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Preface

The burden of mental illness and substance use disorders in older
adults in the United States borders on a crisis. Yet, this crisis is largely hid-
den from the public and many of those who develop policy and programs
to care for older people. In contrast, concerns about the physical health
care needs of the growing number of older Americans abound, even in the
face of exploding Medicare costs and the federal budget deficit. Concerns
about how to meet these needs led Congress to commission a report from
the Institute of Medicine (IOM) on the physical health care needs of this
population and the geriatric health care workforce required to meet them,
resulting in the 2008 IOM report Retooling for an Aging America: Building
the Health Care Workforce.

Following the release of the 2008 report, Congress wisely recognized
the largely hidden crisis of mental health and substance use disorders in
older adults and commissioned the IOM to convene a committee to study
and report on the workforce needed to care for these older Americans.
I was privileged to chair the committee that developed this report. The
IOM assembled an outstanding committee with broad-ranging expertise,
demographic and disciplinary diversity, total dedication to the project,
and willingness to work hard to gather the relevant evidence, draft the
report, and formulate recommendations. Our committee was supported
by an exceptional team from the IOM, including Roger Herdman, Jill
Eden (our guiding force as study director), Katie Maslow, Mai Le, Jillian
Laffrey, Matt Aldag, and Amy Asheroff.

The task of caring for vulnerable older adults with mental health
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X PREFACE

and substance use conditions is complex, and different disciplines hold
divergent views about the best approaches to accomplish the task. Yet,
our committee recognized from the outset that we must learn from each
other and the consumers, mental health and substance use service pro-
viders, and government and private program administrators who shared
their perspectives and experience with us, and work as a team to develop
recommendations that cut across disciplines and other barriers to enhance
the geriatric mental health and substance use workforce.

Overarching themes run through our report and recommendations.
First, the public health impact of mental illness and substance use in older
adults is significant, but responsibilities for programs and policies to
develop and support the workforce that is needed to relieve this burden
are not effectively distributed across federal government agencies. The
federal government can gain efficiencies and effectiveness by clear assign-
ment and coordination of responsibilities for geriatric mental health and
substance use workforce development across agencies. Second, available
data about the service needs of these older adults are not adequate to
guide future workforce development. More comprehensive and timely
data are needed for this purpose. Third, many opportunities that exist
in current federal programs have not been fully leveraged for the devel-
opment and support of the geriatric mental health and substance use
workforce. The necessary resources to ensure a viable workforce may be
derived in large part from these programs. Fourth, training in essential
competencies for the care of older adults with mental illness and sub-
stance use disorders must be provided across the workforce if it is to meet
the challenges it faces and will face in the future. Finally, new models of
care must be put into place. Some of these models have been developed
and demonstrated to be effective, and some remain to be developed.

It is with pleasure that we present this report.

Dan G. Blazer, Chair

Committee on the Mental Health
Workforce for Geriatric Populations
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Summary!

The aging of America has and will continue to have profound conse-
quences for the nation’s economy and society for years to come. The U.S.
Census Bureau projects that the number of adults age 65 and older will
increase from 40.3 million to 72.1 million between 2010 and 2030. Service
providers, health care researchers, workforce experts, demographers, and
others have long warned policy makers that with the aging of the baby
boomer population, the nation faces a “silver tsunami” with the potential
to overwhelm the nation’s health care system. Similar calls have been
made to address the nation’s inadequate training and shortages of per-
sonnel for mental health and substance use (MH/SU) care. A health care
workforce that is not prepared to address either MH/SU problems or the
special needs of an aging population is a compelling public health burden.

In 2008, the Institute of Medicine (IOM) issued a report, Retooling for
an Aging America: Building the Health Care Workforce, which highlighted
the urgency of expanding and strengthening the geriatric health care
workforce to meet the demands of our rapidly aging and changing popu-
lation. The following year, Congress mandated that the IOM undertake a
complementary study focusing on the geriatric MH/SU workforce needs
of the nation. Thus, the IOM entered into a contract with the Office of the
Assistant Secretary for Planning and Evaluation in the U.S. Department
of Health and Human Services (HHS). The IOM Committee on the Mental

1This summary does not include references. Citations for the findings presented in the
Summary appear in subsequent chapters.
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Health Workforce for Geriatric Populations was appointed in early 2011 to
carry out the charge. The 16-member committee included experts in geri-
atric psychiatry, substance use, social work, psychology, nursing, direct
care, epidemiology, workforce development, labor economics, long-term
care, health care delivery and financing, and health care disparities.

The committee’s core charge was to assess the MH/SU needs of
adults age 65 and older and to recommend how the nation should pre-
pare the MH/SU workforce to meet these needs (Box S-1). The committee
focused on the full spectrum of workers who are engaged in the detection,
diagnosis, treatment, care, and management of MH/SU conditions in
older adults—ranging from personnel who may have minimal education
to specialty professionals with the most advanced psychiatric and neuro-
logical training. This includes

e MH/SU specialists such as general psychiatrists, psychologists,
social workers, psychiatric nurses, and substance use counselors
who may provide services to patients of any age;

e primary care providers, such as general internists, family medi-
cine practitioners, advanced practice registered nurses, and physi-
cian assistants who may provide services to patients of any age
(but may have daily contact with older adults who have MH/SU
conditions);

e primary care providers with specialized training in the care of
older adults, such as geriatricians and geriatric nurses;

e MH/SU providers with specialized training in the care of older
adults, such as geriatric psychiatrists, gerontological nurses, gero-
psychologists, and gerontological social workers;

e direct care workers (DCWs) who, with minimal training, are
employed to provide supportive services either in facilities or in
the home;

e peer support providers who, with special training, teach peers the
skills and behaviors to self-manage their mental illness; and

e informal caregivers such as family members, friends, and volun-
teer community members with the potential to identify and sup-
port older adults who may need MH/SU services.

The committee limited its scope in accordance with the sponsor’s
suggestions. The study’s target population was older adults who have a
prevalent MH/SU condition for which there were sufficient data for study
(including the behavioral and psychiatric symptoms of dementia). The
principal diagnoses of Alzheimer’s disease and other dementias, intel-
lectual disability, and autism spectrum disorder were excluded. Also out
of scope were the effectiveness of individual therapeutic interventions,

Copyright © National Academy of Sciences. All rights reserved.



The Mental Health and Substance Use Workforce for Older Adults: In Whose Hands?

SUMMARY 3

BOX S-1
Charge to the IOM Committee on the Mental Health Workforce
for Geriatric Populations

At the request of the U.S. Department of Health and Human
Services’ Office of the Assistant Secretary for Planning and
Evaluation, the Institute of Medicine (IOM) will convene an ad
hoc committee to determine the mental and behavioral health
care needs of the target population—the population of Ameri-
cans who are age 65 years and older—and then make policy and
research recommendations for meeting those needs through a
competent and well-trained mental health workforce, especial-
ly in light of the projected doubling of the aged population by
2030.

The committee will

e Provide a systematic and trend analysis of the current and
projected mental and behavioral health care needs of the
target population.

e Within the target population, consider the special needs of
growing ethnic populations, of veterans with posttraumatic
stress disorder, and of persons with chronic disease.

o Weigh the impact of improved diagnostic techniques, of ad-
dressing mental health issues as part of effective chronic dis-
ease management, and of the implementation of the federal
mental health parity law on meeting the mental health needs
of the target population.

When making recommendations, the committee will consider
forces that shape the health care workforce, such as education,
training, modes of practice, and the financing of public and pri-
vate programs.

tobacco use (as a substance use condition), and workforce issues related
to caregivers’ needs.

A VULNERABLE AND UNDERSERVED POPULATION

Current and Future Prevalence of MH/SU
Conditions Among Older Adults

MH/SU conditions in older people are associated with a wide range
of negative effects, including emotional distress, functional disability,
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reduced physical health, increased mortality, suicide, high rates of hospi-
talization and nursing home placement, and high costs. The committee
identified 27 MH/SU conditions that can have substantial negative effects
on a person’s emotional well-being, functional and self-care abilities, and
quality of life (Box S-2). Although available data do not support definitive
prevalence estimates, the committee concluded that at least 5.6 million
to 8 million older adults have one or more of these conditions—about
14 to 20 percent of the overall elderly population. Depressive disorders
and dementia-related behavioral and psychiatric symptoms are the most
prevalent. Serious mental illness—including schizophrenia and bipolar
disorder—is less common, but has significant implications for the work-
force and care delivery.

Many older adults who have MH/SU conditions also have acute
and chronic physical health conditions, and some have cognitive and
functional impairments. The interaction of physical health conditions,
cognitive and functional impairments, and MH/SU conditions is a defin-
ing feature of the geriatric mental health and substance use fields and
has critical implications for the workforce. The interaction of these condi-
tions also results in difficult caregiving situations for families, physicians,
and other health care professionals, and residential care and home- and
community-based service providers. For example:

e Age-related changes in the metabolism of alcohol and drugs,
including prescription drugs, can cause or exacerbate alcohol and
drug use conditions and increase an older person’s risk of danger-
ous overdoses, even for people who have used alcohol and drugs
at the same dose and frequency for many years without serious
negative effects.

e Loss and grief are common in old age. The death of a spouse, part-
ner, close relative, or friend can trigger or exacerbate depression
and lead to severe, debilitating symptoms. Providers may find it
difficult to distinguish major depression and grief when a patient
is in the midst of a significant loss.

e Medications to treat common acute and chronic physical health
conditions in older people can cause and exacerbate MH/SU con-
ditions and, conversely, medications to treat MH/SU conditions
can cause or worsen their physical health conditions.

e Cognitive and functional impairments can complicate the detection
and diagnosis of MH/SU conditions. Cognitive impairment can
also reduce an older person’s ability to comply with treatment rec-
ommendations, including medications prescribed for the person’s
MH/SU and physical health conditions.
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BOX S-2
Geriatric Mental Health and Substance Use Conditions
Addressed in This Report

DSM-IV-TR Mental Disorders Other Conditions

e Adjustment disorder e Anxiety symptoms

e Anxiety disorders (includ- e At-risk drinking or drug use
ing posttraumatic stress e Behavioral and psychiatric
disorder) symptoms of dementia

e Bipolar disorder e Complicated grief

e Depressive disorders e Fear of falling

e Personality disorders e Hoarding

e Schizophrenia e Minor depression (depressive

e Substance-related disorders symptoms)
(including alcohol depen- e Severe domestic squalor
dence and abuse, drug de- e Severe self-neglect
pendence and abuse) e Suicidal ideation, plans, or

attempts

NOTE: DSM-IV-TR mental disorders are defined by explicit criteria in the Diagnostic
and Statistical Manual of Mental Disorders, Fourth Edition-Text Revision.

These unique characteristics of geriatric MH/SU create important
requirements for workforce competencies, including the ability to detect
possible MH/SU conditions in older people with coexisting physical
health conditions and cognitive and functional impairments; ability to
diagnose the conditions or knowledge about how to refer the person
for a diagnostic evaluation; and ability to adapt treatments and ongoing
management to accommodate the coexisting conditions.

Several demographic trends—growing population diversity, change
in the makeup of the older population and characteristics of the baby
boomer cohort—are likely to affect the prevalence of MH/SU conditions
and the need for services in the coming decades. The U.S. Census Bureau
projects that, from 2010 to 2030, the proportion of whites in the older
population will decrease from about 80 to about 71 percent, reflecting siz-
able increases in the black and Hispanic/Latino older population. During
the same period, the black older adult population is expected to increase
by about 115 percent, and the Hispanic/Latino older adult population by
more than 200 percent. By 2030, blacks will constitute about 10 percent of
the older population, and Hispanic/Latinos about 12 percent.
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Although there are only limited prevalence data for subgroups of
older adults with MH/SU conditions, some analyses suggest important
differences among racial and ethnic groups. The proportions of different
age cohorts within the 65-and-older age group are also changing and
are likely to have implications for the types of MH/SU services that are
needed. For example, as the group ages 75-84 grows, dementia and associ-
ated psychiatric symptoms will become more prevalent.

As the baby boomers age, the rates of use of illicit drugs appear likely
to increase. One recent report by the Substance Abuse and Mental Health
Services Administration (SAMHSA), for example, found that illicit drug
use nearly doubled among people ages 50-59 between 2002 and 2007,
increasing from 5.1 percent in 2002 to 9.4 percent in 2007. This included
an increase in marijuana use from 3.1 to 5.7 percent and nonmedical use
of prescription drugs from 2.2 to 4 percent.

Adverse drug reactions may also be on the rise. According to
SAMHSA, 61 percent of the 1.1 million emergency department visits for
adverse drug reactions involved a person age 65 or older in 2008, and
nearly a fourth of these emergency visits involved central nervous system
drugs, including narcotic and nonnarcotic pain relievers.

Use of MH/SU Services

Older adults have been less likely to use MH/SU services compared
with younger people with similar conditions. Older adults have also been
less likely to use services provided in specialty settings, such as psychiat-
ric hospitals, mental health clinics, and substance use treatment centers,
and more likely to use MH/SU services provided in general medical care,
residential care, and community-based service settings. In comparison
with the current generation of older people, the baby boom generation
has had higher average rates of mental health service use throughout
their lives, and it is possible they will continue this pattern of service use
as they grow older.

THE GERIATRIC MH/SU WORKFORCE:
TOO FEW AND NOT PREPARED

Questions about the relationship between the demand for services
and the supply emerge naturally in any discussion of workforce issues.
It might seem straightforward to translate data on illness prevalence
into estimates of service need and then, in turn, to estimates of required
workforce supply. However, such efforts have always been fraught with
methodological challenges and serious questions about the validity of the
estimates that have been generated.
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Data on the geriatric MH/SU workforce are even more elusive because
the majority of workers who provide services to the geriatric population
do not have recognized credentials in this specialty, and are thus more
difficult to count, track, and analyze. Nevertheless, the committee finds
that the sheer number of providers entering, working in, and remaining
in the fields of primary care, geriatrics, mental health, substance use, and
geriatric MH/SU is disconcertingly small.

Geriatric MH/SU specialists are an essential part of the interdisciplin-
ary team because they are the most experienced and best equipped to con-
sult and provide care for serious mental illnesses. With shifting models
of care and the changing roles of different professions, it is not possible
to estimate with great precision how many geriatric MH/SU specialists
will be necessary to serve the geriatric population. However, the rate of
specialized providers entering the workforce is dwarfed by the pace at
which the population is growing. For example, the number of available
fellowships in geriatric psychiatry has remained relatively stagnant since
the 1990s, while the number of geriatric psychiatry fellows filling avail-
able slots decreased by half. This decline, juxtaposed with the predicted
doubling of the geriatric population in the next 20 years, will make it
increasingly difficult to rely solely on highly trained specialists to meet
the MH /SU needs of older adults.

Training

General providers at all levels should be aware of the signs and
symptoms of MH/SU conditions, and be able to respond appropriately
within their level of training and scope of practice. However, few profes-
sions have mandated curricular standards related to MH/SU in geriatric
patients. Where there is curriculum, it is unclear how and to what extent
the concepts are applied in the classroom or in practical training. The
prevalence of co-occurring conditions in the elderly and the shift toward
collaborative models of care make interprofessional training essential to
overall training in geriatric MH/SU care. The increasing racial, ethnic,
and linguistic diversity of the geriatric population also makes cultural
competence imperative. To what extent these aspects of care are being
integrated into training and education is also unclear.

Barriers to Growing the Workforce

The barriers to growing and strengthening the geriatric MH/SU
workforce are fundamental and entrenched in the systems and programs
of numerous public and private entities—including multiple HHS and
other federal agencies, professional organizations, medical and profes-

Copyright © National Academy of Sciences. All rights reserved.



The Mental Health and Substance Use Workforce for Older Adults: In Whose Hands?

8 MENTAL HEALTH AND SUBSTANCE USE WORKFORCE FOR OLDER ADULTS

sional training institutions, credentialing and accreditation organiza-
tions, licensing bodies, service systems, payers, and research institu-
tions (Box S-3). Recent efforts to augment training show that even when
provided opportunities to specialize in geriatric MH/SU, students often
do not choose to pursue it. This underscores the importance of simulta-
neously providing more training opportunities, guidance, mentorship,
positive experiences, and financial incentives. Building up one of these

BOX S-3
Key Barriers and Issues Related to and
Strengthening the Geriatric MH/SU Workforce

Defining the Geriatric MH/SU Workforce
e The geriatric MH/SU workforce is made up of many types of pro-
viders. Workforce roles are often poorly defined and overlapping.

Estimating Workforce Supply and Demand
e The standardized workforce data trended over time that are re-
quired to make accurate predictions of workforce supply and de-
mand are not available.

Shortage of Geriatric MH/SU Providers
e The workforce prepared to care for geriatric MH/SU is inadequate
in sheer numbers, with the growth of the population threatening
to exacerbate this.

Recruiting Geriatric MH/SU Providers
e Across all health professions, relatively few opportunities for spe-
cialization in geriatric MH/SU exist. There is little support or men-
torship available for those who do pursue specialization.
e Financial incentives are not in place to encourage geriatric MH/SU
providers to enter and stay in this field.

Inadequate Preparation of the Geriatric MH/SU Workforce
e Professional training in geriatric MH/SU is inconsistent and not
well documented because national standards and requirements
in these areas are minimal and vague. MH/SU specialists have
little required training in geriatrics; geriatric specialists have little
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components without considering the others will not solve the workforce
crisis at hand.

Training general health care professionals and DCWs is pivotal to
improving the workforce because they are the most likely personnel to
come into contact with older adults with MH/SU conditions. The extent
to which training and education are provided for these groups is not well
documented. Relatively few standards are in place to ensure that formal

required training in MH/SU; and most general providers do not
have extensive requirements in either area.

Training the Geriatric MH/SU Workforce

e Many professions have made progress on geriatric MH/SU com-
petency development and workforce development, though these
efforts are often done in silos where their dissemination and im-
pact are not easily measured.

e Innovations in geriatric MH/SU workforce development are of-
ten vulnerable to grant cuts, and many promising programs end
without adequate documentation or evaluation to assist future
development.

Strengthening the Role of Direct Care Workers (DCWs) in Geriatric
MH/SU Care
e Complex factors, including poor working conditions, low wages,
lack of training, and limited opportunities for advancement, deter
the development of a stable DCW workforce.
e DCWs have the most contact with older adult patients, yet do not
have adequate training in geriatrics or MH/SU, and virtually never
receive training in both.

Empowering Older Adults and Their Families
e There is a growing emphasis on peer support and self-care, in-
cluding for older adult populations.
e Family members play a major role as caregivers, but receive little
support and training for caring for older adults with any medical
conditions, including MH/SU conditions.
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training programs include competencies in addressing MH/SU condi-
tions in older adults. Also essential to training are skills in cultural com-
petence and interprofessional collaboration to meet the complex needs
of older adults. However, the evidence base to determine what modes
of training are most effective in geriatric MH/SU is largely insufficient.

WORKFORCE IMPLICATIONS OF MODELS
OF GERIATRIC MH/SU CARE

U.S. health care delivery remains in a mode of care with origins in the
early 20th century, when health care problems were typically acute and
life expectancy was significantly shorter than today. However, an acute
care orientation is not appropriate for much of geriatric care. For the older
adult, chronic illness is the norm, not the exception—for both mental and
physical health conditions.

A persuasive body of evidence, drawn from two decades of research,
indicates that two common MH/SU disorders among older adults—
depression and at-risk drinking—are most effectively addressed when
care is organized to include these essential ingredients: (1) systematic
outreach and diagnosis; (2) patient education and self-management sup-
port; (3) provider accountability for outcomes; and (4) close follow-up and
monitoring to prevent relapse. Moreover, these elements are best obtained
when care is patient centered, in a location easily accessed by patients
(e.g., in primary care, senior centers, or patients” homes), and coordinated
by trained personnel with access to specialty consultation. This is not
likely to be achieved, however, without practice redesign and change in
Medicare payment rules. There is a fundamental mismatch between older
adults’ need for coordinated care and Medicare fee-for-service reimburse-
ment, which precludes payment of trained care managers and psychiatry
consultation.

The committee concluded, as have many other studies, that the deliv-
ery of and payment for health care services to older adults must be reor-
ganized to reflect the chronic nature of MH/SU and other health condi-
tions prevalent in the 21st-century geriatric population. The workforce
implications are daunting. Registered nurses are particularly well suited
to coordinate MH/SU and physical health care, but they need additional
training to serve in this capacity. Primary care providers, such as physi-
cians, advanced practice registered nurses, and physician assistants have
not been trained in collaborative care and do not work in a practice or
system supportive of comanagement, colocation, screening, and outcome
monitoring required by these models.

Frontline workers within the aging provider network agencies may
be a potential source of care managers. However, they will require inten-
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sive training in evidence-based program treatment as they are likely to
have limited knowledge of MH/SU. Moreover, training alone will not
ensure the intended outcome of effectively meeting the MH/SU needs
of older adults. Adequate supervision and coaching support of staff are
also essential.

Finally, research on effective delivery of MH/SU care for certain older
populations is urgently needed, especially for individuals residing in
nursing homes and other residential settings, prisoners, rurally isolated
elders, and older adults with serious mental illnesses.

RECOMMENDATIONS

There is a conspicuous lack of national attention either to prepar-
ing the health care workforce to care for older adults who have MH/SU
conditions or to ensuring sufficient numbers of personnel for the rapidly
growing elderly population. Many federal agencies, particularly within
HHS, influence the makeup, competence, and capacity of the health
care workforce to deliver MH/SU services to older adults. Yet, federal
responsibility appears to be diffused across various agencies, bureaus,
and departments. Moreover, the efforts of these agencies are minimal,
lack specific focus on geriatric MH/SU, and, in some cases, are being
discontinued. The Agency for Healthcare Research and Quality (AHRQ),
for example, has initiated a noteworthy interagency effort—the Academy
for Integrating Mental Health and Primary Care—to coordinate the col-
lection, analysis, synthesis, and dissemination of research on integrating
MH/SU services in primary care. But the program is underfunded.

The Centers for Medicare & Medicaid Services (CMS) has substantial
potential to influence the delivery of geriatric MH/SU services. At pres-
ent, Medicare and Medicaid reimbursement rules act to deter rather than
to facilitate access to effective and efficient geriatric MH/SU services. The
agency has numerous projects under way to evaluate new approaches—
including payment reform—to improving the quality and effectiveness of
services provided to Medicare and Medicaid beneficiaries. These innova-
tion efforts may lead to MH/SU workforce improvements if eventually
implemented on a wide scale.

The Health Resources and Services Administration (HRSA) is the
central HHS agency tasked with promoting the production and training
of key health personnel, but none of its geriatric training programs require
exposure to MH/SU conditions.

Several institutes at the National Institutes of Health have missions
related to aging and mental health or substance use, but none focus on
geriatric MH/SU. The National Institute of Mental Health (NIMH), for
example, has funded important research to inform the effective delivery
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of MH/SU services to older adults, but NIMH is scaling back support for
interventions and services research in favor of research in basic transla-
tional neuroscience.

SAMHSA is the federal government’s lead agency charged with
directing services and resources to people with MH/SU conditions, yet it
has consistently devoted only a small fraction of its budget to older adults.
It is particularly disconcerting that the agency is reducing its activities
related to geriatric MH/SU, including the elimination of the Older Adults
Targeted Capacity Expansion grants program.

BOX S-4
Recommendations

RECOMMENDATION 1: Congress should direct the Secretary of
Health and Human Services (HHS) to designate a responsible entity
for coordinating federal efforts to develop and strengthen the na-
tion’s geriatric mental health and substance use (MH/SU) workforce.

e The committee urges Congress to fund the already authorized
National Health Care Workforce Commission to serve in this ca-
pacity. In the absence of congressional action, the Secretary of
HHS should act as soon as possible to designate an alternative
body.

e The coordinating body should have the following priorities with
respect to the geriatric MH/SU workforce:

o |dentification, development, and refinement of methods for
improving recruitment and retention of geriatric MH/SU per-
sonnel, including ways to build a workforce that reflects the
increasingly diverse older adult population.

o Promotion and support of widescale implementation of
evidence-based models of geriatric MH/SU care that effective-
ly deploy personnel.

o |dentification, development, and refinement of model curricula
and curriculum development tools in geriatric MH/SU, includ-
ing effective models of training for integrated rehabilitation,
health promotion, health care, and social services for older
adults with serious mental illness.

o |dentification, development, and refinement of core compe-
tencies in geriatric MH/SU for the entire spectrum of person-
nel who care for older adults, including direct care workers,
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Box S-4 presents the committee’s recommendations. Congress and
the HHS Secretary must act to establish a locus of responsibility for geri-
atric MH/SU, to invigorate investment in the human capital that is the
geriatric MH/SU workforce, to catalyze basic system redesign to allow
for effective deployment of geriatric MH/SU personnel, and to stimulate
essential research to inform the education and training of personnel and
workforce planning itself.

peer support specialists, primary care physicians, nurses (at all
levels), physician assistants, substance use counselors, social
workers, psychologists, rehabilitation counselors, and marriage
and family therapists.

o Evaluation and dissemination of all of the above.

RECOMMENDATION 2: The Secretary of HHS should ensure that its
agencies—including the Administration on Aging (AoA), Agency for
Healthcare Research and Quality (AHRQ), Centers for Medicare &
Medicaid Services (CMS), Health Resources and Services Adminis-
tration (HRSA), National Institute of Mental Health (NIMH), National
Institute on Drug Abuse (NIDA), and Substance Abuse and Mental
Health Services Administration (SAMHSA)—assume responsibil-
ity for building the capacity and facilitating the deployment of the
MH/SU workforce for older Americans:

e CMS

o CMS should evaluate alternative methods for funding primary
care and other personnel who provide evidence-based mod-
els of care to older adults with MH/SU conditions. This should
include reimbursing care managers as well as the psychiatrists
and other mental health specialists providing supervision of
their work.

o CMS should evaluate alternative payment methods to encour-
age effective deployment of the workforce to provide integrat-
ed primary care, chronic disease self-management, and health
promotion for older adults receiving care in community mental
health centers and other specialty mental health settings.

o CMS should explore approaches and strategies for improving
care delivery to older adults with MH/SU conditions through its
contracts with quality-improvement organizations.

continued
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BOX S-4 Continued

o CMS should enforce and monitor implementation of the Pre-
Admission Screening and Resident Review (PASRR) and Mini-
mum Data Set (MDS) nursing home requirements regarding
residents’ mental health. The agency should also ensure that
PASRR and MDS mental health assessments inform residents’
care plans and that nursing home personnel implement the
care plans accordingly.

o HRSA

o The HRSA Administrator should ensure that the National Center
for Health Care Workforce Analysis devotes sufficient attention
to geriatric MH/SU with guidance from the national coordinat-
ing body described below.

o The HRSA Administrator should ensure that the Geriatric Ac-
ademic Career Awards career development grants include
awards to geriatric MH/SU specialists if they commit to work-
ing with older adults in acute or long-term care settings.

o The HRSA Administrator should ensure that the Geriatric Ed-
ucation Centers and the Comprehensive Geriatric Education
Program institutional awards fund programs that train individu-
als in geriatric MH/SU care.

e NIMH

o The Director of NIMH should ensure that the institute conducts
research on methods for increasing the capacity of the mental
health workforce to provide competent and effective care for
older adults who reside in the community or in nursing homes
or other congregate residential settings.

o SAMHSA

o The SAMHSA Administrator should ensure that the agency
devotes sufficient attention to the capacity of the behavioral
health workforce to provide both geriatric mental health and
geriatric substance use services.

o The SAMHSA Administrator should ensure that the agency re-
stores funding of the Older Adult Mental Health Targeted Ca-
pacity Expansion Grant program.

o The SAMHSA Administrator should require states that receive
MH/SU block grants to document and to report how the funds
are used to support local capacity to serve older adults.

RECOMMENDATION 3: Organizations responsible for accreditation,
certification, and professional examination, as well as state licens-
ing boards, should modify their standards, curriculum requirements,
and credentialing procedures to require professional competence
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in geriatric MH/SU for all levels of personnel that care for the diver-
sity of older adults.

e These efforts should include requirements for recredentialing
and professional development for already licensed and certified
personnel.

RECOMMENDATION 4: Congress should appropriate funds for the
Patient Protection and Affordable Care Act (ACA) workforce pro-
visions that authorize training, scholarship, and loan forgiveness
for individuals who work with or are preparing to work with older
adults who have MH/SU conditions. This funding should be targeted
to programs with curricula in geriatric MH/SU and directed specifi-
cally to the following types of workers who make a commitment to
caring for older adults who have MH/SU conditions:

e Psychiatrists, psychologists, psychiatric nurses, social workers,
MH/SU counselors, and other specialists who require skills and
knowledge of both geriatrics and MH/SU.

e Primary care providers, including geriatricians and other physi-
cians, registered nurses (RNs), advance practice registered nurs-
es (APRNSs), and physician assistants.

e Potential care managers for older adults who have MH/SU condi-
tions, including RNs, APRNSs, social workers, physician assistants,
and others.

e Faculty in medicine, nursing, social work, psychology, substance
use counseling, and other specialties.

e Direct care workers and other frontline employees in home health
agencies, nursing homes, and assisted living facilities (including
personal care attendants not employed by an agency).

e Family caregivers of older adults with MH/SU conditions.

RECOMMENDATION 5: HHS should direct a responsible entity (as
described above) to develop and coordinate implementation of a
data collection and reporting strategy for geriatric MH/SU work-
force planning. Data collection and reporting should include the
following:

e Prevalence data for Diagnostic and Statistical Manual of Mental
Disorders (DSM)-defined disorders and other MH/SU conditions,
including data on comorbidity of these conditions. Representa-
tive data on the following subgroups are essential:

o Age within the 65+ population (65-74, 75-84, and 85 and older)

continued
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BOX S-4 Continued

Gender

Race and ethnicity (including non-English speakers)

Veteran status

Living situation (private household, public housing or se-

nior housing facility, group home, assisted living or other

residential care facility, and nursing home)
o Coexisting physical health conditions
o Coexisting cognitive and functional impairments
o Geographic area

e Use of MH/SU services for the above subgroups.

e Comprehensive and comparable information on the full range
of geriatric MH/SU personnel with sufficient detail to assess
the workforce supply by race and ethnicity; language skKills;
geographic location and distribution; qualifications, training,
and certification; areas of practice; and hours spent in the
care of older adults.

O O O O
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Abstract: This chapter presents the objectives, scope, and context for
this report and describes the approach that the Institute of Medicine
(IOM) Committee on the Mental Health Workforce for Geriatric Popu-
lations used to undertake the study. The committee’s charge was twofold:
first, to determine the mental health and substance use (MH/SU) needs
of the 65-and-older population and, second, to develop recommendations
for ensuring a competent and sufficient workforce to meet these needs.
This study was undertaken during a period characterized by consider-
able uncertainty regarding the future organization and financing of the
U.S. health care system, dramatic change in the makeup of the older
population, and great concern about the capacity of the nation’s MH/SU
workforce to meet the needs of older adults. Federal responsibility for
geriatric MH/SU is diffused among numerous U.S. Department of
Health and Human Services agencies, and the agencies’ attention to
these concerns is minimal and dwindling.

The aging of America has and will continue to have profound conse-
quences for the nation’s economy and society for years to come. The U.S.
Census Bureau projects that the number of adults age 65 and older will
increase from 40.3 million to 72.1 million between 2010 and 2030 (Vincent
and Velkoff, 2010). During the same period, the ethnic, racial, and cultural

17
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makeup of the older adult population will become more diverse than ever
(Cummings et al., 2011; Vincent and Velkoff, 2010). The impact on the
demand for and cost of health care will be unprecedented. In 2008, the
Institute of Medicine (IOM) issued a report, Retooling for an Aging Amer-
ica: Building the Health Care Workforce, which highlighted the urgency of
expanding and strengthening the geriatric health care workforce to meet
the demands of our rapidly aging and changing population (IOM, 2008).
The following year, because of similar concerns about geriatric mental
health and substance use (MH/SU) needs, Congress mandated that the
IOM undertake a complementary study focusing on the geriatric MH/SU
workforce needs of the nation (U.S. Congress, House of Representatives,
2009). Thus, in response to the congressional mandate, the IOM entered
into a contract with the Office of the Assistant Secretary for Planning and
Evaluation in the U.S. Department of Health and Human Services (HHS)
in September 2010. The IOM Committee on the Mental Health Workforce
for Geriatric Populations was appointed in early 2011 to carry out the
charge. The 16-member committee included experts in geriatric psychia-
try, substance use, social work, psychology, and nursing; direct care work-
ers; and those with specialties in epidemiology, workforce development,
labor economics, long-term care, health care delivery and financing, and
health care disparities.! Brief biographies of the committee members are
provided in Appendix E.

STUDY SCOPE

The charge to the committee was essentially twofold: first, to assess
the current and projected MH/SU needs of adults age 65 and older and,
second, to recommend how the nation should prepare the MH/SU work-
force to meet these needs (Box 1-1). The committee was also asked to
address the unique needs of important subgroups in the older adult popu-
lation, including individuals of diverse ethnic backgrounds, veterans with
posttraumatic stress disorder, and persons living with chronic disease.
The study sponsor asked the committee to define the MH/SU workforce
broadly (Frank, 2011). The committee focused on the full spectrum of
workers who are engaged in the diagnosis, treatment, care, and manage-
ment of MH/SU conditions in older adults—ranging from personnel
who may have minimal education to specialty physicians with the most
advanced psychiatric and neurological training. This includes

'An additional committee member with expertise in the consumer perspective was also
appointed, but had to step down from the committee due to illness.
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BOX 1-1
Charge to the IOM Committee on the Mental Health Workforce
for Geriatric Populations

At the request of the U.S. Department of Health and Human
Services Office of the Assistant Secretary for Planning and Eval-
uation, the Institute of Medicine (IOM) will convene an ad hoc
committee to determine the mental and behavioral health care
needs of the target population—the population of Americans
who are over age 65 years—and then make policy and research
recommendations for meeting those needs through a competent
and well-trained mental health workforce, especially in light of
the projected doubling of the aged population by 2030.

The committee will

e Provide a systematic and trend analysis of the current and
projected mental and behavioral health care needs of the
target population.

e Within the target population, consider the special needs of
growing ethnic populations, of veterans with posttraumatic
stress disorder, and of persons with chronic disease.

¢ Weigh the impact of improved diagnostic techniques, of ad-
dressing mental health issues as part of effective chronic dis-
ease management, and of the implementation of the federal
mental health parity law on meeting the mental health needs
of the target population.

When making recommendations, the committee will consider
forces that shape the health care workforce, such as education,
training, modes of practice, and the financing of public and pri-
vate programs.

e MH/SU specialists such as general psychiatrists, psychologists,
social workers, psychiatric nurses, and substance use counselors
who may provide services to patients or clients of any age;

® primary care providers, such as general internists, family medi-
cine practitioners, advanced practice registered nurses, and physi-
cian assistants who may provide services to patients of any age
(but may have daily contact with older adults who have MH/SU
conditions);

® primary care providers with specialized training in the care of
older adults, such as geriatricians and geriatric nurses (excludes
MH/SU specialists);
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MH/SU providers with specialized training in the care of older
adults, such as geriatric psychiatrists, gerontological nurses, gero-
psychologists, and gerontological social workers;

direct care workers who, with minimal training, are employed to
provide supportive services either in facilities or in the home;
peer support providers who, with special training, teach peers the
skills and behaviors to self-manage their mental illness; and
informal caregivers such as family members, friends, and volun-
teer community members with the potential to identify and sup-
port older adults who may need MH/SU services.

In its early deliberations, the committee worked on refining its charge

and workplan for the study. During the first committee meeting, the
study sponsor made five suggestions that helped the committee focus its
work: (1) concentrate on the MH/SU conditions that are most prevalent
among older adults and for which there are sufficient data for study
(Box 1-2); (2) exclude the principal diagnoses of cognitive impairment

report. See Chapter 2 for definitions of each condition and re-
lated epidemiological data and analysis.

DSM-IV-TR Mental Disorders Other Conditions

BOX 1-2
Geriatric Mental Health and Substance Use Conditions
Addressed in This Report

Older adults with the following conditions are the focus of this

e Adjustment disorder e Anxiety symptoms

e Anxiety disorders (includ- e At-risk drinking or drug use
ing posttraumatic stress e Behavioral and psychiatric
disorder) symptoms of dementia

e Bipolar disorder e Complicated grief

e Depressive disorders e Fear of falling

e Personality disorders e Hoarding

e Schizophrenia e Minor depression (depres-

e Substance-related disor- sive symptoms)
ders (including alcohol de- e Severe domestic squalor
pendence and abuse, drug e Severe self-neglect
dependence and abuse) e Suicidal ideation, plans, or

attempts
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(e.g., Alzheimer’s disease and other dementias), intellectual disability,
and autism spectrum disorder, but include the behavioral and psychi-
atric symptoms of dementia; (3) do not explore the effectiveness of indi-
vidual therapeutic interventions (e.g., prescription medications, specific
approaches to psychotherapy); (4) exclude tobacco use as a substance use
condition; and (5) exclude workforce issues related to caregivers’ needs.
The sponsor also recommended that the committee limit its inquiry into
diagnostic techniques to the question of how the workforce can most
effectively identify older adults who need MH/SU services.

METHODS OF THE STUDY

The committee deliberated during four in-person meetings and
numerous teleconferences between March 2011 and April 2012. In June
2011, the committee held a public workshop to learn the perspectives of
selected stakeholders, including consumers, families, and caregivers; pro-
viders who care for older adults in various settings; researchers who have
studied the effectiveness of different models of care; and policy makers.
Appendix B contains the workshop agenda.

As the subsequent chapters will make clear, data are very limited
describing older adults with MH/SU conditions, the workforce that
serves them, or the private and public programs that support them. The
study committee and staff consulted with many representatives of public-
and private-sector organizations to obtain information about relevant pro-
grams and policies. Staff from HHS agencies (Administration on Aging,
Centers for Medicare & Medicaid Services, Health Resources and Services
Administration, National Institute of Mental Health, Substance Abuse
and Mental Health Services Administration, and others) and the Veter-
ans Health Administration offered critical insights and program data.
The professional organizations listed in Box 1-3 provided information on
training and education, requirements for program accreditation, licensing
and certification, and trends in the size and makeup of the workforce.

Terminology

This report uses the term “geriatric MH/SU workforce” to refer to the
full range of personnel providing services to older adults with MH/SU
conditions. The term “older adult” refers to individuals age 65 and older.

