facing a financial crisis and somewill be forced to
close, resulting in fewer providers and more distance to accessservices (Beaulieu, 1992).
Geographically inaccessible services are a particular problem for theelderly, many of whom
no longer drive. In nonmetropolitan counties, transportation services for theelderly are
severely restricted outside of the county seat. Researchby Patton (1989) indicated that the
economic statusof 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 between Medicare reimbursement to physicians andhealth clinics in rural
communities ascompared to urban communities. These data are particularly troubling in light
of the higher incidence of chronic illness andlower overall health statusof the rural elderly,
suggesting a greaterneedfor long term care services in this population (Beaulieu, 1992).
The situation for mentalhealth-related facilities is equally bleak. Only 7% of rural
counties have a generalhospital with psychiatric facilities vs. 33% for urbanareas(Flax et al.,
1979). Rural CMHCs are more likely to be located in the South,and are more likely than
urban CMHCs to servean economically disadvantaged population (Wagenfeld, 1990). Rural
residents have less accessto psychiatrists andmusttherefore rely more on general practitioners
who are often reluctant and/or ill-prepared to accurately diagnose andtreat geriatric psychiatric
illness (German et al., 1987;Gurland &Cross, 1982; Linn et al., Waxman &Camer, 1984).
As a result, polypharmacy asboth a causeandresult of mental andemotional disorders is an
important andoften overlooked treatment issue(Birkest, 1991;Douglas &Rush, 1988;
Feinberg, 1989;Zaske & Hunter, 1986). In many cases,nursesandsocial service workers,
naturally occurring community supports, and indigenous helpers provide the bulk of mental
health care in rural settings (Jones & Parlour, 1985). Even whenpsychiatric social workers
and nurses are available to assessandtreat rural elders, the lack of diagnostic, medication, and
consultation services by psychiatrists obstructs third party reimbursement andinterferes with
comprehensive care, creating yet another setof problems to overcome.
Mental health services in rural statesare 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 andsporadically staffed. Longer distances to
services, compounded by badweather, lack of public transportation andinadequate road
conditions (Coward &Cutler, 1989), also increases coordination andcommunication
difficulties, particularly for theelderly. 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. Becausecultural values are determinants of health perceptions and
behaviors (Bushy, 1991),mental health workers must also understand the value of, and be able
and goals of their older clients in
to explore the value orientations. stressors,coping strategies
order to provide effective treatment (Delworth et al., 1987;Diets, 1991). As noted before,
the rural elderly are not a homogeneous group (Harbert &Ginsberg, 1990). Ethnic and
cultural differences are prevalent even in the predominantly white farmlands. Individual
communities may be characterized by traditional values of the 'old country,' whether German,
Greek, Irish, or Scandinavian in origin. The farm belt, like other statesacrossthe country,
also has as a modestbut substantial cohort of Hispanic origin elderly which is increasing in
numbers. In fact, current trends andprojections suggestthatcultural andethnic diversity will
become increasingly prevalent in the next century (U.S. Bureauof the Census,1992).
Moreover, mental health providers, especially in the rural south, mustrecognize and
strive to understand folk healersin order to better addressthe 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 counselors, herbalists and 'root'
doctors, and shamans. Their 'remedies" for various emotional afflictions vary according to
cultural and social customs andgeographical region, andtheir definitions, diagnoses,
interpretations of symptoms, and treatments may differ dramatically from traditional
psychiatric practice. In many rural areas'mental problems' are considered the domain of the
family or the church, and thosewho rely on scientific medicine are viewed asdesperate (Hill,
1985). The important role folk healers, andfolk beliefs andpractices play should not be
overlooked or mocked by more traditional health careprofessionals (See, 1991). Differences
in values andbeliefs must be considered in all service andresearchefforts 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, spendmore time alone, and are generally more vulnerable to the problems of
aging in rural settings. Older women tend to have morechronic illnesses and are more likely
to have lower incomes than men (Szinovacz, 1982). They report more generalhealth
(Gore & Mangione, 1983), and
problems, higher levels of depression, and lower self-esteem
are more likely to be widowed, live alone, and be impoverished (U.S. Bureau of the Census,
1992). These problems may be exacerbated in older ruralwomen who are lesslikely to be
aware of and have accessto 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.
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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
stressors), the role of stressors, and adapting to dependencies in later life in the development
of emotional problems in older rural women.
Lack of Trained Mental Health Professionals in Rural Settings
Another major area of concern in providing mental health services to rural elderly is
the lack of trained mental health professionals. The rural community is not rich with
professional human service options, and the role of the mental health worker in rural areas is a
demanding one. Community 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
settings often demands 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, attention 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 linkages between agencies is poor. In short,
the lack of mental health professionals who are sensitive to, knowledgeable about, and capable
of managing 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
centered on urban concepts 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 illprepared 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 fife developmental
tasks or problems associated with advanced age, cultural beliefs and values, or therapies that
are particularly useful for older adults. And in theabsence 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 treatment and astute medication management. 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-act, specialized psychiatric services for individual elderly clients.
Solutions that have been proposed include resource sharing to fund a muld-agency geriatric
mental health specialist (Intermill &Rathbone-McCuan, 1991), cooperative agreements
between rural communities and nearby urban centers to enhance service provision (Rosenblatt
&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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In general, rural health care issues must be recognized more in the education of health
care professionals, including changes both curricula and practicum sites that emphasize rural,
gerontological, and geriatric mental health issues. More continuing education and workshops
need to be provided on rural health issues, and cooperative interdisciplinary relationships
should be modeled by educators (DeWeaver, 1990). Specifically, there is a need to develop
formalized geriatric mental health training and education programs (e.g., on rural health,
mental 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 continuing education to those in the field. In most slates, existing geriatric
education resources are uneven in quality, disperse 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 undergraduate nursing practicum projects
into rural areas, 1/3 of the students who participated in the program took positions in a rural
settings after graduation, compared to only 4% of those who did not have a rural placement
(Arlton, 1984).
A number of training models have been proposed or arc under study. Kim (1981) set
forth an 'integral and convergent educational model' with a specialized rural gerontology
curriculum in an effort to improve rural health care. Wilson (1981) described an innovative
demonstration and training project in Kentucky designed to 'recruit, train and develop
manpower services' that address the mental health needs of rural residents. More recently,
training projects have used innovative telecommunications systems to reach practitioners and
consumers in rural settings (Pickard, 1990).
Twenty-one nursing schools are now teaching courses to learners in rural areas through
telecommunications programs (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 to reach practitioners who might not otherwise drive long
distances to attend continuing education programs. Programs of this nature are thus capable of
increasing access to geriatric mental health 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
mental health professionals in rural settings. As Halpert and Sharp (1991) note, CES
professionals can provide the "structural and program delivery capacity to help shape health
care delivery in rural areas through community organization and education' (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 neglected population. Further, because the rural elderly in particular have limited
access to psychiatrists 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 fundedGeriatric Education Centers (GECs) can play a pivotal role by
incorporating mental health and service delivery content 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 interdisciplinary training formats have been
effective, including summer institutes and week-long intensive training sessions that allow
exposure to geriatric mental health knowledge, teaching and research methods, as well as the
development of new or intensified interest areas by geriatric scholars and clinicians. Thus,
geriatric mental health education programs are conceptualized as an important link between the
emerging research knowledge base in the field and intervention programs. GECs can serve as
a useful medium for the translation of scientific knowledge into programs and interventions for
the mentally ill rural elderly. Additionally, the federal government supports the training and
placement of health care providers such as geriatric nurse practitioners in rural areas through
special advanced education grants from the Bureau of Health Professions. The Area Health
Education Centers Programs (AHEC) also supports a number of projects that train, provide
continuing education, or facilitate placements and preceptorships in rural settings (Nichols &
Geller, 1990).
On balance, rural health care professionals earn less than their urban counterparts
(Aesbrosius, 1982; Kim, 1982b). Thus, another important strategy to address manpower
shortages is to develop financial recruitment and retention incentives to attract mental health
professionals to designated shortage areas and to work with underserved populations such as
the rural elderly. Other potential solutions include the creation of new types of mental health
professionals, new regulations, and occupational licensure 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 regulatory and state occupational licensure policies and requirements 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.
Barriers to Care Stigma
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 confinement in institutions, 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 to use of mental health services in rural
areas is diminishing, Rathbone-McCuan and Hashimi (1982) note that, 'The fear of stigma is
so strong among some of the elderly that they never reach out for assistance' (pg. 102).
Service refusal data from the Mental Health of the Rural Elderly Outreach Project
(Buckwalter, et at., 1991) confirm that stigma is still a prevalent barrier to seeking or
accepting mental health assistance for the 13.1% of 806elderly 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 'lekyl 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
believe 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
independence, 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 'userfriendly:' understandable, acceptable, and geographically, physically, psychologically, and
longitudinally accessible (Bachrach, 1986).
Although utilization of mental health andother formal services by the elderly has been
shownto be helpful, little researchhas beendonein relation to barriers to care in community
mental health centers (Speer,Williams, West &Dupree, 1991),andeven lesson mental health
centers in rural areas. Factors that require further investigation with regard to service
utilization by the mentally ill rural elderly include issuesrelated to ability to pay and feelings
of stigma; for example, the influence of fee schedules,problems that are deemed'acceptable'
reasons for which to seek counseling, acceptable sitesfor services, and acceptable names of
mental health agencies (Speeret al, 1991).
INFORMAL CAREGIVER NETWORKS. SOCIAL SUPPORT AND MENTAL HEALTH
For innovations to be effective, mental health workers must take a genuine interest in
enhancing the strengths of the rural community (Murray &Keller, 1986),andbuild upon the
strengths of the informal helping network. However, mental health professionals and informal
caregiving networks (e.g. family, neighborhood networks) often have different priorities,
characteristics, andassumptions when it comes to the useof mental health services (Froland,
1980). Ideally, the two caregiving systems should not substitute, butrather complement each
other and work aspartners (Litwak, 1985). More often, however, mental health providers in
rural areasare turned to only after family resourceshavebeenexhausted(Cantor, 1980).
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Although the mental health needsof the rural elderly cannot be met by informal social
support networks alone (Rathbone-McCuan, 1992), researchsuggeststhat the role of the
of
family is an important and cost-effective onein theidentification and management
emotional symptoms, and service utilization (Dwyer, Lee & Coward, 1990). Stoller & Forster
and
themselves,
by
symptoms
their
tend
to
manage
elderly
the
rural
(1992) identified that
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 becausethey were concerned with issues of
confidentiality. Respondents also felt that accepting services from agencieswas 'too close to
charity' and that 'people should be self-sufficient.' Given theseattitudes, it is troubling that
many practitioners in rural areasare either unaware of informal systemsor fail to use them to
their advantage (Lauffer, 1978).
although there is little research in this area, that older persons
It has beensuggested,
residing in rural areasare at particular risk for social isolation and minimal social network
involvement becauseof 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 1980sthat created conditions of chronic
disadvantage that continue to exacerbate mental health problems among both young and old
rural residents today. As younger family members have outmigrated from rural areas, the
social support networks of many elderly have become smaller and lessavailable (Coward &
Lee, 1985; Stone, 1991).
The absenceof social support has beenshown to make the elderly more vulnerable to
interpersonal andenvironmental assaults(Russell, 1986), and other adversities suchas
depression (O'Hara, Kohout, &Wallace, 1985). Cobb (1976) has postulated the 'buffering'
effects of social support, asa 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 assistancethey provide, but also for the reinforcement
and self-affirmation that comesfrom the empathetic interests of others. One areathat has been
significantly impacted by diminished social support networks is caregiving for frail and
demented rural elderly.
Research by Dwyer &Miller (1990)examining caregiver stressand burden suggests
that caregiving network characteristics, which substantially influence the quality of care
provided to frail elders, differ according to place of residence. Both formal andinformal
services that may benefit elders and their caregivers are less likely to be available in rural areas
(Coward & Lee, 1985). Thus, providing care for increasingly dependent older relatives can be
especially difficult for rural caregivers who may be subjected to unique stressors (MarotzBaden &Colvin, 1986)andwhose own mental andphysical 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 thatalthough caregivers
reported a deep senseof 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 sameage group. Importantly, the amount of social
support received from family and friends madethe caregiving experience more bearable, and
easier to handle for thesesubjects. Similar research comparing metropolitan and
nonmetropolitan caregivers of cognitively impaired elderly (Russell, 1991) found that
nonmetropolitan caregivers werelesslikely to receive a comprehensive diagnostic evaluation,
more often received informal assistancein the caregiving process from their well spouse for
such tasks as household chores, mealpreparation, running errands, andsupervision,
transportation of their impaired family members. They also usedlessformal assistance such as
in-home help, adult daycare services, social workers, support groups and medical services than
their metropolitan counterparts.
Investigations of strain, socialsupport and mental health in rural elderly individuals
(Revicki & Mitchell, 1990)supports the work of Arling (1987) andothers which found that
demographic characteristics hadlittle effect on mental health, whereasphysical 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
psychosomatic and emotional distress in this population. Interestingly, social contacts and
instrumental support hadonly modest a effect on life satisfaction, andlevels of distress, and
affective support was found to moderate the effects of strain (health-related) on mental health.
More longitudinal researchis neededon the interrelationships among stress, social support and
mental health status of the rural elderly.
Thus, it appears that greater efforts are neededto link rural elders andtheir caregivers
with programs designed specifically to meet their needs,keeping in mind that the useof formal
services varies according to a variety of sociodemographic factors, andthe close proximity of
children. Consultative andeducational strategies are also neededto empower the informal
caregiving networks of mental health clients (Naparstek, Biegel &Spiro, 1982). Mental health
professionals practicing in rural areasshould facilitate andcomplement the efforts of informal
social support networks, as the role of the family appearscentral to the prevention and
treatment of mental illness andemotional distress (Miller, 1985).
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OVERVIEW OF MODELS AtiD CHARACTERISTICS OF SUCCESSFUL SERVICES
As we look tothe futurefor older adultsin theseUnited. States, weofactorssoand
out - the growing numbers
of older citizens in needof a rangeof healthandsocialservices
andtheinadequacy
andfrtgmentation of our present
systemfor delivering suchservices.
Whatnust be developed
is a continuum of adequate,
available,acceptable
services
for all older
adults.appropriate
to their needsat any giventime (Winston,1978).
The two factors that Winston projected in his 1978quotation have become a reality, but
the continuum of services neededto meet the health andmentalhealth needsof older adults is
still sorely lacking in many rural areas. In a decadereview of the health status,health services
utilization, and support networks of the rural elderly, Dwyer, Lee and Coward (1990) noted
that 'the rural elderly are relatively disadvantaged in termsof both health statusand accessto
health care services, andhave little if any advantage over the urban elderly in their accessto
informal sources of care' (p. 379). To be successful, rural mental health services must mesh
with other services and informal health networks. Service providers andresearchers must
understand andbe sensitive to the rural value system andsocial ecology of the area.
Otherwise, mental health workers may find themselves addressing assumedrather than real
needs. Becauseof the nature of rural culture, borrowing successful urban techniques and
imposing them without modification in a rural setting may not always be appropriate nor
effective.
Effective mental health service delivery in rural America requires innovative
approaches, coordination and cooperation among mental health and human service providers.
Reciprocal exchanges andgood communication have beenidentified askey elements in good
inter-agency relations (Morris & Kirkpatrick, 1987). A more appropriate rural mental health
delivery system must maximize limited resources, addressunique community needs, provide
continuity of care, anduse professional, paraprofessional andlay personnel appropriately
(Palmer &Cunningham, 1983). Clearly, more attention needsto be given to designing