Many terms and labels are used to describe mental health conditions
and problems related to abuse or misuse of substances. This report uses
the term “mental health condition” to describe mental disorders defined
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BOX 1-3
Nongovernmental Organizations That Provided Workforce
Information to the IOM Committee

American Association for Geriatric Psychiatry
American Association of Colleges of Pharmacy
American Association of Physician Assistants
American Counseling Association

American Geriatrics Society

American Mental Health Counselors Association
American Occupational Therapy Association
American Psychiatric Nurses Association
American Psychological Association

ARCH National Respite Network

Council for Social Work Education

Direct Care Alliance

National Alliance for Caregiving

National Association of Social Workers

in the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR)?
as well as the range of symptoms and syndromes that result in significant
emotional distress, functional disability, and reduced quality of life in
older adults. The term “substance use conditions” refers to abuse, misuse,
or dependence on alcohol and drugs (both illicit drugs and prescription
and nonprescription medications).

CONTEXT FOR THIS REPORT

A Health Care System in Transition

As this report goes to press, the degree of uncertainty about the
future of the U.S. health care delivery system is unprecedented. The
nation awaits the outcome of a U.S. Supreme Court decision regarding
the constitutionality of the Patient Protection and Affordable Care Act.3
The outcome has substantial implications for older adults with MH/SU
conditions because the Act contains numerous provisions related to the

2DSM, or DSM-IV-TR, refers to the Diagnostic and Statistical Manual of Mental Disorders.
During the course of this study, the Fourth Edition-Text Revision (DSM-IV-TR) was in use.
A fifth edition is expected in 2013 (American Psychiatric Association, 2012).

3Public Law 111-148.
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health care workforce, the delivery and integration of MH/SU services,
and the organization and financing of Medicare and Medicaid MH/SU
services. In addition, as Box 1-4 describes, recent legislation mandating
parity in insurance coverage of physical and mental health conditions will
be implemented during the next few years.

The backdrop for these events is a dramatic shift in the age makeup of
the U.S. population. Numerous expert reports have stressed the urgency
of preparing the nation’s health care workforce for the “silver tsunami”
of the aging baby boomer population (IOM, 1978, 2008). Along with the
sheer growth in numbers of Medicare beneficiaries will be a correspond-
ing rise in demand for health care services. Many of the older adults
seeking physical health care services in primary care settings, hospitals,
and elsewhere will have coexisting MH/SU conditions. Considerable
evidence shows that older adults with MH/SU conditions are among the
most costly Medicare beneficiaries (Alecxih et al., 2010; Cummings and
Kropf, 2011; MedPAC, 2011). Older adults have complex and multiple
health care problems. When these medical conditions are accompanied
by a mental health or substance use diagnosis, the older patient is likely
to use more costly services and suffer poorer outcomes. If the nation is
to confront the growing burden of Medicare costs, it must develop ways
to maximize the productive capacity of the geriatric MH/SU workforce.
Many reports have also described the inadequate supply of MH/SU per-
sonnel (Hogan, 2003; Hoge et al., 2007; IOM, 2006; Jeste et al., 1999). The
U.S. health care delivery system has always focused more on physical
health than mental health (IOM, 2006). This stems from numerous factors,
including long-held societal biases against MH/SU conditions, limitations
on health coverage of MH/SU conditions, federal statutes that require
states to assume primary responsibility for adults under age 65 with seri-
ous mental illness, and the widespread carve-out of MH/SU coverage and
service delivery into systems separate from the rest of health care.

Perhaps, as a consequence, MH /SU health care delivery is inadequate
and of poor quality for most older adults. Many MH/SU conditions
are neither detected nor diagnosed properly in older adults. Because
MH/SU problems rarely occur apart from physical health problems, care
coordination is integral to good health outcomes (Lin et al., 2003, 2011;
Noel et al., 2004). Evidence-based, effective treatments and models exist
for coordinating MH/SU care. Moreover, there is growing evidence sug-
gesting that effective identification and treatment of MH/SU conditions
may be central to reducing the costs and improving the effectiveness of
the Medicare program (Untitzer et al., 2008).
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BOX 1-4
Parity for Coverage of Geriatric Mental Health/Substance Use
(MH/SU) Services

In 2008, two landmark bills mandating parity in health insurance
coverage of MH/SU services became law: (1) the Medicare Improve-
ments for Patients and Providers Act of 2008 (Public Law 110-275)
and (2) the Paul Wellstone and Pete Domenici Mental Health Parity
and Addiction Equity Act of 2008 (Public Law 110-343). The follow-
ing describes both mandates and briefly considers the possible impli-
cations for the geriatric MH/SU workforce:

e Medicare Improvements for Patients and Providers Act (MIPPA).
Since the creation of the Medicare program, the Medicare co-
insurance rate for outpatient mental health services has been
much higher than the rate for most other outpatient health care
services (i.e., 50 percent vs. 20 percent). MIPPA equalizes the
outpatient Medicare coinsurance rates, thus creating “parity” in
the coverage of mental health and physical health care. The re-
duction in the coinsurance rate from 50 to 20 percent is being
phased in over a 5-year period starting in 2010.

o Mental Health Parity and Addiction Equity Act. This law man-
dated parity in the coverage of physical and MH/SU conditions
by employer-sponsored group health plans with more than 50
insured employees.? The health plans are not required to provide
MH/SU benefits but, if they do, the benefits must be no more

Changing Face of the Older Population

The older adult age cohort is not only growing rapidly, but the age
distribution within the cohort is changing, as is the racial and ethnic
makeup of the population (Vincent and Velkoff, 2010). Census projec-
tions indicate that, from 2003 to 2030, the proportion of older adults
who are white (non-Hispanic) will decline from 83 percent to 72 percent
(Table 1-1).

The increasing proportion of older adults who are racial/ethnic
minorities will demand a workforce that is prepared to work with diverse
populations. In particular, the rapid growth of Hispanic and Asian popu-
lations will necessitate increased linguistic competence from the work-
force. Black, Hispanic, and Asian are deceptively simple categorizations for
the many nationalities, languages, and subcultures represented in these
groups. Preparing a culturally and linguistically competent workforce
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restrictive then the plan’s medical and surgical benefits. Thus the
deductibles, copays, coinsurance, out-of-pocket maximums, and
treatment limitations (including day or visit limits and medical
management tools) for MH/SU and physical health conditions
must be the same.

Workforce Implications

Little evidence suggests that either parity mandate will have much
impact on the geriatric MH/SU workforce. Parity could potentially in-
crease demand for the services of MH/SU providers. However, it is
unlikely the increased demand will be large enough to motivate more
providers to provide geriatric MH/SU services. In fact, the Congres-
sional Budget Office has predicted that parity will have minimal im-
pact on costs.

Most importantly, parity does not affect what MH/SU services are
covered by Medicare or which providers can be reimbursed for pro-
viding MH/SU care to older adults. As a result, even after full phase-
in of parity, the evidence-based innovations in MH/SU care delivery
(described in Chapter 4) will continue to be unreimbursable under
the Medicare program.

aThe Patient Protection and Affordable Care Act (ACA) extends the mandate to other
types of private health insurance plans.

SOURCES: Congressional Budget Office, 2008; Garfield et al., 2011; MedPAC, 2010;
Sarata, 2011.

that reflects the diversity of the wider population will be an important
challenge for the coming decades.

Figure 1-1 shows the age distribution of the projected older popula-
tion through 2050. Currently, persons ages 65 to 69 make up the largest
proportion of the older population. However, as the oldest of the baby
boomers age, the age distribution will shift, with an increasing percentage
of the older population being over 80 years old. Because the “oldest-old”
typically require more frequent and more intense care than the “young-
old,” the changing age distribution of the older population has many
implications for the health care workforce.

The Health Care Workforce

This examination of the MH/SU workforce for geriatric populations
occurs within the context of the nation’s health care workforce at large, the
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TABLE 1-1
U.S. Census Projection of the Racial and Ethnic Makeup of the Older
Adult Population, by Percentage, 2003 and 2030

Percentage of Population Ages 65

and Older
Non-Hispanic white 83 72
Black 8 10
Hispanic 6 n
Asian 3 5

NOTE: Percentages may not total 100 because of rounding.
SOURCE: Drayer et al., 2005.

workforce that specializes in the care of older adults, and the workforce
trained broadly to provide services to individuals with MH/SU condi-
tions. There are numerous and substantive concerns about the workforce
as a whole, as well as its specialty sectors. Understanding these concerns
is critical to grasping the enormous obstacles to building a strong work-
force that can meet the MH/SU needs of the growing geriatric population.

Percent
100
90
80 80 to 84 years
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60
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20
10 65 to 69 years

85 years and over

LS o o e e |
2010 2020 2030 2040 2050

FIGURE 1-1
Distribution of the projected older population by age for the United States, 2010-2050.

NOTE: The vertical line indicates the year that each age group is the largest proportion of the
older population.

SOURCE: Vincent and Velkoff, 2010.
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Concerns About the Overall Health Care Workforce

In Crossing the Quality Chasm: A New Health System for the 21st Century,
the IOM called for major changes in health care workforce development,
training, and education (IOM, 2001). It highlighted, among other prob-
lems, the critical challenges in recruitment and retention, which have
been most visible in the field of nursing and the inadequate preparation
of the workforce as a whole to function in interdisciplinary teams and to
implement evidence-based practices. A subsequent IOM report, Health
Professions Education: A Bridge to Quality, added to this list of concerns the
lack of preparedness among the workforce to address shifts in the nation’s
patient population, analyze and address problems in health care quality,
and use informatics to support the provision and quality of care (IOM,
2003). A myriad of other issues have been identified by other experts,
including the limited attention given to preparing and supporting the
direct care, largely nondegreed workforce (Hewitt et al., 2008) or the self-
care and peer support roles of individuals and family members (Brown
and Wituk, 2010; Mowbray et al., 1997).

Improvements in health care workforce development have been
impeded by a range of factors, including conservative professional hier-
archies that govern health professions education and facilitate a very
gradual pace of reform; a dense and inconsistent patchwork of laws,
regulations, agencies, and accreditation processes that are slow to adapt
and change; continuing education approaches that have minimal effect on
clinical practice or health care outcomes; and the absence of methods for
ensuring the ongoing competence of practitioners (IOM, 2001).

Concerns About the Workforce for Geriatric Populations

The state of the nation’s workforce that is specifically trained to care
for older adults was captured recently and comprehensively in Retooling
for an Aging America: Building the Health Care Workforce (IOM, 2008). As
Chapter 3 will describe, the available statistics are sobering. They docu-
ment how few individuals choose to specialize in geriatrics in any sector
of health care, and the frequency with which such individuals decide
to let their credentials in geriatric specialties lapse. Among the geriatric
specialists that remain in this field, there is marked maldistribution, with
few working in rural areas even though older adults are overrepresented
in rural areas and are less healthy than their urban counterparts.

For members of the general workforce, professional education pro-
vides little training related to the assessment and treatment of older adults
and little exposure to geriatric populations. Whatever is provided tends
to occur late in the sequence of educational experiences, minimizing its
potential to influence interest in specialization. Factors cited as impedi-
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ments to increasing training regarding geriatric care include the lack of
faculty trained in geriatrics, the lack of funds, competition for time in
program curricula, the stigma associated with older adults and their care,
and financial disincentives to geriatric practice.

Concerns About the General MH/SU Workforce

Challenges confronting the MH/SU workforce were highlighted in
detail in a number of reports released over the past decade, including
Improving the Quality of Health Care for Mental and Substance-Use Conditions
(IOM, 2006); Strengthening Professional Identity: Challenges of the Addiction
Treatment Workforce (Whittier, 2006); and An Action Plan for Behavioral
Health Workforce Development (Hoge et al., 2007). These reports captured
the enormous complexity of the behavioral health workforce with its
numerous professions, variation in educational approaches, and varied
workforce type, including professionals, direct care workers, persons in
recovery, and family members. Data on this workforce have not been col-
lected routinely or in a uniform manner, making it difficult to understand
its composition and relevant trends. However, the information available
highlighted the striking lack of racial and cultural diversity, particularly
at the professional level, and the serious workforce shortages. The latter
have been acute, especially in rural and frontier areas of the country and
for the field of addictions.

Training in the screening, assessment, and treatment of substance use
disorders is typically minimal in all but addiction-specific professional
programs despite the prevalence of substance use conditions among those
receiving mental health care (see Appendix C). Similarly, there has been
a noted dearth of practitioners trained in meeting not only the needs of
older adults, but children and youth as well. Many professionals have
struggled to understand and incorporate recovery-oriented approaches to
care, but the behavioral health disciplines, in general, have had difficulty
blending their drive to professionalize their discipline with the growing
focus on recovery and peer support. Furthermore, it has been a chal-
lenge educating and engaging the MH/SU workforce in evidence-based
practices, such as the use of medications to treat addictions. Innovative
efforts to address the myriad of workforce problems in behavioral health
have tended to be short-lived with little evaluation of their impact or dis-
semination nationally.

FEDERAL INFLUENCE ON THE GERIATRIC MH/SU WORKFORCE

Many federal policies influence the makeup, competence, and capac-
ity of the health care workforce to deliver MH/SU services to older adults.
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Many federal agencies, particularly within HHS, have the authority to
catalyze activities to strengthen the geriatric MH/SU workforce and to
improve the quality of services they provide. Yet federal responsibility
appears to be diffused across various agencies, bureaus, and departments.
No one entity within HHS is taking the lead. As Table 1-2 suggests, HHS
agencies’ attention to the older adult population with geriatric MH/SU
conditions has been minimal and is clearly declining.

ORGANIZATION OF THE REPORT

Chapter Objectives

This introductory chapter has described the background, charge to
the committee, scope, methods, and context for this report.

Chapter 2, “Assessing the Service Needs of Older Adults with Mental
Health and Substance Use Conditions,” presents prevalence and use data
and considers the impact of population trends, particularly the aging of
the baby boomer cohort and growing population diversity, on the makeup
of the older population and future needs for MH/SU services.

Chapter 3, “The Geriatric Mental Health and Substance Use Work-
force,” describes the spectrum of personnel who serve older adults with
MH/SU conditions and assesses the capacity and competence of the
workforce to meet the needs of this population.

Chapter 4, “Workforce Implications of Models of Care for Older
Adults with Mental Health and Substance Use Conditions,” describes
nine evidence-based MH/SU interventions for older adults, the impli-
cations of the models for developing the workforce, and the barriers to
implementation.

Chapter 5, “In Whose Hands? Recommendations for Strengthening
the Mental Health and Substance Use Workforce for Older Americans,”
presents the committee’s findings and recommendations.
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Assessing the Service Needs of
Older Adults with Mental Health
and Substance Use Conditions

Abstract: This chapter analyzes the available information about the
prevalence of mental health and substance use (MH/SU) conditions
in older adults and identifies the additional information required to
plan for a workforce capable of meeting their current and future service
needs. The committee estimates that in 2010, at least 5.6 to 8 million
older adults had one or more MH/SU conditions. Several million more
older adults were probably also affected, but the available data are not
adequate to estimate the number. By 2030, expected growth in the older
population will increase the number of older people with MH/SU con-
ditions by 80 percent. Many older adults with MH/SU conditions also
have physical health conditions and cognitive, functional, and sensory
impairments that can complicate the detection, diagnosis, and treatment
of their MH/SU conditions and create difficult caregiving situations
for their families and professional and other service providers. In 2010,
MH/SU conditions were the eighth most costly type of health care
conditions for older adults in the United States, but most older adults
with these conditions still do not receive the MH/SU services they need.

An in-depth understanding of the service needs of a target popula-
tion is integral to analyzing the requirements for a workforce capable
of meeting those needs. Thus, the objectives of this chapter are twofold:
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first, to describe what is known about the prevalence of mental health
and substance use (MH/SU) conditions in older adults and their related
service needs, and second, to consider the impact of population trends,
particularly the aging of the baby boomer cohort and growing popula-
tion diversity, on the makeup of the older population and future needs
for MH/SU services.

The first two sections of the chapter describe the MH/SU conditions
that occur in older adults and present the best available information about
the proportion and number of older adults that have one or more of the
conditions. The third section provides information about prevalence rates
for important subgroups of the older population, including racial and
ethnic groups and veterans. Later sections describe the coexisting physical
health conditions and cognitive and functional impairments that shape
the MH/SU service needs of older adults; review the impact of MH/SU
conditions; and discuss the available data on use of MH/SU services by
older adults and factors that could affect their future MH/SU service
needs. The last section summarizes the chapter findings about the current
and future MH/SU service needs of the older population. Unfortunately,
much of the information required to analyze their MH/SU service needs
and plan for a workforce capable of meeting those needs is not available.
Additional information needed for these purposes is discussed.

MH/SU CONDITIONS IN OLDER ADULTS

The Institute of Medicine committee identified 27 MH /SU conditions
for attention in this report because of their importance in older adults and
their implications for service needs and workforce requirements. Fifteen
of the conditions, including two substance use conditions, are defined by
explicit criteria in the most recent version of the Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition-Text Revision (DSM-IV-TR)
(APA, 2000), the accepted source for diagnostic classification of MH/SU
conditions in the United States. These conditions are referred to as mental
disorders in this report. The other 12 conditions are symptoms or clusters
of symptoms not classified as mental disorders in DSM-IV-TR. These con-
ditions are referred to as other MH/SU conditions in the report.

Two of the 15 DSM-IV-TR mental disorders, bipolar disorder and
schizophrenia, constitute the core of a category of mental health condi-
tions usually referred to as serious mental illness (SMI). SMl is often defined
to include severe forms of other DSM-IV-TR mental disorders, such as
major depression, but it does not include substance use conditions.

Box 2-1 describes each of the 27 MH/SU conditions identified by the
committee, focusing primarily on symptoms. Descriptions of the 15 DSM-
IV-TR mental disorders are taken from the DSM-IV-TR manual. Descrip-

Copyright © National Academy of Sciences. All rights reserved.



The Mental Health and Substance Use Workforce for Older Adults: In Whose Hands?

ASSESSING THE SERVICE NEEDS 41

tions of the 12 other MH/SU conditions are compiled from published
reports. As discussed later in the chapter, substantial numbers of older
adults have more than one of the 27 conditions.

The DSM-IV-TR does not provide diagnostic criteria specifically for
older adults, and clinicians and researchers have noted that some of
the criteria for DSM-IV-TR mental disorders include symptoms that are
expressed less often in older adults than younger people with the condi-
tions. Several studies have shown, for example, that older adults with
DSM-IV-TR depressive disorders are significantly less likely than younger
people with these disorders to exhibit the depressed mood and sadness
that are the first listed criteria for the disorders (Gallo et al., 1994, 1999).
Likewise, older adults with bipolar disorder are somewhat less likely to
exhibit the manic symptoms that are required criteria for the disorder
(Coryell et al., 2009; Depp and Jeste, 2004; Hirschfeld and Vornik, 2004).

Diagnostic criteria for DSM mental disorders are established with
the publication of the most recent version of the manual, but clinicians,
researchers, and others continue to debate the criteria for existing dis-
orders and whether additional MH/SU conditions should be included
as disorders in the next version of the manual. The forthcoming DSM-5,
scheduled for publication in 2013, will include criteria for diagnosing
some new mental disorders, eliminate some disorders, and revise the
criteria for many other disorders. It is likely, for example, that hoarding,
one of the other MH/SU conditions identified by the IOM committee as
important for older adults, will be included as a mental disorder in the
DSM-5 (APA, 2010). Thus, the designation of which MH/SU conditions
are defined as DSM mental disorders, although set for years at a time, is
also changeable.

The committee’s decision to identify both DSM-IV-TR mental dis-
orders and other MH/SU conditions for special attention in this report
reflects the report’s focus on the service needs of older adults and work-
force requirements and competencies to meet those needs. As described in
Box 2-1, both DSM-IV-TR mental disorders and other MH /SU conditions
result in significant emotional distress, functional disability, and reduced
quality of life for the person. In addition, at least four types of age-related
factors can cause, complicate, and exacerbate MH/SU conditions. The
four factors are physiological effects of normal aging; changes in life
circumstances that frequently occur in old age; coexisting physical health
conditions that are common in older adults; and cognitive, functional, and
sensory impairments that affect substantial numbers of older adults, espe-
cially those age 75 and older. In the presence of these age-related factors,
MH/SU conditions that do not meet the criteria for a DSM-IV-TR mental
disorder can result in pressing and sustained needs for MH/SU services.
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BOX 2-1
Symptoms of MH/SU Conditions Identified as
Important for Older Adults

DSM-IV-TR Category Depressive Disorders

1. Major Depressive Disorder is a DSM-IV-TR mental disorder char-
acterized by one or more Major Depressive Episodes. Major
Depressive Disorder and Major Depressive Episode (described
below) are often referred to as major depression.

2. Major Depressive Episode is a period of at least 2 weeks in which
the person has five or more of nine symptoms nearly every day,
including at least one of the first two: (1) depressed mood that
lasts most of the day, as indicated by either subjective report
(e.g., the person feels sad or empty) or observations of others
(e.g., the person appears tearful); or (2) markedly diminished in-
terest or pleasure in all or nearly all activities that lasts most of
the day. The seven additional symptoms are (3) significant weight
loss when not dieting, weight gain, or decrease or increase in
appetite; (4) insomnia or hypersomnia; (5) psychomotor agita-
tion or retardation; (6) fatigue or loss of energy; (7) feelings of
worthlessness or excessive or inappropriate guilt; (8) diminished
ability to think or concentrate, or indecisiveness; and (9) recur-
rent thoughts of death (not just fear of dying), recurrent suicidal
ideation, a suicide plan, or a suicide attempt (APA, 2000).

3. Dysthymic Disorder is a DSM-IV-TR mental disorder character-
ized by at least 2 years of depressed mood that lasts most of
the day for more days than not, accompanied by at least two of
the following additional symptoms: poor appetite or overeating,
insomnia or hypersomnia, low energy or fatigue, low self-esteem,
poor concentration or difficulty making decisions, and feelings of
hopelessness. In the 2-year period, any symptom-free intervals
must last no longer than 2 months (APA, 2000).

DSM-IV-TR Bipolar Disorders

4. DSM-IV-TR Bipolar Disorders | and Il. Bipolar | Disorder is a
mental disorder characterized by one or more Manic Episodes
or Mixed Episodes (described below), often accompanied by a
history of major depressive episodes (APA, 2000). Bipolar Il Dis-
order is a mental disorder characterized by one or more major
depressive episodes accompanied by at least one Hypomanic
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Episode (APA, 2000). Bipolar | and Il disorders are usually re-
ferred to as bipolar disorder.

A Manic Episode is a period of at least 1 week in which the
person has an abnormally and persistently elevated, expansive,
or irritable mood. The mood disturbance must be accompanied
by at least three of the following symptoms: inflated self-esteem
or grandiosity, decreased need for sleep, more talkative than usu-
al or pressured speech, flight of ideas, distractibility, increased
goal-directed activities or psychomotor agitation, and exces-
sive involvement in pleasurable activities with a high potential
for painful outcomes (e.g., buying sprees, sexual indiscretions, or
foolish business investments) (APA, 2000).

A Mixed Episode is a period of at least 1 week in which the
criteria for both a manic episode and a major depressive epi-
sode are met nearly every day. The person has rapidly alternating
moods (sadness, irritability, euphoria) often accompanied by agi-
tation, insomnia, appetite dysregulation, psychosis, and suicidal
thinking (APA, 2000).

DSM-IV-TR Anxiety Disorders

5. Panic Disorder is a DSM-1V-TR mental disorder characterized by
recurrent unexpected panic attacks followed by at least 1 month
of persistent concern about having another panic attack, worry
about the consequences of an attack, or a significant change in
behavior to avoid panic attacks. A panic attack is a discrete pe-
riod in which the person experiences sudden intense apprehen-
sion, fear, or terror in the absence of real danger. It must be ac-
companied by at least 4 of 13 additional symptoms: palpitations,
pounding heart, or accelerated heart rate; sweating; trembling or
shaking; sensations of shortness of breath or smothering; feel-
ings of choking; chest pain or discomfort; nausea or abdominal
distress; feeling dizzy, unsteady, lightheaded or faint; feelings of
unreality or being detached from oneself; fear of losing control
or going crazy; fear of dying; numbness or tingling sensations;
and chills or hot flashes. Panic disorder can occur with or without
agoraphobia (APA, 2000).

6. Agoraphobia Without Panic is a DSM-IV-TR mental disorder
characterized by anxiety about, or avoidance of, places or situa-
tions in which escape might be difficult or embarrassing or help
might not be available in the event of a panic attack or panic-like
symptoms. The person must not have a history of panic attacks.

continued
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BOX 2-1 Continued

Agoraphobic fears typically involve specific situations, such as
being outside the home alone; being in a crowd; standing in a
line; being on a bridge; or traveling in a bus, train, or car (APA,
2000).

Social Phobia is a DSM-IV-TR mental disorder characterized by
clinically significant anxiety provoked by exposure to certain
types of social or performance situations in which embarrass-
ment may occur. The person usually tries to avoid the feared situ-
ation. The fear and/or avoidance must interfere significantly with
the person’s normal routine, occupational functioning, or social
activities or relationships (APA, 2000).

Obsessive-Compulsive Disorder is a DSM-IV-TR mental disorder
characterized by recurrent obsessions and/or compulsions. Ob-
sessions are persistent ideas, thoughts, impulses, or images that
are experienced as intrusive and inappropriate and cause anxiety
or distress. Examples are repeated thoughts about contamina-
tion, repeated doubts, a need to have things in a particular order,
aggressive or horrific impulses, and sexual imagery. Compulsions
are repetitive behaviors (e.g., hand washing, ordering, checking)
or mental acts (e.g., counting and repeating words silently), the
goal of which is to prevent or reduce anxiety or distress. The com-
pulsion is usually intended to reduce distress related to the ob-
session or to prevent a dreaded event or situation (APA, 2000).

. Generalized Anxiety Disorder is a DSM-IV-TR mental disorder

characterized by persistent, excessive anxiety and worry that oc-
curs most days for at least 6 months. The intensity, duration, or
frequency of these symptoms is far out of proportion to the likeli-
hood or impact of the feared event. The symptoms are accompa-
nied by at least three of six additional symptoms: restlessness or
feeling keyed up or on edge, being easily fatigued, difficulty con-
centrating, irritability, muscle tension, and disturbed sleep. The
person may not realize the anxiety and worry are excessive but
is distressed by constant worry, difficulty controlling the worry,
and related impairments in important areas of functioning (APA,
2000).

Posttraumatic Stress Disorder (PTSD) is a DSM-IV-TR mental dis-
order characterized by symptoms that develop after exposure to
an extremely traumatic event involving either (1) direct personal
experience of threatened death, serious injury, or other threat
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to one’s physical integrity; or (2) witnessing an event involving
death, injury, or a threat to the physical integrity of another per-
son, or learning about unexpected or violent death, serious harm,
or threat of death or injury to a family member or other close
associate. The person’s response to the event must involve in-
tense fear, helplessness, or horror, and the symptoms must last
more than 1 month and include persistent reexperiencing of the
traumatic event, avoidance of stimuli associated with the trauma,
numbing of general responsiveness, and persistent arousal (e.g.,
rapid heart rate). Traumatic events experienced directly include
military combat, violent personal assault, being kidnapped, being
taken hostage, terrorist attack, torture, incarceration as a prisoner
of war or in a concentration camp, natural or manmade disasters,
severe automobile accidents, or diagnosis of a life-threatening
illness. The disorder may be especially severe or long-lasting
when the stressor is of human design (e.g., torture or rape) (APA,
2000).

DSM-IV-TR Schizophrenia and Other Psychotic Disorders

11. Schizophrenia is a DSM-IV-TR mental disorder that lasts for at
least 6 months, including at least 1 month during which the person
has two or more of the following: positive symptoms (delusions,
hallucinations, disorganized speech, and grossly disorganized or
catatonic behavior), and/or negative symptoms (restrictions in
the range and intensity of emotional expression, the fluency and
productivity of thought and speech, and the initiation of goal-
directed behavior). For a significant portion of the time after on-
set of the disorder, the person’s functioning in one or more major
areas, such as work, interpersonal relations, and self-care, must
be markedly below his or her prior functioning (APA, 2000).

In 2000, an international panel recommended two new clas-
sifications: late-onset schizophrenia, with onset after age 45, and
very-late-onset schizophrenia, with onset after age 60 (Howard
et al.,, 2000). DSM-IV-TR criteria do not list these classifications,
but the DSM-IV-TR manual discusses late-onset schizophrenia
(APA, 2000), and a late-onset specification code can be added
to identify the conditions.

DSM-IV-TR Substance-Related Disorders Substance Dependence
and Substance Abuse are defined similarly for alcohol and other sub-
stances (described below). A person with a DSM-IV-TR diagnosis of

continued
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Substance Dependence cannot also have a DSM-IV-TR diagnosis of
Substance Abuse.

12. Alcohol Dependence and Alcohol Abuse are DSM-IV-TR mental

13.

disorders that meet the requirements for substance dependence
and abuse defined with respect to alcohol.

Drug Dependence and Drug Abuse are DSM-IV-TR mental disor-
ders that meet the requirements for substance dependence and
abuse defined with respect to illicit drugs and prescribed or over-
the-counter drugs used for nonmedical purposes, including am-
phetamines, cannabis, cocaine, hallucinogens, inhalants, opioids,
sedatives, hypnotics, and antianxiety drugs (APA, 2000).

Substance Dependence is a cluster of symptoms indicating
the person continues to use the substance despite significant
substance-related impairment or distress. The pattern of re-
peated self-administration must result in three or more of seven
symptoms in three categories: tolerance, withdrawal, and com-
pulsive drug-taking behavior (APA, 2000).

Substance Abuse is a maladaptive pattern of substance use
leading to clinically significant impairment or distress as mani-
fested by one (or more) of the following, occurring within a
12-month period: (1) failure to fulfill major role obligations; (2)
recurrent substance use in situations in which it is physically haz-
ardous; (3) recurrent substance-related legal problems; and (4)
continued use despite recurrent social or interpersonal problems
caused or exacerbated by the substance use (APA, 2000).

DSM-IV-TR Adjustment Disorders

14.

Adjustment Disorder is a DSM-IV-TR mental disorder character-
ized by a psychological or behavioral response to an identifiable
stressor that results in clinically significant emotional or behav-
ioral symptoms. The symptoms must occur within 3 months of
the onset of the stressor and resolve within 6 months after the
stressor is resolved. The person must have marked distress that
is in excess of what would be expected given the nature of the
stressor or significant impairment in social or occupational func-
tioning (APA, 2000).
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DSM-IV-TR Personality Disorders

15.

Personality Disorders are DSM-IV-TR mental disorders charac-
terized by an enduring pattern of inner experience and behav-
ior that deviates markedly from the expectations of the person’s
culture, is pervasive and inflexible, and leads to distress or im-
pairment. The onset of the disorder can be traced back to ad-
olescence or early adulthood. The 10 personality disorders are
paranoid, schizoid, schizotypal, antisocial, borderline, histrionic,
narcissistic, avoidant, dependent, and obsessive-compulsive per-
sonality disorder (APA, 2000).

MH/SU Conditions That Are Not DSM-IV-TR Disorders

16.

17.

18.

Depressive Symptoms is a term to describe symptoms, such as
depressed mood and feelings of worthlessness and guilt, that do
not meet the criteria for a diagnosis of a DSM-IV-TR depressive
disorder, usually because of insufficient duration, number, or se-
verity. Other terms for such symptoms are subsyndromal depres-
sion, subthreshold depression, subclinical depression, and minor
depression (Blazer, 2003; Lavretsky and Kumar, 2002; Lyness
et al., 2009).

Anxiety Symptoms is a term to describe symptoms, such as ex-
cessive nervousness, worry, and fear or avoidance of anxiety-
causing situations that do not meet the criteria for a DSM-IV-TR
diagnosis of an anxiety disorder, usually because of insufficient
number or severity. Other terms for such symptoms are subsyn-
dromal anxiety and subthreshold anxiety (Grenier et al.,, 2017;
Lenze and Wetherell, 2011).

At-Risk Drinking is a term to describe alcohol-related symptoms
that do not meet the criteria for a DSM-IV-TR diagnosis of alcohol
dependence or abuse, usually because of insufficient number or
severity. Symptoms of at-risk drinking include having more than
a specified number of drinks (usually 2 per day); binge drink-
ing, and exhibiting any of the symptoms of alcohol dependence
or abuse (e.g., tolerance, withdrawal, compulsive alcohol use
behaviors, failure to fulfill major role obligations, and recurrent
alcohol-related legal, social, or interpersonal problems). Other
terms for such symptoms are subsyndromal alcohol dependence,
subthreshold alcohol dependence, alcohol misuse, and problem

continued
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21.

22.
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BOX 2-1 Continued

drinking (APA, 2000; Berks and McCormick, 2008; Blazer and
Wu, 20093, 2011; Blow and Barry, 2002; Merrick et al., 2008).

. At-Risk Drug Use is a term to describe drug-related symptoms

that do not meet the criteria for a DSM-IV-TR diagnosis of drug
dependence or abuse, usually because of insufficient number or
severity. Symptoms of at-risk drug use include drug overdoses
and any of the symptoms of drug dependence and abuse (e.g.,
tolerance, withdrawal, compulsive drug use behaviors, failure to
fulfill major role obligations, and recurrent drug-related legal, so-
cial, or interpersonal problems). Other terms for such symptoms
are subthreshold drug dependence, at-risk use of psychoactive
drugs, and extra-medical drug use (Blazer and Wu, 2009b,c;
Degenhardt et al., 2007; Wu and Blazer, 2011).

Suicidal Ideation is a term to describe serious thoughts about
suicide and death. It is sometimes subdivided into active suicidal
ideation (e.g., thinking about taking one’s own life) and passive
suicidal ideation or passive death ideation (e.g., feeling that life is
not worth living and wishing one were dead) (Bartels et al., 2002;
Beck et al,, 1979; Paykel et al., 1974; Raue et al., 2007).

Suicide Plans and Attempts are terms to describe plans and be-
haviors to kill oneself. Suicide plans can include selecting a time
when one will be alone and therefore able to kill oneself, selecting
a means for killing oneself, and obtaining the means for killing
oneself. Suicide attempts are active behaviors to end one’s life.

Suicidal ideation, suicide plans, and suicide attempts are in-
cluded as one of the nine symptoms of a DSM-IV-TR major de-
pressive episode (APA, 2000).

Behavioral and Psychiatric Symptoms Associated with Dementia
is a term to describe noncognitive symptoms of diseases and
conditions that cause dementia. Such symptoms include de-
lusions, hallucinations, agitation, verbal aggression; physical
aggression, anxiety, apathy, depression, dysphoria, irritability,
elation, euphoria, aberrant motor behavior, appetite and eating
disorders, sleep disorders; inappropriate sexual behavior; and
unsafe wandering. Other terms for such symptoms are neuropsy-
chiatric symptoms of dementia and behavioral and psychological
symptoms of dementia (Chan et al., 2003; Cohen-Mansfield et al.,
1989; Cummings et al,, 1994; Jeste and Finkel, 2000; Lyketsos
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23.

24.

25.

et al.,, 2000; McNeese et al.,, 2009; Smith and Buckwalter, 2005;
Teri et al.,, 1992).

DSM-IV-TR defines diagnostic criteria for several dementia-
related mental disorders, and coding specifications for behavioral
and psychiatric symptoms can be added to these disorders, but
behavioral and psychiatric symptoms associated with dementia
are not classified as DSM-IV-TR mental disorders.

Hoarding is a term to describe symptoms, such as the accumu-
lation of a large volume of paper, newspapers, containers, food,
books, trash, and other materials that clutter living areas to the
extent that they cannot be used for their intended purposes. Se-
vere hoarding can create health and safety hazards for the per-
son and others living in the same home, building, or community.
The person is often unaware of the problem, but it may result in a
referral or complaint to a public health, adult protective services,
or case management agency. Another term for these symptoms
is compulsive hoarding (Ayers et al., 2010; Frost et al., 2000; Kim
et al,, 2001; Pertusa et al., 2008).

Severe Domestic Squalor is a term to describe a living situation,
often from the perspective of a public health or adult protec-
tive services worker who is responding to a referral or complaint.
The living situation is said to be filthy; cluttered with dirt, gar-
bage, and rubbish; and infested with vermin, excrement, and de-
composing food. Visitors experience disgust and revulsion, and
the smell is sometimes said to be unbearable to all except the
occupant, who often refuses help to clean the living situation
(Snowdon and Halliday, 2011; Snowdon et al., 2007).

Severe Self-Neglect is a term used to describe health-related
symptoms, such as malnutrition, dehydration, untreated medical
conditions, and hazardous living conditions, that result from a
person’s failure to provide for his or her own needs. The National
Center on Elder Abuse says that self-neglect “generally manifests
itself in an older person as a refusal or failure to provide him-
self/herself with adequate food, water, clothing, shelter, personal
hygiene, medication (when indicated), and safety precautions”
(NCEA, 2011). Severity of self-neglect is usually defined in the do-
mains of personal hygiene, cleanliness, health needs, household
and environmental hazards, and home safety (Dong et al., 2010;
Kelly et al., 2008).

continued
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BOX 2-1 Continued

The DSM-IV-TR category Problems Related to Abuse or Ne-
glect includes seven mental disorders related to abuse and ne-
glect, but not self-neglect (APA, 2000).

Fear of Falling is a term used to describe persistent, often exag-
gerated, concerns about falling that occur in adults who have or
have not fallen. The symptoms can result in loss of confidence
in ability to perform daily activities, activity restriction, chang-
es in posture and gait, future falls, avoidance of feared activi-
ties and environments, loss of mobility, and loss of independence
(Delbaere et al., 2010; Jorstad et al.,, 2005; Murphy et al., 2003;
Oh-Park et al., 2011; Yardley and Smith, 2002).

The following examples illustrate the impact of interactions among
the four age-related factors noted earlier and MH/SU conditions in older

adults:

1.

Age-related changes in the metabolism of alcohol and drugs,
including prescription drugs, can cause or exacerbate DSM-IV-TR
and other alcohol and drug use conditions and increase an older
person’s risk of dangerous overdoses. This can happen even to
people who have used alcohol and drugs at the same dose and
frequency for many years without serious negative effects (Blow
and Barry, 2002; Dowling et al., 2008; Wu and Blazer, 2011).
Losses that occur frequently in old age, such as the death of a
spouse, partner, close relative, or friend, can trigger emotional
responses that cause or exacerbate DSM-IV-TR depressive disor-
ders and depressive symptoms (Alexopoulos, 2005; Zisook and
Shuchter, 1991) and lead to severe, debilitating symptoms, such as
those seen in complicated grief (Kersting et al., 2011). In a person
with significant loss, differentiating major depression and grief is
often difficult.

Acute and chronic physical health conditions that are common in
older adults and medications to treat the conditions can cause and
exacerbate DSM-IV-TR mental disorders and other MH/SU con-
ditions and worsen their impact on the person (Blow and Barry,
2002; Jeste et al., 2005; Schultz, 2011).
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27. Complicated Grief is a term used to describe symptoms associ-
ated with bereavement that are intense and go beyond the usual
and culturally expected response to a death. These symptoms
include disbelief and/or anger and bitterness about the death;
severe, recurrent, and painful feelings of intense longing for the
deceased; preoccupation with thoughts of the deceased, often
involving intrusive images and thoughts; avoidance of situations
and activities that remind one of the death; and neglect of neces-
sary adaptive activities (Horowitz et al., 1997; Shear et al., 2005).

4. Cognitive, functional, and sensory impairments can complicate the
detection and diagnosis of DSM-IV-TR mental disorders and other
MH/SU conditions and reduce an older person’s ability to comply
with recommended treatments, including health-related behaviors
and medications prescribed for the person’s MH/SU and physi-
cal health conditions (Cohen, 1996; Schultz, 2011; Wolitzky-Taylor
et al., 2010).

The complex interactions among MH/SU conditions and these age-
related factors, especially coexisting physical health conditions and cogni-
tive, functional, and sensory impairments, have been described by many
geriatric mental health professionals and researchers as a key or defining
characteristic of the field (Alexopoulos, 2005; Blazer et al., 2004; Borson
et al., 2001; Bruce et al., 1994; Bryant et al., 2009; Cohen, 1996; Flint, 2002;
Katz, 1996; Knight, 2004; Lyness et al., 2006, Reynolds et al., 2002). The
adverse consequences of these interactions work both ways (Bryant et al.,
2009; Wolitzky-Taylor et al., 2010). In the case of an older person with
depression, for example, physical health conditions and cognitive and
functional impairments can worsen the person’s depression and, con-
versely, depression can worsen the person’s physical health and cognitive
and functional impairments (Blazer, 2003).

People of any age can experience physiological changes, losses, physi-
cal health conditions and cognitive, functional, and sensory impairments
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that may cause, complicate, and exacerbate MH/SU conditions. These fac-
tors are, however, more prominent and pervasive in older people (Bartels,
2004; Kilbourne et al., 2005).

At worst, interactions among mental disorders, other MH/SU condi-
tions, and age-related factors can result in what has been described as a
“spiral” or “cascade” of decline in physical, cognitive, and psychological
health (Blazer, 2000; Bruce et al., 1994; Bryant et al., 2008). In such situa-
tions, even a highly skilled clinician can have difficulty disentangling the
components of the problem and deciding what to do first to reverse the
decline.

Because of their coexisting physical health conditions, older adults
with MH/SU conditions are frequently seen in medical care settings,
such as primary care offices, hospitals, and emergency departments. Like-
wise, because of their coexisting physical health conditions and cognitive
and functional impairments, older adults with MH/SU conditions may
be receiving nursing and nonmedical personal care services at home or
in a residential care setting, such as a nursing home or assisted living
facility. In all these settings, the interactions of MH/SU conditions and
age-related physiological changes, losses, physical health conditions, and
cognitive and functional impairments can create difficult caregiving situ-
ations. Health care professionals and service providers who work with
older adults at home or in general medical care, nursing home, and other
residential care settings may not expect or recognize the MH/SU condi-
tions, understand their implications for the person’s physical health and
cognitive and functional status, or know how to respond.

In the same way, specialty MH /SU service providers, especially those
who do not have geriatric training, may not recognize physical health
conditions or cognitive, functional, or sensory impairments in the older
adults for whom they provide services. They may not understand the
complex interactions among these coexisting conditions and the person’s
MH/SU condition or know how to adapt usual treatments and services
to accommodate the coexisting conditions. As a result, treatable physical
health conditions may not be treated, and medications that can seriously
worsen the person’s physical health and cognitive and functional status
may be unknowingly prescribed (Druss and Walker, 2011).

PREVALENCE OF MH/SU CONDITIONS IN OLDER ADULTS

To analyze the service needs of older adults with DSM-IV-TR mental
disorders and other MH/SU conditions and then plan for the workforce
required to meet the needs, it is necessary to know how many older
adults have the conditions. As noted earlier, some older adults have
more than one MH/SU condition. For planning purposes, it is necessary
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to know how many people have each condition, for example, how many
have depressive disorders and how many have alcohol dependence or
abuse, as well as how many have two or more conditions, for example,
how many have both depressive disorders and alcohol dependence or
abuse. The latter information is required to determine the total number
of people who need MH/SU services, whether for only one or more than
one condition.

To estimate the number of older adults who have any of the 27
MH/SU conditions identified by the committee and how many have
more than one such condition, the committee gathered available informa-
tion from published research conducted in population-based samples in
the United States. To fill gaps, unpublished data were obtained whenever
possible, but many gaps remain.

To ensure that all older adults with MH/SU conditions were included
in its estimates and, at the same time, avoid double counting, the com-
mittee used a U.S. Census Bureau classification system that divides the
population into two categories: (1) people living in housing units, includ-
ing houses, apartments, mobile homes, and single rooms occupied as
separate living quarters, and (2) people living in group quarters, includ-
ing nursing homes, prisons and jails, psychiatric hospitals, residential
treatment centers, and homeless shelters (Census Bureau, 2010a). People
categorized as living in housing units are referred to in this report as people
living in the community or community-living people.

The 2010 Census found there were 40.3 million adults age 65 and
older in the United States (Census Bureau, 2011a). Of the 40.3 million
older adults, about 38.8 million (96 percent) were living in the commu-
nity, and 1.5 million (4 percent) were living in group quarters settings
(Census Bureau, 2010b). These U.S. Census figures are used in this section
to develop population estimates of the number of older adults who had
each of the identified MH/SU conditions and the number who had one
or more of the conditions in 2010.

Some older adults with MH/SU conditions developed the conditions
after age 65, and some grew older with conditions they had for many
years. Both groups are included in the estimates presented in this section.
Likewise, many older adults have MH/SU conditions that have not been
recognized, and as a result, they do not have formal diagnoses of the con-
ditions. The information presented in this section does not rely on formal
diagnoses, and the estimates provided in the section include people with
diagnosed and undiagnosed conditions.

The U.S. Census Bureau classification system used by the committee
categorizes people who live in assisted living, senior housing, and other
public housing facilities as people living in the community and does
not distinguish them from people who live in single-family housing.
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Although use of this classification system is important for placing the
committee’s estimates in the context of U.S. Census figures for the number
of older adults in the country and avoiding double counting, classifying
people who live in assisted living, senior housing, and other public hous-
ing facilities in a different category from people living in nursing homes is
not ideal for characterizing MH/SU conditions in older adults. In fact, the
proportion of older adults in these non—nursing home, residential facili-
ties who have MH/SU conditions is closer to the proportion of nursing
home residents with the conditions than it is to the proportion of other
community-living older adults with the conditions (Gruber-Baldini et al.,
2004; Rabins et al., 1996; Rosenblatt et al., 2004; Watson et al., 2003). Avail-
able information about the proportions of assisted living, senior housing,
and public housing facility residents that have MH/SU conditions and
implications for their service needs and related workforce requirements
are discussed later in the chapter. For purposes of estimating the propor-
tion and number of older adults with MH/SU conditions, however, resi-
dents of non—-nursing home, residential facilities are included with other
community-living older adults in this section.

In the following discussion, available information about the propor-
tion and number of older adults that have particular MS/SU conditions
identified by the committee is presented in four tables. Particular condi-
tions are included in each table based on two factors: (1) whether the
available information about the particular MH/SU condition pertains to
older people who live in the community (Tables 2-1 and 2-2), in group
quarters settings (Table 2-4), or both (Table 2-3); and (2) whether the avail-
able information about the prevalence of the particular MH/SU condition
can be combined with prevalence information for other MH/SU condi-
tions without double counting (Tables 2-1, 2-3, and 2-4) or not (Table 2-2).
Table 2-5 shows the totals for the proportion and number of older adults
who had MH/SU conditions for which adequate data are available.

Prevalence of MH/SU Conditions in Community-Living Older Adults

Information about the prevalence of some of the 27 identified condi-
tions in community-living older adults is available from large-scale sur-
veys of MH/SU conditions that have been conducted in nationally rep-
resentative, population-based samples in the United States (see Box 2-2).
These surveys used structured interviews based primarily on DSM-IV-TR
diagnostic criteria to identify people with particular MH/SU conditions.
The exact wording and number of questions about each condition and
the decision rules used to identify people who do or do not have the
condition vary from one survey to another, and most of the surveys were
conducted a decade ago. Despite these caveats, the surveys provide useful
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BOX 2-2
Selected Population-Based Surveys of Mental Health and
Substance Use Conditions in Nationally Representative
Samples of Community-Living Adults in the United States

Collaborative Psychiatric Epidemiological Studies (CPES). The
CPES is a group of three related surveys (below) funded by the
National Institute of Mental Health. The three surveys were con-
ducted independently, but used a common sampling process
that allows for analyses of pooled data as if they were from a sin-
gle, nationally representative sample (Heeringa et al., 2004). The
samples included people living in the community and excluded
people living in prisons, jails, nursing homes, and long-term med-
ical or dependent care facilities, and military personnel living on
a military base. The surveys used a structured interview, a modi-
fied version of the World Mental Health Composite International
Diagnostic Interview (Kessler and Ustun, 2004), administered in
person by a research interviewer. The combined sample for the
three surveys was 20,013 people, including 2,584 adults age 65
and older.

o National Comorbidity Survey-Replication (NCS-R). The
NCS-R was conducted from 2001 to 2002 in a sample of
9,282 English-speaking people, including 1,461 adults age 65
and older.

e National Latino and Asian American Study (NLAAS). The
NLAAS was conducted in 2002-2003 in a sample of 4,649
Latinos (i.e., Mexicans, Puerto Ricans, Cubans, and other La-
tinos) and Asians (i.e., Chinese, Filipinos, Vietnamese, and
other Asians), including 701 adults age 65 and older. Ethnic-
ity was self-defined and classified according to U.S. Census
categories. Interviews were conducted in English, Spanish,
Tagalog, Vietnamese, or Mandarin.

o National Study of American Life (NSAL). The NSAL was con-
ducted in 2001-2003 in a sample of 6,082 English-speaking
African Americans, Afro-Caribbeans, and non-Hispanic
whites, including 422 adults age 65 and older.

National Epidemiological Survey of Alcohol and Related Con-
ditions Wave 1 (NESARC 1). The NESARC 1 was funded by the
National Institute on Alcohol Abuse and Alcoholism (NIAAA) and
conducted from 2001 to 2002 in a sample of 43,093 English-
speaking people, including 8,205 adults age 65 and older. The

continued
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BOX 2-2 Continued

sample included people living in the community and noninstitu-
tional group quarters, such as boarding houses, rooming houses,
nontransient hotels, motels, shelters, and group homes; it exclud-
ed people in prisons, jails, and nursing homes (Grant and Dawson,
2006). The survey used a structured interview, the “Alcohol Use
Disorder and Associated Disabilities Interview Schedule—DSM-IV
version” (Grant et al.,, 2001) that was administered in person by
a lay interviewer.

National Epidemiological Survey of Alcohol and Related Condi-
tions Wave 2 (NESARC 2). The NESARC 2 was funded by NIAAA
and was conducted from 2004 to 2005. The sample included
34,653 of the initial 43,093 NESARC 1 respondents (NIAAA,
2010), including 7,177 adults age 65 and older. Of the 8,440 Wave
1 respondents of all ages who were not interviewed in Wave 2,
3,114 were not eligible because they were institutionalized, men-
tally or physically impaired, on active duty in the armed forces,
deceased, or deported, and 5,306 refused or could not be locat-
ed. The survey used the same structured interview and in-person
administration procedure that was used for the NESARC 1 survey.

National Survey of Drug Use and Health (NSDUH). The NSDUH
is funded by the Substance Abuse and Mental Health Services
Administration and is conducted annually. The 2010 sample was
68,487 people, including 2,517 adults age 65 and older (CBHSQ,
2011n). The sample includes residents of households and non-
institutional group quarters, such as shelters, halfway houses,
and rooming houses, and civilians living on military bases, and
excludes homeless people who do not use shelters, military
personnel on active duty, and residents of prisons, jails, nursing
homes, mental institutions, and long-term hospitals. The survey
used a structured interview and was conducted in person by a
lay interviewer, but most of the questions were administered with
a computer-assisted self-interviewing technology to provide a
highly confidential mode of response.
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information about the proportion and number of older adults who have
the conditions. Data on adults age 65 and older that were not included in
published reports from the surveys were generated for the committee by
the Center for Multicultural Mental Health Research and the Substance
Abuse and Mental Health Services Administration (SAMHSA).

The surveys described in Box 2-2 and some of the other sources used
in this section provide information about the proportion of people who
had particular MH/SU conditions in the previous month, the previous
12 months, or at any time in the person’s life. For purposes of analyzing
current and relatively sustained service needs, the committee decided to
use 12-month prevalence rates whenever possible.

Prevalence of 10 MH/SU Conditions in Community-Living Older Adults

Table 2-1 shows 12-month prevalence rates and the estimated num-
ber of older adults with any of 10 MH/SU conditions for which data are
available from three surveys, the Collaborative Psychiatric Epidemiologic
Studies (CPES), National Epidemiological Survey of Alcohol and Related
Conditions Wave 1 (NESARC 1), and National Epidemiological Survey of
Alcohol and Related Conditions Wave 2 (NESARC 2) (see Box 2-2). The
10 conditions are all DSM-IV-TR mental disorders. The middle column
shows the range of rates from the three surveys for each condition, one
or more conditions, only one, two or more, and three or more conditions.
The third column shows the range of estimates for the number of adults
age 65 and older who had the condition(s) in 2010, calculated by multiply-
ing the rates in the middle column by 38.8 million, the 2010 Census figure
for the number of community-living adults age 65 and older.

As shown in Table 2-1, 6.8 to 10.2 percent of community-living adults
age 65 and older had one or more of the conditions included in the table.
Given the differences in the surveys, this range and the ranges for specific
conditions are reassuringly small.

Using the 2010 Census figure for the community-living population
age 65 and older, the 6.8 to 10.2 percent range indicates that in 2010, 2.6
million to 4 million community-living older adults had one or more of the
10 MH/SU conditions. Among those people, 800,000 to 900,000 people
had two or more conditions, and 200,000 to 300,000 people had three or
more conditions.

The conditions with the highest prevalence are depressive disorders,
including major depressive episode and dysthymic disorder. In 2010,
3 to 4.5 percent of community-living older adults, about 1.2 million to
1.8 million people, had these conditions. The condition with the next
highest prevalence is social phobia, which affected 0.9 to 2.6 percent of
community-living older adults, about 400,000 to 1 million people in 2010.
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TABLE 2-1
12-Month Prevalence Rates and Estimated Number of Community-
Living Adults Age 65 and Older with 10 MH/SU Conditions

Estimated Number
Prevalence of Older Adults in

Mental Health or Substance Rate? 2010°
Use Condition (¢29) (Millions)

Mental health conditions

Depressive disorders 3.0-4.5 1.2-1.8
Major depressive episode(s) 3.0-4.3 1.2-1.7
Dysthymic disorder 0.6-1.6 0.2-0.6

Panic disorder 0.8-11 0.3-0.4

Agoraphobia without panic ¢-0.3 d-0.1

Social phobia 0.9-2.6 0.4-1.0

Generalized anxiety disorder 11-2.1 0.4-0.8

Posttraumatic stress disorder 0.6-2.6 0.2-1.0

(PTSD)¢

Substance use conditions
Alcohol dependence or abuse d-1.9 e-0.7
Drug dependence or abuse d-0.2 e-0.1

Summary figures

One or more of the conditions 6.8-10.2 2.6-4.0
One of the conditions 4.8-7.8 1.8-3.0
Two or more of the conditions 2.0-2.4 0.8-0.9
Three or more of the 0.5-0.8 0.2-0.3
conditions

2 Prevalence rate is the range of rates from the Collaborative Psychiatric Epidemiological
Studies (CPES), National Epidemiological Survey of Alcohol and Related Conditions Wave 1
(NESARC 1), and National Epidemiological Survey of Alcohol and Related Conditions Wave 2
(NESARC 2).

b The estimated number of older adults was calculated by multiplying the prevalence rates
(middle column) by 38.8 million.

¢The NESARC 1 survey did not measure PTSD; thus, the figures for PTSD represent data from
only two of the surveys, the CPES and NESARC 2.

9dThe lowest prevalence rate from the three surveys is less than 0.2 percent.

¢ The lowest number of people with the condition from the three surveys is less than 50,000.
SOURCE: Center for Multicultural Mental Health Research, 2011.
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The range of rates for alcohol dependence or abuse indicates that up
to 700,000 community-living older adults had this condition in 2010. Data
from the National Survey on Drug Use and Health (NSDUH) (see Box 2-2)
support the high end of the range, showing that 780,000 older adults had
alcohol dependence or abuse in 2010 (CBHSQ, 2011m).

The rates for drug dependence or abuse are smaller, up to 0.2 percent
of community-living older adults, or about 78,000 people in 2010. The
comparable figure from the NSDUH is even smaller, about 22,000 people
in 2010 (CBHSQ, 2011m).

Posttraumatic stress disorder (PTSD) had the widest range of rates,
0.6 to 2.6 percent, and number of older adults affected, 200,000 to 1 million
(see Box 2-3). PTSD is known to occur in veterans as a result of combat-
related trauma. Many other kinds of traumatic events can also lead to
PTSD, and available data show that older women, who are rarely veter-
ans, are somewhat more likely than older men to have PTSD (Pietrzak
et al., 2012). Moreover, older men, including older veterans who experi-
enced combat-related trauma, can develop PTSD as a result of other trau-
matic events (Cook et al., 2005; Pietrzak et al., 2012; Schnurr et al., 2002).

For people with preexisting PTSD, various trajectories have been
shown to occur with aging, including symptom stability, worsening,
improvement, and fluctuation (Lapp et al., 2011). The onset and progres-
sion of dementia sometimes can trigger and exacerbate symptoms in older
adults with PTSD, resulting in frightening situations for spouses and
other family members (Johnston, 2000; Mittal et al., 2001).

Prevalence of Nine Additional MH/SU Conditions in Community-Living
Older Adults

In addition to the 10 MH/SU conditions included in Table 2-1, the
committee found data to support estimates of the prevalence of 10 of the
remaining MH/SU conditions identified as important for older adults.
These data come from a wider array of sources, including any one of the
surveys shown in Box 2-2; other population-based surveys conducted
in community samples using comprehensive, structured interviews;
population-based surveys conducted in national samples using only one
or a few questions to identify such people; and Medicare claims.

Table 2-2 shows the 12-month prevalence rates and estimated number
of older adults who have 9 of the 10 conditions. Rates for the tenth condi-
tion, behavioral and psychiatric symptoms associated with dementia, are
not included in Table 2-2 because the only available population-based
data for this condition come from a survey that included both community-
living older adults and nursing home residents, whereas the data for the
other nine conditions come from studies that include only community-
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BOX 2-3
Posttraumatic Stress Disorder (PTSD) in Older Adults

Data from the National Epidemiological Survey of Alcohol and Re-
lated Conditions Wave 2 (NESARC 2) indicate that 2.4 percent of
community-living older adults in the United States have PTSD. The
2.4 percent figure represents current prevalence, as assessed at the
time of the interview, based on DSM-IV-TR criteria, including the re-
quirement that exposure to the traumatic event must precede devel-
opment of the condition. The current prevalence of PTSD was higher
for people age 65-74 than for those age 75 and older (2.7 percent vs.
2.0 percent, respectively). It was also higher for Hispanic/Latinos age
65 and older (4.3 percent) than for whites (2.3 percent) and African
Americans (2.0 percent) in that age group.

NESARC 2 survey data also indicate that current prevalence of
PTSD is higher in community-living adults under age 65 than in those
age 65 and older. The data show that 4.2 percent of adults age 55-
64 had PTSD, compared with 2.4 percent of those age 65 and older.
The reasons for this difference are not known, but plausible explana-
tions include cohort effects related to exposure, for example, to mili-
tary service; earlier mortality in those with PTSD; underreporting of
symptoms by older adults; and underrecognition of PTSD symptoms
that may manifest differently in older adults (Lapp et al., 2011; Owens
et al.,, 2005; van Zelst et al.,, 2003a,b).

After exposure to a traumatic event, older and younger adults
generally experience similar risk of developing PTSD (Acierno et al.,,
2002; Chung et al., 2004; Kohn et al., 2005). Factors associated with
susceptibility for PTSD are also similar across age groups. These fac-
tors include female gender, childhood adversity, low self-efficacy,
lack of social support, and personality traits, such as neuroticism
(Acierno et al.,, 2002; Lapp et al., 2011; Ozer et al.,, 2003; van Zelst
et al.,, 2003b).

In the United States, research on PTSD in older adults has focused
most on older combat veterans and prisoners of war (Dirkzwager

living older adults. Prevalence rates for behavioral and psychiatric symp-
toms associated with dementia are discussed later in this section.

The middle column of Table 2-2 shows the prevalence rate or range

of rates for each of the nine conditions. The third column shows the fig-
ure or range of figures for the number of adults age 65 and older who
had the condition in 2010, calculated by multiplying the rate(s) in the
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et al,, 2001; Port et al., 2001). One study found that World War Il vet-
erans who experienced moderate-to-heavy combat were 13 times as
likely to have PTSD 45 years later compared with noncombat veter-
ans (Spiro et al., 1994).

Some studies have focused on PTSD in Holocaust survivors
(Trappler et al., 2007; Yehuda et al., 2009). Other studies have docu-
mented PTSD in people exposed to other traumatic life events, such
as sexual and criminal assault, disasters, life-threatening illness, ac-
cidents (including falls), and unexpected loss of a loved one (Chung
et al.,, 2009; Spitzer et al., 2008).

Comorbid mental health and substance use conditions, including
depression, anxiety disorders, and alcohol and drug use disorders,
are common in older adults with PTSD (Brady, 1997; Jacobsen et al.,
2001; Lapp et al., 2011; Spitzer et al., 2008). High levels of coexist-
ing physical health conditions, especially heart disease and ulcers,
are also common in such people (Pietrzak et al., 2012; Schnurr et al.,
2000).

Several studies conducted in large samples of veterans have found
that veterans with PTSD are twice as likely as those without PTSD to
develop dementia (Qureshi et al., 2010; Yaffe et al., 2010). Questions
have been raised about the mechanism for this association (Borson,
2010; Pittman, 2010). Despite these questions, numerous case stud-
ies have documented that dementia can result in the emergence or
exacerbation of PTSD symptoms in some older adults (Cook et al,,
2003; Dallam et al., 2011; Johnston, 2000; Mittal et al.,, 2001; van
Achterberg et al., 2001). Older veterans with PTSD and dementia may
become extremely agitated, paranoid, and physically combative, oc-
casionally attacking their spouse or, conversely, attempting to pro-
tect their spouse from other, imagined attackers.

SOURCE: K. M. Bohnert, Health Services Research and Development Service,
Department of Veterans Affairs, Ann Arbor, MI, text provided to the IOM committee,
January 10, 2012.

middle column by 38.8 million, the U.S. Census figure for the number of

community-living adults age 65 and older in 2010.

The proportions of community-living older adults who have any of
the nine conditions included in Table 2-2 range from less than 0.2 per-
cent to 11.1 percent. Because the data come from unrelated studies, it
is not possible to determine the proportion that has one or more of the

conditions.
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TABLE 2-2
12-Month Prevalence Rates and Estimated Number of Adults Age 65
and Older with Nine Additional MH/SU Conditions

Estimated Number
Prevalence of Older Adults in

Mental Health or Substance Rate? 2010°
Use Condition (¢9) (Millions)

Mental health conditions

Bipolar disorder c-0.2 d-0.1
Schizophrenia 0.2-0.8 0.1-0.3
Obsessive-compulsive 0.8 0.3
disorder

Depressive symptoms 1.1-11 0.4-4.3
Anxiety symptoms 4.3 1.7
Suicidal ideation 0.5-1.7 0.2-0.7
Suicide plans and attempts ¢ @

Substance use conditions
At-risk drinking 5.2 2.0
At-risk drug use 0.9 0.4

2 Prevalence rate is the rate or range of rates from the cited sources.

b The number of people was calculated by multiplying the percentages in the middle column
by 38.8 million.

¢The prevalence rate is less than 0.2 percent.

9 The number of people with the condition is less than 50,000.

SOURCES: Blazer and Wu, 2011; Blazer et al., 1987; CBHSQ, 2011i, 2012c; Center for
Multicultural Mental Health Research, 2011; Gum et al., 2009; Harris and Cooper, 2006; Hybels
et al., 2009; Jeste et al,, 1999; Kessler et al., 2005; Steffens et al.,, 2000; Weissman et al., 1988;
Wolitzky-Taylor et al., 2010; Wu et al., 2006.

Three of the MH/SU conditions in Table 2-2 are DSM-IV-TR mental
disorders: bipolar disorder, schizophrenia, and obsessive-compulsive dis-
order (OCD). They are not included in Table 2-1 with other DSM-IV-TR
disorders because information about their prevalence is not available
from all three surveys used to create Table 2-1. In fact, relatively little
information is available about the proportion of community-living older
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adults who have any of the three disorders. The limited information
reflects the difficulty of measuring these disorders in population-based
surveys. Some researchers and clinicians question whether the prevalence
of mental disorders in general, and the three disorders in particular, is
identified accurately by the structured interviews used in the large-scale,
population-based surveys conducted to date. For bipolar disorder, schizo-
phrenia, and OCD, they question whether the surveys have found and
interviewed representative samples of older adults with the disorders and
whether valid prevalence rates can be generated from the relatively small
numbers of older survey respondents that have the disorders (Alegria
et al., 2007; Cohen et al., 2000; Depp and Jeste, 2004, Gum et al., 2009;
Nelson and Rice, 1997; Palmer et al., 1999; Wu et al., 2006).

One of the few population-based sources of information about the
proportion of older adults who have any of the three disorders is the
Epidemiologic Catchment Area (ECA) survey that was conducted in five
U.S. communities in the early 1980s. It used a structured interview based
primarily on diagnostic criteria from the previous version of the DSM,
DSM-III. ECA data show that the 12-month prevalence rate for bipolar
disorder was 0.1 percent in older adults (Weissman et al., 1988). Another
U.S. survey that provides population-based prevalence data on bipolar
disorder, the NCS-R (see Box 2-2), found that 0.2 percent of older adults
had the disorder (Gum et al., 2009). These rates suggest that 39,000 to
78,000 community-living older adults (rounded to 100,000 in the table)
may have had bipolar disorder in 2010.

ECA data show that the 12-month prevalence rate for schizophrenia
was 0.2 percent in community-living adults age 65 and older (Jeste et al.,
1999). A comprehensive analysis of findings from the National Comorbid-
ity Survey-Replication (NCS-R) (see Box 2-2), that included clinical evalu-
ations of a subsample of NCS-R subjects, found a 12-month prevalence
rate of 0.2 percent for a somewhat broader group of disorders composed
of schizophrenia, schizophreniform disorder, schizoaffective disorder,
delusional disorder, and other psychoses (Kessler et al., 2005). Another
analysis based on Medicare claims found a 0.8 percent prevalence rate
for schizophrenia in Medicare beneficiaries age 65 and older (Wu et al,,
2006). The figures from these three studies suggest that in 2010, 78,000 to
300,000 older adults may have had schizophrenia.

The ECA survey is the only population-based source of U.S. data on
the 12-month prevalence rate for OCD. The ECA found that 0.8 percent of
community-living older adults had this condition (Wolitzky-Taylor et al.,
2010), suggesting that about 300,000 older adults may have had OCD in
2010. A follow-up study showed, however, that only 19 percent of ECA
subjects who met the criteria for OCD at the time of the survey still met
the criteria 1 year later, and the stability of the survey-based diagnosis
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was particularly low for older adults (Nelson and Rice, 1997). Thus, the
0.8 percent prevalence rate and the associated estimate of the number of
older adults with OCD in 2010 are uncertain.

The committee believes that the prevalence rates presented above for
bipolar disorder, schizophrenia, and OCD likely underestimate the true
rates of these conditions in community-living older adults, but other data
are not available from U.S. population-based surveys. Accurate informa-
tion about the proportion and number of older adults who have these
conditions is essential for evaluating the MH/SU service needs of older
adults because the conditions are frequently severe, and people with the
conditions often require specialty mental health services. As noted earlier,
bipolar disorder and schizophrenia are core conditions in the category
usually referred to as serious mental illness (SMI), a category of condi-
tions associated with especially high mental health service needs. More
accurate and up-to-date information about these conditions is needed
to plan for a workforce capable of providing appropriate mental health
services for older adults with SML

In addition to prevalence rates for the three DSM-IV-TR mental dis-
orders, Table 2-2 shows prevalence rates for six other MH/SU condi-
tions. The 5.2 percent rate for at-risk drinking represents the proportion
of community-living adults age 65 and older with subsyndromal alcohol
dependence, defined as self-reported alcohol use that meets one or two of
the seven DSM-IV-TR criteria for alcohol dependence, but not the three or
more criteria required for a DSM-IV-TR diagnosis of the disorder (Blazer
and Wu, 2011). Using the 2010 U.S. Census figure for the population age
65 and older, the 5.2 percent rate suggests that in 2010, about 2 million
community-living older adults had subsyndromal alcohol dependence.

Prevalence rates for at-risk drinking from other studies vary, depend-
ing on how the condition is defined and measured. The 2010 Behavioral
Risk Factors Surveillance System (BRFSS) survey found that 3.8 percent
of community-living adults age 65 and older (about 1.5 million people)
reported binge drinking, defined as having four or more alcoholic drinks
for women and five or more for men on at least one occasion in the previ-
ous month (Kanny et al., 2012). Compared with adults age 18-64, older
adults who reported binge drinking had a significantly higher average
number of drinks per occasion (5.5 drinks for those age 65 and older
versus 4.1-4.7 drinks for those age 18-64). The 2010 NSDUH found that
7.6 percent of community-living older adults (about 2.9 million people)
reported binge drinking (CBHSQ, 2011k,1). One-fifth of these people (about
600,000) reported heavy drinking, defined as having five or more drinks per
occasion on five or more days in the previous month.

The 4.3 percent prevalence rate for anxiety symptoms represents the
proportion of community-living older adults with symptoms that do not
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meet the DSM-IV-TR criteria for a diagnosis of an anxiety disorder (about
1.7 million people in 2010). To be included in the 4.3 percent rate, indi-
viduals with anxiety symptoms also had to have substantial associated
functional impairment. Other studies that did not require this high level of
functional impairment have found higher rates of anxiety symptoms. One
study found, for example, that 19 percent of a population-based sample of
about 3,000 community-living Medicare beneficiaries ages 70-79 reported
having at least one of three anxiety symptoms: feeling fearful, nervous or
shaky inside, or tense and keyed up (Mehta et al., 2003). Some of these
people may have had diagnosable DSM-IV-TR anxiety disorders, such as
generalized anxiety disorder or major depression with anxiety, but it is
not possible to determine the proportion that did.

The range of prevalence rates for depressive symptoms, 1.1 to 11.1
percent, comes from four population-based studies intended to measure
depressive symptoms that did not meet the DSM-IV-TR diagnostic criteria
for a depressive disorder. One study found that 11 percent of a national
random sample of 137,000 community-living Medicare beneficiaries age
65 and older reported feeling “depressed or sad much of the time over the
previous year” (Harris and Cooper, 2006). Two population-based studies
of older adults in five North Carolina counties found that 4 and 11.1 per-
cent, respectively, had depressive symptoms (Blazer et al., 1987; Hybels
et al., 2009). A fourth study conducted in Cache County, Utah, found that
only 1.1 percent of older adults had depressive symptoms (Steffens et al.,
2000). This range of rates, 1.1 to 11.1 percent, suggests that 430,000 to 4.3
million older adults may have had depressive symptoms in 2010.

The researchers who conducted the Cache County study note that
the relatively low rate of depressive symptoms in their study, 1.1 percent,
could reflect characteristics of the sample that predict reduced risk for
the condition, such as low rates of cardiovascular disease and cancer and
high rates of social and religious involvement. They note alternatively
that the low rate of depressive symptoms could reflect reluctance of the
older adults in their sample to report “minor mental health problems”
(Steffens et al., 2000).

The 0.9 percent prevalence rate for at-risk drug use in Table 2-2 comes
from the 2010 NSDUH and represents the proportion of community-
living adults age 65 and older who reported nonmedical use of prescrip-
tion psychotherapeutic drugs in the previous year. The 0.9 percent rate
indicates that about 350,000 older adults reported nonmedical use of such
drugs (CBHSQ, 2011g,h). Nearly half of these people reported nonmedical
use of prescription pain relievers (CBHSQ, 2011i,j).

In 2010, 1.7 percent of older adults (about 650,000 people) reported
use of any illicit drugs, including 1 percent (nearly 400,000 people) who
reported using marijuana (CBHSQ, 2011c¢,d,e,f). The proportion of older
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adults who reported using other illicit drugs in 2010 is not given because
of small numbers, but combined NSDUH data for 2005 and 2006 indicate
that 0.7 percent of community-living adults age 65 and older reported
using marijuana in the previous year, and less than 0.1 percent reported
using cocaine, heroin, hallucinogens, or inhalants (Blazer and Wu, 2009b).
Whether all older adults who use any illicit drug would be considered to
have at-risk drug use is unclear, however.

Many of the figures for the nine conditions shown in Table 2-2 come
from unrelated studies; thus it is not possible to determine how many
older adults have more than one of the conditions. Likewise, it is not
possible to determine how many older adults that have one or more of
the conditions shown in Table 2-2 also have one or more of the conditions
shown in Table 2-1. This information about comorbidity is required to
estimate the total number of older adults who needs MH/SU services.

Prevalence of Behavioral and Psychiatric Symptoms Associated with Dementia

Table 2-3 shows prevalence rates and the estimated number of older
adults that had behavioral and psychiatric symptoms associated with
dementia in a one-month period. The rates come from the Aging, Demo-
graphics, and Memory Study (ADAMS), a study conducted in a strati-
fied random sample of adults age 71 and older, drawn from the national,
population-based samples used for the 2000 and 2002 Health and Retire-
ment Study surveys (Okura et al., 2010; Plassman et al., 2007). Unlike the
other data sources used to develop the figures shown in Tables 2-1 and
2-2, the ADAMS sample included nursing home residents, and the figures
in Table 2-3 pertain to both community-living people and nursing home
residents. The table shows the proportions of ADAMS subjects with nor-
mal cognition and dementia who had each of the symptoms, one or more
symptoms, one or two symptoms, and three or more symptoms.

As shown, 57.2 percent of the older adults with dementia had one or
more symptoms in the previous month, including 30.5 percent who had
one or two symptoms and 26.7 percent who had three or more symptoms.
The most common behavioral and psychiatric symptoms in older adults
with dementia were depression or dysphoria (depressed mood) (28 per-
cent), apathy or indifference (22.9 percent), agitation or aggression (22.5
percent), and delusions (18.2 percent) (Okura et al., 2010). Older adults
with normal cognition, including older adults with MH/SU conditions
but no dementia, were much less likely than those with dementia to have
any of the symptoms.

ADAMS is the only U.S. study conducted to date that has measured
these behavioral and psychiatric symptoms in a nationally representative
sample of community-living older adults and nursing home residents, but
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TABLE 2-3

Proportion of Community-Living Adults and Nursing Home Residents
Age 71 and Older with Normal Cognition or Dementia Who Had
Associated Behavioral and Psychiatric Symptoms in the Previous
Month?

Older Adults with Older Adults
Normal Cognition | with Dementia

n =303 n =299
Symptom® (%) (%)
Delusions 0.6 18.2
Hallucinations 0.0 14.7
Agitation/aggression 3.6 22.5
Depression/dysphoria 1.9 28.0
Anxiety 6.5 15.2
Irritability or lability 5.9 13.4
Disinhibition 0.5 1.2
Elation/euphoria 1.5 1.6
Apathy/indifference 3.0 22.9
Aberrant motor behavior 0.0 16.5

Summary figures

One or more symptoms 17.7 57.2
One or two symptoms 13.3 30.5
Three or more symptoms 4.3 26.7

2 The data are weighted to adjust for the study’s complex sampling design.

b The behavioral and psychiatric symptoms measured in the Aging, Demographics and
Memory Study come from the 10-item version of the Neuropsychiatric Inventory (Cummings
et al, 1994).

SOURCE: T. Okura, Bajikoen Clinic, Geriatrics Section, Tokyo, Japan, unpublished data from
the Aging, Demographics, and Memory Study provided to the IOM committee, September 14,
2011.
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three other studies have measured behavioral and psychiatric symptoms
associated with dementia in population-based samples at the county or
local level (Chan et al., 2003; Lyketsos et al., 2000, 2002). The samples
for these studies included adults age 65 and older, thus supplementing
the ADAMS data on adults age 71 and older. Each of the studies found
somewhat higher prevalence rates, ranging from 61 to 75 percent, for
older adults with dementia and associated behavioral and psychiatric
symptoms, suggesting that the 57.2 percent figure from ADAMS may be
conservative.

Estimates of the total number of adults age 65 and older who have
dementia range from 3.9 million to 5.1 million people (see calculations
below).! Combining these figures and the 57.2 percent rate for older adults
with dementia and associated behavioral and psychiatric symptoms indi-
cates that in 2010, 2.2 to 2.9 million older adults had such symptoms in
the previous month.

Many researchers and clinicians believe that nearly all people with
dementia will have behavioral and psychiatric symptoms at some time in
the frequently long course of their illness (Gauthier et al., 2010; Lyketsos
et al., 2011; McKeith and Cummings, 2005). Dementia-related behavioral
and psychiatric symptoms often change over time as the person’s demen-
tia worsens. Thus, the services and workforce competencies required to
meet the needs of older adults with behavioral and psychiatric symptoms
associated with dementia also change over time.