preventionservices andthe roles of paraprofessionals in prevention, education, service
coordination, and help-building in informal networks (Jones&Parlour, 1985).
Comprehensive services require that mental health services be longitudinal, individualized,
cover an array of modalities, be flexible, provide for an ongoing relationship betweenthe
older patient and service providers, be accessible physically, financially, psychologically, and
maintain open communication within the service system(Palmer & Cunningham, 1982).
Most effective planning efforts begin with a needsassessment
process that determines
which services should be provided to the elderly, and who is eligible (basedon income, age
criteria, etc.) for the services (Intermill &Rathbone-McCuan, 1991). The needsassessment
should determine the nature and magnitude of theproblem, describe elderly consumer attitudes
toward existing services, and then offer potential solutions. The needsassessment
should also
help rural planners andproviders to determine which of a number of service structures would
be most effective in a particular community.
At present, mental health services in rural areasare often fragmented becauseof
funding and authority patteros. Nor are local, stateandnational mental health services
delivered systematically (Manderscheid, 1984). The concept of human services integration
(coordination), or an integrated service structure (combining elements of both direct and
indirect service models) has beenproposed asthe bestway to meet thesechallenges (Bachrach,
1981; Daniels, 1967). Integration can take many forms, including joint decision-making and
policy making, co-location and sharedservices. 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 beenprovided by CMHCs andtheir
satellite offices (Ozarin. 1979), although CMHCs in rural areasserve proportionately fewer
elderly than centers in more urban areas. Numerous recent studies have consistenty found
that although a significant number of elderly have mental health problems, their treatment
needs have not beenadequately addressed(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) theprimary mentalhealth base; 2) the aging network base;
and 3) the primary health care base. The first approach attempts to make services more
responsive to the needsof the elderly by expanding coverage to include at-risk persons. The
aging network baseusesthe resources of the Area Agencies on Aging (AAAs), whereas the
primary health care approach utilizes primary andcomprehensive health centers to deal with
problems that have both physical andmental 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 healthneedsof the rural elderly' (p.272),
although none of them is sufficient to addressadequately the mental health concerns in rural
America. Thus, the best approach would seemto be one of multiple, integrated systemsand
joint health/mental health planning (Rathbone-McCuan, 1981).
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by the primary
The link between mental health and medical delivery systems suggested
health care base has numerous advantages in rural areas as the elderly, in particular, often 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 coexisting medical problems including, for example: cancer, brain tumor, Parkinson's disease,
chronic obstructive pulmonary disease,hip fractures, stroke, congestive heart failure, peptic
ulcer, and asthma (Buckwalter, 1991). Integrating medical and mental health services
theoretically should serve to increase the detection and referral of rural residents with mental
disorders, increase the preventive nature of services, and decrease the perceived stigma of
utilizing a mental health clinic, thereby enhancing compliance with appointments (Frangos &
Chase, 1976).
Whatever model is employed, in order to be successful the agencies involved must
share fundamental goals and communication patteras. Too often, collaborative efforts are
doomed by misperceptions of goals and poor working relationships among professionals. 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 mental health
services in rural areas, as described next.
PROGRAMS FOR THE MENTALLY ILL RURAL ELDERLY
According to the 1980 census, a higher percentage of persons over age 65 reside in
nonmetropolitan counties than in metropolitan 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 concomitants of less available and less accessible health and human
services (Buckwalter, et al., in press). The mental health delivery system must be
reconceptualized 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),
of the rural elderly may suffer from
despite evidence that a significant proportion (up to 25 %)
psychiatric problems (Rosen, Coppage, Troglin, &Rosen, 1981). Further, Scheidt and
Windley (1982) found that only 1% of small-town elderly usedmental health services, whereas
between 12-23% were at-risk' for mental disorders. In general, older former mental patients
as well as non-institutionalized community elders have a need for community treatment that is
(Scheidt, 1985).
not being adequately addressed
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 treatment for homebound rural elderly who have physical limitations,
major psychiatric illnesses, or who are socially isolated. The outreach 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.
Elderly Outreach Programs
7he lowo Model. Iowa's Elderly Outreach Program (EOP), begun in 1986 with
demonstration services research 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 -gatekeepers,- 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
devetoped with all elderly service providers in the existing case management system (e.g.
visiting nurses, home health aides, ete.) 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 (consisting of a geropsychiatric nurse,
social worker and psychiatrist) during which medical, psychiatric, andsocial problems and
needs were reviewed (Buckwalter, Abraham, Smith & Smullen, in press). Over the past 5
years more than 00 elderly havebeenreferred to the EOP, which hasalso proven to be a cost
effective model of care, with per patient per year costs estimatedat approximately $622. The
majority of clients suffer from depression, followed by dementia, adjustment disorders, and
problems in living (see Buckwalteret at., 1991, for a detailed description of the EOP and its
evaluation). Additional programmatic services, such asa geriatric assessment
clinic, education
and training programs, andconsultation services have developed as an outgrowth of the EOP
(Buckwalter et al., in press).
The Virginia Model. Using the Iowa experience asa 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 1991and supported by grant funds from the Kellogg Foundation, also integrates
many agencies and professionals from multiple disciplines in an effort to provide a wellrounded approach to assessment,
consultation, casemanagement,and psychosocial support
services to high-risk patients, their families and caregivers (Buckwalter et al., in press). A key
aspect of the REOP is to strengthen the self-reliance of ruaalcommunities in caring for their
elders and to heighten awareness
of aging and mental healthissues.Unlike the Iowa EOP
model, in which professional expertise and resources are more centralized, the REOP features
a multilayered structure of lay, nonprofessional and professional resources.
Sixty-three patients wereserved in the first year of the project, andthe estimated direct
cost per patient, per year is Sl,015. Most referrals to the REOP involve patients presenting
with mental health problems too complex for existing resourcesto manage,and that require
expertise beyond that provided in community agencies.The majority of clients (59%) have a
primary diagnosis with an organic base:24% present with dementia, 10% with dementia and
depression combined, and 25% with various physical illnesses precipitating a psychosocial
crisis. Another 17%of thoseserved to date havea primary diagnosis of depression. Thus,
both the Iowa and Virginia outreach models are serving older clients who otherwise might not
receive neededservices or who would fall through the cracks of the traditional mental health
system in a cost effective manner.
Rural Adult Day Care Programs
Adult day care programs have grown steadily in this country over the past decade, but
mostly in major metropolitan areas. These programs provide a structured program of
coordinated social, health andmental health relatedservices in a protective group setting, for
some portion of the day. Orientation of the program is toward prevention, maintenance, and/or
rehabilitation of elderly persons, many of whom suffer from sometype of mental impairment
(Buckwalter, 1990).
Initial efforts to establish adult day care centersin more rural areas were largely
unsuccessful becauseof geographic distance andlack of transportation, and difficulty
identifying and reaching potential clients (Gunter, 1984). Essentially, 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 systemshave beendeveloped and tested to provide
social models of adult day care services to sparsely populated rura areasby means of a mobile
teanmof skilled workers, and utilizing the satellite concept that integrates formal and informal
social support systems(Gunter, 1984).
Spacelimitations 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 andHome 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 needsof the elderly (Rural Elderly Networker, 1990). The advent of these successful
community-based programs specifically designedto serve the mentally ill rural elderly is
heartening, and reflects a recent commitment of both federal agencies and private foundations
to fund demonstration services research projects targeting this underserved population.
Despite the growth of innovative service delivery programs for the mentally ill rural
elderly, there are still many issuesrelated to resourcesandcosts 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 andencourages hospitaization rather
than community-based treatment efforts. In addition, issuesassociated with program image
(especially in a highly stigmatized areasuchas mentalhealth services) and developing
supportive relationships with influential rural organizations andreligious and socio-political
leaders are critical to the successof any outreach effort. To dale, 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 needsof this population.
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In summary, successful models of mental health delivery in rural America exhibit
several key features: they are usually multidisciplinary in nature, emphasize geographical
appropriatetess, promote understanding and utilization of existing lay andcommunity
resourtes, coordinate diverse services, and supportive programs for informsalcaregivers
(Buckwalter, Abraham, Smith, &Smullen, in press)and, in general, serve to demystify
current public policy andlegislative
nsentalhealth care. The following section addresses
trends that influence the type and extent of mental healths services thatare available to rural
elders, including the availability of innovative and cooperative services.
PUBLIC POUCY. LEGISLATIVE TRENDS AND ISSUES
Interest groups beganlobbying Congress more than 30 years ago, andespecially in the
1970's there was renewed interest in health care services for rural America (Patton, 1989).
and an Office of
Both the House of Representatives andthe Senateestablished rural caucuses
Rural Health Policy (DeLeon, Wakefield, Schultz, Wltliams & VandenBos, 1989). Table I
which
is
a
backdrop for
legislation,
health
care
summarizes Congressional action on rural
understanding policy related to nental health issuesfor the rural elderly).
(TABLE I ABOUT HERE)
Historical Overview of Mental Health Lezistation
The first large mental hospitals in this country were built in isolated ruad areasto
provide both work and sustenancefor their residents and employees. But it wasn't until after
World War 11that more comprehensive, community basedmental health centers were
developed with a focus on preventive mental health care. With regard to legislation
specifically related to mental health issues,passugeof the Community Mental Health Centers
Act (P.L. 88-164) in 1963was the first federal initiative to develop community-based mental
health services and an effort to decrease distances rural clients hadto travel for care and
follow-up treatment. By 1975(P.L. 94-63) twelve services were required to be available in
order to qualify for federal staffing funds. These services included: outpatient, inpatient,
emergency, partial hospitalization, specialized services for children and the elderly, screening
aftercare, transitional housing, consultation/education, drug abuse,andalcoholism. 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 areasvs. 26% of the rural areasstudied.
In 1977 then President Carter appointed the Commission on Mental Health to review
the country's mental health system. The Commission's 1978 report, cited in an earlier
quotation, paid particular attention to the maldistribution of mental health services to rural
regions and led to passageof the Mental Health Systems Act (P.L. 96-398), which would have
aided rural areas.Regrettably, the Budget Reconciliation Act (P. L. 97-35) repealedthe
Systems Act before it could be implemented. P.L.97-35 combined mental healthservice funds
with block grants allocated for drug abuseandalcoholism, and effectively eliminated money
for innovative demonstration projects in the areaof service delivery (Walters, 1983).
Community mental health services previously funded by categorical grants werehenceforth
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, hasadversely affected staffing at
rural CMHCs in particular (Estes& Wood, 1984; Orkin, 1984;Stuve, Beeson, & Hartig,
1989; Woy, 1981), and that uradagencies, designed on a generalist model, have suffered
more from the effects of block grant funding than urban agencies (Arb &Holcomb, 1985;
Hargrove &Melton, 1987).
In 1987, Tide IV of the Older Americans Act was amended to support training,
education, research demonstration andevaluation projects for long term care, rural
transportation and mental health (Atchley, 1991). Social Service Block Grants also became
available for home care, adult protective services, adult day care, transportation and nutrition
services, adjunct services commonly neededto support the mentally ill rurd elderly at an
optimum level in the community. More recently, with regard to this special population,
Congress has developed and setthe process for rurd health centers, whose resources and
services include: I) reauthorization of theOlder Americans Act andcreation of the Agency on
Aging as a clearinghouse for information regarding the elderly; 2) thedevelopment of nonmedical home care programs for frail elderly who are homebound andreceiving Medicare; 3)
respite care for family members of chronically dependent ruan elderly under Medicare; 4) the
designing of Rurd Referral Centers to coordinate agedcommunity services; and 5) the
establishment of essential accesscommunity hospitals in sevenstatesto create rural health
aging networks asback-up emergency services for uradprimary care hospitals.
Over the last three decades,mental health services, in the form of satellite clinics,
support groups, public education campaigns, andthe establishment of communication
networks, have become more available in nonmetropolitan areas. Private service initiatives
(e.g. The Task Force for Ruad Elderly of the American Medical Association, The American
Association of Retired Persons,and Ruad Health Care Coalitions) provide information to the
uradpublic on elderly care policy changesandexpert advice andresourcesfor the rund
elderly (Congressional Masterfile, 1983-1990). However, the current situation is still less than
ideal (Buckwalter, 1990). Table 2 provides an abbreviated historical overview of fedend laws
relevant to geriatric mental health.
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(PLACE TABLE 2 ABOUT HERE)
On a larger scale, there is a needto establish a comprehensive rural development policy
and a tangible commitment to building mental health programs in rural America, along with
redirection of money from custodial care of theelderly to home care andrehabilitation (Walz
&Elliot, 1983). Similarly, Medicare and Medicaid reimbursement guidelines require revision
so as to no longer discriminate against mental health treatment, especially outpatient services.
Coverage should be extended to include CMHC services, unlimited reimbursement to
outpatient services, reduction in co-payment percentages,
and extension of mental health
inpatient coverage comparable to thatallocated for physical health problems. Federal policy
should recognize the interplay of medical, social andpsychiatric problems in the elderly and
provide older rural residents with aid in paying for both medical andmental treatment (Walz &
Elliot, 1983). Without the support of policy makers,and more effective grass roots advocacy
for the elderly (Brown, 1985), eventhe mostinnovative 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 sameefficacy 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 researchers are now investigating various aspectsof rural geriatric mental health,
thanks in part to federal research initiatives suchas 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 beenincreasedby epidemiological data from
the Epidemiological Catchment Areas surveys. However, thereis still insufficient empirical
data documenting the mental health needsof theelderly, a dearth of baseline data on which to
baseplanning, andtoo little attention paid to regional, socioeconomic, residential, cultural and
linguistic differences among therural elderly in this country.
One problem of researchin this areacenterson the conceptual and operational
definitions of the terms 'rural' and 'elderly, andthe 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), 'Becauseof its diversity the
conceptualization andsubsequent operationalization of rural is also diverse. * This lack of
standardization is also true regarding age criterion for studiesof older adults, compounded by
the lumping of all persons over age60 into one, allegedly homogeneous group of 'elderly,.
when in fact a 60 year old may be as different from a 90 year old asa 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 needsof the elderly rural population vary considerably, often as a function of the
definitions usedby the researcher. A similar problem with studies on the mental health needs
of rural elderly is that reported levels of needfluctuate depending on the locale, and on study
methods suchas sampling anddata collection methods(Kim, 1982). Finally, too few studies
have examined rural-urban differences with regard to geriatric mental health issues, or the
interaction between ageand community size, andthosethatdo have yielded inconsistent
results.
Babich (1982) noted that researchers have approachedthe problem of ascertaining the
prevalence of psychiatric problems in rural areasby measuringthe 'treated prevalence," that
is, those already using the mental health system, or by extrapolating prevalence rates from
survey findings. Often, mental health survey instruments havebeennormed on urban
populations, increasing the likelihood that poor and ethnically diverse rural populations will be
judged asdeviant (Babich, 1982). Further, much of theresearchthat has been done on rural
residents is basedon bivariate analysis. DeLeon et al. (1989) argue that poverty, shortage of
healthcare workers, andmental health problems in rural areasare 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 causaleffects. Another problem of
much of the research on mental health needsof 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 thequality of geriatric mental health care
provided in rural areasthatcan adequately serve as the basis for equitable and effective policy
making. More methodologically rigorous researchis neededon the characteristics and
problems of older rural residents andmental health providers so that public policy and
treatment programs can be more relevant andbeneficial (Kim, 1981a). Too often resource
development is basedon the agendasof Congressmen and interest groups rather than on
research. Thus, proposed national and state policies are often basedon perceptions of and
assumptions about the quality of mental health care that is delivered to older adults in rural
areasrather 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, andthe extent of needfor services for this
underserved population. Several solutions have been proposed (Ludke, 1992) including
conducting an information synthesis and needsassessment and holding an issuesforum to
identify, debate andreach consensus on critical issues regarding the quality of rural geriatric
mental health services. Invited forum participants, consisting of national leaders in rural,
mental health and gerontological issueswould address topics such asappropriate standards for
rural geriatric mental health care quality, factors that impact upon the availability and quality
of rural mental health services, andareasin needof further research.

CONCLUSION
Change is inevitable for the rural health care system, but managing that change requires
knowledge, focus, more grassroots advocacy, savvy use of the media, and public relations .
effort, commitment, supportive community values, hard work and leadership, and better useof
lay and local resources (Brown, 1985; Ray, 1991). Geographic and cost factors associated
with the accessibility of services and issuesrelated to the stigma of mentalillness, 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 coordinated treatment programs, 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 neededso that both services and public policy.accurately
reflect the needsof older rural residents of this country, as recommended in the next section.

Recommendations for the Future
As clinicians, administrators, program planners, policy-makers, and legislators look at
the present to plan for the future, a number of research, service, education, andpolicy needs
demand consideration. The following recommendations reflect the opinions expressed by
health and mental health providers, aging service representatives, educators, and program
planners from across rural America who participated in the workshop on mentaland social
needsof rural elderly as part of the planning conference, "Health andAging in Rural America:
A National Symposium," held in San Diego, California, September 21-22, 1992. In each
section below, the recommendations presented are a synthesis of the beliefs and priorities of
that workshop group. Although recommendations are presentedcategorically, including
research, service, education, andpolicy needs, it is important to remember that eachset 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 needfor researchin nearly every area
that is relevant to the mental health of rural elderly. As a result, the list of research
recommendations is somewhat longer than other areas, reinforcing the workshop group's belief
that policy, education and training, andservices for rural elderly should be basedon factual,
research-based information. The following recommendations reflect, in order of priority, the
needsidentified by the mental and social health workshop group.
I.