MH/SU Conditions for Which Population-Based Prevalence Data Are Not
Available

The committee did not find population-based data to support esti-
mates of the proportion or number of community-living older adults
who have 7 of the 27 identified MH/SU conditions. The seven conditions
include two DSM-IV-TR mental disorders (adjustment disorder and per-
sonality disorders) and five other MH/SU conditions (hoarding, severe

1U.S Census data show there were 25.7 million people age 71 and older in 2010, and AD-
AMS data indicate that 13.9 percent of people in that age group (about 3.6 million people)
had dementia. U.S. Census data also show there were 14.5 million people ages 65-70 in 2010.
No national data are available on the number of people ages 65-70 who have dementia, but
two sources indicate that 2 percent of people in that age group, or about 290,000 people, have
Alzheimer’s disease (Brookmeyer et al., 1998; Hebert et al., 2003). Combining these figures
indicates that about 3.9 million people age 65 and older had dementia in 2010. Other data
from the U.S. Centers for Medicare & Medicaid Services show that in 2008, 12.6 percent of
Medicare fee-for-service beneficiaries had Medicare claims with a diagnostic code for Al-
zheimer’s disease or another dementia (CMS, 2011). Combining the 12.6 percent rate and the
U.S. Census figure for the population age 65 and older in 2010, 40.3 million people, indicates
that about 5.1 million people age 65 and older had dementia in 2010.
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domestic squalor, severe self-neglect, fear of falling, and complicated
grief).

Although older adults with adjustment disorder are seen with some
frequency in clinical settings (Casey and Bailey, 2011; Lantz, 2008), no
U.S. population-based data were found for the proportion or number of
community-living adults age 65 and older who have this condition. One
Swiss study found that 2.3 percent of community-living older adults had
an adjustment disorder (Maercker et al., 2008).

Personality disorders were measured in the NESARC 1 and 2 surveys
(see Box 2-2). The Wave 1 survey found that many community-living
adults age 65 and older had one or more of seven DSM-IV-TR personality
disorders; for example, 1.8 percent of older adults (about 700,000 people
in 2010) had lifetime paranoid personality disorder, and 5.2 percent (about
2 million people in 2010) had lifetime obsessive-compulsive personality
disorder (Grant et al., 2004). The committee did not find published data
on the 12-month prevalence of the seven personality disorders. Moreover,
a reanalysis of the NESARC 1 data on personality disorders in adults of all
ages concluded that the published rates for lifetime prevalence were too
high for each disorder because they included people who did not meet the
DSM-IV-TR-required level of distress, impairment, or dysfunction asso-
ciated with each of the criteria for each disorder (Trull et al., 2010). The
NESARC 2 survey measured three DSM-IV-TR personality disorders that
were not included in the NESARC 1 survey (Sansone and Sansone, 2011),
but the committee did not find published data on 12-month prevalence
of these disorders.

An analysis of findings from the Baltimore site of the Epidemio-
logic Catchment Area survey found that 6.6 percent of adults age 55 and
older had personality disorders (Cohen et al., 1994). The disorders were
diagnosed in a psychiatric evaluation using diagnostic criteria from the
previous version of the DSM, DSM III. Half of those diagnosed with any
personality disorder had obsessive-compulsive personality disorder. The
researchers note that older adults with personality disorders are likely to
express more severe symptoms of the disorder when they are experienc-
ing stress-related situations such as serious illness, prolonged ill health,
or the death of a spouse, other relative, or close friend.

The available data on three other MH/SU conditions—hoarding,
severe domestic squalor, and severe self-neglect—come from case reports
and administrative records of public health departments and aging and
adult protective services agencies. For example:

e Massachusetts public health officers who responded to a survey

about formal complaints of hoarding received by their depart-
ments identified 471 complaints received from 1992 to 1997, sug-
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gesting a 5-year rate of 0.3 complaints per 1,000 people living in
the areas served by the departments (Frost et al., 2000).

e Case records from a psychiatry agency in Sydney, Australia,
showed that 173 older adults were referred to the agency for mod-
erate or severe domestic squalor from 2000 to 2009, suggesting a
1-year rate of 0.7 referrals per 1,000 people in the agency’s service
area (Snowdon and Halliday, 2011). No U.S. data were found on
severe domestic squalor.

e Ombudsman records for New Haven, Connecticut, showed that
92 of 2,161 community-living older adults followed for 9 years (4.3
percent) had confirmed self-neglect, indicating a weighted rate of
7 cases per 1,000 person-years (Abrams et al., 2002).

* Administrative records from the Texas Adult Protective Ser-
vices Division show that self-neglect by adults age 65 and older
accounted for 40 percent of the 61,380 referrals for adult abuse and
neglect received by the agency in 1997 (Pavlik et al., 2001).

These findings cannot be used to estimate the population-based prev-
alence of the three conditions because the findings only represent reported
cases. Clearly, however, they have important implications for workforce
competencies in public health departments and aging and adult protective
services agencies.

The committee did not find population-based data on the prevalence
of fear of falling, but studies conducted in convenience samples suggest
that substantial proportions of older adults have this condition (Lach,
2005; Murphy et al., 2003; Oh-Park et al., 2011). A study of more than 500
community-living adults age 70 and older in New York City found, for
example, that 31 percent reported fear of falling at baseline, and 45 per-
cent of those who did not report fear of falling at baseline developed the
condition in the next 2 to 5 years (Oh-Park et al., 2011).

No U.S. population-based studies of complicated grief were found.
Studies conducted in Europe show that, depending on how complicated
grief is defined, 0.9 to 9 percent of bereaved older adults had the condition
(Forstmeier and Maercker, 2007; Kersting et al., 2011).

Prevalence of MH/SU Conditions in Older Adults
Living in Group Quarters Settings

With the exception of the figures presented earlier on behavioral and
psychiatric symptoms associated with dementia, the figures presented
thus far in this section have been for community-living older adults. To
estimate the total proportion and number of older adults with MH/SU
conditions, older adults living in group quarters settings must be added.
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As noted earlier, the 2010 Census found that 1.5 million adults age 65
and older, about 4 percent of the 40.3 million older adults in the United
States, were living in group quarters settings (Census Bureau, 2010b). Of
the 1.5 million older adults, 82 percent were living in nursing homes; 2
percent were living in prisons, jails, or other adult correctional facilities;
and about 3 percent were homeless or living in homeless shelters or other
transitional housing (Census Bureau, 2010d). The remaining 13 percent
(fewer than 200,000 people) were in other group quarters settings, such as
psychiatric hospitals, residential treatment centers, inpatient hospice facil-
ities, and religious group residences. As discussed earlier, for purposes of
this analysis of the proportion and number of older adults with MH/SU
conditions, older adults living in assisted living, senior housing, and
public housing facilities are included in the community-living population.

Prevalence of MH/SU Conditions in Older Nursing Home Residents

Table 2-4 shows the proportion and number of older adults living in
nursing homes in April 2009 who had depression, anxiety disorders, bi-
polar disorder, or schizophrenia and the proportion and number that had
one or more of these conditions. The data come from residents” Minimum
Data Set (MDS) assessments and reflect diagnoses noted in their nursing
home medical records. The diagnoses can be primary or secondary.

TABLE 2-4
Prevalence and Estimated Number of Nursing Home Residents Age 65
and Older with Selected Mental Health Conditions, 2009

Prevalence Rate | Number of Residents
Condition (¢9) with the Condition

Mental health conditions

Depression 49.6 590,834
Anxiety disorders 16.1 192,071
Bipolar disorder 2.8 33,416
Schizophrenia 3.6 42,521

Summary figures

One or more conditions 56.8 675,622

SOURCE: Shaping Long-Term Care in America Project and Brown University, data provided
to the IOM committee, November 2011.
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As shown in Table 2-4, MDS data indicate that 56.8 percent of nursing
residents age 65 and older (675,622 people) had at least one of the four
conditions. Depression was the most prevalent condition, affecting nearly
half of all older residents. Sixteen percent of residents age 65 and older
had anxiety disorders, and smaller proportions had bipolar disorder and
schizophrenia.

Various concerns have been raised about the precision of resident
diagnoses based on MDS data. In particular, the committee believes that
the 49.6 percent figure for depression in Table 2-4 probably includes both
DSM-IV-TR depressive disorders and depressive symptoms that do not
meet the criteria for a diagnosis of a DSM-IV-TR depressive disorder. Data
on mental health conditions in nursing home residents are available from
other sources, but many of these sources are quite old, and the character-
istics of nursing home residents, including the proportions that have vari-
ous mental health conditions, have changed in recent years (see Box 2-4).

The proportion of nursing home residents with mental health condi-
tions will probably continue to change as nursing homes increasingly
admit people for short-term, postacute care as opposed to long-term
personal care and supervision. From 1999 to 2005, the proportion of long-
stay residents among new admissions to nursing homes decreased from
39 to 25 percent, and the proportion of people with dementia among new
admissions decreased from 24 to 18 percent (Fullerton et al., 2009). These
trends reflect higher Medicare payments for postacute nursing home
care as well as ongoing government and private initiatives to discourage
nursing home placement from the community and encourage discharges
of nursing home residents to assisted living, other residential care facili-
ties, and home. In the same period during which admissions of long-stay
residents and people with dementia decreased, however, the proportion
of all residents and new residents with depression increased substantially
(see Box 2-4). Thus, the likely direction of future changes in the propor-
tion of nursing home residents with particular mental health conditions
is uncertain.

In addition to the four mental health conditions shown in Table 2-4,
many nursing home residents have behavioral symptoms. National data
from residents” MDS assessments show that in 2010, 28 percent of resi-
dents of all ages had such symptoms (AHCA, 2010). Many of these resi-
dents are individuals with dementia who are included in Table 2-3, and
some are residents with mental health conditions who are included in
Table 2-4. Thus, for purposes of this analysis of the proportion and num-
ber of older adults with MH/SU conditions, these individuals are already
counted. The implications of such symptoms for residents’ service needs
and related workforce requirements are discussed later in this report.

Small proportions of older nursing home residents have other MH/SU
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BOX 2-4
Changing Prevalence of Mental Health Conditions
in Nursing Home Residents

The proportion of nursing home residents age 65 and older
with depression has increased greatly, at least since 1999. One
study of residents age 65 and older in more than 5,000 nursing
homes in eight states found that among those who had been in
the facility for at least 90 days, the proportion with depression
increased from 34 percent in 1999 to 45 percent in 2003 and 52
percent in 2007 (Gaboda et al., 2011).

Among people newly admitted to nursing homes, the propor-
tion with depression has also increased. From 1999 to 2005, the
proportion of new admissions of all ages with depression in-
creased from 11 to 16 percent (Fullerton et al., 2009). During the
same period, the proportion of new residents with bipolar disor-
der and schizophrenia remained the same, while the proportion
of new admissions with anxiety disorders decreased from 3 to 2
percent.

New nursing home admissions with mental health conditions
are more likely than other new admissions to stay in the nursing
home for at least 90 days (Grabowski et al., 2009). In 2005, about
half of all new admissions age 65 and older with bipolar disorder
or schizophrenia who survived at least 90 days were still living
in the nursing home at that time (Aschbrenner et al., 2011). The
greater likelihood that new admissions with these conditions are
staying in the nursing home for at least 90 days means that the
overall prevalence of the conditions is probably also increasing.

conditions. The 2004 National Nursing Home Survey found, for example,
that 1 percent of residents age 65 and older had alcohol dependence or
abuse (Seitz et al., 2010).

Prevalence of MH/SU Conditions in Older Inmates
in Adult Correctional Facilities

In 2010, 29,000 adults age 65 and older were inmates in adult correc-
tional facilities, including federal and state prisons and local jails (Census
Bureau, 2010d). Due to changes in prison sentencing and release policies
enacted three decades ago, the number of older inmates is increasing
rapidly. In the 4 years from 2007 to 2010, the number of older inmates
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in federal prisons increased by 67 percent, compared with a 0.7 percent
increase in the prison population as a whole (Human Rights Watch, 2012).
One study conducted in 2004 found that 36 to 52 percent of inmates
age 55 and older in adult correctional facilities had mental health con-
ditions, based on documentation of a recent diagnosis, recent mental
health treatment, or symptoms that met the DSM-IV-TR diagnostic criteria
for conditions, such as major depressive episode, mania, and psychosis
(James and Glaze, 2006). Data from the lowa prison system for the years
1996-2001 show that 23 percent of inmates age 55 and older had mental
health conditions and 71 percent had a history of substance dependence
or abuse, primarily involving alcohol (Arndt et al., 2002). The committee
did not find comparable data on the proportion and number of inmates
age 65 and older who have MH/SU conditions, but the proportions for
inmates age 55 and older cited above suggest that 23 to 71 percent of older
inmates (6,670 to 20,600 people) may have had such conditions in 2010.

Prevalence of MH/SU Conditions in Homeless Older Adults

National data on the number of homeless people come from a survey
conducted on 1 day each year. In 2010, 649,917 people were found to be
homeless on the designated day, including 403,308 people who were in a
homeless shelter and 239,759 people who were unsheltered (HUD, 2011).
The survey report does not show how many of these people were age 65
and older, but 26 percent had SMI and 35 percent had chronic substance
abuse. From October 2009 to September 2010, about 44,000 adults age 62
and older spent at least one night in an emergency shelter or transitional
housing (HUD, 2011), but the committee did not find information about
how many of these people had MH/SU conditions.

Prevalence of MH/SU Conditions in Older Adults
in Other Group Quarters Settings

Psychiatric hospitals are categorized as group quarters settings in
the U.S. Census Bureau’s classification system. In 2008, 4 percent of the
180,496 people in state psychiatric hospitals were age 65 and older (about
7,200 people) (SAMHSA, 2009). The average length of stay in these hos-
pitals was 131 days for people of all ages, but comparable information is
not available for older adults.

The committee did not find information about the number of older
adults in private psychiatric hospitals or their average length of stay.
The committee also did not find information about the number of older
adults with MH/SU conditions in other group quarters settings. It is
likely that all older adults in private psychiatric hospitals and substantial
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proportions of older adults in other group quarters settings have MH/SU
conditions.

Comorbid MH/SU Conditions

As noted earlier, some older adults with MH/SU conditions have
more than one such condition. Some have both a mental health condi-
tion, such as a depressive disorder, and a substance use condition, such
as alcohol dependence. In addition, some older adults have more than
one mental health condition, for example, a depressive disorder and
generalized anxiety disorder, and some have more than one substance
use condition, for example, alcohol dependence and nonmedical use of
prescription drugs.

To estimate the proportion and number of older adults that have
MH/SU conditions and avoid double counting, it is necessary to account
for comorbidity. Some information about comorbidity is available from
the large-scale, population-based surveys described in Box 2-2. This infor-
mation is frequently reported for younger people but rarely reported for
older adults, often because small numbers make the data for older adults
unreliable. The figures on comorbidity presented below come from stud-
ies selected to illustrate the extent of comorbidity in the older population.
The studies used clinical, research, or registry-based samples.

e In a sample of 1,801 primary care patients age 60 and older who
had major depression or dysthmia, 11 percent also had PTSD and
15 percent also had panic disorder (Hegel et al., 2005).

e In a sample of 182 research subjects age 60 and older who had
major depression or depressive symptoms, 23 percent also had an
anxiety disorder, including 9 percent that had panic disorder and
7 percent that had social phobia (Lenze et al., 2000).

* In a sample of 2,240 primary care patients age 65 and older, 28
percent had major depression and 12 percent of those individuals
also had suicidal ideation; 21 percent of the full sample had both
major depression and an anxiety disorder, and 18 percent of those
individuals also had suicidal ideation (Bartels et al., 2002).

e In a sample of 76 research subjects age 60 and older who had dys-
thymic disorder, 31 percent also had personality disorders, includ-
ing 17 percent who had obsessive-compulsive personality disorder
(Devanand et al., 2000).

® In a research sample of 1,552 adults age 53 to 100 who had con-
sumed any alcohol in the previous 5 years, 29 percent had depres-
sive symptoms, and of those individuals 33 percent screened posi-
tive for alcohol abuse or misuse (Rodriguez et al., 2010).
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* In a registry-based sample of about 15,000 veterans age 60 and
older who had bipolar disorder, 9 percent also had substance
abuse, 5 percent also had PTSD, and 10 percent also had other
anxiety disorders (Sajatovic et al., 2006).

e In a small research sample of 18 adults age 60 and older who had a
hoarding condition, 28 percent also had major depressive disorder;
22 percent also had dysthymia; 16 percent also had OCD; 5 percent
also had social phobia; and 5 percent also had general anxiety dis-
order (Ayers et al., 2010).

Because the samples for these studies are not population based, the
findings cannot be used to determine average comorbidity figures for the
older population. They do, however, portray the complex mix of comor-
bid MH/SU conditions that occur in some older adults and shape their
service needs and related workforce requirements.

Committee Estimates of the Proportion and Number of
Older Adults with MH/SU Conditions in 2010

This section has presented information the committee was able
to obtain about the proportion and number of older adults who have
MH/SU conditions. Many gaps remain in the information that would be
required to create a comprehensive picture of these conditions in older
adults that could, in turn, be used to analyze their service needs and
plan for a workforce capable of meeting those needs. The difficulties
confronted by the committee in obtaining even the information presented
thus far in the chapter would likely also confront others, including policy
makers, administrators, and educators, who require comprehensive infor-
mation to understand and address service needs. Moreover, the informa-
tion presented in the chapter pertains only to national-level prevalence,
whereas many policy makers, administrators, and educators need state-
or local-level information, some of which would probably be even more
difficult to obtain.

Table 2-5 shows the estimated number of adults age 65 and older
with MH/SU conditions for which the committee found both popula-
tion-based prevalence data and comorbidity information sufficient to
avoid double counting. Most of the figures come from Tables 2-1, 2-3,
and 2-4, shown earlier. Figures from Table 2-2 on bipolar disorder and
schizophrenia are also included because the committee assumes that
most community-dwelling older adults with these conditions do not
have other conditions shown in Table 2-1 and therefore are not already
included in the numbers shown in Table 2-5.

As shown in Table 2-5, an estimated 5.6 million to 8 million older
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TABLE 2-5

Estimated Number of Adults Age 65 and Older with MH/SU Conditions
in 2010

Estimated Number of Older
Adults with the Conditions

MH/SU Condition (Millions)

Community-living adults

One or more of 10 conditions? 2.6-4.0
Bipolar disorder? c-0.1
Schizophrenia? 0.1-0.3

Nursing home residents
One or more of four conditions? 0.7
Community-living adults and nursing home residents

Behavioral and psychiatric symptoms 2.2-2.9
associated with dementia®

Totals 5.6-8.0

2 Estimated number of community-living people with one or more of the 10 conditions
included in Table 2-1, i.e., depressive disorders, major depressive episode, dysthymic disorder,
panic disorder, agoraphobia without panic, social phobia, generalized anxiety disorder,
posttraumatic stress disorder, alcohol dependence or abuse, and drug dependence or abuse.
b Estimated number of community-living people with the disorder (see Table 2-2).

¢ The estimated number of people with the disorder is less than 50,000.

9 Estimated number of nursing home residents with one or more of the four conditions
included in Table 2-4.

€ Estimated number of community-living people and nursing home residents with one or
more of the behavioral and psychiatric symptoms associated with dementia (see Table 2-3).

adults had one or more of the MH/SU conditions included in the table.
These figures represent 14 to 20 percent of the population age 65 and
older in 2010.

The conditions with the highest prevalence are behavioral and psy-
chiatric symptoms associated with dementia and depressive disorders. As
shown in Table 2-5, an estimated 2.2 million to 2.9 million community-
living older adults and nursing home residents have behavioral and psy-
chiatric symptoms associated with dementia. Combining the number of
community-living older adults with depressive disorders from Table 2-1
(1.2 million to 1.8 million people) and the number of older nursing home
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residents with depression from Table 2-4 (590,000 residents) indicates that
1.8 million to 2.4 million older adults had this condition in 2010, with the
caveat discussed earlier that some of the nursing home residents may
have depressive symptoms rather than a DSM-IV-TR depressive disorder.

The figures in Table 2-5 represent only 13 of the 27 MH/SU condi-
tions identified by the committee. Data presented earlier about three of
the remaining conditions—depressive symptoms, anxiety symptoms, and
at-risk drinking—suggest that several million older adults may have each
condition. Adding older adults with these conditions to Table 2-5 would
greatly increase the estimated totals. The ranges for the three conditions
are wide. For example, the range for depressive symptoms is 430,000
to 4.3 million people. More importantly for estimating the proportion
and number of older adults with MH/SU conditions, no information is
available to account for comorbidity, and it is unclear is how many older
adults who have one of the three conditions also have two or three of the
conditions. Likewise, it is unclear how many older adults with one or
more of the three conditions also have other conditions that are included
in Table 2-5 and are, therefore, already included in the totals.

The figures for four other conditions—suicidal ideation, suicide plans
and attempts, OCD, and at-risk drug use—are smaller. Nevertheless, add-
ing older adults with each of these conditions to Table 2-5 would increase
the estimated totals by about 2 million people. Again, however, no infor-
mation is available to account for comorbidity.

Adding older adults with the remaining seven conditions for which
sufficient population-based prevalence data were not found—adjustment
disorders, personality disorders, hoarding, severe domestic squalor,
severe self-neglect, fear of falling, and complicated grief—would prob-
ably increase the estimated totals. On the other hand, some, and perhaps
many, older adults who have these conditions may also have one or more
of the other conditions included in Table 2-5 and therefore, may already
be included in the totals.

Gaps in the information needed to analyze MH/SU service needs
and related workforce requirements exist across different categories of
conditions and settings. In general, more prevalence and comorbidity
information is available for DSM-IV-TR mental disorders than for other
MH/SU conditions. Still, the available information about two DSM-IV-TR
disorders, adjustment disorder and personality disorders, is not sufficient
to allow for inclusion of these conditions in the committee’s estimated
totals. The available prevalence data for some DSM-IV-TR disorders are
quite old, and as noted earlier, the committee believes the data for bipolar
disorder in community-living older adults probably underestimate its
true prevalence.

With the exception of nursing home residents, more prevalence and
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comorbidity information is available for older adults living in the com-
munity than in group quarters settings. The number of older adults in
non-nursing home group quarters settings, such as adult correctional
facilities and homeless shelters, is small in comparison with the num-
bers in the community and nursing homes. As a result, even if large
proportions of older adults in these settings have MH/SU conditions,
the numbers would probably be too small to change the committee’s
estimated totals. For purposes of analyzing service needs and workforce
requirements, however, it is important to know how many older adults
in non—nursing home group quarters settings have MH/SU conditions.
The same is true for hoarding, severe domestic squalor, and severe self-
neglect, where the number of people with the conditions is relatively
small, but the implications of the conditions for workforce requirements
in public health departments and aging and adult protective services
agencies are significant.

Committee Estimates of the Proportion and
Number of Older Adults with SMI in 2010

The estimated proportion and number of people with SMI depend
on how SMI is defined. In general, the term is intended to identify very
serious mental health conditions that create a high need for mental health
services. Over the years, other terms have been used, such as severe men-
tal illness and severe and persistent mental illness. Regardless of the spe-
cific term, however, people with the identified conditions generally have
been accorded high priority for publicly funded mental health services
(Goldman and Grob, 2006).

As noted earlier, schizophrenia and bipolar disorder are included in
all definitions of SMI. Severe forms of other mental disorders, such as
major depression, are sometimes also included, but substance use condi-
tions are not included.

In 1993, people with serious mental illness were defined in federal
regulations as people “age 18 and older, who currently or at any time in
the past year, have had a diagnosable mental, behavioral, or emotional
disorder of sufficient duration to meet diagnostic criteria specified within
DSM-III-R, that has resulted in functional impairment that substantially
interferes with or limits one or more major life activities” (SAMHSA,
1993). The regulations also stated that, “In the case of adults, this most
seriously mentally ill population is largely composed of persons with
schizophrenia and major mood disorders.” Substance use conditions
were explicitly excluded. Fiscal year 1993 federal appropriations legisla-
tion used a different term, severe mental illness, and specified “disorders
with psychotic symptoms such as schizophrenia, schizoaffective disorder,
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manic depressive disorder, autism, as well as severe forms of other disor-
ders such as major depression, panic disorder, and obsessive compulsive
disorder” (Narrow et al., 2000).

In 2006, SAMHSA convened an expert panel to recommend ways to
estimate the prevalence of SMI in people of all ages. Based on the panel’s
recommendations, SAMHSA developed a detailed methodology for use
with data from the National Survey on Drug Use and Health (NSDUH),
including follow-up telephone interviews conducted by a mental health
clinician with a subsample of NSDUH respondents (CBHSQ, 2012b).
Using that methodology, data from the 2010 NSDUH show that 1.4 per-
cent of community-dwelling adults age 65 and older, about 535,000 peo-
ple, had SMI (CBHSQ, 2012d).

The 535,000 figure does not include nursing home residents or older
adults living in certain other group quarters settings, and the SAMHSA
methodology has not been applied to these people. As shown earlier,
about 76,000 nursing home residents had bipolar disorder and schizo-
phrenia in 2009 (see Table 2-4). It is not clear whether all these individuals
would be found to have SMI based on the SAMHSA methodology or how
many additional nursing home residents and other older adults who are
homeless or living in adult correctional facilities, psychiatric hospitals, or
other residential treatment facilities would be found to have SMI based
on the methodology. At a minimum, combining the 535,000 community-
living older adults identified as having SMI based on the SAMHSA meth-
odology and the 76,000 nursing home residents with bipolar disorder
and schizophrenia indicates that at least 611,000 older adults (about 1.5
percent of the older population) had SMI in 2010.

Definitions of SMI have not been developed specifically for older
adults. In fact, with some notable exceptions (see, e.g., Bartels, 2004, 2011),
SMI research and analyses to date have focused almost entirely on people
under age 65.

In considering how to define SMI for this report, the IOM committee
wanted to identify older adults with very serious mental health condi-
tions that create not only high need for mental health services, but also
high priority for workforce training and competencies. While acknowl-
edging the extensive conceptual work and research conducted to develop
the SAMHSA methodology, the committee was uncertain about whether
this methodology adequately identifies older adults with SMI. The com-
mittee considered whether SMI in older adults should ideally be defined
more in terms of functional impairment and less in terms of particular
mental health conditions, but a methodology for estimating the propor-
tion and number of older adults with SMI defined in this way has not
been developed.
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To estimate the prevalence of SMI in older adults using information
obtained for this report, the committee decided to focus on four mental
health conditions: schizophrenia, schizoaffective disorder, bipolar disor-
der, and treatment-refractory major depression. No population-based data
are available on the prevalence of treatment-refractory major depression,
so data on major depressive episode are used as a substitute in developing
the estimate. The committee’s estimate is based on the following figures
presented earlier in this chapter:

e the range of figures for major depressive episode in community-
living older adults: 1.2 million to 1.7 million people (see Table 2-1);

e the figure for nonaffective psychoses, including schizophrenia,
schizophreniform disorder, schizoaffective disorder, delusional
disorder, and other psychosis in community-living older adults:
78,000 people (Kessler et al., 2005);

¢ the range of figures for bipolar disorder in community-living older
adults: 39,000 to 78,000 people (see Table 2-2); and

e the number of nursing home residents with schizophrenia and
bipolar disorder: 76,000 (see Table 2-4).

Combining the figures above indicates that 1.4 million to 1.9 million
older adults, 3 to 4.8 percent of the older population, had SMI in 2010.
Using a range of these figures and the SAMHSA figures noted earlier, the
committee estimates that in 2010, 611,000 to 1.9 million older adults (1.5
to 4.8 percent of the older population) had SMIL

A study of MH/SU conditions in older adults in Massachusetts (Clark
et al., 2009) provides state-level information about the prevalence of SMI,
defined in the study as schizophrenia and paranoid disorders, bipolar
disorder, and major depression (see Table 2-6). The study sample includes
all older Medicare and Medicaid beneficiaries in the state as of January 1,
2005, with the exception of Medicare managed care enrollees. People with
MH/SU conditions were identified by the presence of a code for the con-
dition as either a primary or secondary diagnosis on at least one Medicare
or Medicaid claim during the year. Medicare managed care enrollees were
excluded because Medicare claims are not submitted for them. People
were counted as living in long-term care (LTC) if they were in a nursing
home or hospital for a combined total of 120 days or longer during 2005.

As shown in Table 2-6, 5.4 percent of older Medicare and Medicaid
beneficiaries had SMI in 2005, including 1.1 percent who had schizophre-
nia and paranoid disorders, 1.1 percent who had bipolar disorder, and
3.2 percent who had major depression. Among those with SMI, the data
indicate that
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e 89 percent lived in the community, including 81 percent of those
with schizophrenia and paranoid disorders, 89 percent of those with
bipolar disorder; and 91 percent of those with major depression;

e 70 percent were women, including 70 percent of those with schizo-
phrenia and paranoid disorders, 68 percent of those with bipolar
disorder, and 71 percent of those with major depression;

e 43 percent were dually eligible for Medicare and Medicaid, includ-
ing 67 percent of those with schizophrenia and paranoid disorders;
39 percent of those with bipolar disorder; and 36 percent of those
with major depression; and

e 45 percent had coexisting dementia, including 62 percent of
those with schizophrenia and paranoid disorders; 46 percent of
those with bipolar disorder; and 36 percent of those with major
depression.

There are several caveats with respect to the data from the Massachu-
setts study. The data represent only one state, and comparable data from
other states would undoubtedly differ. In addition, the accuracy of diag-
noses based on Medicare and Medicaid claims is uncertain, and the exclu-
sion of Medicare managed care enrollees means that 18 percent of older
Medicare beneficiaries in the state are not represented (Lin et al., 2011).
Acknowledging these caveats, the data provide state-level information
about the proportion, number, and characteristics of this high-priority
population that is useful for analyzing their service needs and related
workforce requirements. Especially notable are the high proportions of
older adults with SMI that were dual eligibles, had coexisting dementia,
and were living in the community as opposed to long-term care settings.

PREVALENCE OF MH/SU CONDITIONS IN SIX
SUBGROUPS OF THE OLDER POPULATION

The prevalence rates and estimated numbers of older adults with
MH/SU conditions discussed in the previous section pertain to the older
population as a whole. This section focuses on differences in prevalence
rates for six subgroups within that population:

Adults ages 65-74, 75-84, and 85 and older

Older women and men

Racial and ethnic groups

Residents of assisted living, senior housing, and public housing
facilities

Older adults who are dually eligible for Medicare and Medicaid
Older veterans

Ll NS

AL
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As discussed in the section, differences in prevalence rates and esti-
mated numbers of people with MH/SU conditions in the older popula-
tion as a whole versus in these subgroups have important implications
for service needs and workforce requirements.

Adults Ages 65-74, 75-84, and 85 and Older

Among the 40.3 million adults age 65 and older in 2010, more than
half (54 percent) were age 65-74, about 21.7 million people (Census
Bureau, 2011b). The 13.1 million adults age 75-84 constituted 32 percent
of the older population, and the 5.5 million adults age 85 and older, often
referred to as the oldest-old, constituted the remaining 14 percent.

National data on prevalence rates and numbers of older adults with
MH/SU conditions in the age subgroups 65-74, 75-84, and 85 and older
are not easily accessible. Published reports of findings from population-
based surveys of MH/SU conditions rarely include information about age
subgroups within the older population. Published reports from some of
the surveys provide information about “older people” defined as adults
age 50 and older or 55 and older, rather than adults age 65 and older.
The limited amount of information about age subgroups within the older
population in published reports from these surveys is often attributed to
small sample sizes, suggesting the need for larger samples. At the same
time, since the data exist, at least for the age groups 65 and older, 65-74,
and 75 and older, the limited amount of published information probably
also reflects decisions about the relative importance of including infor-
mation about people in older versus younger age groups in published
reports of survey findings.

Some survey-based information about the prevalence of MH/SU
conditions for adults ages 65 and older, 65-74, and 75 and older can be
accessed online, and additional information can be obtained through
special analyses conducted by the agency that funded the survey or other
researchers who have access to the raw data. Prevalence rates for adults
age 65-74 and 75 and older for the MH/SU conditions that were mea-
sured in the population-based surveys of MH/SU conditions described
in Box 2-2 were provided to the IOM committee by the Center for Mul-
ticultural Mental Health Research and SAMHSA. Sample sizes were too
small to generate reliable rates for adults age 85 and older.

For the 10 MH/SU conditions measured in each of three surveys
(the CPES, NESARC 1, and NESARC 2), prevalence rates were generally
higher for the age group 65-74 than the age group 75 and older, although
some differences are very small (Center for Multicultural Mental Health
Research, 2011). The midpoint of the rates for having one or more of the 10
conditions is 9.5 percent for adults age 65-74 and 6.9 percent for adults age
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75 and older. The differences in rates for particular MH/SU conditions are
generally smaller, but show the same pattern of higher rates in younger
versus older age groups within the older population.

Prevalence rates for substance use conditions measured in the NSDUH
and calculated for the age groups 65-69, 70-74, and 75 and older also show
this pattern. The 2010 rate for alcohol dependence or abuse in the past
year was 2.8 percent for adults age 65-69, 1.8 percent for those age 70-74,
and 1.4 percent for those age 75 and older.? Likewise, the 2010 rate for
binge drinking in the past month was 11 percent for adults age 65-69, 8.6
percent for those age 70-74, and 4 percent for those age 75 and older. The
2009 National Health Interview Survey (NHIS) also found higher rates
of binge drinking for adults age 65-74 than for those age 75 and older
(NCHS, 2011b).

For drug dependence or abuse in the past year, prevalence rates from
the 2010 NSDUH are higher for adults age 65-69 (0.2 percent), decreasing
to rates too low to be reported for adults age 70-74 and 75 and older.?
The 2010 rate for nonmedical use of prescription drugs was 1.3 percent
for adults age 65-69, compared to 0.7 percent for adults age 70-74 and 75
and older. Similarly, the 2010 rate for nonmedical use of prescription pain
relievers was 0.5 percent for adults age 65-69 compared to 0.4 percent for
adults age 70-74 and 75 and older. The few exceptions to the pattern of
higher rates in the age group 65-74 than in the age group 75 and older all
come from one of the surveys, the CPES (see Box 2-2). CPES data show
slightly lower proportions of adults age 65-74 than adults age 75 and
older for three conditions: panic disorder, suicidal ideation, and depres-
sive symptoms.

Very little information is available about prevalence rates for
MH/SU conditions in the oldest old, with one important exception. For
at least the past 60 years, reported suicide rates have been higher for
white men age 85 and older than for any other group. Suicide rates
for white men age 75-84 have been second highest in the same period
(NCHS, 2011a). Rates are lower for older men in other racial and ethnic
groups and for women in all age groups.

Prevalence rates for behavioral and psychiatric symptoms associ-
ated with dementia are probably higher for the oldest old than for adults
ages 65-74 and 75-84. This is because dementia is much more common in
adults age 85 and older than in the younger age subgroups (Brookmeyer
et al., 1998; Hebert et al., 2003). It is not clear whether adults age 85 and
older with dementia are more likely than adults ages 65-74 or 75-84 with
dementia to have behavioral and psychiatric symptoms.

2Center for Behavioral Health Statistics and Quality, unpublished data from the 2010 Na-
tional Survey on Drug Use and Health provided to the IOM committee, 2011.
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Psychotic symptoms, including hallucinations, delusions, and para-
noid ideation, have been found to occur in 7 to 10 percent of adults age 85
and older in population-based Swedish samples (Ostling and Skoog, 2002;
Ostling et al., 2007). Similar data are not available from population-based
samples in the United States.

Calculations by the committee based on data from the Massachu-
setts study discussed earlier (Clark et al., 2009) indicate that 7 percent of
Medicare and Medicaid beneficiaries age 85 and older had SMI. Another
20.6 percent of those age 85 and older had other mental health conditions,
including other depression, anxiety, and other mental illness. Interest-
ingly, the rate for SMI in the oldest old is higher than in those ages 65-74
and 75-84 in the Massachusetts sample (7 percent for those age 85 and
older versus 4.7 percent for those age 65-74 and 5.6 percent for those age
75-84). Likewise, the rate for schizophrenia is higher in the oldest old
than in the younger age subgroups (1.5 percent of those age 85 and older
versus 0.9 percent of those age 65-74 and 1.1 percent of those age 75-84).
This pattern of higher rates for the oldest old in comparison with those
age 65-74 and 75-84 holds true for each mental health condition measured
in the Massachusetts study:. It is not clear whether the pattern would also
be seen in national, population-based samples if the samples were large
enough to support accurate findings for the oldest old.

As discussed later in this chapter, the number of adults age 85 and
older is expected to increase from 5.5 million in 2010 to 8.7 million in 2030
(Census Bureau, 2011b). Information about the prevalence of MH/SU
conditions in the oldest old is needed to plan for adequate services and
workforce competencies to care for this population that also has very high
rates of coexisting physical health conditions and cognitive and functional
impairments.

Older Women and Men

On average, women live longer than men and, therefore, constitute a
larger proportion of the older population. Among the 40.3 million adults
age 65 and older in 2010, 22.9 million (57 percent) were women and 17.4
million (43 percent) were men (Census Bureau, 2011a). The difference is
greater in older age subgroups. Among the 5.5 million adults age 85 and
older in 2010, 3.7 million (67 percent) were women, and 1.8 million (33
percent) were men.

Because of the larger number of women in the older population, one
would expect to find larger numbers of older women than older men
with mental health conditions, even if the proportion of older women and
men with each condition were the same. For most conditions, however,
the proportion of older women with the conditions is higher. This is true
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for 8 of the 10 conditions measured in three population-based surveys of
MH/SU conditions described in Box 2-2 (CPES, NESARC 1, and NESARC
2). For example, the midpoint of the prevalence rates from the three
surveys for depressive disorders is 4.8 percent for older women and 2.6
percent for older men (Center for Multicultural Mental Health Research,
2011). Likewise, the midpoint of the rates for having one or more of the 10
conditions is 9.8 percent for older women and 6.4 percent for older men.

The two conditions for which these surveys found lower rates for
older women than older men are alcohol dependence or abuse, where the
midpoint of rates is 0.3 percent for older women and 1.9 percent for older
men, and drug dependence or abuse, where the midpoint of the rates is
0.05 percent for older women and 0.11 percent for older men (Center for
Multicultural Mental Health Research, 2011). The 2010 National Survey
of Drug Use and Health also found lower rates for alcohol dependence
or abuse, drug dependence or abuse, or both conditions for older women
than men (1.3 percent for older women versus 3.1 percent for older men).3
Similar patterns have been found in studies of some other MH/SU condi-
tions. Older women are more likely than older men to have depressive
and anxiety symptoms that do not meet the criteria for a DSM-IV-TR
diagnosis of a depressive or anxiety disorder (Grenier et al., 2011; Judd
et al.,, 1996; Lyness et al., 2009). In contrast, older women are less likely
than older men to have at-risk drinking. The 2005 and 2006 NSDUH
surveys show, for example, that 3 percent of women age 65 and older
reported binge drinking, compared with 15 percent of men in that age
group (Blazer and Wu, 2009a).

Only about half of all older adults drink alcohol. In 2010, 47 percent of
women age 65 and older and 55 percent of men in that age group reported
having any alcoholic drinks in the previous year.> Women are more sus-
ceptible than men to the physical effects of alcohol throughout their lives,
but age-related physiological changes can increase the susceptibility of all
older adults to alcohol-related problems (Blow and Barry, 2002; Epstein
et al., 2007).