Research that addresses social, demographic, and environmental factors that influence the
mental health of the rural elderly is needed. Issuesof particular interest andconcern
include the following:
--assessment,
service

delivery, and other areasthat may be unique to different minority

groups;
--on-going investigation of gender differences among rural elders;
--the development of data basedvignettes that provide updatedprofiles 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 researchis neededon: 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; andthe effect those
attitudes and beliefs may haveon actual useof mental health services.

3. The incidence and prevalence of mental illness among the rural elderly clearly deserves
on-going attention in the researchcommunity. Both epidemiological anddescriptive
studies are needed to further characterize and clarify the primary needsof this group.
4.

More research is neededon the role of natural support systemsandinformal networks in
geriatric mental health. Likewise, studies are neededto determine the mosteffective ways
that health, mental health, andother service providers can work with thesenaturally
occuring systems and networks.
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5.

Because a substantial portion of geriatric psychiatric care is provided by general practice
or internal medicine physicians, investigation of the diagnostic andtreatment decisions
made by primary care physicians is needed

6.

Given the type and extent of barriers to providing mental healthservices to rural elderly.
further researchinto the mattersof ageism,lack of trained mentalhealth professionals,
stigma, and other identified barriers to care is indicated.

7.

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

8. More studies are neededon thecosts associatedwith the delivery of appropriate geriatric
mental health services to rural elderly, particularly onesthat takeinto consideration both
individual andprogram needs. Incentives should be established to promote utilization of
the most cost effective mental health services for older personsin need.
9.

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

10. Differential research between urban and rural areasbasedon the cultural mix of mental
health providers, funding, and methods utilized to provide mentalhealth care to rural
elders is needed.
I.

A research agendais 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 nonmetropolitan residents in later life is needed. Examples of research
questions to be addressedinclude, but are not limited to:
--What

accounts for differences between older rural and urbanresidents in their
concentration in particular regions of the country?

--What

are the consequences of such concentration for theprovision and utilization of
geriatric mental health services?

-

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

--What

impact doesless education have on their mental healthand functioning?

--What

are the forces influencing the recruitment andretention of mental health
personnel willing and able to work with the elderly in rural areas?

--What

are thecharacteristics of mental health professionals who choose to remain and
practice in nonmetropolitan CMHCs, andhow are they different from those who leave
their positions?

--How can

limitations (such as transportation) that affect thequality andavailability of
geriatric mental health services in rural areasbe offset?

--What factors restrict the useof mental healthservices by older adults in rural areas?
-

Who is able to use particular services andunder what conditions?

--How doeslack of information about mentalhealth treatment, prevention or the
existence of geriatric mental health services influence appropnate utilization of services
by older adults?
--How do the attitudes andbeliefs of older rural residents affect utilization of mental
health services?
--How

doesthe practice of folk medicine influence use of mental health treatment by this
population?

--How does the strength and frequency of social ties and interaction in rural areasaffect
mental health, well-being andfunctioning in later life, including institutionalization
rates?
12. Establishment of a program of multiple rural mental health researchcenters at several sites
with accessto older rural populations (especially minority populations), and using
multidisciplinary teams and multiple researchmethods. These geriatric rural mental health
centers would work in conjunction with programs of investigator-initiated research, asa
meansfor conducting epidemiological researchanddeveloping research initiatives on the
mental health of older rural populations. Thesecenters should pay particular attention to
research the will assist in improving the quality andaccessibility of geriatric mental health
services in rural areas, and support longitudinal studieson the evolution andinteraction of
formal andinformal sources of care (Dwyer, Lee&Coward, 1990).
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SERVICE AND PROGRAM NEEDS
As highlighted throughout this paper, a wide variety of needsexist in the aeenaof
service delivery and program development. Currently, few specialized services exist to
address the diverse needsof rural elderly. Most rural communities 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 andprograms to serve the rural elderly. In order of priority, those
recommendations include the following.
I.

Develop, implement and systematically evaluate innovative service models that utilize
existing primary care, public health, and mentalhealth services. Ideally, thesemodels
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.

2. More andcreative linkages between existing services, agencies,lay resources, and
community groups is needed. Mechanisms to improve communication, accessibility, and
utilization of existing health and mental health services is needed. This may include, for
example, useof case management programs andtraining of caregivers and service
providers about supplemental service agencies commonly neededby the elderly (e.g.
homemakerthome-health aides, visiting nurses,home-delivered meals,transportation
services, etc.) andhow to accesstheseagencies.
3. 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.
4. Access to diagnostic evaluation and development of minimum standardsfor assessment
and diagnosis of geriatric mental health problems (including dementia) among nonpsychiatric providers in rural areasmustbe improved. For example, traveling diagnostic
clinics could be established and coordinated through local health care professionals.
Supplementary funding must be madeavailable to older personswithout insurance who
cannot avail themselves of proper diagnostic and treatment services.
5.

The development of 'user friendly' services that encourage easyaccessto existing
services. Statewide clearinghouses should be established including an 800 telephone line
to afford older rural residents andtheir families easy accessto information related to
mental health promotion, mental illness, diagnosis andtreatment, referral to and
availability of services, legal andethical issues,educational information and
programming, crisis management, and studies and reports relatedto geriatric mental
health and illness. These services should promote interstate connectedness andassistance
with long distance caregiving.

6.

States should develop guidebooks to assistrural families with the complex legal and
ethical issuesthat confront older victims of mental illness andtheir families (e.g.
guardianship, conservatorship, power of attorney, etc.). Theseguides should insure the
older adult personal autonomy while at the sametime provide for appropriate legal
decision making.