In 2010, 1.4 percent of older women and 2.2 percent of older men
reported past-year use of illicit drugs, including marijuana, cocaine, her-
oin, and prescription psychotherapeutic medications, such as pain reliev-
ers and antianxiety medications that are used for nonmedical purposes.?
Many older adults take prescription psychotherapeutic medications.
From 2005 to 2008, 18 percent of older women and men reported taking
prescription pain relievers in the past month, and 12 percent of older
women and 7 percent of older men reported taking prescription sedatives,

3Center for Behavioral Health Statistics and Quality, unpublished data from the 2010 Na-
tional Survey on Drug Use and Health provided to the IOM committee, 2011.
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hypnotics, and antianxiety medications (NCHS, 2011c). These medications
are needed and effective for many older adults, but they have high poten-
tial for negative side effects, including addiction, overdoses, and impaired
physical and cognitive functioning, the likelihood of which is increased
by age-related physiological changes (Blow, 1998; Simoni-Wastila, 2000;
Simoni-Wastila and Yang, 2006).

Wide exposure to prescription pain relievers, antianxiety medications,
and other prescription psychotherapeutic medications creates high risk
for misuse, which can range from infrequent, intentional or unintentional
use of a higher dose than prescribed to repeated use of high doses, some-
times combined with alcohol and over-the-counter sleeping medications
that exacerbate their effects (Blow and Barry, 2002; Epstein et al., 2007;
Gleason et al., 1998; Simoni-Wastila and Yang, 2006). Older women are
particularly at risk for misuse of antianxiety medications, usually ben-
zodiazepines. Long-term use of these medications is not recommended,
especially for older adults (Blow, 1998). Yet longitudinal studies have
found that older women were not only more likely than older men to
be taking the medications at the beginning of the study, but also more
likely to be taking them 1 to 10 years later (Blazer et al., 2000b; Gray et al.,
2003). Greater awareness of the risks associated with misuse of these
prescription medications is important for older adults, especially older
women, and for the physicians and other health care professionals who
prescribe the medications. Other health care, residential care, and home-
and community-based service providers should also be aware that many
older adults use these medications and observant for possible misuse and
its negative side effects.

Racial and Ethnic Groups

In 2010, 80 percent of the population age 65 and older was non-
Hispanic white; 8 percent was African American; 7 percent was Hispanic/
Latino; 3 percent was Asian; and 1 percent was American Indian, Native
Alaskan, Native Hawaiian, or Pacific Islander. The remainder was two or
more races or ethnicities (Census Bureau, 2011¢).

Prevalence rates for MH/SU conditions differ for older adults in
various racial and ethnic groups. Table 2-7 shows these differences for
community-living adults age 65 and older in four groups, with the Asian
and American Indian, Native Alaskan, Native Hawaiian, and Pacific
Islander groups combined because of small numbers. The data come from
three of the national, population-based surveys of MH/SU conditions
described in Box 2-2 (CPES, NESARC 1, and NESARC 2). All the condi-
tions are DSM-IV-TR mental disorders. The figures show the midpoint of
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TABLE 2-7
12-Month Prevalence of Selected Mental Disorders in Community-
Living Adults Age 65 and Older in the United States in Four Racial

and Ethnic Groups
Racial or Ethnic Group

Asian/
Native

Hawaiian/
African Hispanic/ Pacific
American Latino Islander

Mental Disorder (CA) (%) (&)

Mental health disorders

Depressive 3.8 3.6 6.9 4.0
disorders

Major depressive 3.5 3.4 6.1 3.5
episode

Dysthymic disorder 1.0 0.7 2.0 0.7
Panic disorder 0.9 0.7 1.8 1.8
Agoraphobia 0.1 0.2 0.3 0.1
without panic

Social phobia 1.7 1.7 1.1 1.5
Generalized anxiety 1.5 1.7 1.7 2.5
disorder

Posttraumatic stress 1.5 2.3 3.2 1.3

disorder (PTSD)?
Substance use disorders

Alcohol 11 11 1.2 0.0
dependence or
abuse

Other drug 0.1 0.1 0.1 0.0
dependence or
abuse
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Racial or Ethnic Group

Asian/
Native

TABLE 2-7 Continued

Hawaiian/
African Hispanic/ Pacific
White | American Latino Islander
Mental Disorder (¢3) (¢3) (¢73) (¢3)

Summary figures

One or more of the 8.0 8.7 1.7 9.0
disorders
Two or more of the 2.2 2.1 3.1 1.6
disorders
Three or more of 0.6 0.7 1.2 0.6

the disorders

2 The NESARC 1 survey did not measure PTSD; thus, the PTSD figures represent the midpoint
of the prevalence rates from only two surveys, the CPES and NESARC 2.
SOURCE: Center for Multicultural Mental Health Research, 2011.

the range of prevalence rates from the three surveys for each disorder and
for one or more, two or more, and three or more disorders.

The figures in Table 2-7 suggest that prevalence rates for some disor-
ders and for one or more, two or more, and three or more disorders may
be higher for Hispanic/Latinos than for the other three groups. Differ-
ences in the midpoints of rates among the groups have not been tested
for statistical significance, however.

Until about 10 years ago, little information was available from
national, population-based surveys about the prevalence of MH/SU
conditions in racial and ethnic groups in the older population. Start-
ing in 2001, several national surveys included large enough numbers of
people in various groups to allow for meaningful prevalence estimates.
In addition, NESARC conducted interviews in English and Spanish, and
the National Latino and Asian American Study conducted interviews
in English, Spanish, Tagalog, Vietnamese, and Mandarin, thus allowing
people with limited English proficiency to be interviewed in their primary
language (Alegria et al., 2007).

Findings from these national, population-based surveys provide valu-
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able information about differences among racial and ethnic groups in
prevalence rates for MH/SU conditions. Yet, aggregation of findings for
the four major groups shown in Table 2-7 obscures important differ-
ences in rates within each of the groups. Some of these differences per-
tain to subgroups defined specifically by race or ethnicity, for example,
Puerto Rican and Mexican American subgroups within the Hispanic/
Latino group. Other differences pertain to an array of factors that have
been found to be related to the prevalence of MH/SU conditions in older
adults in various racial and ethnic groups. These factors include whether
the person was born in the United States or elsewhere, and, if born else-
where, how old the person was at the time of immigration; how long the
person has been in the United States; the person’s gender, education, and
income; perceived financial strain; life events; and region of the country.
The following examples come from studies selected to illustrate the inter-
relationships among these factors and prevalence rates:

e Among older Asian Americans living in the United States, the
prevalence of major depression was much higher for Chinese
Americans age 65-74 than for Filipino and Vietnamese Americans
in that age group. In contrast, prevalence was lower for Chinese
Americans age 75 and older than for adults in that age group in
the other two Asian subgroups. Likewise, within the Hispanic/
Latino group, prevalence of major depression was higher for
Cuban Americans and Puerto Ricans age 65-74 than for Mexican
Americans in that age group, and much higher for Puerto Ricans
age 75 and older than for adults age 75 and older in the other two
Hispanic/Latino subgroups (Gonzalez et al., 2010).

e Among older blacks living in the United States, the prevalence of
major depressive disorder was much higher for older blacks of
Caribbean descent than for African Americans (11 percent versus
3 percent, respectively) (Aranda et al., 2011).

e Among older Asian Americans living in the United States, prev-
alence of MH/SU conditions was higher for those born in the
United States than for those born outside the country. For Asian
Americans born outside the United States, prevalence was higher
for those who arrived in the country as children than for those who
arrived as adolescents or adults (Breslau and Chang, 2006).

e Among older Mexican Americans living in the United States, prev-
alence of depressive symptoms was higher for those born outside
the United States than for those born in the United States, and
highest for those who arrived in this country less than 6 years
before the survey (Black et al., 1998). Within these three catego-
ries (born in the United States, arrived in the United States less
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than 6 years before the survey, and arrived in the United States 6
or more years before the survey), prevalence differed for women
and men. Among older Mexican Americans who were born in the
United States, prevalence of depressive symptoms was 28 percent
for women and 17 percent for men. Among those who arrived in
the United States 6 or more years before the survey, prevalence
was also higher for women than men (35 percent versus 15 percent,
respectively). Among those who arrived more recently (less than 6
years before the survey), prevalence was very high for both women
and men (57 percent for older Mexican American women and 58
percent for older Mexican American men). Low levels of education,
low income, financial stress, recent death of a spouse, and health
problems were also associated with higher prevalence of depres-
sive symptoms (Chiriboga et al., 2002).

* Among African Americans age 55 and older, prevalence of any of
13 MH/SU conditions was lower for those living in the south than
for those living in other parts of the country (Ford et al., 2007).
Prevalence of major depressive disorder was 2.6 percent for those
living in the south, compared with 6 percent for those living out-
side the south (Aranda et al., 2011). The researchers hypothesize
that these findings may be due to protective effects of greater reli-
gious involvement and the larger family networks of older blacks
living in the south.

For policy makers, administrators, and others who have to plan ser-
vices to meet the needs of older adults with MH/SU conditions, the com-
plex interrelationships among race, ethnicity, and the associated factors
illustrated above mean that aggregated information about the prevalence
of these conditions in the four or five major racial and ethnic groups is
not sufficient. Information about differences within these groups is also
required. For the workforce, the need for diversity training and compe-
tency as well as access to staff with proficiency in numerous languages is
also clear. These implications are relevant now and will affect the avail-
ability of appropriate MH/SU services for increasing numbers of older
adults as racial and ethnic group populations grow in coming years.

Residents of Assisted Living, Senior Housing,
and Public Housing Facilities

Many older adults live in assisted living, senior housing, and public
housing facilities. The first National Survey of Residential Care Facilities
found that in 2010, there were about 31,100 assisted living and other resi-
dential care facilities in the United States (Park-Lee et al., 2011). On any
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given day in 2010, an average of 730,000 people were living in these facili-
ties, 89 percent of whom (about 650,000 people) were age 65 and older
(Caffrey et al., 2012). The facilities included in the survey were licensed or
otherwise regulated at the state level and had to provide room and board,
at least two meals per day, around-the-clock supervision, and assistance
with personal care, such as bathing and dressing, or health-related ser-
vices, such as medication management. Among the 31,100 facilities, 65
percent had 4 to 25 beds and provided care for about one-fifth of all
residents. The remaining 35 percent were larger, with 26 to more than 100
beds, and provided care for four-fifths of all residents.

About 300,000 adults age 65 and older were living in federal
government-supported public housing facilities in the period from
November 2010 to February 2012 (HUD, 2012), and some of those facili-
ties are designated specifically as senior housing. Older adults also live
in public housing facilities run by local housing authorities with federal,
state, and local government funding, and some of these facilities are des-
ignated specifically as senior housing. Public housing and senior housing
facilities vary greatly in the extent to which they provide services that
could help older adults with MH/SU conditions, but various public and
private organizations have ongoing projects to increase services for older
adults in such facilities.

Assisted living, senior housing, and public housing facilities are some-
times referred to as congregate-living facilities because their residents live
in close proximity. In the context of this report, it is important to note that
practical and effective approaches for the detection, diagnosis, treatment,
and ongoing management of MH/SU conditions in older adults probably
differ in congregate-living facilities versus single-family housing.

Recently published national data show that in 2010, 28 percent of all
residents in assisted living and residential care facilities had been told by a
physician that they had depression, and 42 percent had been told they had
dementia (Caffrey et al., 2012). No other national data are available about
the proportion or number of residents of assisted living, senior housing,
and public housing facilities who have MH/SU conditions, but findings
from three studies suggest that many do. One study of 198 residents age
58-104 in 22 randomly selected assisted living facilities in central Mary-
land used an expert panel to identify those with mental disorders based
on resident records and in-person interviews (Rosenblatt et al., 2004). The
study found that 26 percent of the residents had one or more mental dis-
orders, including 19 percent with mood disorders, 13 percent with anxiety
disorders, and 12 percent with psychotic disorders. In addition, 68 percent
of the residents had dementia, and 14 percent had both dementia and a
mental disorder. Among those with dementia, 83 percent had exhibited
behavioral and psychiatric symptoms in the previous month.
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A second study of 2,078 residents age 65 and older in 193 assisted
living and other residential care facilities in four states used various
sources of information to identify residents with mental health conditions
(Gruber-Baldini et al., 2004):

e 28 percent were found to have any mental or psychiatric illness,
based on resident records or the report of an informant, usually a
family member.

e 14 percent were found to have depression based on their score on
a widely used depression assessment instrument.

e 13 percent were found to have psychosis based on staff report of
the presence of hallucinations or delusions in the previous 7 days.

e About half of the 2,078 residents had dementia, and 49 percent
of them were found to have one or more of four kinds of behav-
ioral symptoms in the previous week: (1) physically aggressive
symptoms, such as hitting, kicking, biting, throwing things, or
self-abuse; (2) physically nonaggressive symptoms, such as pacing,
restlessness, and inappropriate dressing or undressing; (3) ver-
bal symptoms, such as screaming, constant requests for help, and
repeated calling out; and (4) resistance to care, including resistance
to taking medications and resistance to help with bathing, dress-
ing, and other activities of daily living. As shown in Table 2-8, large
proportions of residents with any mental or psychiatric illness,
depression, or psychosis also had one or more of these behavioral
symptoms in the previous week.

These data on residents with depression and psychosis who also had
behavioral symptoms are surprising because the proportions are higher
than the comparable proportions for residents with dementia. The pro-
portions of residents with any mental or psychiatric illness who also had
behavioral symptoms are only slightly below the comparable proportions
for residents with dementia.

A third study of 945 residents age 60 and older in six public housing
facilities designated specifically for seniors used in-person screening tests
and structured interviews to identify residents with mental disorders
(Rabins et al., 1996):

e 8 percent were found to have mood disorders, including 5.6 per-
cent with major depression, 1.7 percent with dysthymia, and 0.4
percent with bipolar disorder;

e 4.6 percent were found to have psychotic disorders, including 2.1
percent with schizophrenia;
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e 2 percent were found to have anxiety disorders, including 0.4 per-
cent with panic disorder and 0.8 percent with generalized anxiety
disorder; and

e 4.4 percent were found to have substance use disorders, including
4 percent with alcohol dependence or abuse and 0.5 percent with
drug dependence or abuse.

The findings from these three studies are not precisely comparable
because they focused on different MH/SU conditions and used differ-
ent methods to identify residents with the conditions. Likewise, find-
ings from the three studies are not precisely comparable with findings
discussed earlier in this chapter on MH/SU conditions in community-
living older adults and nursing home residents. On the other hand, some
differences in the prevalence of MH/SU conditions among older adults
in these settings are obvious. With respect to major depression, which
was measured in public housing, assisted living and nursing home resi-
dents and community-living people, the proportion of older adults with
the condition is lowest in those living in the community; it is progres-
sively higher in public housing residents and assisted living residents,
and highest in nursing home residents. For alcohol dependence or abuse,
which was measured in public housing— and community-living older
adults, the proportion of public housing residents with the condition was
higher. Similarly, for psychosis, which was measured in public housing
and assisted living residents, the proportion of assisted living residents
with the condition was higher.

Two other studies that included both assisted living and nursing
home residents found little, if any, difference in the proportion of resi-
dents who had behavioral and psychiatric symptoms associated with
dementia. One study of 347 adults age 65 and older with dementia in 10
nursing homes and 45 assisted living facilities found that 66 percent of
the nursing home residents and 56 percent of the assisted living residents
had behavioral symptoms (Boustani et al., 2005). Another study of 1,252
adults age 65 and older with dementia in 40 nursing homes and 166
assisted living facilities found no difference in the proportions that also
had behavioral symptoms (Sloane et al., 2005).

Many factors other than an older person’s MH/SU conditions affect
whether the person will be living in the community, a public housing,
senior housing, assisted living facility, or a nursing home. In addition
to the person’s and family’s preferences and whether the person has
coexisting physical health conditions, cognitive and functional impair-
ments, and a caregiver at home, these factors include federal, state, and
local government policies that affect the number of available beds in
various types of congregate-living facilities. Such policies determine, for
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example, which types of facilities can admit older adults with MH/SU
conditions and whether Medicaid or other public funding is available to
people with these conditions in the facilities that can admit them. Some
states do not allow assisted living facilities to admit people with mental
health conditions, and some require a special license or limit the number
of people with these conditions that can be admitted (Becker et al., 2002;
Polzer, 2011). All states provide Medicaid funding for nursing home care
for people who meet the state’s financial and functional eligibility criteria,
but some states also provide subsidies for low-income assisted living resi-
dents (Polzer, 2011). States vary greatly in the amount and types of home-
and community-based services they provide (Ng et al., 2010; Reinhard
et al., 2011). Differences in state policies suggest that the proportions of
older adults with MH/SU conditions in these settings probably differ
across states, and available data indicate that is the case (Grabowski et al.,
2009; Zimmerman et al., 2011).

Policies and practices of the nursing home and residential care indus-
tries also affect whether older adults with MH /SU conditions will be liv-
ing in the community, public housing, senior housing, an assisted living
facility, or a nursing home. As noted earlier, nursing homes are increas-
ingly admitting people who need short-term, postacute care as opposed to
long-term personal care and supervision, and the proportion of residents
with dementia among all new admissions has decreased (Fullerton et al.,
2009). At the same time, the number of beds in assisted living facilities
has increased. As the relevant federal, state, and local government policies
and industry policies and practices change over time, the proportions of
older adults with MH/SU conditions in various settings are also likely
to change.

For purposes of planning for services to meet the needs of older
adults with MH/SU conditions and structuring a workforce capable of
providing those services, the preceding discussion has three important
implications. First, it is clear that substantial numbers of older adults with
these conditions live in assisted living, public housing, and senior housing
facilities. Two of the studies described earlier show that 26 to 28 percent
of older assisted living residents had mental health conditions. These
figures do not include residents with dementia and associated behavioral
symptoms who probably constitute an additional 20 to 25 percent of older
residents. The numbers are smaller, but still significant in senior housing
and public housing facilities. Planning for services for older adults with
MH/SU conditions should include these people explicitly.

Second, as noted earlier, practical and effective approaches for deliv-
ering MH/SU services probably differ for people in congregate-living
facilities versus people living in single-family housing in the community.
In this context, it should be noted that nursing homes are also congregate-
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living facilities. The needed skills and competencies for staff working with
older adults with MH/SU conditions in nursing homes are probably simi-
lar in many ways to the needed skills and competencies for staff work-
ing with older adults with these conditions in other congregate-living
facilities. The combined number of older adults with MH/SU conditions
in these settings suggests that the development of workforce skills and
competencies that are practical and effective for congregate-living settings
is a high priority.

Finally, it is clear that better information is needed about the propor-
tion and number of older adults with MH/SU conditions who live in
assisted living, public housing, and senior housing facilities. Research and
analyses conducted to date to categorize and identify assisted living and
other residential care facilities for the 2010 National Survey of Residential
Care Facilities should allow for the identification of these facilities as a
distinct type of congregate-living setting in future surveys of MH/SU
conditions. Similar research and analyses are needed to allow for the iden-
tification of public housing and senior housing facilities as distinct types
of congregate-living settings. Because planning for services and related
workforce requirements often occurs at the state level, information about
the number and proportions of older adults with MH/SU conditions in
all types of congregate-living facilities should be available both nationally
and by state.

Older Adults Who Are Dually Eligible for Medicare and Medicaid

In 2008, about 6 million adults age 65 and older were dually eli-
gible for Medicare and Medicaid (Clemans-Cope and Waidmann, 2011).
National figures on the proportion of dual eligibles who have mental
health conditions vary, depending on the source of the data. The most
recent available data come from the 2007 Medicare Current Beneficiary
Survey, a large-scale survey of a nationally representative sample of Medi-
care beneficiaries. These 2007 data show that 19.6 percent of dual eligibles
age 65 and older had self- or proxy-reported mental illness.* An analysis
of 2003 data from the same source shows that 20.2 percent of dual eligibles
age 65 and older had mental illness (Coughlin et al., 2009), Other analyses
show that in the years 2004 through 2006, 26 percent of dual eligibles age
65 and older had one or more mental disorders (MedPAC, 2010) and in
2003, 20 percent of dual eligibles age 65 and older had depression; 2.3
percent had schizophrenia; and 19 percent had other affective and serious
mental disorders (Kasper et al., 2010). Finally, an analysis of Medicare,
Medicaid, and pharmacy data found that in 2002, 36 percent of dual

4T. Coughlin, Urban Institute, personal communication, April 30, 2012.
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eligibles age 65 and older had mental disorders, including depressive
disorders, bipolar disorder, anxiety disorders, and schizophrenia (Kronick
et al., 2009).

Calculations by the committee based on data from the Massachusetts
study described earlier in this chapter (Clark et al., 2009) show that in
2005, 38 percent of dual eligibles age 65 and older had SMI or other men-
tal health conditions. Conversely, among older adults with SMI or other
mental health conditions, 32 percent were dual eligibles.

Older Veterans

In 2010, there were about 22 million veterans age 18 and older, includ-
ing about 9 million who were age 65 and older (Census Bureau, 2010c).
Not all veterans enroll in the VA health care system, and not all of those
who enroll use VA health care services. This section focuses on veterans
age 65 and older who enroll in the VA health care system and use VA
health care services. The committee’s estimates, presented earlier, of the
proportion and number of older adults who have MH/SU conditions
include all older veterans, but older veterans who use VA health care
services are a special population because they are more likely than other
older adults to have MH/SU conditions and more likely to have particu-
lar conditions that affect their service needs and the workforce competen-
cies required to meet those needs.

In FY 2011, 4 million veterans age 65 and older were enrolled in the
VA health care system, and 2.4 million of those veterans used VA health
care services. Table 2-9 shows the prevalence rates and number of older
veterans who used VA health care services in FY 2011 and had a diagnosis
of an MH/SU condition, one or more conditions, only one condition, two
or more conditions, and three or more conditions. The figures include
veterans who were living in VA nursing homes and VA domiciliary care
facilities, but they do not include veterans who were living in non-VA
nursing homes and other facilities, even if the VA was paying for their
care in the facility.

As shown in the table, 16 percent of older veterans who used VA
health care services had a diagnosis of one or more of the MH/SU con-
ditions. About 11 percent had one diagnosed condition; 4.9 percent had
two or more diagnosed conditions, and 1.5 percent had three or more
diagnosed conditions. These proportions represent older veterans who
have had a diagnostic evaluation and received a clinical diagnosis of one
or more MH/SU conditions. In this respect, the figures differ from some
of the rates and numbers shown earlier in this chapter that are based on
research interviews conducted in population-based surveys and include
people who have diagnosed and undiagnosed MH/SU conditions. Veter-
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TABLE 2-9

Prevalence Rates and Number of Veterans Age 65 and Older Who
Used VA Inpatient or Outpatient Health Care Services in FY 2011 and
Had Diagnoses of Selected MH/SU Conditions

Prevalence

Mental Health and Substance Rate Number of
Use Diagnoses (¢29) Older Veterans

Mental health diagnoses

Major depressive disorder 2.3 52,822
Dysthymia 1.3 31,104
Other mood spectrum 8.1 189,536
disorders

Panic disorder 0.3 7,863
Agoraphobia without panic a b
Social phobia a b
Generalized anxiety disorder 1.0 22,267
Posttraumatic stress disorder 4.3 101,181
Schizophrenia 0.7 16,447
Bipolar disorder 0.8 17,650
Other psychoses 0.8 18,674

Substance use diagnoses
Alcohol dependence or abuse 2.6 59,801
Drug dependence or abuse 0.6 14,458

Summary figures

One or more of the diagnoses 16.0 372,721
One of the diagnoses 1 258,474
Two or more of the diagnoses 4.9 14,247
Three or more of the 1.5 33,755
diagnoses

2 Proportion is less than 0.1 percent.

5 Number is less than 500.

SOURCE: Department of Veterans Affairs, FY 2011 data provided to the IOM committee,
March 22, 2012.
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ans who receive diagnoses of MH/SU conditions are usually those who
come to VA health care providers with more severe symptoms, including
veterans who are seeking treatment because of these symptoms.

The rates and numbers in Table 2-9 provide valuable insights about
the prevalence of particular MH/SU conditions in this important popu-
lation. The conditions with the highest prevalence are other mood disor-
ders and PTSD. Other mood disorders are defined as mood or depressive
disorders that do not meet the criteria for a DSM-IV-TR diagnosis of
major depressive disorder or dysthymia. They include diagnoses of minor
depression, affective personality disorder, and depressive disorders that
are either superimposed on another mental disorder that is the person’s
primary diagnosis or cannot be disaggregated from an underlying physi-
cal health or substance use condition.

Behavioral and psychiatric symptoms associated with dementia are
not included in Table 2-9. VA projections indicate that about 307,000
veterans age 65 and older with dementia would be enrolled in the VA
health care system in 2009, and 185,000 of these veterans would use
VA health care services (Cooley and Asthana, 2010). No projection is given
for the proportion or number of veterans with dementia who would have
behavioral and psychiatric symptoms.

In 2006, about 11,000 veterans of all ages lived in VA nursing homes,
including about 8,000 veterans age 65 and older (Lemke and Schaefer,
2010). From 1998 to 2006, the proportion of veterans of all ages who lived
in VA nursing homes and had depressive disorders, schizophrenia, PTSD,
drug use disorders, and dementia increased, and the proportion that
had alcohol use disorders decreased. Among new residents age 65 and
older, the proportion with PTSD increased from 1998 to 2006, especially
among those born between 1918 and 1925, who were mainly World War
II veterans.

A study of 9,618 veterans of all ages who lived in VA nursing homes
in 2001 found that 19.6 percent had dementia; 15.1 percent had SMI,
defined as schizophrenia, bipolar disorder, and other psychoses; and
an additional 2.8 percent had both dementia and SMI (McCarthy et al.,
2004). Large proportions of these veterans had behavioral symptoms.
An analysis of three types of behavioral symptoms (labeled “physically
aggressive,” “verbally disruptive,” and “socially inappropriate”) found
that very similar proportions of veterans with dementia, SMI, or both
conditions had one or more of the three types of behavioral symptoms
(68.7 percent, 65.8 percent, and 67.7 percent, respectively).
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COEXISTING PHYSICAL HEALTH CONDITIONS
AND COGNITIVE IMPAIRMENT

As noted at the beginning of this chapter, many older adults with
MH/SU conditions also have one or more physical health conditions, and
some have dementia-related cognitive impairment. These coexisting con-
ditions and any medications and other treatments for the conditions can
interact with an older person’s MH/SU conditions in ways that make it
more difficult to detect, diagnose, treat, and manage any of the conditions.
Sometimes it is clear that the person’s mental health or substance use con-
dition or a treatment for the condition directly caused the physical health
condition or cognitive impairment, or vice versa. Research and clinical
experience have identified some direct causal relationships. Knowledge
about these relationships is an important competency for physicians and
other health care and MH/SU professionals who work with older adults
because that knowledge may allow them to prevent some conditions
or at least to recognize a causal relationship and reduce its negative
effects on the person. Often, however, there is no direct causal relationship
between a person’s mental health or substance use conditions and his or
her physical health conditions or cognitive impairment. One condition is
not directly causing the other. The conditions simply coexist in the same
person. From a workforce perspective, both kinds of situations are impor-
tant, although probably to a greater or lesser degree for service providers
with different responsibilities for detection, diagnosis, treatment, and
management of MH/SU conditions in older adults. Although awareness
of possible casual relationships is essential for physicians and others who
diagnose and prescribe medications for the conditions, awareness that
MH/SU conditions, physical health conditions, and cognitive impairment
are likely to coexist in older adults is probably most important for direct
care workers who often have the first and most frequent opportunities to
detect such conditions.

This section presents descriptive information about coexisting
MH/SU conditions, physical health conditions, and cognitive impair-
ment in older adults. The text and tables are intended to illustrate the
extent of coexisting conditions in settings, such as primary care, home,
and community-based care, and hospitals. The information comes from
published articles, most of which used the data only to describe the study
sample.

Descriptive information about MH/SU conditions, physical health con-
ditions, and cognitive impairment in older adults is usually presented from
the perspective that represents the primary interest of particular research-
ers, clinicians, and others. Those who are primarily interested in MH/SU
conditions often describe these conditions as central and refer to the physi-
cal health and cognitive conditions as “coexisting.” Conversely, researchers,
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clinicians, and others who are primarily interested in physical health condi-
tions or cognitive impairment often describe these conditions as central and
refer to the MH/SU conditions as “coexisting” (Proctor et al., 2003). The
same data can be used to study “coexisting” physical health conditions and
cognitive impairment in people with depression and “coexisting” depres-
sion in people with physical health conditions and cognitive impairment.
For many service providers, it may be less important that particular con-
ditions are considered central or “coexisting” than that the conditions are
occurring in the same person.

Table 2-10 shows the proportion of 1,801 community-living adults
age 60 and older who had major depression or dysthymia and various
physical health conditions (Noel et al., 2004). The people were recruited
from primary care settings for a study of a model of depression treatment.
Information about their physical health conditions was self-reported.

TABLE 2-10

Proportion of Community-Living Primary Care Patients Age 60
and Older with Depressive Disorders and Selected Physical Health
Conditions, N = 1,801

Prevalence Rate
Physical Health Conditions (¢29)

Chronic lung disease 23
Hypertension 58
Diabetes 23
Arthritis 56
Loss of hearing or vision 55
Cancer, excluding skin cancer n
Neurological conditions, e.g., epilepsy, 8

seizures, Parkinson’s disease, stroke

Heart disease 28
Gastrointestinal disease 21
Urinary tract and prostate disease 39
Chronic pain 57

SOURCE: Noel et al.,, 2004.
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As shown in the table, substantial proportions of older adults with
major depression or dysthymia also had one or more of the physical
health conditions included in the study. The average number of physical
health conditions was 3.8. People with severe cognitive impairment were
excluded from the study, but 35 percent of people who were included had
mild cognitive impairment in addition to their mental health and physical
health conditions (Noel et al., 2004).

Another study of 539 community-living adults age 65 and older
who were receiving home health care services found that 13.5 percent
had major depression and substantial proportions of those individuals
also had physical health conditions, including chronic lung disease (23
percent); diabetes (34 percent); metastatic cancer (4 percent); stroke (22
percent); congestive heart failure (30 percent); and peripheral vascular
disease (34 percent) (Bruce et al., 2002). About one-fifth (21 percent) of
those with major depression also had cognitive impairment.

Anxiety disorders and anxiety symptoms also coexist with physical
health conditions and cognitive impairment (Palmer et al., 1997; Wolitzky-
Taylor et al., 2010). A study of 377 community-living adults age 60 and
older who were receiving in-home care management services found that
27 percent had clinically significant symptoms of anxiety. Of those with
anxiety symptoms, 73 percent had five or more physical health conditions;
67 percent had moderate or severe pain; and 11 percent had cognitive
impairment (Richardson et al., 2011).

Many older adults with SMI have coexisting physical health condi-
tions (Bartels, 2004). One study of 8,083 male veterans age 60 and older
with SMI found that 41 percent had one or more of 18 physical health
conditions, including chronic obstructive pulmonary disease (18 percent);
hypertension (36 percent); diabetes (21 percent); arthritis (9 percent); can-
cer (7 percent); stroke (5 percent); ischemic heart disease (14 percent);
congestive heart failure (6 percent); and peripheral vascular disease (5
percent). Seven percent also had alcohol or drug use disorders (Kilbourne
et al., 2005).

Older adults hospitalized for mental health conditions often have
coexisting physical health conditions (Woo et al., 2003; Zubenko et al.,
1997). A study of 195 adults age 60 and older who were hospitalized for
major depression found that 75 percent also had one or more physical
health conditions, including chronic obstructive pulmonary disease (7
percent), hypertension (59 percent), diabetes (22 percent), arthritis (27 per-
cent), heart disease (25 percent), congestive heart failure (10 percent), thy-
roid conditions (12 percent), and Parkinson’s disease (9 percent) (Proctor
et al., 2003). One-quarter of the people had three or more of the condi-
tions. The researchers note that the study sample included only older
adults who were discharged from the hospital to home and that older
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adults discharged to a nursing home probably had more coexisting physi-
cal health conditions.

Some older adults hospitalized for physical health conditions also
have mental health conditions (Banta et al., 2010; Koenig and George,
1998). A study of 1,007 male veterans of all ages hospitalized for heart
disease, cancer, or other medical conditions found that 18 percent had
one or more MH/SU conditions, including anxiety disorders (11 percent),
depressive disorder (7 percent), alcohol abuse disorder (5 percent), and
schizophrenia (0.8 percent) (Booth et al., 1998).

Lastly, a study of 18,939 community-living adults age 65 and older
who were enrolled in two Michigan home care programs found high
levels of physical and mental health conditions and cognitive impairment
(Li and Conwell, 2007). The programs provide personal care, homemaker,
and other supportive services to help individuals who are eligible for
nursing home placement to remain at home instead. Information about
the older adults was obtained in structured in-person interviews con-
ducted by a nurse and social worker in the person’s home. Table 2-11
shows only those physical health conditions that were present in 20 per-
cent or more of the people.

As shown in the table, large proportions of the older adults had one
or more of the physical health conditions included in the study. The aver-
age number of conditions was 5.3. Nearly half of the people (47.6 percent)
experienced pain every day, including 25.1 percent with severe daily pain;
more than 40 percent had mental disorders; about one-quarter had other
mental health symptoms; and 43 percent had cognitive impairment.

The preceding text and tables illustrate the complex array of MH/SU
conditions, physical health conditions, and cognitive impairment that
service providers may encounter in various care settings. Some of the
conditions are causally related, and some simply coexist in the same
older person. Analysis of service needs and the workforce competencies
required to meet those needs must take into account the high rates of
coexisting physical health conditions and cognitive impairment in older
adults with MH/SU conditions.

IMPACT OF MH/SU CONDITIONS

MH/SU conditions in older adults are associated with a wide range
of negative effects, including emotional distress, functional disability,
reduced physical health, increased mortality, suicide, high rates of hos-
pitalization and nursing home placement, and high costs. Much of the
published research about these negative effects in older adults pertains to
depression, including many studies that compare the negative effects of
DSM-IV-TR depressive disorders versus depressive symptoms that do not
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TABLE 2-11

Proportion of Community-Living Adults Age 65 and Older with
Selected Physical Health Conditions, Mental Health Conditions,
and Cognitive Impairment in Two Michigan Home Care Programs,
N =18,939°

Prevalence Rate
Physical Health Conditions (¢29)

Chronic lung disease, including emphysema

and asthma 27.0
Hypertension 69.2
Diabetes 32.9
Arthritis 73.3
Stroke 27.0
Coronary artery disease 291
Cardiac dysrhythmia 22.2
Congestive heart failure 35.0
Pain
Moderate daily pain 22.5
Severe daily pain 251

Mental disorders

Depression 32.9
Anxiety 18.8
Schizophrenia 0.6

Other mental health conditions

Depressive symptoms 24.5
Suicidal ideation in the past 30 days 1.2
Suicide attempts in the past 12 months 0.3

Cognitive impairment
Mild or moderate cognitive impairment 34.1

Severe cognitive impairment 9.0

2 Some data derived from L. W. Li, University of Michigan School of Social Work, Ann Arbor,
Ml, unpublished data provided to the IOM committee, March 12, 2012.
SOURCE: Li and Conwell, 2007.
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meet the criteria for a DSM-IV-TR diagnosis of depression. Less research
is available about negative effects of the other MH/SU conditions identi-
fied by the IOM committee, although many studies address the negative
effects of some of these conditions, for example, bipolar disorder and
schizophrenia, in people under age 65.

Anecdotal evidence and a relatively small number of studies indicate
that families of older adults with MH/SU conditions experience negative
effects of the conditions in terms of their own emotional distress, psy-
chological and physical consequences of caregiving, and out-of-pocket
costs. These negative effects have been studied extensively in families of
older adults with behavioral and psychiatric symptoms associated with
dementia. Negative effects on families of people with other MH/SU con-
ditions have been studied less in families of older adults than in families
of younger people with the conditions.

This section provides a brief overview of findings from available
research on emotional distress and health-related quality of life, mortal-
ity, suicide, and costs. Many of the available studies are based on cross-
sectional data and therefore cannot demonstrate a causal relationship
between MH/SU conditions and negative effects. In addition, as dis-
cussed previously, MH/SU conditions, physical health conditions, and
cognitive impairment frequently coexist in older adults, and it is difficult
to disentangle the relative contributions of these conditions to the nega-
tive effects.

Emotional Distress and Health-Related Quality of Life

Many older adults with MH/SU conditions experience severe emo-
tional distress. It has been noted, however, that some older adults are
unwilling to report this effect. In addition, some older adults may not expe-
rience the emotional effects that are usually associated with an MH/SU
condition. For example, as described earlier in this chapter, some older
adults who have major depressive disorder do not experience sadness.

Three surveys of nationally representative samples of community-
living adults regularly include questions about emotional distress. The
BRESS survey asks, “Now, thinking about your mental health, which
includes stress, depression, and problems with emotions, for how many
days during the past 30 days was your mental health not good?” In 2006,
6.5 percent of community-living people age 65 and older (about 2.5 mil-
lion people in 2010) indicated that they experienced these symptoms on
14 or more of the previous 30 days (CDC and National Association of
Chronic Disease Directors, 2008).

The NHIS asks how often in the past 30 days the respondent has felt

i

“so sad that nothing could cheer you up”; “nervous”; “restless or fidg-
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ety”; “hopeless”; “that everything was an effort”; or “worthless.” In 2010,
2.3 percent of community-living people age 65 and older (about 900,000
people) had scores indicating frequent, serious distress (NCHS, 2011d).
Using the same questions, the 2010 NSDUH found that 2.1 percent of
community-living adults age 65 and older (about 800,000 people) reported
frequent, serious distress (CBHSQ, 2012e).

Studies that have used structured assessments of quality of life or
health-related quality of life also show that MH/SU conditions, including
depressive disorders, depressive symptoms, generalized anxiety disorder,
and substance use disorders, are associated with reduced health-related
quality of life (Booth et al., 2001; Chachamovich et al., 2008; Porensky
et al., 2009; Spitzer et al., 1995). One study of 134 adults age 58-104 with
dementia who were living in assisted living facilities found that behav-
ioral and psychiatric symptoms were associated with reduced quality of
life (Samus et al., 2005).

Mortality

People of all ages with MH/SU conditions experience higher mor-
tality rates than other people without these conditions. Their higher
mortality has been attributed to many factors, including poor compliance
with prescribed medical treatments for physical health conditions; toxic
effects of medications prescribed for their MH/SU condition; negative
health behaviors, such as excessive use of alcohol and drugs, smoking,
and inactivity; poor-quality medical care; poverty; lack of health insur-
ance; and lack of coordination in the medical and specialty MH/SU sys-
tems (Druss and von Esenwein, 2006).

e A 2006 report of the National Association of State Mental Health
Program Directors indicates that people with SMI die 25 years ear-
lier than the general population and that recent state studies show
that premature mortality is increasing (Parks et al., 2006).

® An analysis of data from the New Haven ECA site shows that
survey participants age 55 and older with major depressive disorder
were four times more likely than other survey participants to die
in a 15-month period (Bruce and Leaf, 1989).

® An analysis of data on public mental health clients in eight states
found that they had higher mortality rates and died at a younger
age than the general population. Those with major mental ill-
nesses were more likely to die than those with less severe mental
illnesses and more likely to die at a younger age (Colton and
Manderscheid, 2006).
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® An analysis of data on people interviewed for the 1989 NHIS and
followed for 17 years found that those with a mental disorder
died an average of 8.2 years earlier than other survey participants
(Druss et al., 2011).

Suicide

In 2007 (the most recent data available), there were 5,421 suicides
among adults age 65 and older, including 4,569 men and 852 women
(Xu et al., 2010). Suicide rates for men increased with age from 22.4 per
100,000 men age 65-69 to 41.8 per 100,000 men age 85 and older, the high-
est rate for any age group (Crosby et al., 2011). Suicide rates for women
were lower and decreased from 4.5 per 100,000 women age 65-74 to 3.1
per 100,000 women age 85 and older.

Costs

National figures on the costs of MH/SU conditions in older adults
vary depending on which older adults, conditions, services, and payers
are included. The 2009 Medical Expenditure Panel Survey (MEPS) found
that 7.4 million adults age 65 and older received services for mental dis-
orders (AHRQ), 2009a) at a cost of $17.1 billion (AHRQ, 2009b), making
mental disorders the eighth most costly condition for adults age 65 and
older in the United States in 2009.

The MEPS includes community-living people and excludes people
living in nursing homes, prisons, or jails. Mental disorders are self-
reported and include substance use conditions. Survey respondents iden-
tify which services they received for the reported conditions. Services
included in the $17.1 billion for 2009 are hospital, emergency department,
and outpatient services, physician and other medical provider office vis-
its, home health services, other home care services, and prescribed medi-
cations. Medical equipment and supplies, ambulance services, eyeglasses,
dental care, and over-the-counter medications are not included.

The $17.1 billion figure from MEPS includes expenditures by all pay-
ers. In 2009, Medicare paid more than half (52.5 percent) of the cost of ser-
vices for mental disorders for adults age 65 and older. The remaining 47.5
percent was paid by Medicaid (11.4 percent), private insurance (11.7 per-
cent), out-of-pocket (18.3 percent), and other sources, including the VA,
state and local health departments, state programs other than Medicaid,
and community and neighborhood clinics (6.1 percent) (AHRQ, 2009¢).

Medicare reimbursement data for 2009 provide a different perspective
on the costs of MH/SU services for older adults. Table 2-12 shows 2009
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Medicare reimbursements for MH/SU services for beneficiaries age 65
and older who were enrolled in fee-for-service Medicare.

As shown in the table, Medicare reimbursements for MH /SU services
for older fee-for-service Medicare beneficiaries amounted to $2.4 billion in
2009. Most of the $2.4 billion (93 percent) was for mental health services.
The remaining 7 percent was for alcohol use services (4 percent) and drug
use services (3 percent). The $2.4 billion total represents 1 percent of Medi-
care reimbursements for all covered services for Medicare fee-for-service
beneficiaries in 2009.

The large gap between the $17.1 billion figure from MEPS and the $2.4
billion figure based on Medicare reimbursement data reflects differences
in the people, conditions, services, and payers included in each figure.

e The Medicare reimbursement data pertain to all community-living
adults and nursing home residents age 65 and older who were
enrolled in fee-for-service Medicare in 2009 but exclude about 9.8
million Medicare beneficiaries (25 percent of all Medicare benefi-
ciaries age 65 and older) who were enrolled in Medicare Advan-
tage health plans (CMS, 2010). In contrast, Medicare Advantage
enrollees are included in the MEPS figure.

¢ The Medicare reimbursement data include services for which an
MH/SU condition is listed as the primary diagnosis on the Medi-
care claim. In contrast, the MEPS survey respondent identifies the
services received for MH/SU conditions, and no distinction is
made between primary and secondary diagnoses.

® The Medicare reimbursement data include services that are cov-
ered by Medicare, including ambulance services and medical
equipment, but exclude prescription drugs, which account for
$6.4 billion of the Medicare costs included in the MEPS figure. The
MEPS figure also includes Medicare copayments and deductibles
and nursing home and home care services that are not covered by
Medicare.

e The Medicare reimbursement data include only Medicare costs,
whereas the MEPS figure includes costs to all payers, including
Medicare, Medicaid, private insurance, out-of-pocket, and other

payers.

USE OF MH/SU SERVICES BY OLDER ADULTS

The kinds of services required to meet the needs of older adults with
MH/SU conditions include detection, diagnosis, treatment, ongoing man-
agement, and monitoring. To the extent that older adults receive these
kinds of services, the services are provided by a bewildering array of
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organizations and individuals. Chapter 3 describes the geriatric MH/SU
workforce, focusing primarily on the education, training, credentials, and
competencies of the many types of individual providers who are or could
be part of the workforce that provides the services. This section describes
the types of organizations and settings that provide or could provide
MH/SU services for older adults. It discusses older adults” attitudes and
beliefs about using MH/SU services and reviews the available data about
their past and current use of these services.

The available information about older adults” use of MH/SU services
is not sufficient to support a credible analysis of the number and propor-
tion of older adults that need but do not use MH/SU services. Available
data suggest, however, that there is substantial unmet need.

Organizations and Settings That Provide MH/SU Services

From a national perspective, the organizations and settings that pro-
vide MH/SU services for older adults can be categorized in various ways.
In Box 2-5, these organizations and settings are categorized in six broad
types and a catch-all “other” type, based on their primary focus. The
categorization also differentiates: (1) general medical care, residential, and
community social service organizations and settings intended to serve
people who do and do not have MH/SU conditions, and (2) specialty
mental health and substance use organizations and settings intended to
serve only people who have MH/SU conditions. From the federal gov-
ernment perspective, the organizations and settings included in Box 2-5
could also be categorized on the basis of the federal agency or agencies
with primary administrative responsibility for the services. Alternatively,
the organizations and settings could be categorized on the basis of their
main sources of funding (Medicare, Medicaid, private insurance, out-of-
pocket payments, federal block grants, state funds, and other).

From a state perspective, the organizations and settings listed in
Box 2-5 are often categorized differently, with a stated designation of some
organizations and settings as part of the “public mental health system.”
Every state has a State Mental Health Agency (SMHA) that is responsible
for the delivery of public mental health services. The public and private
organizations and settings operated and/or funded by the SMHA are
generally considered to comprise the state’s public mental health system.
In 2009, SMHAs across the country operated and/or funded nearly 20,000
public and private mental health organizations, settings, and providers,
including 212 state psychiatric hospitals, 70 private psychiatric hospitals,
440 general hospitals with a separate psychiatric unit, 59 nursing homes
and intermediate care facilities for mental illness (ICF-MI), and 18,847
community mental health centers and providers (SAMHSA, 2009). In
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2008, 5 percent of the 6.3 million people of all ages who received SMHA-
operated or SMHA-funded mental health services were age 65 and older
(about 315,000 people) (SAMHSA, 2009).

States differ considerably in terms of the mental health organizations
and settings that are operated or funded by the state’s SMHA versus
other state agencies, for example, agencies with primary responsibility for
Medicaid, criminal justice and corrections, and housing (NRI, 2009). States
also differ in terms of whether the SMHA has administrative responsi-
bility for the state’s substance use services. In 2009, SMHAs in 27 states
had administrative responsibility for substance use services (SAMHSA,
2009). Responsibility for these services was located in another agency in
the remaining states.

During the recent financial depression, many states have reduced
funding for their SMHA. For FY 2010, 9 to 20 SMHAs reported cuts in
state funding for various mental health services, including inpatient long-
term care (20 states), inpatient acute care (19 states); clinic services (12
states), and other inpatient and day treatment services (9 states) (CBHSQ,
2012a). Eight to 17 SMHAs reported anticipated cuts in funding for the
same services in FY 2011.

States” define the eligibility criteria for services operated or funded
through their public mental health system, but all states include services
for people with SMI, and states generally prioritize services for people
with low income and those who are uninsured or have only Medicaid
(Garfield, 2011). National data show that SMHAs operate or fund mental
health services for disproportionate numbers of older people in racial and
ethnic minority groups. In 2008, the population rates for use of mental
health services operated or funded by SMHAs were higher for black,
Hispanic/Latino, and Native American people age 65 and older (11.8,
10.6, and 8.6 persons per 1,000 in the population, respectively) than for
whites and Asian Americans (6.3 and 4.9 persons per 1,000, respectively)
(SAMHSA, 2009). Moreover, in at least some states, the SMHA operates
or funds mental health services for a disproportionate number of older
people living in rural versus urban areas (Karlin and Norris, 2006). Recent
reductions in state funding for SMHAs raise concerns about the current
and future capacity of SMHAs to provide mental health services for these
vulnerable groups of older adults.

From the perspective of a county or local government, the organiza-
tions and settings listed in Box 2-5 might be categorized differently than
they are usually categorized from either a national or state perspective.
Especially in smaller jurisdictions, these organizations and settings might
be thought of less in broad categories and more as unique local agen-
cies that provide various combinations of mental health, substance use,
and general medical, residential, and community-based aging and social
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BOX 2-5
Types of Organizations and Settings That Provide
Some MH/SU Services for Some Older Adults

General medical care organizations and settings. Includes thousands
of public and private acute care hospitals; emergency departments;
primary medical care settings, such as individual physician offices,
group medical practices, ambulatory care clinics, community health
centers (CHCs), federally qualified health centers (FQHCs), and ru-
ral health centers; and Medicare-certified home health care agencies.
The main focus of these organizations and settings is medical and
medically related care for physical health conditions. All of these or-
ganizations and settings provide care for older adults, and most of
them provide some MH/SU services for some older adults.

General residential care organizations and settings. Includes nurs-
ing homes; assisted living and other residential care facilities; and
congregate-living settings, such as senior housing and public hous-
ing facilities. The main focus of these organizations and settings is
housing and services ranging from skilled nursing care, rehabilita-
tive services, and extensive assistance with personal care in nursing
homes to health-related and supportive services in residential care
facilities and congregate-living settings. All of these organizations
and settings provide services for older adults, and many of them pro-
vide some MH/SU services for some of their older residents.

Aging network agencies and other social service organizations and
settings. Includes Area Agencies on Aging (AAAS); senior centers;
adult day centers; and many other community agencies that provide
health-related and social services, such as personal care, homemaker,
and chore services, congregate and home-delivered meals, transpor-
tation, information, referrals, and counseling about services and bene-
fits, care management, family caregiver support, and respite care. The
main focus of these organizations and settings is supportive services
to help individuals remain at home and as functionally independent as
possible. Nearly all of the organizations and settings provide services
for older adults, and many of them provide some MH/SU services for
some older adults.
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Specialty mental health organizations and settings. Includes pub-
lic and private psychiatric hospitals; residential mental health treat-
ment centers; day treatment centers; outpatient mental health clin-
ics; community mental health centers; mental health group homes;
individual and group mental health practices that provide psychiatric,
psychological, and counseling services; crisis and emergency mental
health organizations; lay- and volunteer-led organizations that pro-
vide mental health support and self-help services; and specialty man-
aged care organizations that provide mental health services through
“carve-out” arrangements with insurers and other payers. All of these
organizations and settings provide mental health services, and many
of them provide some mental health services for some older adults.

Specialty substance use organizations and settings. Includes pub-
lic and private residential and outpatient substance use treatment
centers, day treatment centers, substance use group homes, crisis
and emergency substance use organizations, lay- and volunteer-led
organizations that provide substance use support and self-help ser-
vices, and specialty managed care organizations that provide sub-
stance use services through “carve out” arrangements with insurers
and other payers. All of these organizations and settings provide sub-
stance use services, and some of them provide some substance use
services for some older adults.

Veterans Affairs (VA). The VA provides a wide array of medical,
mental health, substance use, residential, and home and community-
based services for veterans who enroll in the VA health care system.
At its medical centers, community-based outpatient centers, and
other facilities and through contracts with other organizations, the
VA provides all these services for some older veterans with MH/SU
conditions.

Other. Includes adult correctional facilities, housing organizations,
settings that serve homeless people, adult protective service agen-
cies, public health agencies, and organizations and settings funded
by the Indian Health Service.
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services, using funding from an array of federal, state, and local gov-
ernment sources, private insurance, and donations from philanthropic
organizations and individuals. A local Area Agency on Aging (AAA), for
example, might be thought of less as part of a national network of aging
services agencies and more as a unique community agency that provides
information and referrals, care management, home-delivered meals, and
assessments for Medicaid-funded home- and community-based services,
using many funding sources in addition to the federal Older Americans
Act. In many counties and local jurisdictions, the police department and
ambulance service(s) might also be thought of as organizations that pro-
vide MH/SU services in crisis and emergency psychiatric situations.

Differences in the way organizations and settings that provide
MH/SU services are categorized at the national, state, county, and local
government levels make it difficult to create a coherent description of
these organizations and settings. More importantly in the context of this
report, differences in the way the organizations and settings are catego-
rized at different levels of government make it very difficult to design and
implement comprehensive initiatives to address problems in the care of
older adults with MH/SU conditions. Such initiatives and the regulatory
and financing policies to support them generally target types of organiza-
tions and settings that reflect the categories used at the level of govern-
ment that develops the initiative. Yet, federal government initiatives that
target, for example, organizations, settings, and providers that receive
Medicare payments and may include training, credentialing, or other
workforce requirements will apply to some but not all organizations,
settings, and providers that are part of the state-defined public mental
health system or the array of community agencies that are considered
by local governments to be providing MH/SU services. Likewise, state
government initiatives that target organizations, settings, and providers
that comprise the state’s public mental health system will apply to some,
but not all organizations and settings categorized as providing MH/SU
services at the federal or local level.

As noted in Box 2-5, the VA provides MH/SU services for veterans
enrolled in the VA health care system, which is the largest integrated
health care system in the United States. VA health care system integration,
which includes common categorizations of types of services, settings, and
providers at the national, regional, and local levels as well as an advanced
electronic medical record system that is accessible across all levels, greatly
facilitates the design and implementation of comprehensive, systemwide
initiatives to address medical and medically related conditions, including
MH/SU conditions. Box 2-6 describes the VA’s systemwide programs
to prevent suicide in veterans of all ages. A recent report funded by
SAMHSA described these suicide prevention programs as “perhaps the
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most comprehensive suicide prevention initiative in history” (Suicide
Prevention Resource Center and SPAN USA, 2010).

Older Adults” Attitudes and Beliefs About Using MH/SU Services

It is sometimes said that older adults do not use MH/SU services
because of stigma associated with the conditions and related services.
Their greater tendency to use MH/SU services provided in general medi-
cal, residential, and home- and community-based settings versus specialty
MH/SU settings is sometimes also attributed to perceived stigma. Avail-
able data support the concept that substantial proportions of older adults
perceive stigma associated with MH/SU conditions and related services,
but the data also identify other attitudes and beliefs, some of which may
have an even greater impact on older adults” use of MH/SU services.

One study of more than 600 community-living adults age 60 and
older who were receiving health-related and social services from a public
long-term care agency assessed their attitudes and beliefs about mental
health service use and compared the attitudes and beliefs of those who
had depression (either a DSM-IV-TR depressive disorder or depressive
symptoms) and those who did not (Morrow-Howell et al., 2008). The
study found that more than 90 percent of both groups of older adults said
people with mental or emotional problems should seek professional help.
Nearly the same proportions said they would seek treatment if they had
a mental or emotional problem (89 percent of those who had depression
and 94 percent of those who did not). On the other hand, more than 80
percent of both groups said the cost of treatment would be more than
they could afford, and only 41 percent said they knew where to obtain
treatment. Relatively small proportions said their family would be upset
if they knew the person was receiving help for a mental or emotional
problem (16 percent of those who had depression and 18 percent of those
who did not). Even smaller proportions said that someone in their fam-
ily would object if the person wanted to go for treatment of a mental or
emotional problem (11 and 7 percent, respectively) or that they would
avoid treatment of a mental or emotional problem because friends might
find out (5 and 1 percent, respectively). Nearly one-third of both groups
said they believed that “you should always handle mental and emotional
problems by yourself.” Nearly one-quarter (24 percent) of those who had
depression and 17 percent of those who did not have depression said that
mental and emotional problems will get better by themselves.

The findings from this study are reflected to varying degrees in find-
ings from surveys conducted in national, population-based samples. The
National Comorbidity Survey Replication (NCS-R) (see Box 2-2) found
that more than 80 percent of community-living older adults had positive
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BOX 2-6
Suicide Prevention Programs in the VA

Suicide prevention is a major national priority of the VA, and the
agency has implemented a comprehensive array of systemwide sui-
cide prevention programs. These programs include suicide monitor-
ing and risk assessment, a national suicide crisis linge, full-time suicide
prevention coordinators in every VA medical center, and electronic
medical record flags to notify clinicians of suicide risk.

Suicide monitoring and risk assessment. The VA conducts ongo-
ing comprehensive, systemwide suicide monitoring and risk assess-
ment for veterans who use VA health care services. Findings from
suicide monitoring activities show that in fiscal years 2000 and 2001,
age- and sex-adjusted suicide rates among VA users were elevated
in comparison with rates in the general U.S. population, with a stan-
dardized suicide ratio of 1.66 for male veterans and 1.87 for female
veterans (McCarthy et al.,, 2009). Trends in suicide rates among VA
users show a slight reduction between fiscal years 2000 and 2007,
with male veterans age 30 to 64 being at the highest risk of suicide
(Blow et al., 2012). Risk assessment activities have identified various
factors associated with elevated suicide risk, including recent psy-
chiatric hospitalizations, the start of antidepressant medication, and
dosage changes (Valenstein et al., 2009). Mental disorders have been
found to be strongly associated with elevated risk of suicide. For ex-
ample, suicide risk for male veterans with bipolar disorder was found
to be three times higher than for other male veterans (llgen et al.,
2010). Suicide risk has also been found to be elevated for veterans
living in rural areas, even after adjusting for clinical factors and dis-
tance to nearest VA mental health providers (McCarthy et al., 2012).
These and other findings from the VA’'s ongoing suicide monitoring
and risk assessment activities are routinely shared with VA admin-

help-seeking attitudes: 86 percent of the survey respondents age 65-74
and 82 percent of those age 75 and older said they would seek profes-
sional help if they had serious emotional problems (Mackenzie et al.,
2008). Likewise, 82 percent of those age 65-74 and 76 percent of those age
75 and older said they would be comfortable talking about personal prob-
lems with a professional. Most of the respondents age 65 and older also
had positive treatment beliefs: more than 70 percent said they believed
that half or more of people who see a professional for serious emotional
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istrators at all levels, and medical and mental health clinicians and
other frontline service providers.

National suicide crisis line. In 2007, the VA established a national
24/7 crisis hotline that has received more than 600,000 calls and
made more than 21,000 life-saving rescues. Initially named the Na-
tional Veterans Suicide Prevention Hotline, the call line was renamed
as the Veterans Crisis Line to reduce perceived stigma and facilitate
use by veterans and their families and friends. In 2009, VA added
an anonymous online chat service that has been used by more than
50,000 people.

Suicide prevention coordinators. The VA has placed suicide preven-
tion coordinators at all medical centers. The coordinators have a full-
time commitment to suicide prevention activities. They collaborate
with VA mental health clinicians to support suicide prevention ef-
forts for individuals at high risk and to ensure that these individuals
receive increased monitoring and enhanced care. Specific activities
include tracking and reporting on veterans found to be at high risk
for suicide and those who have attempted suicide; training staff who
have contact with veterans so that they know how to get immediate
assistance if veterans express any suicide plan or intent; collaborating
with community organizations and partners and providing training to
their staff who have contact with veterans; and providing consulta-
tions to providers regarding resources for suicidal individuals.

Clinical flags for high-risk veterans. The VA uses electronic medical
record flags to identify veterans at high risk for suicide. High risk is
defined by various factors, including a history of suicide attempts
and recent discharge from an inpatient mental health unit. For veter-
ans identified as having high risk for suicide, VA clinicians can contact
the suicide prevention coordinator about services and need for closer
monitoring. Clinicians are also trained to recognize that absence of a
positive flag does not imply the veteran is not at risk for suicide.

problems are helped. Nevertheless, 31 percent of those age 65-74 and
26 percent of those age 75 and older said they would be embarrassed if
their friends knew they were getting professional help for an emotional
problem.

The 2001 NSDUH found that among community-living older adults
with mental health conditions, only 10 percent reported receiving any
mental health services (Karlin et al., 2008). The two primary reasons
older adults gave for not using mental health services were (1) not know-
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ing where to go for services (28 percent), and (2) lack of affordability (19
percent). Less than 1 percent said they needed but did not receive mental
health services in the previous year. On the other hand, older adults who
used mental health services were at least as likely as younger adults who
used the services to say the services benefited them.

Several studies have found that substantial proportions of older
adults with mental health conditions do not perceive a need for mental
health services and are not interested in using such services. One study
of more than 9,500 adults with probable mental disorders found that
only 28 percent of those age 65 and older perceived a need for mental
health services, compared with higher proportions of those under age
65 (49 percent of those age 18-29 and 43 percent of those age 30-64)
(Klap et al., 2003). Another study of 268 community-living people age
57-97 found that more than half of those with depressive symptoms
were not receiving any mental health services, and only 34 percent of
them expressed interest in receiving such services (Cohen-Mansfield
and Frank, 2008).

Older people differ in their beliefs about the causes of mental health
conditions. One study of 90 older people with depression found that 28
percent attributed the condition to “old age” rather than to an illness.
Those who attributed their depressive symptoms to old age were four
times less likely than those who attributed the symptoms to an illness to
say that it is important to discuss such symptoms with a doctor (Sarkisian
et al., 2003). A recent analysis of the beliefs of white, black, Hispanic/
Latino, and Asian American older adults about the causes of mental
health conditions found significant variation among groups that is likely
to affect help-seeking behaviors (Jimenez et al., 2012).

Interviews and focus groups conducted in San Diego with 165 mental
health service providers, family caregivers, consumers age 55 and older,
and other older adults identified many factors associated with unmet
needs for mental health services for older adults (Palinkas et al., 2007). Of
the 66 consumers age 55 and older and other older adults, more than 60
percent were from racial and ethnic minority groups. Factors identified by
the consumers and other older adults included the following:

e stigma (63 percent);

e lack of information about available services (50 percent);

e lack of age-appropriate and culturally and linguistically appropri-
ate services, including translators in mental health settings (44
percent);

e lack of transportation to services (38 percent); and

¢ lack of money or insurance to pay for services (25 percent).
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As noted earlier, the available research shows that many older adults
perceive stigma associated with MH /SU conditions and MH/SU services.
Beliefs and attitudes, such as that mental and emotional problems will
get better by themselves and that it is better to handle these problems
by oneself, could be thought of as separate from, caused by, or resulting
in perceived stigma. Likewise, lack of awareness of one’s mental health
condition and lack of interest in receiving services for a mental health
condition could be thought of as separate from, contributing to, or caused
by perceived stigma. Other factors, such as lack of information about
available services, lack of age- and culturally and linguistically appropri-
ate services, lack of transportation, and lack of money or insurance to pay
for services, undoubtedly reflect current reality. In the context of older
adults’” positive beliefs about the importance of obtaining mental health
services and the likely effectiveness of such services, however, these other
factors interact with perceived stigma and related attitudes and beliefs
to reduce older adults” willingness to use MH/SU services. Professional
and other service providers who interact with older adults in specialty
MH/SU, general medical, residential, and home- and community-based
care settings should be aware of the array of attitudes, beliefs, and other
factors that influence older adults” decisions about MH/SU service use
and able to identify and implement approaches to reduce such barriers
to needed services.

Older Adults’ Use of MH/SU Services

Comprehensive information is not available about the proportion
or number of older adults with MH/SU conditions that use any of the
kinds of MH/SU, and much less information is available about detection
than about diagnosis, treatment, ongoing management and monitoring.
In general, by the time an older adult uses services provided by specialty
MH/SU organizations and settings, the person’s MH/SU condition has
already been detected by someone and may have been diagnosed. The
MH/SU services needed by the person at that point are diagnosis, if not
already completed, treatment, ongoing management, and monitoring. In
contrast, MH/SU conditions in older adults may not have been detected
in general medical, residential, and home- and community-based care
settings. From a workforce perspective, it is important to consider this
fundamental difference in needed MH /SU services by type of setting and
its implications for training and workforce competencies.

Studies of detection of MH/SU conditions in older adults in gen-
eral medical, residential, and home- and community-based care settings
indicate that the conditions are frequently not detected (see, e.g., Brown
et al., 2003; Rosenblatt et al., 2004). Such studies are difficult to conduct
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because they require both a process to determine which older adults have
an MH/SU condition and a process to determine whether the condition
has been detected. Moreover, study findings differ, depending on the
type of setting, particular provider, and how “detection” is measured, for
example, by a notation in a person’s medical record, a diagnostic code on
a billing or claim form, the report of the person or a family member that a
physician has said the person has the condition, or the report of a service
provider who has worked with the person. Nevertheless, frequent calls to
implement screening for various MH/SU conditions in general medical,
residential, and home- and community-based care settings reflect many
service providers’ experience that the conditions are often missed.

A convincing body of evidence shows that older adults are less likely
than younger adults to receive treatment for their MH/SU conditions
(Dixon et al., 2001; German et al., 1985; Karlin et al., 2008; Klap et al., 2003;
Shapiro et al., 1984; Wang et al., 2000, 2005) and that they are less likely
than younger adults to receive MH/SU treatment in a specialty setting
and more likely to receive treatment in general medical, residential, and
home- and community-based service care settings (German et al., 1985;
Shapiro et al., 1984; Wang et al., 2005). Large-scale, population-based sur-
veys conducted over the past 30 years in the United States have found that
only small proportions of older adults with MH/SU conditions receive
any services for these conditions. Most of the surveys do not include insti-
tutionalized people; thus, they do not include people living in nursing
homes. The surveys differ somewhat in the MH/SU conditions and kinds
of services they include. They all use structured diagnostic interviews to
identify people with MH/SU conditions but generally do not ask whether
the people have received a diagnostic evaluation or a formal diagnosis of
the condition.

From 1980 to 1984, the National Institute of Mental Health Epidemio-
logic Catchment Area (ECA) Program conducted interviews with more
than 18,500 adults age 18 and older, including 5,700 adults age 65 and
older, in five sites across the country. The survey found that about one-
third of adults age 18 and older who had a MH/SU condition received
any treatment for the condition in a 1-year period (Narrow et al., 2000;
Regier et al., 1993), and those age 65 and older were less likely than those
under age 65 to receive treatment (Shapiro et al., 1984). In the Baltimore
site, where older adults were oversampled, only 1 percent of adults age
65-74 with MH/SU conditions and no one age 75 and older with these
conditions had received treatment in a specialty setting, compared with
17 percent of adults age 18-64 with the conditions (German et al., 1985).
About the same proportions of adults age 18-64 and 65-74 with MH/SU
conditions (17 percent and 18 percent, respectively) said they had dis-
cussed emotional problems with a primary care provider during a general
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medical care visit, but only 10 percent of those age 75 and older said they
had such discussions.

Two studies conducted in the late 1990s found that older adults with
mental health conditions were less likely than younger people to receive
treatment for the conditions:

e The 1996 Midlife Development in the United States (MIDUS) study
used a telephone interview and mail questionnaire to assess use of
mental health treatment in a nationally representative sample of
3,000 adults age 25-74; the study found that adults age 65-74 with
mental health conditions were 40 percent to 140 percent less likely
than those under age 65 with the conditions to receive any treat-
ment for the conditions (Wang et al., 2000).

e The 1997-1998 Health Care for Communities (HCC) household
study used a telephone interview and mailed questionnaire to
assess use of mental health treatment in a stratified random sample
of 9,585 adults age 18 and older. The study found that adults age
65 and older with mental health conditions were less likely than
those age 30-64 with the conditions to receive mental health treat-
ment (53 versus 60 percent, respectively), but they were more
likely to receive mental health treatment than adults age 18-29 (53
percent versus 49 percent, respectively) (Klap et al., 2003). Among
adults who received any mental health treatment, only 7 percent
of older adults, compared with 18 percent of adults age 18-29 and
26 percent of those age 30-64 received treatment in a specialty
mental health setting. Fewer older adults reported being asked by
a primary care provider if they felt tense or anxious (15 percent
compared with 23 percent for younger people); fewer older adults
reported that a primary care provider had spent 5 minutes or more
on mental health counseling (4 percent compared with 7 percent to
8 percent for younger people); and only 1 percent of older adults
reported that a primary care provider had referred them to a men-
tal health specialist in the past year for evaluation or treatment,
compared with 3 percent of younger people.

Large-scale surveys conducted in the early 2000s continued to find
relatively low use of MH/SU treatment by older adults. As noted earlier,
the 2001 NSDUH found that only 10 percent of adults age 65 and older
with mental health conditions received MH/SU treatment, compared
with 25 percent of younger adults with the conditions (Karlin et al., 2008).
Among those with SMI, the difference was greater (9 percent for adults
age 65 and older compared with 32 percent for people under age 65).

One analysis of data from the NCS-R, which was conducted in 2001-
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2002, found a lower overall rate of treatment for older adults with any
of the MH/SU conditions included in the study and a lower likelihood
of receiving treatment in a specialty setting for older adults (Wang et al.,
2005). Another analysis of data from the three surveys that are part of the
CPES conducted from 2001 to 2003, found that 66 percent of older adults
with major depressive disorder and 72 percent of older adults with anxi-
ety disorders had not received any treatment for these conditions in the
previous year (Garrido et al., 2011). Importantly, only 50 percent of older
adults with major depressive disorder and only 43 percent of those with
anxiety disorders perceived a need for treatment; of those who perceived
a need for treatment, 17 percent did not seek treatment at all, and 21 per-
cent delayed seeking treatment for at least 4 weeks.

As noted earlier, it is sometimes said that the greater tendency of
older adults to use MH/SU services provided in general medical, residen-
tial, and home- and community-based settings versus specialty MH/SU
settings is due to perceived stigma. Other interrelated factors probably
also contribute to this longstanding pattern of service use. Coexisting
physical health conditions in older people with MH/SU conditions mean
that they are often receiving care in general medical settings and are,
therefore, familiar with and perhaps comfortable in these settings. Simi-
larly, coexisting physical health conditions and cognitive and functional
impairments mean that some older adults with MH/SU conditions are
receiving care in general residential and home- and community-based
settings. They are familiar with these settings, and many of them have
physical and other difficulties getting to specialty MH/SU settings. Lack
of knowledge about specialty mental health organizations and settings
among older adults, their families, and even the medical, residential,
and home- and community-based care providers who interact with them
are probably also factors. People in the baby boom generation have had
higher average rates of mental health service use throughout their lives,
including use of specialty mental health services, and their willingness to
use such services is expected to continue as they age. As a result, older
adults’ use of specialty mental health services may increase in the future.
At present, however, there is no clear consensus among geriatric MH/SU
experts about which older people with MH/SU conditions would be
better served in specialty versus general medical, residential, and home
and community-based care settings. Moreover, concerns about whether
the available MH/SU services are age-appropriate and culturally and lin-
guistically appropriate pertain to both specialty and general care settings.

Box 2-7 describes older adults” use of public mental health services
provided by the public mental health system in San Diego County, Cali-
fornia. The findings show low use of mental health services overall but
high use of emergency psychiatric services provided by a mobile team of
law enforcement and mental health personnel.
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BOX 2-7
Older Adults’ Use of Mental Health Services Provided by the
San Diego County Public Mental Health System

The San Diego County public mental health system provides
various specialty mental health services, including psychiatric
hospitalization, emergency psychiatric unit, outpatient clinic, day
treatment, and case management (Jin et al., 2003). A study of use
of these services by adults with schizophrenia in 1999 and 2000
found that those age 65 and older were less likely than those un-
der age 65 to use any of the services except case management.
The researchers hypothesized that the older adults may have
needed case management more than younger adults because of
their coexisting medical conditions and functional impairments,
and that as a service, case management may be more acceptable
than the other services to older adults with schizophrenia.

Another study conducted in the San Diego county public men-
tal health system from 2002 to 2006 found that adults age 60
and older were more likely than those under age 60 to enter
the system through the Psychiatric Emergency Response Team
(PERT), which responds to psychiatric-related 911 calls (Gilmer
et al, 2009). Older adults were less likely than younger adults
to use follow-up outpatient or inpatient mental health services
in the next 90 days but more likely to have another encounter
with the PERT. The researchers emphasize the need for better
linkages between the PERT and outpatient mental health service
providers to facilitate sustained follow-up care.

Trends in Older Adults’ Use of MH/SU Services

In recent years, the proportion and number of older adults receiving
treatment for depression has increased substantially. Between 1992 and
1998, the proportion of community-living older adults with a diagnosis of
depression that was receiving any treatment for the condition remained
about the same, but the proportion that received only antidepressant
medications increased, while the proportion that received only psycho-
therapy decreased (Crystal et al., 2003). This trend has continued, and in
the period from 2002 to 2005, 67 percent of older adults with a diagnosis
of depression received antidepressant medications, while only 15 percent
received psychotherapy (Akincigil et al., 2011). In the period from 2005 to
2008, 15 percent of all community-living adults age 60 and over were tak-
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ing antidepressants, including 9 percent of men and 19 percent of women
in that age group (Pratt et al., 2011).

The trends for increased use of antidepressants and decreased use of
psychotherapy in older adults mirror changes that have taken place in
treatment of depression in people of all ages (Marcus and Olfson, 2010;
Olfson and Marcus, 2010) and have led some commentators to lament
the reduction in potentially valuable treatment options (Akincigil et al.,
2011; Druss, 2010). The high use of antidepressants in older people has
likewise led to concerns about overuse, inappropriate use, and side effects
(Hanlon et al., 2011; Mark et al., 2011). These concerns are increased by
national data showing that among medical visits for people of all ages
in which antidepressants were prescribed, the proportion in which there
was no diagnosis of depression increased from 60 percent in 1996 to 73
percent in 2007 (Mojtabai and Olfson, 2011). Moreover, visits in which
antidepressants were prescribed without a diagnosis of depression were
significantly more frequent for people age 65 and older than for those
under age 65.

Older African Americans with depression are less likely than older
whites, Hispanic/Latinos, and Asian Americans to use antidepressants,
thus raising concerns about possible underuse in this group. One study
of more than 7,000 Medicaid beneficiaries age 65-84 with a diagnosis of
depression found that in 1998, African Americans were significantly less
likely than other groups to use antidepressants (Strothers et al., 2005).
Another study that compared use of antidepressants by older people in
five North Carolina counties in 1986 and 1996 found that use was lower
for African Americans than whites in 1986 (2.3 percent versus 4.6 percent,
respectively), and the difference between the groups increased over the
next decade. In 1996, 5 percent of African Americans and 14 percent of
whites were using antidepressants (Blazer et al., 2000a).

Aside from depression, it is not clear that treatment for other MH/SU
conditions has increased in general for older adults. On the other hand,
national data show that the use of antianxiety medications by community-
living older adults increased from 8 percent in the period from 1999 to
2002 to 10 percent in the period from 2005 to 2008 (NCHS, 2011c). Use
of antipsychotic medications for older people with dementia decreased
from 1999 to 2007 (Kales et al., 2011), but concerns remain about overuse,
inappropriate use and negative effects of all these medications, especially
in older people who are taking multiple medications for other physical
health conditions (McLendon and Shelton, 2012).
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FACTORS THAT COULD AFFECT THE FUTURE
MH/SU SERVICE NEEDS OF OLDER ADULTS

U.S. Census Bureau projections show that the population age 65 and
older will increase from 40.3 million in 2010 to 54.8 million in 2020 and
72.1 million in 2030 (Census Bureau, 2011b). As discussed earlier in this
chapter, the committee estimates that at least 5.6 million to 8 million adults
age 65 and older, or 14 percent to 20 percent of the older population, had
one or more MH/SU conditions in 2010 (see Table 2-5). Even without
future changes in the proportion of older adults with MH/SU conditions,
projected growth in the older population will result in large increases in the
number of older adults with these conditions. Applying the 14 percent to
20 percent figures to the projected population for 2020, 54.8 million older
adults, indicates there will be at least 7.7 million to 11 million older adults
with one or more MH/SU conditions in 2020. Applying the same figures to
the projected population for 2030, 72.1 million older adults, indicates there
will be at least 10.1 million to 14.4 million older adults with one or more
MH/SU conditions in 2030.

These figures for 2020 and 2030 are conservative because the 2010 fig-
ures on which they are based include only 13 of the 27 MH/SU conditions
identified by the committee. Data presented earlier in this chapter show
that several million older adults may have one or more of three other
conditions—depressive symptoms, anxiety symptoms, and at-risk drink-
ing. These people are not included in the committee’s 2010 estimates,
mainly because information is not available to account for comorbidity.
The numbers for the other 11 conditions are smaller or not available, but
adding people with any of the conditions that were not included in the
committee’s estimates would increase the totals for 2010 and, in turn,
the estimated proportions and numbers of older adults that will have
MH/SU conditions in 2020 and 2030.

Large increases in future numbers of older adults with MH/SU condi-
tions due to growth in the size of the older population will clearly create
a need for more MH/SU services and a substantially larger workforce
capable of providing the services. If, in addition to growth in the size
of the older population, there are also increases in the proportion of
older adults that has particular conditions, those increases would further
expand the total number of older adults with the conditions and related
service needs and workforce requirements.