7. Because rural elderly are becoming increasingly diverse in terms of culture and ethnicitq,
services must be sensitive to the unique beliefs, values, andneedsof minority populations
served within individual communities.
8. In addition, services that promote consumer choice and preference are needed.
EDUCATIONAL AND TRAINING NEEDS
Another predominant theme throughout the workshop discussion group was the need
for education and training: among mentalhealth professionals, health and social service care
providers, general practice andinternal medicine physicians, theelderly themselves, their
families, and the community at large. Needless to say,the needfor training andeducation is
extensive. The mental and social health workshop group identified the following needs,again
listed on the basis of their priority.
1. There is an clear andon-going needfor increasededucational programming on geriatric
mental health issuesfor both formal andinformal care providers in rural settings.
Curriculum changes should be encouraged in medical and nursing schools and in social
work and psychology programs to enhancegeriatric mental health knowledge, especially
in the areas of diagnosis, medication management, and care of older rural residents with
mental health problems. Likewise, education andtraining programs should be developed
and offered to front-line providers, those who work with rural elderly on a day-to-day
basis and have the greatest opportunities to influence the outcome of their care.
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2. Practical experiences and mentorship opportunities for both graduate and undergraduate
students in the arena of mentalhealth in rural areasare clearly needed. Curriculum
changes that emphasize rural health care, aswell as practicum and clinical opportunities
like that offered by the University of Colorado's nursing program, are needto increase the
probability of clinicians practicing in rural areas.
3.

Public (community) information and education about mental health and illness issues are
needed, including but not limited to issuesrelating to prevention, symptom identification,
diagnosis and treatment of mentalillness. For example, geriatric mental health
educational programming in rural areasshould include the provision of accurate
information about what mentalillness is andis not, andemphasizethe value of early
identification and treatment. Comprehensive geriatric mental healtheducation should
include elements of prevention, planning, andthe useof community resources and
services.

4.

Interdisciplinary training betweenhealth professions is neededto increase awareness and
understanding of what eachdiscipline and/or service contributes to the arena of mental
health and illness management.

S. Education and training programs should be age,culture, and gender sensitive. Likewise,
these programs should address nensitive' topics such assexuality in theaged. Both
academic curriculum andcontinuing education programs needto incorporate information
that addresses the increasing diversity among rural elders, including demographic
information, unique characteristics of specific local or regional groups, and methods to
enhance assessment,treatment, andservice utilization by minority populations.
6.

Retreats should be organized for provider groups to meetin a 'think tank' format with the
leaders of national coalitions andnetworks (e.g., National Coalition of Agencies) to
examine, discuss, plan, andadvocate for increasedmental health services in rural areas.

7.

Seminar seriesthat addresskey issuesrelatedto the mental and social health of rural
elders should be developed and offered to legislative staff in the effort to increase their
awareness of both problems andproposed solutions.

8.

National andlocal media attention should be sought to increase the awareness of both the
need for rural mental health providers aswell asthe 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.

9.

Relabeling of resourcesis neededto decreasestigma associated with mental illness, and
research is neededto evaluate theeffect of relabeling e.g. 'counseling vs. psychotherapy;
adjusting to the later years vs. geropsychiatric services' on service utilization patterns
among the rural elderly andtheir daregivers. Geriatric mental health services and
educational programming should utilize low threat approaches.
POLICY LEGISLATIVE NEEDS

As noted before, the recommendations madehereare continuous and interactive rather
than discrete. Changesin all areasare neededto truly effect change for rural elders.
However, the areaof policy related to the development andmaintenance of mental health and
illness services, training of geriatric psychiatric professionals, and funding of research is of
pBaamounimportance. The mental and social health workshop group recommended that
attention be paid to the following issues.
I.

The goal of reducing competition, and Increasing cooperation and linkages between aging
and mental health services, must begin at the Federal level. Joint programs and funding
streams are neededto enhance cooperation betweenagencies andservices at the Stateand
local levels, a goal which can be achieved by way of language, legislation, and
appropriations that demand inter-agency cooperation andbuild on local resources. Greater
communication and cooperation among all levels of government, advocacy groups, and
providers is neededto establish and maintain a comprehensive mental health care system
in rural America.

2.

Commitment of local, state, and federal funding bodiesto provide ongoing support for
effective rural geriatric mental health projects is essential. State and'federal planners must
reexamine existing policies and review methods,particularly the Medicare reimbursement
structure's effectiveness in rural settings, the needfor more lenient reimbursement policies
for homecare, and funding to sustain successful service delivery programs.

3.

Definitions of mental illness must be reexamined in light of current realities about elderly
individuals. Specifically, the definition of chronic or severemental disorder, which is
focused on chronicity that begins early in life (e.g., schizophrenia), rather than the
chronicity of illness that may begin in later life (e.g., dementia, alcoholism, depression),
needsto be examined and revised. The onsetof mentalillness in late life can be equally,
if not more, disabling andlimiting than illness thatoccurs for the frot time in youth.
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4.

Health care reforms mustinclude provisions for delivery and reimbursement of mental
health and illness 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.

5.

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 internal medicine
physicians) who are sensitive to and knowledgeable about the mental health and illness
needsof rural elders.

6.

Standing legislative advisory groups on geriatric mental health should be established in
rural areasto tackle specific issues,develop ideas for change, and identify solutions on an
intensive, long term andsingle issue focused basis.
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Table I
Rural Health Care Legislation
Date
1966

Action
The appointment of the National Advisory Commission on
Rural Poverty by President Johnson (ChronoIogy, 1967,
p. 578).
Community health centers were established to focus on
the health needsof rural people (Chronology, 1967, p.
578).

1970

Title IX Rural Development --planning, technical and
financial assistance were designed to assure a sound
balance between rural-urban communities (Chronology,
1970, p. 339).

1972

S 1163-PI 92-258 Amendment to the Older Americans
Act of 1965 (PL 89-73) ...Nutrition for Aged
(Chronoloeg, 1972,p. 352).

1977

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 andphysical assistantsto 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 statesto assureequitable urban-rural
distribution of monies (Chronology, 1978, p. 61.7).
Older Americans Act of 1965extended services to
vulnerable elderly population (Chronology, 1978, p. 694).

1980

Block Grants --Shifted dollars to states;Community
Service Block Grants.

1986

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, andprovide technical assistance
to states and local governments (Congressional Quarterly
Almanac, 1987,p. 511).

1987

Congress authorizes $25 million for 1988, $26.3 million
for 1989,$27.6 million for 1990 and$28.9 million for
1991for grants for non-medical home care for the frail
elderly (Coneressional Ouarterly 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 Quarterly 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 andbe 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, suchas adult day care, and
report to Congress within 18 months (Congressional
Quanerly Almanac, 1988, p. 96).

1988

Rural Referral Centers were grandfathered through fiscal
year 1991(Congressional Ouarterly Almanac, 1989, p.
96).

1989

Home andcommunity basedelderly care service programs
were designed to provide in-home services for the
functionally 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
premise for understanding the contemporary status of the CMI elderly and nursing
home placement.
Federal Mental Health Laws
1948

The National Institute for Mental Health was established
by Congress (McCausland, 1987).

1955

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).

1963

The Community Mental Health Centers (CMHC) Act was
passed by Congress. PL 88-164, Title 11, authorized $150
million over fiscal years 1965-67 for states to pay for
construction of public and private, non-profit community
mental health centers for the prevention, diagnosis,
treatment and rehabilitation of mentally ill patients in their
own communities (deinstitutionalization). The grants
were to be allocated according to population, need for
centers and financial need (Schroth, 1945-1964).

1965

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 nonprofit private agencies to help pay for the initial costs of
professional and technical personnel at community mental
health centers (Dickinson, 1965-1968).

1970

Congress extended the CMHC Act through fiscal 1973
(S2523 - PL 91-211). S2523 provided new aid for
mentally ill children and centers in poverty areas
(Diamond, 1979-1980).

.1975

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).

1980

Congress passed the Mental Health System Act (SI1177 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 servedby the existing
mental health care delivery system (Gotton, 1977-1980).

1982

New grant programs were developed for the chronically
mentally ill ...those that were considered unlikely to ever
be cured ... Eiderly, 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 prevention and demonstration projects (Gotton,
1977-1980).

1983

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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Table 2 (Continued)
1986

Congress passedS974-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 advocacy services already
available to the 'developmentally disabled' under a 1975
law that was reauthorized in 1984(PL 98-527) ...PL 99319 was developed becauseof increasing reports of abuse
and neglect of patients in statemental institutions (Cohn,
1986).

1987

Congress passedthe Budget Reconciliation Act (HR 3545
- PL 100-203). The Act provided tougher rules for
nursing homesthat participated in Medicare and Medicaid
programs. Part of this ruling was to meet the patients'
mental and social needs;the establishment of a quality
committee that met at least
assessment
and assurance
quarterly; that written care plans were completed upon
admission, describing the medical, nursing and
psychosocial needsof theresident 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
meetthe physical, mentaland psychosocial needsof the
residents (Lawrence, 1987).

1989

PL 100-203 required the Department of Health and
Human Services to propose regulations on pre-admission
screening programs to prevent mentally ill or retarded
people from being inappropriately placed in nursing
homes (Lawrence, 1989).