In the past, population-based surveys of MH/SU conditions have
found much higher rates for most MH/SU conditions in younger peo-
ple than in older people. Table 2-13 illustrates this pattern. The table
shows 12-month prevalence rates for 10 DSM-IV-TR mental disorders
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TABLE 2-13
12-Month Prevalence of Selected MH/SU Conditions in Community-
Living People in the United States by Age Group

Age Group

35-44 45-54 55-64 65-74 75+
(%) (%) (%) (%) (%)

Mental health conditions

Depressive 10.0 8.8 6.4 3.7 2.1
disorders

Major depressive 9.8 8.4 6.4 3.7 2.0
episode

Dysthymic 2.9 3.5 21 0.9 0.7
disorder

Panic disorder 3.3 3.2 21 0.5 1.8
Agoraphobia 1.0 1.3 0.8 0.4 0.2
without panic

Social phobia 8.2 7.0 5.2 3.6 1.1
Generalized 4.7 4.8 4.2 1.8 1.3
anxiety disorder

Posttraumatic 3.4 4.6 3.7 0.8 0.4

stress disorder
Substance use conditions

Alcohol 3.0 1.9 0.7 @ @
dependence or
abuse

Other drug 1.1 0.5 a a a
dependence or
abuse

Summary figures

One or more of 20.4 19.8 14.1 8.2 4.8
the disorders

Two or more of 9.4 8.4 5.8 2.5 1.8
the disorders

Three or 4.7 4.3 3.3 0.8 0.5
more of the
disorders

2 The prevalence rate from the CPES is less than 0.2 percent.
SOURCE: Center for Multicultural Mental Health Research, 2011.
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for community-living people in five age groups. The data come from the
CPES conducted from 2001 to 2003 (see Box 2-2).

As shown in the table, rates for each disorder are higher in the groups
under age 65 than in the groups age 65-74 and 75 and older. For each of
the summary variables, the rates drop steadily from a high in people age
35-44 to a low in people age 75 and older.

Findings from other population-based surveys of MH/SU conditions
that have included older adults, such as the ECA survey conducted in the
early 1980s, and the NESARC 1, conducted from 2001 to 2002, show the
same pattern of higher rates in younger people and a drop-off after age 65.
One might expect that the higher rates in younger age groups, for exam-
ple, the groups age 45-54 and 55-64, would be maintained as people in
those age groups become age 65 and older. In fact, rates for some MH/SU
conditions in adults age 65 and older have increased since the 1980s, but
the increases have been smaller than would be expected if the higher rates
in younger age groups had been maintained as they grew older.

The extent to which the pattern of higher rates in younger people
and a drop-off after age 65 will be maintained in the future is unclear. A
major factor in this context is the aging of the baby boomer cohort. This
large cohort of individuals born between 1946 and 1964 was age 46 to
64 in 2010, and its oldest members turned 65 in 2011. Many researchers,
clinicians, and others believe that prevalence rates for some MH/SU
conditions, particularly alcohol-related and drug-related conditions, will
rise substantially in the older population as the baby boomers age. The
committee agrees that the prevalence of these conditions will increase in
coming decades, but concludes that it is not possible at present to predict
the rates or number of older adults who will have the conditions in 2020
or 2030.

Table 2-14 shows 12-month prevalence rates for self-reported alcohol-
related and drug-related conditions in community-living adults age 65
and older at 2-year intervals from 2000 and 2010. The data come from the
NSDUH.

As shown in the table, rates of alcohol-related conditions in older
adults increased by small amounts from 2000 through 2010, with slight
variations in the intervening years. Rates for three of the drug-related
conditions also increased by small amounts over that period, and rates
for drug dependence or abuse were the same in 2000 and 2010. Rates for
nonmedical use of prescription pain relievers were not reported for 2000,
but were the same in 2002 and 2010, with slight variations in the interven-
ing years.

Tracking changes in age cohorts as they grow older is complicated.
It is interesting to note, however, that in 2000, the self-reported rates for
binge drinking were 15.8 percent in the group age 55-59 and 11.3 percent
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in the group age 60-64. In 2010, when people in these groups were age
65-69 and 70-74, the self-reported rates for binge drinking were 11.0 per-
cent in the group age 65-69 and 8.6 percent in the group age 70-74, com-
pared with only 4 percent in the group age 75 and older. For nonmedical
use of prescription drugs, the self-reported rates in 2000 were 2.5 percent
in the group age 55-59 and 0.9 percent in the group age 60-64. In 2010,
when people in these groups were age 65-69 and 70-74, the self-reported
rates for nonmedical use of prescription drugs were 1.3 percent in the
group age 65-69, 0.7 percent in the group age 70-74, and 0.7 percent in the
group age 75 and older.

One research team has estimated the growth in the number of people
with nonmedical use of prescription drugs from 1999 to 2020 for various
age groups (Colliver et al., 2006). The researchers predict that the number
of people with this condition in the group age 60-69 will increase more
than fivefold, from 170,000 people in 1999 to 991,000 people in 2020. The
comparable figures are 131,000 to 321,000 people in the group age 70-79
and 31,000 to 70,000 people in the group age 80-89.

Several recent reports on various aspects of illicit drug use also sug-
gest future increases in the older population:

e A 2009 report shows that use of illicit drugs almost doubled, from
5.1 to 9.4 percent, for adults age 50-59 in the period from 2002 and
2007 (Han et al., 2009). The researchers point out that nearly 90 per-
cent of adults age 50-59 who were using illicit drugs in 2007 began
using such drugs before age 30, suggesting that illicit drug use is a
lifelong habit that is likely to continue as this age group gets older.

e A 2011 report, based on data from the Drug Abuse Warning Net-
work surveillance system, shows that 61 percent of the 1.1 million
emergency department (ED) visits for adverse drug reactions in
2008 involved a person age 65 or older and nearly one-quarter
of these ED visits were for adverse reactions to central nervous
system drugs, including narcotic and nonnarcotic pain relievers
(CBHSQ, 2011a).

e A 2011 report on substance use treatment for adults age 55 and
older found that the proportion of adults in that age group with
first admissions for substance use treatment increased from 2.9 per-
cent in 1998 to 4.4 percent in 2008 (Arndt et al., 2011). Admissions
for alcohol treatment were more common than admissions for other
drug treatment throughout the 10-year period, but admissions for
treatment of marijuana, cocaine, and heroin abuse increased from
1998 to 2008.

e A 2010 report on urine screens for drug use that were conducted
in an academic suburban hospital shows that in the period from
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2004 to 2009, 2.3 percent of screens for adults age 65 and older were
positive for cocaine (Chait et al., 2010).

Another condition for which recent reports suggest possible increases
in future prevalence rates in the older population is suicide. As discussed
earlier in this section, reported suicide rates have been higher for white
men age 85 and older than for any other group for at least the past 60
years, and suicide rates for white men age 75-84 have been second highest
in that period (NCHS, 2011a). From 1999 to 2005, average annual suicide
rates for whites of all ages increased by 1.1 percent, while average annual
suicide rates for blacks decreased by 1.1 percent (Hu et al., 2008). Among
whites, average annual suicide rates increased by 3 percent in those age
40-64 and decreased by 1.2 percent for those age 65 and older, and among
whites age 40-64, the average annual increase in suicide rates was higher
for women than men (3.9 percent versus 2.7 percent, respectively). For
women in that age group, suicides by poisoning, including drug-related
suicides, increased by an average annual rate of 19.3 percent.

Recent data also show a 49 percent increase in emergency depart-
ment visits for drug-related suicide attempts in women age 50 and older
between 2005 and 2009 (CBHSQ, 2011b). For women in this age group,
statistically significant increases were found for ED visits for suicide
attempts involving drugs used to treat anxiety and insomnia and some
narcotic pain relievers.

In addition to increases in the number of older adults with MH/SU
conditions that result from growth in the size of the older population and
increases in prevalence rates for particular MH/SU conditions, another
factor that will affect the future number of older adults with these condi-
tions is changes in the age composition of the older population. As noted
earlier in this chapter, 54 percent of the 40.3 million adults age 65 and
older in 2010 were age 65-74, 32 percent were age 75-84, and 14 percent
were age 85 and older (Census Bureau, 2011b). As the baby boomer cohort
ages, the proportion of the older population that is age 65-74 is projected
to increase to 59 percent in 2020 and return to 54 percent in 2030 (Census
Bureau, 2011b). The proportion that is age 75-84 is projected to decrease
to 29 percent in 2020 and then increase to 34 percent in 2030. The propor-
tion that is age 85 and older is projected to decrease from 14 to 12 percent
in 2020 and remain at that level until after 2031, when the oldest baby
boomers begin to reach age 85.

Because the prevalence of dementia increases with age (Plassman
et al., 2007), growth in the proportion of adults age 75-84 by 2030 is likely
to result in larger numbers of older adults with dementia-related behav-
ioral and psychiatric symptoms. It is unclear what, if any, other MH/SU
conditions are more prevalent in adults age 75-84 than in those age 65-74
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and would therefore increase disproportionately as the oldest baby boom-
ers begin to reach age 75 in 2021.

Likewise, it is unclear what conditions other than suicide and demen-
tia are more prevalent in adults age 85 and older than in those ages 65-74
and 75-84. As the total number of people in the oldest old age group
grows from 5.5 million in 2010 to a projected 6.6 million in 2020 and 8.7
million in 2030 (Census Bureau, 2011b), the number with MH/SU condi-
tions is likely to grow proportionately. For particular conditions with high
prevalence in this age group, the numbers will likely grow even faster
after 2031. More information is needed about the prevalence of particular
MH/SU conditions in adults age 75-84 and 85 and older to plan for the
services and workforce required to meet their service needs now and in
the future.

Changes in the racial and ethnic composition of the older population
will probably also affect the number of older adults with MH/SU con-
ditions. From 2010 to 2030, the number of whites age 65 and older will
increase by about 60 percent, but the proportion of whites in the older
population will decrease from about 80 percent to about 71 percent. In the
same period, the number of people in all other racial and ethnic groups
will increase by larger proportions: the number of blacks will increase by
about 115 percent, and the number of Hispanic/Latinos will increase by
more than 200 percent. Blacks, Hispanic/Latinos, and other racial/ethnic
groups will also increase as a proportion of the older population. In 2030,
blacks will constitute about 10 percent of the older population, up from
about 8.5 percent in 2010, and Hispanic/Latinos will constitute about
12 percent of the older population, up from 8 percent in 2010 (Census
Bureau, 2008).

Analyses conducted for the committee by the Center for Multicultural
Mental Health Research show that the prevalence of DSM-IV-TR mental
disorders varies in different racial and ethnic groups. As shown previ-
ously (see Table 2-7), prevalence rates for some disorders and for one
or more, two or more, and three or more disorders seems to be higher
for older Hispanic/Latinos than for older adults in other groups, but
these differences have not been tested for statistical significance. If it is
true that prevalence rates are higher in the Hispanic/Latino group, the
expected growth in the number of older Hispanic/Latinos from 2010 to
2030 will result in further increases in the total number and proportion of
older adults with MH/SU conditions. As discussed earlier, various factors
have been found to be related to the prevalence of MH/SU conditions in
older adults in different racial and ethnic groups, for example, whether
the person was born in the United States or elsewhere; how long the
person has been in the United States; and the person’s gender, education,
income, perceived financial strain, and life events. Epidemiologic research
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is needed to clarify these relationships and their likely impact on future
proportions and numbers of older adults with MH/SU conditions in
racial and ethnic groups.

Lastly, for veterans who are enrolled in the VA health care system
and use VA services, available data on the prevalence of some MH/SU
conditions in younger age groups suggest large future increases in the
number of veterans with these conditions. Table 2-15 shows the 12-month
prevalence of selected MH/SU diagnoses in veterans who used VA health
care services in FY 2011 for five age groups.

As shown in the table, the prevalence of each condition and one or
more, two or more, and three or more conditions is higher in the groups
under age 65 than in the groups ages 65-74 and 75 and older. The preva-
lence of diagnosed PTSD is very high in the groups ages 35-44 and 55-64.
Prevalence rates for some other conditions, notably diagnosed alcohol-
related and drug-related conditions, are higher in the group age 45-54.
These data indicate that expanded VA services will be required in the
future to the meet the needs of larger numbers of older veterans with
MH/SU conditions in general, and workforce competencies to address
particular conditions will have to be increased.

As noted earlier, people in the baby boom generation have had higher
average rates of mental health service use throughout their lives, and their
willingness to use such services is expected to continue as they age. No
data are available to test this expectation now, but accurate and timely
information about service use will be needed in the future for service and
workforce planning.

TABLE 2-15
12-Month Prevalence of Selected MH/SU Diagnoses in Veterans Who
Used VA Health Care Services in FY 2011 by Age Group

Age Group

Mental health diagnoses

Major depressive 8.2 8.5 7.0 3.3 1.4
disorder
Dysthymic 2.5 2.9 2.8 1.7 1.1
disorder
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TABLE 2-15 Continued

Age Group
MH/SU
Other mood 18.0 18.8 16.7 9.7 6.9
spectrum
disorders
Schizophrenia 1.7 3.1 2.4 1.0 0.5
Bipolar disorder 4.3 4.7 2.5 1.2 0.4
Other psychoses 1.0 1.4 1.1 0.6 0.9
Panic disorder 2.0 1.6 1.1 0.5 0.2
Agoraphobia S @ @ 2 2
without panic
Social phobia 0.2 0.2 0.1 < <
Generalized 2.3 21 1.8 1.1 0.8
anxiety disorder
Posttraumatic 15.0 9.6 16.4 6.7 2.5
stress disorder
Substance use diagnoses
Alcohol 8.2 12.2 9.7 4.3 1.2
dependence or
abuse
Other drug 6.0 10.0 5.4 1.1 0.2
dependence or
abuse
Summary figures
One or more of 35.5 37.8 37.5 20.6 12.2
the diagnoses
Two or more of 19.3 20.5 18.2 7.4 2.9
the diagnoses
Three or more of 8.9 10.1 7.5 2.4 0.7

the diagnoses

2 Proportion is less than 0.1 percent.
SOURCE: VA, 2012.
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SUMMARY OF FINDINGS AND IMPLICATIONS FOR
THE GERIATRIC MENTAL HEALTH WORKFORCE

Many older adults have MH/SU conditions. Analyses conducted
for this IOM report indicate that in 2010, at least 5.6 million to 8 million
adults age 65 and older had one or more of the 27 conditions identi-
fied by the committee as likely to have a substantial negative effect on
the person’s emotional well-being, functional and self-care abilities, and
quality of life. These figures represent 14 to 20 percent of the 40.3 million
older adults in 2010. The figures constitute a conservative estimate of the
number and proportion of older adults with MH/SU conditions for two
reasons. First, they are based primarily on data from surveys conducted
in nationally representative, population-based samples, and these surveys
do not assess all the conditions identified by the committee. In addition,
the figures include only older adults with conditions for which adequate
information was available to avoid double counting people with more
than one condition. As a result, the figures do not include large numbers
of older adults with conditions for which information about comorbidity
could not be found.

Accurate, up-to-date information about the number and proportion of
older adults with MH/SU conditions is essential for analyzing their ser-
vice needs and planning for a workforce capable of meeting those needs.
Assembling the available information about the frequency of these condi-
tions for this report was difficult. Some of the needed information existed
but was not readily accessible, and much of the needed information was
not available at all. More comprehensive information is essential to sup-
port planning for MH/SU services for older adults and related workforce
requirements. Much of this planning occurs at the state and local levels,
so the needed information includes not only national-level data, but also
state- and local-level data.

The 27 MH/SU conditions identified by the committee include 15
conditions that are defined as mental disorders in the DSM-IV-TR. The
other 12 conditions are symptoms or clusters of symptoms that are not
defined as mental disorders in the DSM-IV-TR. In general, more informa-
tion is available about the proportion and number of older adults with
DSM-IV-TR-defined mental disorders, but the committee did not find data
to support estimates of the number or proportion of older adults with two
of the DSM-IV-TR mental disorders, and the accuracy of the available data
on three other DSM-IV-TR conditions is unclear.

For the 5.6 million to 8 million adults age 65 and older with one or
more MH/SU conditions, the most prevalent conditions were DSM-IV-TR
depressive disorders and behavioral and psychiatric symptoms associated
with dementia. The available data indicate that 1.8 million to 2.4 million
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older adults had depressive disorders in 2010, and 2.2 million to 2.9 mil-
lion older adults had behavioral and psychiatric symptoms associated
with dementia. The numbers are smaller but still substantial for other con-
ditions included in the totals, for example, social phobia and generalized
anxiety disorder, each of which affects up to 800,000 or more older adults.
The range of figures for these conditions is wide, however. The ranges
for PTSD and alcohol dependence or abuse are even wider (200,000 to 1
million older adults for PTSD and less than 50,000 to 700,000 for alcohol
dependence or abuse).

Several DSM-IV-TR mental disorders, including bipolar disorder and
schizophrenia, constitute the core of a category of conditions, SMI, that
create a high need for treatment, usually involving specialty mental health
providers and services. The committee defined SMI to include those two
conditions plus nonaffective psychoses and major depressive disorder
that is not responsive to treatment. Based on this definition and informa-
tion assembled for this report, the committee estimates that 1.4 million to
1.9 million older adults had SMI in 2010. These figures represent 3 to 4.8
percent of the older population.

Large proportions of older adults who have MH/SU conditions also
have coexisting acute and chronic physical health conditions, and some
have cognitive and functional impairments. These coexisting conditions
are a defining feature of the geriatric mental health and substance use
fields. They often complicate the detection, diagnosis, treatment, and
ongoing management of MH/SU conditions; they also result in diffi-
cult caregiving situations for families, physicians, and other health care
professionals, and residential care and home- and community-based ser-
vice providers; and they may affect the types of MH/SU treatments and
other services that are likely to work best and the care settings where
these treatments and services should be delivered. Certainly they create
important requirements for workforce competencies, including ability to
detect possible MH/SU conditions in older adults with coexisting physi-
cal health conditions and cognitive and functional impairments; ability
to diagnosis the conditions or knowledge about how to refer the person
for a diagnostic evaluation; and ability to adapt treatments and ongoing
management to accommodate the coexisting conditions.

A substantial proportion of older adults with MH/SU conditions live
in nursing homes and other congregate-living settings, such as assisted
living, senior housing, and public housing facilities. Practical and effec-
tive approaches for delivering MH/SU services differ for older adults in
congregate-living settings versus older adults in single-family housing in
the community, but the needed skills and competencies for staff working
with older adults with MH/SU conditions in various kinds of congregate-
living settings are similar. The development of a workforce with these
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skills and competencies is a high priority for improving care for older
adults with MH/SU conditions.

Race and ethnicity are associated not only with likely differences in
the prevalence of MH/SU conditions, but also with the kinds of treatment
and services that are needed and will be used. As the racial and ethnic
diversity of the older population increases, the need for diversity train-
ing and language competencies will also increase. MH/SU assessment
procedures and service models will have to be adapted to meet the needs
of the wide array of racial and ethnic subgroups.

Finally, it is clear that older veterans, at least those who are enrolled
in the VA health care system and use VA health care services, are more
likely than other older adults to have MH/SU conditions and to have
particular conditions that influence their service needs. Workforce com-
petencies within the VA health care system and awareness among non-VA
health care professionals and service providers of referral procedures for
veterans who will benefit from VA MH/SU services are essential to meet
the needs of these veterans.
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The Geriatric Mental Health and
Substance Use Workforce

Abstract: The geriatric mental health and substance use (MH/SU)
workforce is a loosely defined set of providers who assess, diagnose, treat,
manage, and care for older adults who have or are at risk for MH/SU
conditions. Members of this workforce have shifting and overlapping
roles, as older adults may see many types of health providers to deal
with their complex array of physical and mental health concerns. Cur-
rent education and training for most health care providers do not cover
the skills and competencies necessary to provide adequate care for older
adults who need MH/SU care. Geriatric MH/SU specialists, who are the
most highly trained to handle complex MH/SU cases, are in very short
supply. Direct care workers, peer support providers, and consumers and
their families are playing increasingly vital roles in the MH/SU work-
force. Training for these groups is less systematic and thus more difficult
to analyze. Though the challenges facing the geriatric MH/SU workforce
are numerous and complex, many stakeholders have initiated efforts to
build and strengthen the workforce, with various degrees of success.

This chapter addresses the Institute of Medicine (IOM) committee’s
most fundamental challenge: to assess the capacity and competence of the
mental health and substance use (MH/SU) workforce to meet the needs
of the rapidly growing older population. Yet, this workforce is not easy
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to define, document, or examine. The term “workforce” often connotes
a cohesive, definable group of professionals, paraprofessionals, and oth-
ers who are employed with a common purpose. However, the geriatric
MH/SU workforce is more aptly described as a de facto group (Robiner,
2006) of diverse professionals and others who care for older adults in a
wide variety of settings under many different working conditions. Some
members of the MH/SU workforce are highly trained individuals with
advanced graduate training while others have associate’s or bachelor’s
degrees, high school diplomas, or less formal education (Hoge et al., 2007).
Each profession has its own history, unique educational requirements and
curriculum, career path, certification and licensure requirements, earning
potential, and employment options, though these may vary significantly
within some professions. In addition, the MH/SU workforce is blurred
by the ambiguous boundaries among the numerous professions. Mental
health providers, such as psychiatrists and psychologists, advanced prac-
tice nurses and physician assistants, and counselors and social workers,
often have overlapping roles and scopes of practice, which may differ by
state.

Many researchers have described the difficulties in trying to ascertain
the nature, location, qualifications, and size of the MH/SU workforce for
patients of any age (Hoge et al., 2007; IOM, 2006; Robiner, 2006). Focusing
on the workforce with specific skills who are providing geriatric MH/SU
services is even more of a challenge. The committee discussed these
challenges at its first meeting and addressed two questions: first, how
to define the geriatric MH/SU workforce and, second, how to estimate
workforce demands and supply. These decisions are explained below.
The chapter then presents a review of the key sectors of the workforce.
The following sections will describe some of the primary challenges in
improving the geriatric MH/SU workforce and include relevant efforts
that have been implemented to strengthen the workforce.

DEFINING THE GERIATRIC MH/SU WORKFORCE!

Older adults are diagnosed and treated for MH/SU conditions by
an array of providers in a wide variety of settings, including primary
care offices, hospitals, individuals” homes, long-term care facilities, and
specialty settings (both outpatient and residential), which makes defining
the “geriatric MH/SU workforce” difficult. The committee focused on
those who provide services specifically in the diagnosis, treatment, care,

IThis report uses the term “geriatric MH/SU workforce” to refer to the full range of per-
sonnel providing services to older adults with mental health and substance use conditions.
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BOX 3-1
Geriatric Mental Health and Substance Abuse
Workforce Professions

e Physicians
o Primary care physicians
o Psychiatrists

e Nurses

o Licensed practical nurses

o Registered nurses (RNs)

o Advanced practice RNs
Physician assistants
Psychologists
Social workers
Marriage and family therapists
Counselors
Pharmacists
Occupational therapists
Peer support specialists
Community health workers
Direct care workers
Family and other unpaid caregivers

and management of MH/SU conditions in the geriatric population. This
includes primary care providers, MH/SU professionals, and profession-
als providing other types of therapies for MH/SU conditions, direct care
workers (DCWs), community providers, and family caregivers, as listed
in Box 3-1. Many other groups also work closely with older adults and are
integral to the overall health and well-being of this population. Their role
in identifying MH/SU symptoms and referring older adults to appropri-
ate services is vitally important, but will not be discussed in this review.

ESTIMATING WORKFORCE SUPPLY AND DEMAND

Questions about demand/need and their relationship to supply
emerge naturally in any discussion of workforce issues. At first blush, it
might seem straightforward to translate data on illness prevalence into
estimates of service need and then, in turn, to estimates of required work-
force supply. Throughout the history of health care, however, such efforts
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have been fraught with methodological challenges and serious questions
about the validity of estimates that have been generated.

A previous IOM committee, which focused on the provision of psy-
chosocial services to cancer patients, grappled with this issue and drew
the following conclusions:

Ideally, one might want to estimate carefully the level of need for these
services and then attempt to predict accurately the necessary workforce
supply to meet that need. However, experts in health care workforce is-
sues note decades of failure of efforts to estimate the size, composition,
and distribution of the nation’s health care workforce. . . . Even in coun-
tries with centrally managed, universal health care systems, progress in
medical technology and changes in the organization of care can create
large forecasting errors. Predicting workforce supply in the United States
is further complicated by the fact that demand for services is not tightly
controlled, and the distribution of the workforce is neither controlled nor
actively shaped through reimbursement mechanisms. . . . To complicate
the matter, data on health professions are not collected in a routine,
standardized fashion across the multiple disciplines . .. and the dramatic
growth in selected disciplines, such as clinical psychology and counsel-
ing, has reshaped the composition of the health care workforce. Another
limitation on a forecasting effort is that the same function (e.g., care
coordination, case management, or patient navigation) may be carried
out by different types of professionals, paraprofessionals, or volunteers
in different organizations or systems. Thus, workforce needs are heavily
influenced at the local level by the assignment of functions to provid-
ers. For these and other reasons . . . the development of estimates of the
overall workforce capacity required to meet psychosocial health needs
through modeling or other methods was not a feasible activity for this
study. (IOM, 2008a, pp. 287-288)

Data on the geriatric MH/SU workforce is even more elusive because
the majority of workers who provide services to the geriatric population
do not have recognized credentials in this specialty, and are thus more
difficult to count, track, and analyze. The committee used information
from professional organizations, government agencies such as the Bureau
of Labor Statistics (BLS) and the Health Resources and Services Admin-
istration (HRSA), and other sources to obtain estimates of the existing
workforce. However, the committee chose not to make predictions of
workforce capacity or demands because the data to inform these estimates
are severely lacking.

REVIEW OF THE GERIATRIC MH/SU WORKFORCE

This portion of the chapter will provide an overview of the main pro-
fessions that comprise the geriatric MH/SU workforce. Each section will

Copyright © National Academy of Sciences. All rights reserved.



The Mental Health and Substance Use Workforce for Older Adults: In Whose Hands?

THE GERIATRIC MENTAL HEALTH AND SUBSTANCE USE WORKFORCE 163

describe the general scope of the profession, the nature of the profession’s
work with older adults and patients or clients with MH/SU conditions,
and workforce characteristics. Required training and competency in geri-
atric MH/SU will be discussed briefly for each group. Detailed require-
ments for each profession in the areas of older adult care, mental health,
substance use, co-occurring MH/SU conditions, and geriatric MH/SU are
listed in Appendix C.

Overview on Accreditation, Licensure, Examination, and Certification

A wide variety of organizations and entities, at both the national
and state levels, play a role in setting standards and requirements for the
education and training of health care providers. Accreditation, licensure,
examination, and certification are the primary processes used to ensure
quality training and minimum competencies for a provider. The process,
structure, and requirements for each vary among professions. However,
there are some commonalities, and they will be described generally here.
The entities responsible for accreditation, licensure, examination, and
certification for each profession are listed in Table 3-1.

Accreditation is the primary process by which higher education insti-
tutions and programs ensure quality to the public. Accreditation is carried
out by private, nonprofit organizations. Institutions, specific programs, or
freestanding schools (e.g., schools of medicine) may be accredited. While
accreditation is voluntary, it is often used as an indicator of academic
quality, and may be a condition of federal and state funding or profes-
sional licensure. Accreditation bodies are held accountable by receiving
recognition from the Council for Higher Education Accreditation (non-
governmental) or the U.S. Department of Education (Eaton, 2011).

Licensure is state regulated and required for individual practitioners.
Where a profession is licensed, it is illegal for an individual to practice
without a license (Hartigan, 2011). State licensing boards establish scopes
of practice, minimum standards for education and training, examina-
tion requirements, and standards for professional behavior and ethics
(NCSBN, 2011b).

Examination is a process that is typically required for licensure.
Because state licensing boards are the primary user of exam scores, many
licensing exams are created by nonprofit associations of state licensing
boards, such as the Association of Social Work Boards and the National
Coalition of State Boards of Nursing. Most professions use the same
exam nationwide to ensure consistency and to improve the portability of
credentials across state lines. However, individual state boards may have
different criteria for passing.
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Unlike licensure, certification is a voluntary, nongovernmental pro-
cess that allows practitioners to publicly attest that they have met the
professional competence standards of specific credentialing organiza-
tions (ACA, 2012). Certification is often used to document competency
in a specialty or subspecialty, such as psychiatry or geriatric psychiatry.
Certification may require examination as well. While certification is a
voluntary credential in most professions, in some contexts, certification is
required in order to practice. For example, certified nursing assistants and
certified substance abuse counselors must obtain certification to practice
in these roles, and the certification is regulated by a government entity
(CSAT, 2005; Maryland Board of Nursing, 2010).

Physicians

This section will focus on primary care physicians, psychiatrists, and
geriatric specialists, although it is recognized that physicians of numerous
specialties play an important role in the care of older adults with MH/SU
disorders. The nature of our health care system often renders physicians
as the principals in patient care within ambulatory, inpatient, and long-
term care settings. Thus, for many episodes of patient care, a specialist
physician (e.g., cardiologist, oncologist, emergency medicine physician)
without specific training in MH/SU disorders may be the first-contact
provider of care for older adults with MH/SU disorders. These specialist
providers, who clearly play a role in the care of older adults with MH/SU,
are not included in the discussion below. Furthermore, when referring to
physicians, the term is meant to encompass both medical doctors (MDs)
and doctors of osteopathic medicine (DOs), including foreign medical
graduates.

Undergraduate Medical Education

Every state licensing board requires physicians to graduate from an
accredited 4-year medical school program and to pass either the U.S. Med-
ical Licensing Exam or the Comprehensive Osteopathic Licensure Exami-
nation in order to practice. Allopathic programs are required to include
clinical experience in psychiatry (Liaison Committee on Medical Educa-
tion, 2011); on average, psychiatry clerkships last 7 weeks (Barzansky and
Etzel, 2001). However, the extent of medical students’ specific exposure to
geriatric mental health is not well documented. Medical licensing exami-
nations assess general knowledge of early identification, diagnosis, and
treatment of mental disorders and substance-related disorders, and the
normal physical and mental changes associated with aging (Federation of
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State Medical Boards of the United States and National Board of Medical
Examiners, 2011; NBOME, 2011).

Primary Care Physicians

Primary care physicians? are trained to provide comprehensive and
continuous care for patients without limitation to diagnosis, organ sys-
tem, or problem origins. They often serve as the first point of entry into
the health system, and assist individuals in navigating other health ser-
vices as needed (AAFP, 2011). In 2008, there were an estimated 208,000
general internal medicine or family medicine physicians—the principal
primary care medical specialties—in the United States (AAMC, 2008).

Few details are available on the geriatric MH/SU content of postgrad-
uate primary care education. In a 2008 survey, about 50 percent of family
medicine and 29 percent of internal medicine residency program direc-
tors reported that their programs required fewer than 12 days of clinical
geriatrics during the entire 3-year residency training period (GWPSC,
2009a,b,c). Family medicine residency directors indicated that their pro-
grams also required some training in geriatric psychiatry.

Geriatricians There were about 7,500 certified geriatricians in 2011
(ABFM, 2011; ABIM, 2011; AOA, 2010). Geriatricians are physicians who
complete 1 to 3 years of geriatric fellowship after a 3-year residency
in internal medicine or family practice. Geriatric fellowships typically
require didactic and clinical experience in geriatric psychiatry, including
knowledge of depressive, psychotic, anxiety, personality, and substance
disorders and treatment options as well as the assessment of physical and
mental status in older adults (ACGME, 2006, 2007; AOA, 2011b).

Opportunities to train in geriatrics appear to far exceed demand for
training slots. In the 2011-2012 academic year, 362 fellows held 149 accred-
ited geriatric fellowships (ACGME, 2012). Since 2000, 25 to 46 percent of
geriatric fellowship positions have not been filled (GWPSC, 2010a). In
2009-2010, the American Osteopathic Association had 12 accredited geri-
atric fellowship programs with 46 positions available; only 2 were filled
(GWPSC, 2010Db).

Psychiatrists

Psychiatrists are physicians who specialize in the prevention, diag-
nosis, and treatment of mental, addictive, and emotional disorders upon

2The term “primary care physician” is used throughout this report to refer to general
internal medicine or family medicine physicians.
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completion of a 4-year residency program (ACGME, 2009). Psychiatric
residencies include some contact with older adults with mental health
or substance use conditions. Allopathic residencies specifically require 1
month in both geriatric psychiatry and substance use, including patients
with dual diagnoses (ACGME, 2009). The osteopathic psychiatric resi-
dency also includes geriatric experience in psychiatric disorders and sub-
stance abuse problems for an unspecified time period (Ross and Goldner,
2009).

Geriatric psychiatrists Geriatric psychiatrists specialize in the treatment
and diagnosis of mental health conditions in older adults. They work with
older adults, families and caregivers, and other health professionals to
address co-occurring medical conditions, medication management, fam-
ily concerns, and social or environmental issues specific to older adults
(Geriatric Mental Health Foundation, 2012). Subspecialization in geriatric
psychiatry requires a 1-year fellowship after residency (ACGME, 2003b).
Although the fellowships in geriatric psychiatry have been available since
1991, few psychiatrists have pursued additional training, and interest
in the subspecialty appears to be waning. In the most recent academic
year (2011-2012), there were 58 geriatric psychiatry fellows nationwide
(ACGME, 2012). Since 2006, less than half of the available geriatric psy-
chiatry fellowships have been filled (GWPSC, 2010b).

Psychiatrists who subspecialize in geriatric psychiatry have the option
to become board certified in geriatric psychiatry. Since 1991, when the
credential was introduced, 3,067 psychiatrists have been certified in geri-
atric psychiatry (ABPN, 2010a). Certification must be renewed after 10
years (ABPN, 2007). As of 2010, 1,382 geriatric certificates were still active
(ABPN, 2010b).

Addiction psychiatrists Psychiatrists also have the option to subspecial-
ize in addiction psychiatry. The 1-year fellowships include training in
geriatrics and may offer some experience with the diagnosis and care of
older adults with substance use conditions (ACGME, 2003a; AOA, 2011a).
The American Board of Psychiatry and Neurology has awarded 2,102 cer-
tificates in addiction psychiatry since 1993 (ABPN, 2010a). Only 40 percent
of them have been maintained (ABPN, 2010b).

Nurses

Nursing is a multilevel profession focused primarily on caring for and
dealing with individual responses to health problems (ANA, 2011). This
section will focus on licensed practical nurses (LPNs), registered nurses
(RNs), and advanced practice registered nurses (APRNs). Certified nurs-
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ing assistants (CNAs) will be discussed in the direct care worker section
below.

A new role—the clinical nurse leader (CNL)—has recently been added
to nursing master’s-level education. Nurses in this role are viewed as
“advanced generalists.” The first CNL certification exams were offered in
December 2008 (AACN Commission on Nurse Certification, 2011; CNC,
2011).

Licensed Practical Nurses’

LPNs are nurses who care for people under the direction of RNs and
physicians. The role of the LPN varies by state and by job setting; most
often LPNs provide basic patient care such as recording vital signs, dress-
ing wounds, assisting with bathing and dressing, and collecting health
histories. Experienced LPNs may supervise nursing assistants and aides
and help physicians and RNs perform tests and procedures. In some
states, LPNs are permitted to administer prescribed medicines (Lafer
and Moss, 2007). Nursing homes employ the largest number of LPNs,
followed by hospitals, physician offices, home health services, and com-
munity care facilities for the elderly (BLS, 2011).

There were more than 730,000 LPNs in the United States in 2010 (BLS,
2010). LPN training is obtained through 12- to 18-month programs in
vocational/technical schools or community colleges. The programs are
accredited by state boards of nursing with varying levels of coordination
with national accrediting bodies (NCSBN, 2004). There is a national licens-
ing exam that tests knowledge in geriatric and psychiatric care, including
identifying symptoms of mental health and substance abuse problems,
supporting patients in seeking and receiving treatment, and providing
care for the special needs of older adults (NCSBN, 2011a). Whether the
exam includes competencies in geriatric MH/SU is unclear.

Registered Nurses

The vast majority of nurses—more than 3 million in 2008—are regis-
tered nurses (HRSA, 2010). RNs are trained to treat, educate, and support
patients in a variety of health care settings. RNs work more indepen-
dently than LPNs and have the added responsibilities of developing
and adjusting plans of care and supervising other nursing staff. Most
RN (62 percent) work in hospital settings; nearly 12 percent (190,000)
of hospital-based RNs report spending the majority of their time with
older adults. About 5 percent of hospital-based nurses work primarily

3In some states, LPNs are referred to as licensed vocational nurses, or LVNs.
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in psychiatry and mental health (HRSA, 2010). RNs are also commonly
employed by nursing facilities, home health agencies, physician offices,
schools, and public health clinics. One in four RNs in nonhospital set-
tings (240,000) report that their time is predominantly devoted to geriatric
patients (HRSA, 2010).

To achieve the RN title, an individual must complete a nursing
program—either a 4-year bachelor’s degree program (BSN), a 2-year
associate degree program (ADN), or a 3-year diploma program. All three
routes lead to the same license (Center to Champion Nursing in America,
2010). An estimated 45 percent of RNs have 2-year degrees (HRSA, 2010).
However, interest in bachelor’s-level training is growing. Between 1980
to 2008, the percentage of RNs with bachelor’s degrees doubled from 17
to 34 percent (HRSA, 2010). Baccalaureate students receive more training
in population health, leadership, and the translation of research into prac-
tice. RN programs are accredited by state boards of nursing. Two national
groups offer voluntary accreditation (NCSBN, 2004). One requires bac-
calaureate programs to provide clinical experience with the frail elderly,
including depression and other mental disorders (AACN, 2008), while the
other does not specify standards for geriatric MH/SU curricula.

RNs must pass a national licensure examination. The exam includes
geriatric and psychiatric topics and tests candidates’ abilities in han-
dling clients’ reactions to MH/SU diagnoses, support and monitoring of
adherence to treatment plans, recognizing changes in mood and behavior,
evaluating abnormal responses to aging, and tailoring care and patient
education to older adults” special needs (NCSBN, 2010a).

Nursing specialty certification RNs may specialize in gerontological
nursing, adult psychiatric and mental health nursing, and family psychiat-
ric and mental health nursing. Specialty certification requires an active RN
license; 2 years of experience; 2,000 hours of clinical nursing experience in
the specialty area; and 30 hours of continuing education in the specialty
area. The gerontological exam assesses knowledge of tools and techniques
for psychological assessment of older adults, and identification of risk fac-
tors for self-harm and variations from normal behavior (ANCC, 2010a).
The psychiatric and mental health exam includes normal and abnormal
mental changes across the life span and the use of age-appropriate assess-
ment tools and techniques (ANCC, 2010b). An estimated 9,000 RNs are
certified in gerontology; 19,000 are certified in psychiatric/mental health
(HRSA, 2010). Certifications are valid for 5 years (ANCC, 2012).
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Advanced Practice Registered Nurses

APRNSs have master’s degrees or PhDs in nursing and work with a
high level of independence. In most states, they have authority to diag-
nose, to order tests, and to refer patients in collaboration with or under
physician supervision. In some states, APRNs can work and prescribe
medications without physician oversight (Christian et al., 2007).