1990

The federal government requires theprofessional
caregivers to identify personswith serious mental illness
and provide them with casemanagement (PL 99-660)'
(Knisley, 1990,p. 1).
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this paper describesan elderly outreach program(EOPtdesignedto identify andprovide
mentalhealth serices to therural elderly. Theproject integrates a variety of health,menal
health, andhum-n serviceagencies
in theplanninganddelivery of service. Fivereferral
s-urces are identified anddescrihedasssellas theassessment,
reatment andreferral process.
Outcomes arediscussedin termsof: characteristics of personsserved,ability of the project
identify anddeliver mental health services,treatmenteflectiveness, and costeffectiveness to
of
.the profect. TheEOPseemsto haveprevented an increasein need for mental health care among
lowam. thatmight haveoccurred in the program's absence.
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Introduction
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however, have impeded thy eriectsse delivers
services, including inadequate number ot t.its
knowledgeable in psychogernatrics. limited service
delivery models, and a lack ot coordinatiron anmon
mental health, medical, and aging and human sirvice providers. In an effort to overcome these barriers and to identify the mental health needs o0 the
rural elderly, the Abbe Center tor Community tsivntal Health of Cedar Rapids. lossa, in cooperation ssh
the Heritage Agency on Aging, developed an outreach program in 1986 to identlsv and deliver oulpatient mental health services to the rural elderly.
In this rural elderly outreach program iEOPI. persons in need of mental health, medical, and sotal
services are identified through a combination or Isve
approaches (described in detasl 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, including referrals to
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elderly havsemental health problems. their treatment
needs hase not been adequatelv addressed sLebossSIZ.Lsght, e. Bailey, 1987; Raschku, 1983; Smvier .
Pruchno, 1984; Spore &Atchlev. 19901,
Thus, there isa need to reach a greater percentage
of the rural elderIv in order to identifv and attract
those persons in need or mental health services.
Effectsve mental health service deliverv in rural
America requires nnovalsve approaches, including
coordination and cooperation among mental health,
medical, and social service providers. The delivery
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situational stressors, such as the farm economic crisis, known to precipitate mental health problems
(Preston &Mansfield, 1984). Further, geographic and
cost factors associated with the accessibility of services plus cultural norms and the stigma of mental
illness 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 elderly, because those most at risk do not present
themselves to mental health and social service agencies (lamieson, Campbell, &Clark, 1989; Raschko,
1985; Yedidia, 1990). Outreach efforts have proved
helpful in treating urban elderly who might not otherwise enter mental health programs until a crisis
necessitates hospitalization IWasson et al., 19841.
Evaluations of these programs suggest that they provide rapid and effective mental health assessment
and treatment, and minimize disruptions due to premature institutionalization (Reifler et al., 19821.
The effectiveness 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 services, and to initiate and coordinate referrals to appropriate medical and social services agencies (Buckwalter et al., 1988). The EOP takes services to the
people most in need of them - the homebound
rural elderly - and addresses another service delivery 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 /: Onsite Psychosocial Screening.
-At community settings such as well elderly clinics,
churches, and congregate meals, EOP nurses administer a battery of psychosocial assessment instruments (The Geriatric Depression Rating Scale [GDSI,
The Short Portable Mental Status Questionnaire
ISPMSQI, and The Short Psychiatric Evaluation
that can be completed in less than
Schedule ISPESD)
30 minutes and that screens for depression, cognipsychosis.
status,
and
tive
Referral Source I: Case Management. - An established interagency case management network includes 14 elderly health care and social service provider agencies. Informational sessions were held for
Vol. 31, No. 3,1991
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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 problems who may need multiple services.
Referral Source fif: Gatekeepers. - Nontraditional
referral sources. gatekeepers. are people who reside
or work in the rural community and who, in the
course of their regular activities, come into contact
with the elderis. As gatekeepers. thev find and link
isolated older people with sources of needed help.
The gatekeeper approach. modeled after 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 iclidofi, 1984).
Gatekeepers are not expected to be case workers
or counselors or to do anything beyond their ordinary activities. Rather, they are asked to be alert to
signs that an older person may be ill or in trouble.
Gatekeepers include, for example. rural mail carriers, 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 mental 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 sell-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 Gatekeeper Role," presents an overview of the gatekeeper role, including indications for referrals, follow-up and feedback, and information on how to
recognize symptoms of emotional disturbance in the
elderly. The 30- to 45-minute Part I training program
and accompanying manual are intended for use by
nonmental health professionals and a wide variety of
community members. The 2- to 3-hour Part II training
program and accompanying manual, "Specific Disorders, Signs and Symptoms," provide an overview of
409
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menial illnesses commonly found among the elderly.
as well as definitions of terms and frequently occurring signs and svmptoms. This training is separate
from and builds upon Intnrmalton presented in the
Part I 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 Specialists. - 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 workersl: identify and recruit community gatekeepers;
conduct gatekeeper training sessions; engage in outreach and case-finding activities; provide mental
health assessments and referrals to the EOP team;
serve as a resource to agency staft by increasing their
knowledge and case planning skills in the mental
health area; and collaborate with EOP team members 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 referrals and assessment
services.
Referral Source V: institutional Settings. - To
heighten awareness of the protect and enhance attercare referrals. the EOP social worker met regularly
wvith discharge planners from all hospitals and psychiatric facilities serving the catchment area. Those
rural elders under the care of a private psychiatrist or
discharged to another institutional setting (e.g..
nursing home) are generally not referred to the outreach project unless a request is 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 noninstitutionalized. Persons in nursing homes are eligible for
evaluation only if they have potential for outplacement 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 11are referred to the elderly outreach project
at the Abbe Center for Community Mental Health.
The EOP team is composed of a part-time psychiatrist, and a full-time geropsychiatric nurse, a geriatric
nurse practitioner, and two geropsychiatric social
workers, Initially a fourth-year psychiatric resident
from the Universityof Iowa was hired for 10-12 hours
per week to provide diagnostic and medication support on weekends and evenings. After termination of
grant funds, the Abbe Center medical director assumed psychiatric responsibility for the team. The
410

Master's-prepared geropsychiatric nurse and social
workers were recruited out of Universitv-based graduate programs in their respective disciplines, although all had prior clinical experience working with
the elderly. The geriatric nurse practitioner was recruited from the local visiting nurses' association and
received on-the-job training aswell as formal coursework in mental health. The EOP concept is truly
collaborative and emphasizes interpersonal as well
as interdisciplinary respect. The team approach provides both structured and informal opportunities for
open discussion and case consultation. This collaborative 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 evaluates the elderly individual's environment, social support 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
phv'r(al health status is assessed by the team's geriatric nurse practitioner or psychiatrist. as concomitant physical illnesses are orten pre'ent Ihat can
exacerbate or predispose to mental health problems.
Frequentlv. referrals for laboratory work and comprchensive medical evaluatioins are sade to local
tastily practitioners or a nearby geriatric assessment
clinic.
FOP' team members meet everv other week to
discuss all new and selected continuing patients. The
purposes of these leant meetings are to: develop a
coordinated treatment plan for each patient with a
psychiatric diagnosis; assign primary responsibility
tot case management to one outreach team member; ss'stematicaliv assess patient progress and evaluate the treatment plan on an ongoing basis; and
determine appropriate "discharge" from the active
treatment model and coordinate referrals for impatient care or continued community support for both
patients and their families.

Project Results
Protect Implementation
The EOP basically continues to follosw the model
set forth in Figure t. Changes that have occurred
over the past 3 years are due to increased community
demand for the EOP services. In addition to individual mental health assessment and treatment, several
programmatic services are now provided through
the EOP. For example, geriatric education and mental health promotion activities are provided on a
regular basis, and the EOP operates a peer counseling program that provides training and supervision
for peer counselors. Caregiver support groups, led
by EOP staff, work closely with the geriatric assessment clinic at a local acute care hospital, and staff
members have been called in as consultants with
The Gwerontolog~ist
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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
Iowa. 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 community who are in need of services; effectiveness of
EOP services; and costs of the EOP. Detailed evaluation 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
IBuckwalter &Russell, 1989).
Characteristics of EOPclients are shown in Table 1.
The majority of EOP clients were between the ages o0
65 and 85, female, widowed, and a plurality of the
clients lived alone. A wide variety of mental health
problems were found, the most common of which
was depression (15.2% of the clients). Other more
common mental health problems included dementia, adjustment disorders, and problems in living.
Approximately 25% of the EOP clients reported previous 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 traditional channels as needing mental health care.
The second issue addressed by the evaluation was
whether the EOP was serving a population representative of the catchment counties or a specific subset of
persons living in those counties. The EOP was designed 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 represented 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 hypothesized that
the number of people in need of mental health
serviceswould decrease in the EOPcatchment counties after the program had been implemented compared with two matched control counties. Prior to
implementation of the EOP, however, statistically
significant differences in need for mental health services were found between the experimental and control counties, with greater need for care in the treatment counties. After implementation of the EOP for a
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 significant increase in need for care in the
Vol. 31, No. 3, 191"
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Age
55-64
65-74
75-84
s5 and elder
Mate
Female
Mariratstatus
single
married
Widowed
Dinorred/separated
Lining arrangement
Alone
With tariy/triends
Residential care lacility
Other

Residents
n

%

st
t3
138
61

13.3
34.7
36.0
16.0

th.410
11.268
6.415
2.072

45.4
31.2
17.7
5.7

122
298

29.0
71.0

15.606
20.691

43.0
57.0

27
133
187
37

7.0
34.6
48.7
9.6

2.052
23.445
8,830
1:970

S.7
64.6
24.3
5.4

219
171
11
2

43.4
42.4
2.7
u.s

8.036
26.641
1.534
86

22.1
73.4
4.2
0.3

control counties over time. These results suggest
that the EOP may have been effective 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 EOP 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. Findings with regard to these interviews should be
viewed cautiously in light of the small sample size. In
addition, the measures used are screening tools designed to detect the possibility of a diagnosable mental health problem. Measures such as these may not
be sensitive enough to be appropriate measures of
treatment outcome.
Evaluation of the cost of EOP 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 costeffective method of providing mental health services
to the elderly.
The EOP's greatest successes have involved educating persons in the catchment area with regard to the
mental health needs of the rural elderly. 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 training and congultatiof- Large numbers ot communijty memen5 hi vr been involved directly asgatekeeperg ot other tpes of referral sources. Nursing
and Social work students as well as family practice
residents have gained a great deal of practical experience and education through clinical and research
intemships with the LOP (See Appendisl.
Recommendations
Evaluation efforts are continuing. As more individuals come into contact with EOP services, significant
effects will be more easily observed in more objective outcomes such as admissions to institutions and
Medicaid expenditures. More rigorous attempts to
evaluate EOP services will also be made. For example, treatment outcome studies will provide more
information with regard to the effectiveness of services, and services provided by the EOP will be compared with those of other mental health providers to
determine whether the EOP is providing a different
type of service or delivering similar services in different ways. This information will be helpful to both
local and national policymakers, as well as service
providers,
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FOR RuiAL SENIORS
An Outreach Program in Cedar Rapids, IA, Uses
An IntegratedApproach to Break Down Barriersto Care
II EINONE

suffin,

C.
KOWIIEN
Ill, &
IN, Pi
BIJENWLIU,
Mental Health (SIMH) and the Administration
on Aging and support from the lowa StateDe
parment of Human ServicesDivision of Mental
Health, Mental Retardation and Developmcntal
Disabilities. After staff at the Abbc Center for
Communirv Mental Health identified i needfor
altenarive servicesto reachthe elderly, it devel
oped the program in collaboration sith the
Heritagc AreaAgency on Aging.
Staff recognized that older clients werc not
svithmental
coming to the center for assistance
healthproblems. Our mental health center, like
many others acrossthe country (particularly in
rural arcas), ssasserving only a smallnumber of
personsover age65. Despite the fact that elderlv
persons make up more than 12 percent of the
population, they account for only 4 percentto 6
percent of the caseload of community mental
healthcenters(CMHCs) nationally and lessthan
of private psychiatrists.'
of 2 percen of the caseload
The EOP wasimplemented vith the assistance
three-year grantsfrom the National Institute of And a community servicesurvey found that 15

anyelderly Americans, cspclcicialh,those living in rusalarvas,
3 do not receiveneededmental
sevI V E healthcareservicesbecause
prevent them from
ceracharriers
doing so.In the CedarRapids,IA, areathe Abbe
Center for Community Mental Health is attempting to elminate thesebarriers.
The Elderly Outreach Project (EOP) svas
introduced in 1986to provide mentalhealth srvices to the rural cIderlyin a two-county catch
met areain southcastlossa.The project usesa
multidisciplinary team(psychiatrist, nune, and
social worker) to assessandtreat homebound
clients, and it integrates a variety of healthcare,
mental health, and human service agencies in
planning anddelivering mentalhealthservices.'
*
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Summary

Severalbarrierspreventelderly
areas.from
thoselvng in nural
persons,especially
receivng mentalhealth services.TheAbbeCenter
MentalHealthisbreakingdovnsome
for Community
LA.area.
of thesebarriersin theCedarRapids,
Thecenters ElderlyOutreachProjectidentifies
and providesmentalhealth servicesto the area's
rural elderly.A multidisiplinary team (psychiatrist
andtreatshomenurseandsocialworeerlassesses
boundclients.
Feurmajorbaniersprvyentseniorsromusingtraservices:
ditional mentalheathtcare
Becausemany
profrssimoab.
.A tacAof hralned
training Ingerltrics,
havenot received
professionals
be encourshould
Cihnts
wlth
elderly
those working
to fill gapsin
agedto attendeducationalronferences
their knowedge.
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andctst
Transportation
han-lets.
a Dzganrmztional
mayprohibit elderly personsfrom seeking mental
detrimental
healthtare. Facilites mustrevisepolihies
to cients well-beinr
*Agelsm.Many elderly persons have internaland incorrectbeliefsaboutwhataging
izednegative
agingis
is or shouldbe. Educationabout normeal'
essenaal.
aSgrna. Thesigna o1mentalillness is partia
suchasinhromecounRse
Services
ltrly troublesome.
ingalut. clientsto getthehelptheyneedwhilekeep,
confidential.
Illness
ingthelr mental
Toeliminate the barriers to mental healthcare,
to develare necessary
financial resources
increased
op. implement and maintain innovative programs
that can reachfrail, isolated,hard ind personsin
needof mentalhealtit medical,andscial sevicesl
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peatent eo25 percent of seniorsin our catdumene seeking
mentalhealthassistance.
Theyuncovered
areawere in need of mental health services. a number of barriers that prevented
the rural
Howevr, personsovcr65 madeup only 1.2 per- elderly from asking
foeassistnee-bareiers th.t
cent of the center's caseload, suggesting . had to be sunnounned if
the EOP sas to be surtremendous gap between those in needof and cessfid.
thoseactuallyreceiving mental heath services.
This asticde
presents
the mostcommon baniers
The problems in our community paralleled to mental ealthcare
facedby therunalelderly and
those identified in a 1978report of the panelon highlights examples
and solutions from the
rural mental health (part of the President's EOP's caseload.In addition, it sets
forth statteCommission on Mental Health). During the past giesfor overcoming
15 years,little, if any, progresshasbeenmadein the resultant policy these barriersanddisCusses
implications.
addressingthe mental health needsof the rural
elderly.The panelhighlighted someof the probBARRus ToCAU
lemsin rusnlAmerica:
A reviewof the literataeeandthe experiences
of
EOP's staff duinngthe pastsixyearsrevealed
four
Rural communities tend to be charactermajor barriersthat prevent scniors from seeking
icedby higher than averge ratesof psychimental health servicesin a psychiatric clinic or
atric disorders, paniculady depression,
by
Many rural elderly
mental healthcenter:
severeintergenerational conflicts, by an
A lackoftrined professionals
fear instirutionalexodus of individuals who might srce as
Organizational barriers
ization and wish to
effective role models for coping, by an
Ageism
acceptanceof fatalistic attitades andminicontinue living
*Stigma
mal subsbciption to the idea that changeis
AIlck af Tralsed
Preslalnlas Many healthcare
pro- independently in
possible.'
fessionals
are not motivated to work with seniors, the community.
Unlike many rural communities, in the center's senice area,
mentalhealthsen-ces wereasilable in 1986, when the EOP
began.In fact, the Abbe Center
offered a wide range of outpatient services,including an outreachclinic in the most isolated
area. However, seniors in our
community did not seekmental
health assistanceand therefore
did not usethe availableservices.
This meant manyelderly, suffering from depression, dementia,
adjustment disorders, care giver
stress,late-onset schizophrenia,
andother maladies,went without
help. Admission patterns at local
andstarehospitals suggestedthat
older adultslooked for assistance
only at the point of crisis. Unfortunately, this pattern often
resultedin needless
suffering and
premature (and in some cases
inappropriate) instittionalizarion-inseirutionalization that
may have been prevented had
these persons sought mental
healthservices
earlier.
Beforeimplementing the EOP,
staff at the Abbe Center hadto
lemnwhy tiderly personswited
until they reacheda crisis before
HEALTH PROGRESS
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whom they regard as
'Marice
"
faced an"hopeless casts." And
other type of organicaother prasionals lack
tional barrier. She rethe skills and training
fusedto sign a release
neessaryto ork with
form that allowed the
this population. Many
.
.center
to bill her insureducational programs
ancefor services,
which
prepanngmentsahealth
sheregarded anchatity.
professionals fail to
Marie appreciated the
adequatelydiscusslate
social worker's assislife developmental tsks
o
e
tanceanddid not wan
or problemsassociated
prohibit ts
to
oIos
terminate services,
seithadvancd age, let ..
sbu
she was adamant
aloneemphasize
thenthatshe could "pay her
piesthat are parvicularown war." Beforeiny useful with aging
plcmentation of the
clients.
I -.-.-.-.-.- .-.EL.............
OP, the center'spoliWhen the EOPwas
cy sas to charge full
launched,members
of the muleidisciplinary team feeswhcnindividuals refused ouse the insurance
hadvarying educationalbackgrounds andlevels available to them. This meant that Marnc uould
of expertise. Somestaffhad received
advanced
haveto pay $74an hour-a fee she could not
educationin mentalhealth,others hadadsanced afford.
training in geriatricsandgerontology. Onusthe
The EOP staffrtealized they had to sansine
project director had expertise in mental health andre'isepoliciesthat barerdpersonsfromsteedtreatment .adgetiatrics.
cd ervices.For example,after initiation of the
Throughjoint ca reviewandtratmcnt plan- EOP,a geropsychiarric nurse u-asable to see
ning, staffoversmcthtir limitations. This format Mabelinher on-n home
without allthe 'ectsencouraged the sharing of knowledge
bern-ren sary" papera-ork. Maric n-asable so continue
disciplines, ahich maximized the potential for receivingcareandseasassesd a fee basedon a
comprehensive assessment,
accuratediagnosis, sliding scale,swhichenabledher to pay her own
andeffectivetreatment
and referral. In addition, sav. The Abbe Center's former poliy inboth
EOP teammembers
attendededucational confer- thesecaseshad been detrimental to the clients'
encesto fill in the gapsin their knowledge,
u-eI-being and impeded the deliery of needed
OrgaduslualBatlers The problems of distance, senics.
time, and expenseso reachavailableserices ar Aglw Americanshold somencearie andincorimpediments to manyrural residents,paticularly teet beliefs aboutwhat aging is or shouldbe.
the elderly
who maynot be ableto drivebecaus Many elderly personshare internalized these
of visul impainments.
In addition, the costof the beliefsto somedegree.Thev maythink they ar
servsc can
be prohibitive to those on a fined incapableof changeor unwonrhyof assistance,
or
income,
theymay believ it is naturalto be
'old and
sad"
"Mabel," an 83-year-oldwidow living alone, or thatmemor loss andconfusion areincvitable
became severely depressed, delusional, and consquencesof the aging process.
anonsexi
after the deathof her husband.Mabel's
"ELsice,an 87-rear-old nursing homeresident,
visiting nursecalled the Abbe Center for Coin- was labeled"chronically Confused"by
the staff.
tunitv Mental Health (before initiation of she Her physician
e painedto the fanih that itwas
EOP) and askedfor help.
The "intake process" "seniity" causedbs-her
advancd ears. The
EOP
meantMabel
mo ld needto cometo
the center, teamurged the family to seck
a comprehensive
be interviewedby an intaketechnician, andthen medicalseorkapso rule out other causes
of the
be seenby mental health professionalsw ho confusion. Assessment
as a nearbygeriatricclinic
swouldlaterdevelop
a treatment plan.Confronted rvcaledElsic hada thyroid dysfunction that
was
svith these seemingly ovcrw helming require- responsible for her cognitive symptoms. Her
ments,Mabelrefusedassesmentand
treatment, mentalstatusclearedconsiderably ssith
the needThenurse queried,"Couldn't someonefrom the rd medication. The confusionwas not entirely
center see Mabel in her home? Couldn't they reversed,hover, becausesheproblem hadgone
bend
the rulesin this specialcase?"The ccnter's sndetected anduntreated for so long.
answer
was, No. If we do it for one,
we'll have Education about normal aging is neededfor
to do is for all, and
we justdon't havethe timeor care givers,the elderly, and their family and
resources
to psovide in-home assessment."
friends.Negativc attitudes andmyths about aging

h
Ihe cost of the

service can ue
nroh

t

on a fixed incom e.
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arestill pervasiv andmust be confrotcd in multiplc swys-through the media's treatment of
older adults, educational prognamsfor children
and youth, informational materials for families
and seniors, and education of healthcare and
socialserviceprofessiomns.
In addition, further rcscarch abousnormal,
healthyeldeelyis neededto differenuate bctwecn
those changcs which are associatedwith aging
andthosewhich are the result of disease.
Seniors
andtheir families needencouragement
to pursue
accurate
diagnosis andtreatment of both physical

andmentalhealth probloms.
Educational institutions must continue to
addressthe needsof the ederly-in both their
formal degreeprogranms
and continuing education efforts.Also, the federalgovernment should
cepandfunding for statewideandregionalgcriattic education centers,especiallychoseserving
rurl areas.
Suga The stigma of mentallncss isparticularly
trosbhcsome
in rural qmas,especially
among the
elderly, and may tike many forms. The BoE
below suggests
strategies
for eliminating thisstig-

hi
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ma. Many older p-p src shid neighbors and that permits eventhe simplest
interventions.
friends will find out about their 'mental prob"asie," a famnerin his crly sissies,became
lem' andmake them the aubject of gossipand sevrely depressed. He fought the depression,
the brunt of bad jokes. They also fear being sayingthat he "should be ableto shakeit." But
avoided, shunned, or ostracized. Their feat are the depression worsened. Charles eventually
unfounded.
not iaways
turned his hop operation over to his son. He
Many Americans believe mental illness is becamemore and more despondent and even
ntemplted sicid. W'nh encouagement from
They view dtprtssion
untnaable andirsevesnible.
asan everydayoccurrence that personsshould be his family, he finally sawan EOP psychiatrist who
his depesableto hanidlcon their own. The woids 'scnile prescribed medication this alekviated
or 'demented' trike fear in the heartsof many, sion. At first the psychiatrist visited Charlesat
especially
the elderly. In some casesAlzheimer's home; eventually Charles went to the mental
diseasehas elicited a paranoid raction: People health center. Charlessheepishly rvealed how
stayaway-not understanding, fearing the strange afraid he was the first time he walked into the
behaviors,andbelieving they might catch it."
mental health center. 'I know I shouldn't feel
is Anillness
"Henry,' a retired school principal, was this way,"he said.'I know depression
refrred to the EOP after a stroke kft him partial. and I shouldn't be asamed. But I am. If the fdl
ly paralyzedand extremely deprsed. He wel- las at the elevator everheardthat I sawa 'shrink,'
comed the staffs home visits and was receptive I'd neverhearthe endof it! I justdon't think that
to psychotherapy. Becausehe was ableto drive, I could live wish it." To aileiate Charles'sanxithe EOP team nurs asked Henry if he would ety, the psychiatrist emphasizd that depression
come to Abbe Center to see her. Henry consid- has a biological basis.I is an illness,just as dia
eredthe request,but concluded: [can't. I can's bestsis an illness,andboth requiremedication.
walk through those domes.I drove by your center Why lhuplistisss
To climinate the barricrs to
and criedto imagine going in, but I just can't mental healtheare, increasedfinancial resources
bearthe thought of someoneseeingmc. They'd are necessary-resounres to develop and implethink I was nuts." The nure therefore continued ment innovative programs like sheEOP, which
to visit Henry at home.
can reachfrail, isolated, hard-to-find personsin
Many personscontinue to believethey exillbe need of mental health, medical, andsocil serabandoned
or "locked up" if they acceptanytype vices. Federal, state, and local policvmakers
of assistance
for a mental problem, eventhough should consider the following:
. Federalpolicy is neededso build and mainpsychotropic medication has virsually eliminated
long-teeminstitutionalization a a treatment for tain mental health programsin nmslAmerica.
* Federalandstatedollars needto be redirecemental illness. Many rural elderly value open
spaceandindependence and fearinstitutionaliza- ed from custodial cre to homecare andrehabilition as a faceworse than death.
tation of the elderh.
. Medicare and Medicaid rcimbursemrnt
Although the focus of the EOP's work is eo
p-evtnt premature institutionalization, many guidelines require reform so include mental
semions
respond to our offer of serviceby saying, health treatment with multiple services.
*Local, state, andfedral representatives
from
"You're not going to put me awny!" or 'I don't
ned anynursing home!' Their suspicions annso aging service networks and meneal health
strong that we must continually reinforce the idea providers mast provide andsupport collaboraeive
that we support their wishesto live independently programs.
in the community and want to help them achieve " Thes samereprensenatives
mastadvocatefor
to accommodate
untradithat goal. For cxmple, we refer them to addi- regulation amendments
tional community-based servicessuch ashome tional andinnovative servicedelivery systems.
deliveredmealsandvisiting nurses.
"Greater communication and cooperation
Another barrkir to careis somepersons'belief among all levelsof government, advocacygroups,
that they should be able to "handle problems and providers mustoccur to accomplish a comfor the mealelderly.
themselves."
They view mcntal health asistancc prehensivc care system
as a signof personal weakness or evendefeat.
Fuss
Theseattitudes may prevent people from getting Sucuss Dinn No
neededassistance.
In spite of their fWiinghealth, On the basisof a three-year evaluation (1986limited incomes, and obvious mental distress 89), 'e found that the EOP is a cost-effective
(depression being the moss common), many service delivery systemprveneing institutionalelderly persois ini ially resist help of any type. ization of a significant number of mnI elderly.'
Typically, three or four visits by an EOP team EOP servicescostS622a patient for a year We
member are needed to achieve a comfort level
Crnnsrid us pqv 70
56
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CARE OF THE DYING
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EUTHANAS
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peVe 43
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Calatiaed frot pae 56

fanJilalltraditions. Carefoe thc dying
isimpoverished if the patient's cuir-r.
al context and resourcesare ignored
andhe or she is treated assimply a
technical problem.
Catholic healthcare institutions
today are challenged to respectthe
divcrsity of the social and religious
valucsof those who work at mndare
cared for in the institutions.
Healthcarc professionals will need
courageand humility to affirm thrir
osenfaith whilc respccting the diversiqyauoundthem. Catholic healthcare
institutions must steveto promote a
sensitivity and respect for cultural
diversity asthey respondto the needs
of the dying and those svhocarefor
them.
Sensitivity begins by vclcomtng
the expression of cultural divcrsity
and by promising to respectdiffer.
cnces.When cultural differences
cl1sh
with moral convictions andreconciliation seemsimpossible, the panicsin
conflict should disengagewith as little disruption aSpossible.But no one
should ever be askedto violatedeeply
held moral conictions.

VALBG
Evn STAGE
OFLIFE

Catholic healthcare institutions
should implement policies, cducational programs, missioncflectivewess
committees, and ethics committees
to respond to the multicultural
dimensions of the careof the dying.
As the assistcd-suicide
andeuthanasia
movemcnt gains strength, Catholic
healthcare providers need to pay
attentiots to hoo cultural factors
influence attitudes about carefor the
dying in order to fashion responses
that will not only prompt them to
providccompassionate care,but also
givc clearCatholic nitniessto thedignity andvaluCof the personat cscry
stageof life.
°

70

cuthanasia-which otherwisc
would be unacceptable
to them
andto society." - I agreewith the cardinal.The rcasoned and sophisticated arguments
againstthe legalization of euthanasia
wvillneverbe heardandthe realdiscussionwill not take placeunless,as
individuals andproviders of health.
care we first meetthis critical chalIcnge.
o
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found this to be substantially lower
than costsreponed by a group of arca
mental healthcare providers. Yet, in
spite of its success,
no local, state,or
federal funding bodies offered suppon of the project after the grant
period. Elderly Scrvices(formerly the
EOP) is now a pcranemnt part of thc
Abbe Center for Community Mental
Health. It has continued only
becauseof the center's commitment
to services for the elderly and its
diersion of profits from other programsto support the progrom.
The EOP is cot the first saccessfiul
and innosalvc serice to experience
this difficulty. Howevr, our cxperi.
encereinforces the needfor stateand
federalplannersto reesamine
existing
policies and to review methods to
fund and sustain successful service
dclivery programs, cspecially those
srving the rural elderly.
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