There were approximately 250,000 APRNs in the United States in
2008 (HRSA, 2010). Training and certification of APRNs are evolving.
By 2015, all APRNs will be required to have a graduate degree, national
certification, and licensure from a state board (NCSBN, 2010c). APRNs
will be licensed and certified in specific areas of practice (nurse practi-
tioner [NP], clinical nurse specialist, midwife, or anesthetist) and patient
populations (family/individual, adult-gerontology, neonatal, pediatrics,
women'’s health/gender, or psychiatric-mental health). Adult-gerontology
nurse practitioners may further focus on acute or primary care (NCSBN,
2011c). The required degree for APRNs will be a doctorate in nursing
practice. There are currently 150 doctoral nursing programs, with 100 in
development (AACN, 2004).

Advanced specialty nursing Few APRNs have specialty certification
in gerontological or psychiatric/mental health nursing. Two percent are
certified in gerontology (HRSA, 2010); of these, only half work full-time
as a gerontological nurse practitioner (Kennedy Malone et al., 2008).
Core competencies for primary care gerontology include diagnosing and
treating mental disorders, assessing patients with comorbid physical and
mental conditions, and discussing substance use with patients (AACN,
2010a,b). Four percent of APRNSs are certified in psychiatric/mental health
(HRSA, 2010). In 2004, more than a quarter of advanced practice psychi-
atric nurses reported working in the field for at least 30 years (Hanrahan
and Hartley, 2008).

Physician Assistants

Physician assistants (PAs) are credentialed or licensed health care
professionals who practice medicine under physician supervision. Most
states allow PAs to work autonomously if communication with a physi-
cian is available (Hooker, 2006). PAs usually perform patient assessments,
order and interpret diagnostic tests, develop diagnoses, establish and
manage treatment plans, and prescribe and manage medications. They
have prescription privileges nationwide (AAPA, 2010a).

PAs are typically employed in hospitals and physician offices (AAPA,
2010b), where they often care for older patients. However, fewer than 1
percent of PAs work in specialty geriatrics. Fewer than 5 percent of PAs
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report working in nursing homes or other long-term care facilities; even
fewer work in specialty psychiatry (1 percent) or addiction medicine (0.4
percent) (AAPA, 2010b).

The PA workforce has quadrupled in the past two decades, grow-
ing from just over 20,000 PAs in practice in 1991 to nearly 83,500 in 2010
(AAPA, 2010b; Morgan and Hooker, 2010). During the same period, the
number of accredited PA training programs increased from 54 to 154
(ARCEPA, 2010b).

Through the 1990s most PA programs offered bachelor’s degrees as
their highest credential. By 2009, nearly 90 percent offered master’s degrees
(Physician Assistant Education Association, 2009). Accreditation curricu-
lum standards include instruction on detection and treatment of substance
abuse; palliative and end-of-life care; basic counseling and patient educa-
tion; issues of death, dying, and loss; and psychiatric/behavioral condi-
tions. Supervised clinical practice in care for the elderly and for behavioral
and mental health conditions is also required (ARCEPA, 2010a). An earlier
requirement for clinical experience in long-term care settings was dropped
in 2010 (ARCEPA, 2010a).

PA programs are typically 27 months long. Graduates may opt for
additional 12- to 24-month clinical postgraduate training, although most
do not (Brugna et al., 2007). More than half of PA postgraduate programs
focus on surgery, surgical specialties, critical care, or emergency medicine.
In 2010, there were only two PA programs in psychiatry, and none in geri-
atrics or addiction medicine (Association of Postgraduate PA Programs,
2010).

Psychiatry Certification

As of 2011, PAs can obtain certificates of added qualifications in five
areas. The psychiatry certificate requires an unrestricted PA license; gen-
eral PA certification; 150 specialty-focused continuing medical education
hours; at least 2,000 hours of PA practice in the specialty; attestation of
skill and knowledge from a physician in the specialty; and a passing
score on the psychiatry qualifying exam (NCCPA, 2009b). The psychiatry
exam blueprint indicates that knowledge and skills in “age issues” may
be tested (NCCPA, 2009a).

Pharmacists

Pharmacists are trained in the safe, effective, and appropriate use of
medications (Council on Credentialing in Pharmacy, 2009). In community-
based settings, pharmacists provide direct patient care by evaluating the
appropriateness of prescriptions and providing counseling and education
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to the patient on proper usage, side effects, and potential interactions. In
institutional settings, pharmacists may play a role in medication selec-
tion and monitor medication distribution within the institution (Council
on Credentialing in Pharmacy, 2009). In 2009, 54 percent of practicing
pharmacists reported working in community settings (e.g., independent
pharmacies, chains, or supermarkets); 27 percent in hospitals; 3 percent
in nursing facilities or other long-term care settings; and 16 percent in
other settings including industry and nonpatient care (Midwest Pharmacy
Workforce Research Consortium, 2010).

Pharmacists must earn a doctor of pharmacy (PharmD) degree from
an accredited program and pass exams as determined by their state
(ACPE, 2011). Graduate pharmacy education typically takes 4 years to
complete (AACP, 2010). Accreditation for pharmacy schools does not
require training in mental health, substance use, or geriatrics. However,
advanced practice experience in the last year of education must include
primary, acute, chronic, and preventive care among patients of all ages in
community pharmacy, hospital or health-system pharmacy, ambulatory
care, and inpatient/acute care general medicine. In a 2007 survey of all
accredited pharmacy schools, 100 percent of the 49 out of 91 schools that
responded reported teaching about depression, schizophrenia, bipolar
disorder, and generalized anxiety disorder. Eighty-one percent said they
covered substance use disorders (Cates et al., 2007).

Graduates may do 1 or 2 years of residency to prepare them for clini-
cal work or specialty fields (Council on Credentialing in Pharmacy, 2009).
As of 2011, there were 12 geriatric and 23 psychiatric residency programs
(ASHSP, 2011). In the 2011 residency match process, 9 out of 14 geriatric
positions were filled; 26 of 31 psychiatric positions were filled (National
Matching Services, 2011). Psychiatry residents are required to understand
the clinical presentation, pharmacotherapeutic treatments, and monitor-
ing parameters for therapeutic effects, adverse reactions, and toxicity of
psychiatric disorders in the elderly (ASHSP, 2007).

Psychiatric Pharmacy

Pharmacists may obtain specialty certification in psychiatric phar-
macy. The certification exam likewise covers psychiatric disorders and
medications seen in the elderly and in long-term care settings (BPS, 2005).
As of 2010 there were 627 board-certified psychiatric pharmacists in the
United States (BPS, 2011). Psychiatric pharmacists work with other health
professionals to develop optimal drug therapy plans for patients with psy-
chiatric or neurologic disorders. They may conduct mental status exami-
nations, interview patients, and analyze health history data to design or
recommend treatment and monitoring strategies (BPS, 2005).
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Geriatric Pharmacy

Geriatric pharmacists are often called consultant pharmacists. Certifi-
cation as a geriatric pharmacist requires knowledge of psychiatric disor-
ders, including depression and other mood disorders; schizophrenia and
other psychotic disorders; sleep disturbances; anxiety disorders; behav-
ioral disorders; and alcohol and drug abuse (CCGP, 2011). There are cur-
rently nearly 1,700 certified geriatric pharmacists; an estimated 36 percent
are actively working in long-term care, 21 percent in hospital pharmacies.*

Psychologists

Professional psychologists provide an array of prevention, assess-
ment, intervention, and consultation services designed to promote the
behavioral health of individuals and populations. There are an estimated
93,000 clinically trained psychologists in the United States (APA, 2011a).
Clinical psychology is the largest general provider specialty in this pro-
fession. Clinical psychologists assess, diagnose, prevent, and treat a wide
variety of mental disorders and abnormal behaviors across the life span.
Counseling psychology is another general provider specialty. Counsel-
ing psychologists focus more on development and personal functioning,
and generally work on healthy aspects and strengths of the client (APA,
2011b,c). In the 2008 American Psychological Association (APA) Survey of
Psychology Health Service Providers, 67 percent of psychologists reported
graduating in clinical psychology, and 19 percent in counseling psychol-
ogy. Practicing psychologists have reported that 9 percent of their practice
time is dedicated to adult clients over the age of 65 (Michalski et al., 2010).
While only 4.2 percent of licensed members of the APA identified gero-
psychology as a focus, 39 percent of all psychologists surveyed reported
delivering services to adults over 65 during a sample week.

Psychologists are licensed by the professional board for psychology
in the state in which they practice. To independently practice as a clinical
or counseling psychologist, most states require a doctoral degree in psy-
chology, postdoctoral experience, and passing of a licensing exam. Some
states allow individuals with master’s degrees to practice as psycholo-
gist associates, psychologist assistants, or school psychologists (ASPPB,
2011b). Accreditation standards for doctoral, internship, and postdoctoral
residency programs in clinical, counseling, and school psychology are not
highly prescriptive about curriculum (APA Commission on Accreditation,
2009).

4T. Clark, Executive Director, Commission for Certification in Geriatric Pharmacy, personal
communication, August 18, 2011.
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Twelve percent of the psychology licensing exam is devoted to life
span development, which includes psychosocial factors, individual and
family development, and diseases/disorders that affect people across the
life span. It is unclear how much is specifically related to older adults. The
exam also covers comorbidity of mental illness with substance abuse and
medical disorders, including rates of occurrence and age ranges affected
(ASPPB, 2011a).

Geropsychology

Geropsychology applies the knowledge and methods of psychology
to understanding and helping older persons and their families address
behavioral health problems and achieve maximum potential during later
life. The APA formally recognized geropsychology as a specialty area in
2010; it was previously designated as an area of professional proficiency
(APA, 2011d; Hinrichsen, 2010). The American Board of Professional Psy-
chology does not offer specialty certification in geropsychology (ABPP,
2012). Psychologists who identified as geropsychologists in the 2008 APA
survey reported a broad range of work settings, including private practice
(35.1 percent), nursing homes (16.3 percent), group private practices (11.7
percent), and Department of Veterans Affairs (VA) medical centers (7.9
percent) (Michalski et al., 2010). Few geropsychologists reported working
in primary care offices or community health centers.

Specialized training in geropsychology may occur through gradu-
ate, internship, fellowship, and/or postlicensure continuing education
(Hinrichsen et al., 2010; Karel et al., 2010b; Qualls et al., 2005a). Such
training usually includes a didactic curriculum on normal versus illness-
related aging experiences; orientation to the ethical and legal issues in
geropsychology; supervised clinical experience with older adults in var-
ied care settings; membership on an interprofessional team; and experi-
ences designed to promote self-awareness regarding personal responses
to aging and the diverse life histories of older adults.

Relatively few opportunities are available for formal geropsychology
training at the graduate level, with only 10-15 programs offering a special
geropsychology track (Perry and Boccaccini, 2009; Qualls et al., 2005a).
Many psychologists-in-training have their first opportunity to specialize
in the care of older adults during the internship year, through intensive
geropsychology rotations in settings that include VA medical centers,
outpatient clinics, psychiatric hospitals, and rehabilitation hospitals. The
2011 Association of Psychology Postdoctoral and Internship Centers direc-
tory listed 86 accredited U.S. programs as providing a major rotation in
geropsychology, and 223 programs as offering a minor rotation. Formal
postdoctoral fellowship programs provide the most intensive, specialized
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training in the field, typically through a year of full-time training after
completion of the doctoral degree. In 2010, there were approximately 22
full-time fellowships in geropsychology. Continuing professional educa-
tion opportunities in geropsychology are growing, but still limited (Karel
et al., 2010b).

Social Workers

Social workers “assist individuals, groups, or communities to restore
or enhance their capacity for social functioning, while creating societal
conditions favorable to their goals” (NASW, 2011d, p. 1). They provide a
wide array of services across the life span, helping people cope with and
overcome challenges such as poverty, addiction, disability, and mental ill-
ness. Social workers play a large role in the care of older adults in nursing
homes. Federal law requires that skilled nursing facilities provide medi-
cally related social services.” Nursing homes with more than 120 beds are
required to employ a full-time social worker with at least a bachelor’s
degree in social work or “similar professional qualifications.” Facilities
with 120 beds or fewer must still provide social services, but do not need
to have a full-time social worker on staff (Social Work Policy Institute,
2010).

The United States has an estimated 642,000 social workers (BLS,
2009b). The Association of Social Work Boards (ASWB) offers licensing
exams in five general categories of social work practice: associate’s, bach-
elor’s, master’s, advanced generalist, and clinical. Individual state licens-
ing boards may offer licensing at some or all of these levels. Associate-
level licensing is only offered in four states, for the titles of social work
associate, assistant, or technician. The ASWB offers the same exam for
associate’s- and bachelor’s-level candidates, though the passing score is
lower for the former (ASWB, 2011).

Bachelor’s-level positions typically include outreach, case manage-
ment, and resource linkage duties. At this level most states require a
bachelor’s of social work (BSW) degree from an accredited program, and
a passing score on the ASWB bachelor’s licensing exam. Some states will
license individuals with non-BSW bachelor’s degrees if they have com-
pensating work experience. Some states do not license bachelor’s-level
social workers at all (ASWB, 2008). The licensing exam includes questions
on mental health, substance use disorders, co-occurring conditions, and
older adult behavior. It also covers the intersection of aging and MH/SU,

542 C.ER. § 483.15.
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including the symptoms of mental illness across the life span and the
effects of aging on specific interventions (ASWB, 2011).

A master’s in social work (MSW) is required for more advanced
social work practice and management. Though the MSW is considered
the terminal degree for social workers, about 2 percent of social work-
ers have doctoral degrees (Whitaker et al., 2006). The ABSW master’s
licensing exam covers aging processes and more advanced mental health
topics, such as the DSM® framework and intervention planning, though
the content outline does not explicitly include MH/SU in the elderly. In
states that license advanced generalists and clinical social workers, an
MSW or doctorate is required, plus 2 years of postgraduate work experi-
ence. Advanced generalists are expected to have more developed training
in supervision and leadership, research use, and administration. Clinical
social workers apply the principles and goals of social work to the diag-
nosis, treatment, and prevention of mental and behavioral disorders. They
are trained to provide psychotherapy to clients (NASW, 2005).

Mental Health and Substance Abuse Social Work

The 2006 National Association of Social Workers (NASW) workforce
study estimates that 37 percent of social workers work in mental health,
making it by far the largest practice area (Whitaker et al., 2006). Social
workers also constitute the largest proportion of mental health providers
in the United States. Social workers who practice in the fields of mental
health and/or substance abuse typically assess and treat individuals in
recovery from mental illness and/or substance abuse, and provide a
bridge to needed services and resources in the community. These services
may include outreach and engagement; assessment and service plan-
ning; case management; treatment with individuals, families, and groups;
discharge planning; and program planning and implementation across
home, community-based, and institutional settings.

The NASW offers voluntary credentials for specialty social work prac-
tice. Clinical social workers can apply for the Certified Clinical Alcohol,
Tobacco, and Other Drug (ATOD) Social Worker credential. Social work-
ers in this specialty area have advanced knowledge and skills in ATOD
epidemiology, physiology, pharmacology, treatment, and policy issues.
An MSW, 2 years of postgraduate experience, 180 hours of continuing
education, a state license, and adherence to NASW standards are required

°DSM, or DSM-IV-TR, refers to the Diagnostic and Statistical Manual of Mental Disorders.
During the course of this study, the Fourth Edition-Text Revision (DSM-IV-TR) was in use.
A fifth edition is expected in 2013 (American Psychiatric Association, 2012).
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(NASW, 2011b). All NASW specialty credentials must be renewed every
2 years.

Gerontological Social Work

Seventy-eight percent of social workers report working with older
adults, and 9 percent report aging as their primary area of practice
(Whitaker et al., 2006). Social workers who work with older adults may
assist with advance care planning, loss and grief, independent living, and
lifestyle adjustments, among many other issues that older adults may
face. They also provide support for family caregivers of older adults.

Gerontology is one of two specialty credentials that the NASW offers
at the BSW level. The credential requires a bachelor’s degree, 3 years of
work experience with older adults, 20 hours of continuing education,
a state license (passing licensing exam score or extra work experience
and education may substitute), and adherence to NASW standards of
practice (NASW, 2011e). NASW also offers credentials in gerontology for
advanced social workers and clinical social workers, which require an
MSW, 2 years of postgraduate experience, 20 (advanced) or 30 (clinical)
hours of continuing education, a state license, and adherence to NASW
standards (NASW, 2011a,c).

Marriage and Family Therapists

Marriage and family therapists (MFTs) diagnose and treat mental
health and behavioral disorders within the context of marriage and fam-
ily relationships. They provide psychotherapy to individuals, couples,
or families, with emphasis on how relationships impact an individual’s
behavior. Marriage and family therapy is meant to be brief, lasting 9 to 13
weeks, and oriented toward specific therapeutic goals (AAMFT, 2011b).
BLS estimates that there were 33,050 MFTs in 2010 (BLS, 2012c¢).

All 50 states and the District of Columbia recognize and license MFTs
(AAMFT, 2011a). Most states require a master’s or doctoral degree from
an accredited MFT program, at least 2 years of postgraduate clinical
experience, and successful completion of a licensing exam. Educational
accreditation guidelines and the licensing exam content include elements
on age diversity, life stages, and human development, but do not explic-
itly mention MH/SU care for older adults (Commission for Accreditation
of Marriage and Family Therapy Education, 2005; Professional Examina-
tion Service, 2011).

Medicare does not cover mental health services provided by MFTs,
thus limiting opportunities for MFTs to work with older adults. This
exclusion from Medicare is inconsistent with other federal policy, since
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marriage and family therapy is recognized as one of five core mental
health professions (psychiatry, psychology, mental health nursing, clini-
cal social work, and MFT) by HRSA’s Bureau of Health Professions in
determining mental health provider shortage areas (AAMFT, 2006, HRSA,
2012).

Counselors

Counselors are trained to helped people accomplish mental health,
wellness, education, and career goals. There are several types of counsel-
ors. The specialties most relevant to geriatric MH/SU are mental health,
substance abuse, rehabilitation, gerontological, and pastoral counseling.

State licensure requirements for counselors vary greatly, and may dif-
fer by the type of counseling. Typically, one must obtain a master’s degree
or higher to be a licensed professional counselor (LPC).” BLS estimates
there were more than 100,000 mental health counselors and nearly 78,000
substance use counselors in 2011. Estimates for the other counseling spe-
cialties were not identified.

Mental Health Counseling

Mental health counselors are trained to work with individuals, fami-
lies, and groups to prevent, assess, and treat mental health, substance
use, behavioral, and emotional disorders (BLS, 2009a). For mental health
and addiction counseling programs, core curricula must include theo-
ries, strategies, and interventions for addiction, as well as individual
and family development over the life span. Counselors should also have
knowledge of screening and assessment for addictive disorders, and an
understanding of the presentation and treatment of co-occurring mental
health and substance use conditions (CACREP, 2010).

Addiction and Substance Abuse Counseling

Counselors specializing in addiction and substance abuse counseling
are typically licensed by a state agency or board different from mental
health counselors. State regulation of this profession is more widely var-
ied than for other types of counselors or mental health providers. For
example, North Dakota has only one licensed addiction counseling posi-
tion, while California has at least nine credentials that can be obtained

7In some states, LPCs are referred to as licensed clinical professional counselors or licensed
mental health counselors. Rehabilitation and pastoral counselors may have different licenses
in some states.
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in alcohol and drug counseling (CAADAC, 2011; North Dakota Board of
Addiction Counseling Examiners, 2000). In many states, individuals can
become certified or licensed as an addiction or substance abuse counselor
with an associate’s degree or less (ATTC, 2011).

Gerontological Counseling

Accreditation for gerontological counseling programs was dropped in
2009 (CACREP, 2011). Certification in gerontological counseling has also
been discontinued due to low levels of interest (Bobby and Urofsky, 2008).

Rehabilitation Counseling

Rehabilitation counselors are trained to work with people with physi-
cal, mental, developmental, cognitive, and emotional disorders. They
engage in assessment, treatment planning, case management, and advo-
cacy to assist clients in living as independently as possible (CRCC, 2011).
Core curriculum requirements emphasize individual diversity, including
aging issues, and the impact of disabilities across the life span. Psychiatric
and substance abuse treatment and rehabilitation as well as the implica-
tions of co-occurring disabilities are also covered (CORE, 2010).

Pastoral Counseling

Pastoral counselors incorporate religious and spiritual elements into
mental health counseling (AAPC, 2012). The profession of pastoral coun-
seling is not regulated in most states, though some pastoral counselors
may qualify as an LPC (AAPC, 2009).

Occupational Therapists

Occupational therapists (OTs) work with individuals with physical,
mental, developmental, and cognitive conditions to help them improve
their ability to perform daily living and vocational tasks. The most
common sites of employment for OTs are hospitals, outpatient settings,
schools, nursing facilities, and home health care services. BLS estimates
that OTs held about 100,300 jobs in 2010 (BLS, 2012g).

OTs provide a wide variety of services to older adults. According
to the American Occupational Therapy Association (AOTA) Workforce
Survey in 2010, over 35 percent of the workforce serves those who
are 65 and older, primarily in skilled nursing facilities. OTs work with
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patients to improve mobility and independence in activities of daily liv-
ing (ADLs), provide consultation on environmental modifications that
promote safety and occupational functioning, work with a care team to
address behavioral or cognitive challenges that may hinder functioning,
and help patients and families with transitions home or to another facility
(Washkowiak et al., 2010).

In the 2010 survey, 3 percent of respondents identified mental health
as their primary work setting, including community mental health centers
and outpatient psychiatric clinics (Washkowiak et al., 2010). In mental
health settings, OTs may work with patients to develop coping strate-
gies, identify and implement routines that promote wellness, and create
individualized recovery and wellness plans (Champagne and Gray, 2011).

The practice of occupational therapy is regulated in all 50 states
and the District of Columbia. Generally, an OT must hold a master’s or
doctoral degree, complete required fieldwork, and pass an examination
(AOTA, 2012b). OT students are trained to understand the occupational
effects of mental health conditions, and to design and implement interven-
tions that address these effects. Accreditation standards for both degrees
require that curricula prepare students for practice with a wide variety of
populations, including the elderly, in areas of physical and mental health.
Curricula must also include content on developmental psychology across
the life span, as well as abnormal psychology. Students must complete
field work in at least one setting where psychological and social factors
influence occupational ability. The required duration of field experience
is not specified (ACOTE, 2012). Most states also regulate occupational
therapy assistants (OTAs), who have associate’s degrees and provide
rehabilitative services under the supervision of OTs (BLS, 2012h). OTA
programs are accredited by the same body as OT programs, so curriculum
standards are highly analogous, but less advanced (ACOTE, 2012).

Mental Health Certification

OTs specializing in mental health design and deliver services to
patients with psychiatric conditions. Candidates for certification in men-
tal health must demonstrate professional experience and competence in
mental health across the life span, the impact of psychiatric conditions
on occupational performance, and current biomedical and occupational
therapy practices used to minimize the adverse effects of psychiatric con-
ditions (AOTA, 2009). According to the AOTA, only nine OTs are certified
in mental health (AOTA, 2012a).
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Gerontology Certification

OTs specializing in gerontology work with older adults to minimize
the impacts of disability and optimize participation in life activities. Cer-
tification in gerontology requires competence in aging-related physical,
cognitive, and psychological changes, and their impact on occupational
ability. There are 13 OTs certified in gerontology (AOTA, 2012a).

Direct Care Workers

Direct care workers (DCWs) are individuals who are paid to provide
support to individuals with a wide range of health and human service
needs. Next to family members, these workers provide the vast majority
of services to elderly and younger people with disabilities. There is not a
single, unified occupational title for DCWs in aging, physical disabilities,
or behavioral health. Occupational titles vary within each sector and
across sectors. In aging, there are generally three recognized job catego-
ries. Nursing assistants are employed in nursing homes and sometimes
other residential settings such as assisted living. Home health aides are
employed by Medicare- and/or Medicaid-certified home health agencies.
Home care aides/personal care attendants are employed by agencies or
hired directly by consumers and/or their families and are employed in
a range of community-based settings, including individual homes and
apartments, adult daycare centers, and residential settings. In behavioral
health a broadly recognized occupational title to denote this type of work
does not exist. Some are referred to as community mental health special-
ists; others work as psychiatric technicians or addiction counselors (non-
certified). DCWs in behavioral health are employed in a range of settings,
including psychiatric hospitals, outpatient clinics, small group homes,
and other community-based settings.

There are currently no data on the actual number of DCWs who
care for older adults with MH/SU conditions. In 2008, there were an
estimated 1.47 million nursing assistants, 922,000 home health aides, and
817,000 home care/personal care aides providing services to people of
all ages in institutional and community-based settings (PHI, 2011). BLS
data indicate that 44,300 psychiatric aides were employed in institutional
and community-based settings in 2008. The majority of nursing home
residents are age 65 and over. Likewise, approximately 55 percent of those
likely to receive services from a DCW in the community are age 65 and
older.

Those serving the older adult population typically provide hands-
on assistance with personal care and hygiene (e.g., bathing, dressing,
and grooming); assistance with home skills such as meal preparation,
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housekeeping, and laundry; assistance with health-related tasks such as
medication management; and companionship and emotional support.
The direct care workforce is dominated by females. Nine out of 10 work-
ers employed in nursing homes, home health, and home care are women.
A substantial proportion of these workers are nonwhite, ranging from 51
percent in nursing homes and personal care/home care to 58 percent in
home health care. Furthermore, 20 to 25 percent of nursing home, home
health, and home care aides are foreign born.

DCWs in behavioral health have a slightly different profile. MH/SU-
specific settings employ more male DCWs, though women still make
up two-thirds of DCWs employed in psychosocial rehabilitation and 70
percent of those employed in the addictions field (Hewitt et al., 2008).
Behavioral health also has a higher proportion of white DCWs, with 70
percent in psychosocial rehabilitation and 70 to 90 percent in addiction
centers. DCWs employed in the behavioral health sector are more highly
educated than their peers in nursing home, home health, and home care,
with a much larger proportion having more than a high school education.

Requirements for training are minimal and lack consistency across set-
tings and states. In many cases, there are no requirements. Federal require-
ments exist for CNAs and home health aides employed by Medicare- or
Medicaid-qualified nursing homes and home health agencies. Regulation
of other DCWs, including home care or personal care workers employed
by assisted living facilities, home care agencies, or private consumers, is
determined by the states. Staff in these settings generally receive little or
no training (Stone and Urban Institute Staff, 2011).

Federal law requires CNAs working in Medicare- or Medicaid-
qualified nursing homes to complete a minimum of 75 hours of training,
including 16 hours of supervised clinical practice. The basic training
requirements include mental health as a required topic, but the federal
regulations offer little guidance on what specifically must be taught.
CNAs must also pass a state-approved exam, and become listed on the
state nurse’s aide registry.® The facility employing the CNA must do
an annual performance review and provide a minimum of 12 hours of
in-service education per year.’ State requirements for certification vary;
many exceed the federal standards (National Clearinghouse on the
Direct Care Workforce, 2004). Federal requirements for home health aides
employed by Medicare- or Medicaid-qualified home health agencies are
analogous to the CNA requirements.

Findings from a nationally representative sample of certified nurs-

842 C.FR. § 483.152 (Requirements for States and Long Term Care Facilities).
942 CER. § 483.75 (Requirements for States and Long Term Care Facilities).
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ing assistants employed in nursing homes in 2004 found that a third felt
their initial training did not prepare them well for their jobs; one in four
reported that their continuing education training over the past 2 years
had not been useful (Sengupta et al., 2010). A little over a fifth of the
respondents indicated that they had no input into the topics that were
included in their in-service training sessions. The study also identified
several topics that DCWs would like in their initial training: working
with abusive residents, giving dementia care, performing assistance with
ADLs, communicating with coworkers, and managing time. Dementia
care, communicating with residents, and working with supervisors were
the most often mentioned topics to be included in continuing education.
A number of studies have highlighted the lack of geriatric-specific educa-
tion for these individuals (IOM, 2008b; Office of Inspector General, 2002).

DCWs may obtain voluntary credentials. The National Association
for Home Care and Hospice (NAHC) offers voluntary Home Care Aide
national certification, which consists of 75 hours of training, a skills dem-
onstration assessed by an RN, and a written examination. NAHC certifica-
tion has been offered since 1990.

The Direct Care Alliance (DCA) recently developed the Direct Care
Alliance Personal Care and Support Credential for personal assistance
workers who work with older adults (and people with disabilities) in
home- and community-based settings. The DCA credential was devel-
oped with support from the Ford Foundation after extensive review of
existing training programs and discussion with focus groups of direct
care workers, consumers, and employers (Direct Care Alliance, 2011a).
Workers earn the credential through a competency-based test. The exam
covers interpersonal skills, personal care knowledge and skills, health-
related knowledge and skills, and safety, but does not include MH/SU
competencies (Direct Care Alliance, 2011b). The DCA began offering the
exam in spring 2011 with the goal of credentialing 3,000 personal care
workers by the end of the year (Direct Care Alliance, 2011b).

The National Alliance of Direct Support Professionals also offers a
credentialing program, but the focus is not on an older client popula-
tion (NADSP, 2011a,b). After demonstrating competence in providing
specialized support to individuals with disabilities in community human
services, trainees are certified as DSP-Specialists. The DSP-Specialists can
obtain a specialty credential in four areas: positive behavioral support,
health support, inclusion and supervision, and mentoring.

The U.S. Department of Labor registers apprenticeships in the fol-
lowing long-term care occupations: direct support specialist, CNA, home
health aide, and health support specialist. The CNA and home health
aide occupations are multilevel and allow for specialization. CNAs can
advance from level 1, to advanced, to specialized CNA. Similarly, home
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FIGURE 3-1
U.S. Department of Labor apprenticeships in long-term care occupations.

SOURCE: DOLETA Office of Apprenticeship, 2012.

health aides can advance to specialized care (Figure 3-1). CNAs and home
health aides can both choose to specialize in geriatrics. Home health
aides can specialize in disabilities and mental illness (DOLETA Office of
Apprenticeship, 2012).

Apprenticeship programs combine workplace learning and related
instruction and require DCWs to complete a specified number of hours of
training and on-the-job skill implementation. In addition, apprenticeship
standards require that DCWs receive a wage increase upon completion of
the program. More than 50 employers have sponsored apprenticeships in
the four long-term care occupations (DOLETA Office of Apprenticeship,
2012).

Peer Support Providers

In the context of mental health, a peer is someone who receives or
has received MH/SU services and who self-identifies as a person with an
MH/SU condition living in recovery. Peer providers may be called peer
support specialists, certified peer specialists (CPSs), peer support techni-
cians, peer counselors, peer or consumer advocates, recovery support spe-
cialists, recovery aides, client liaisons, or peer bridgers, among other titles.
The variation in titles reflects the range of roles that peers may play. Peers
may be employed to counsel or mentor others, provide crisis support, run
drop-in centers within hospitals, create recovery-oriented programs and
hobby groups, help people transition after hospital discharge, or provide
other forms of support (Bluebird, 2008).

Integral to peer support is the concept of recovery, which the Presi-
dent’s New Freedom Commission on Mental Health defines as the pro-
cess in which people are able to participate fully in their communities and
live fulfilling and productive lives despite disability, which may include
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the reduction or complete remission of symptoms (Hogan, 2003). Peer
support providers are trained in a specific skill set to be role models for
recovery and teach self-directed recovery tools. In a review of peer sup-
port best practices, the Defense Centers for Excellence for Psychological
Health and Traumatic Brain Injury identified social support, experiential
knowledge, trust, confidentiality, and easy access as the key elements that
distinguish peer support (Money et al., 2011).

Peer support is increasingly being incorporated into treatment pro-
grams within mental health systems. However, analysis of the workforce
in its entirety is difficult because of large variations in titles, employ-
ment status (paid versus volunteer), credentialing, work settings, and
state efforts to document this workforce. No data are available on how
many peer support providers work across all settings nationwide and
how many provide services to older adults. The following information
will discuss two groups of peer support providers for which the most
data are available: those certified by state governments and those work-
ing in the Veterans Health Administration (VHA). In many settings and
circumstances, peer support providers do not need state- or nationally
recognized certification or training to work.

States have been able to reimburse peer support service through Med-
icaid since 2001. The Centers for Medicare & Medicaid Services (CMS)
endorses peer support as an evidence-based model of care and issued
guidance to state Medicaid directors in 2007 on Medicaid-funded peer
support (CMS, 2007). Use of peer support requires supervision by a men-
tal health professional (as defined by the state); care coordination within
a comprehensive, individualized plan of care; and training and creden-
tialing, including continuing education, that ensure providers have the
competencies necessary to deliver peer support services (CMS, 2007).
According to the 2010 survey of state Medicaid directors, 22 states have
Medicaid reimbursement for certified peer specialist services, 8 plan to
seek reimbursement in the next year, and 3 plan to establish reimburse-
ment, but not within the next year (Daniels et al., 2011). In a 2009 survey
of states with Medicaid reimbursement, 21 states reported employing a
total of roughly 2,800 peer specialists (Daniels et al., 2010).

State requirements for certification vary greatly. Some states have
developed their own training modules, while others have adopted well-
established curricula such as the Georgia Certified Peer Specialist Training
or the Recovery Opportunity Center Peer Employee Training (Johnson,
2008). In addition to didactic training, certification may require work
experience. For example, Certified Recovery Support Specialists in Illi-
nois must have 2,000 hours of paid work experience, while Pennsylvania
and North Carolina require 3 months of supervised peer support work
(Johnson, 2008).
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BOX 3-2
Veterans Health Administration Peer Support Technician
Domains of Competency

Recovery principles

Peer support principles

Cultural competence

Communications skills

Group facilitation skills

Managing stigma

Comprehending the illness

Recovery tools

Professional development and workplace skills
Managing crisis and emergency situations

COLONOUAWNDN

—_

SOURCE: Veterans Health Administration, 2011.

The VHA embraces a recovery model of service, and has employed
peer support technicians to work in seriously mentally ill (SMI) and sub-
stance use recovery since 2005. VA facilities are required to provide access
to peer support services to all veterans with SMI, whether through an
onsite program or through a community provider that has similar stan-
dards of quality. Peer support technicians must pass a competency test or
obtain certification as a peer provider from a state or agency, and engage
in 15 hours of continuing education annually. Competency domains are
listed in Box 3-2. As of 2010 there were 237 peer support technicians, and
an additional 139 volunteer peer support providers, in the VA system
(O’Brien-Mazza and Chinman, 2011).

Community Health Workers

Community health workers (CHWSs) are members of communities who
work for pay or volunteer in association with the local health care system
(HRSA, 2007). CHWs offer interpretation and translation services; provide
culturally appropriate health education, counseling, and guidance; assist
people in navigating care; advocate for individuals and community health
needs; and may provide basic direct services such as first aid and blood
pressure screening. CHWs may also be referred to as community health
advisors, lay health advocates, outreach educators, community health rep-
resentatives, peer health promoters, or peer health educators (Goodwin
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and Tobler, 2008). Another common title is promotor or promotora. Promo-
tores belong to and serve specific underserved minority populations. As
respected members of these populations, promotores are in a unique position
to build trust and to address unmet health needs in their communities.
Programs that integrate promotores in their services focus on vulnerable
segments of the population, such as migrant or farm worker families, or
prominent health problems, such as HIV/AIDS or mental illness (Migrant
Health Promotion, 2012). Promotores working in mental health may have
roles similar to those of peer support providers, such as facilitating support
groups and sharing experience in managing mental health issues (Rhett-
Mariscal, 2008).

Because CHWs work under many titles, and may work for pay or as
volunteers, precise estimates of the workforce are not available. In 2007
the Bureau of Health Professions completed a rigorous and comprehen-
sive CHW workforce survey. The United States has an estimated 86,000
CHWs, with 20 percent concentrated in California and New York (HRSA,
2007). According to this survey, 27 percent of CHWs reported dealing with
mental health and 29 percent worked in substance abuse.

Family Caregivers

The term “family caregiver” is broadly defined and refers to any rela-
tive, partner, friend, or neighbor who has a significant relationship with,
and who provides a broad range of assistance for, an older adult or an
adult with chronic or disabling condition(s). Family caregivers have been
described as a “shadow workforce, acting as geriatric case managers,
medical recordkeepers, paramedics, and patient advocates to fill danger-
ous gaps in a system that is uncoordinated, fragmented, bureaucratic,
and often depersonalized” (Bookman and Harrington, 2007, p. 1005).
There is no clear consensus about how large a public investment in insti-
tutional or home care is reasonable or what the true costs or benefits are
of a community-based strategy that relies extensively on the time, skills,
and financial resources of families. AARP’s report, Valuing the Invaluable:
2011 Update: The Contributions and Costs of Family Caregiving, states that in
2009, about 42.1 million U.S. family caregivers provided care to an adult
with ADL limitations at any given point in time, and about 61.6 million
provided care at some time during the year (Feinberg et al., 2011). The
estimated economic value of their unpaid contributions was approxi-
mately $450 billion in 2009.

SHORTAGE OF GERIATRIC MH/SU PROVIDERS

The committee’s review of the geriatric MH/SU workforce makes
apparent that the sheer number of providers entering, working in, and
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remaining in the fields of primary care, geriatrics, mental health, sub-
stance use, and geriatric MH/SU is disconcertingly small. Because the
shortage of primary care, geriatric specialty care, and MH/SU provid-
ers has been documented and analyzed extensively in other recent IOM
reports (IOM, 2001, 2006, 2008b), this chapter focuses specifically on the
shortage of geriatric MH/SU specialists. In this discussion, “geriatric
MH/SU specialist” refers to providers with advanced training and exper-
tise in working with older adults with mental health and/or substance
use conditions.

Geriatric MH/SU specialists are an essential part of the interdisciplin-
ary team, as they are the most experienced and best equipped to consult
and provide care for SMIs and other complex conditions. With shifting
models of care and the changing roles of different professions, it is not
possible to estimate with great precision how many geriatric MH/SU
specialists will be necessary to serve the geriatric population. However,
the rate of specialized providers entering the workforce is dwarfed by the
pace at which the population is growing. One key example is geriatric
psychiatry (see Figure 3-2). The number of available fellowships in geri-
atric psychiatry increased in the late 1990s, but has remained relatively
stagnant since then. From 1996 to 2011, the number of geriatric psychiatry
fellows filling these slots decreased by 50 percent. This decline, juxtaposed
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FIGURE 3-2

Comparison of geriatric fellowship and geriatric psychiatry fellowship growth.

SOURCE: Adapted from GWPSC, 2010b.
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with the predicted doubling of the geriatric population in the next 20
years (AOA, 2010), will make it increasingly difficult to meet the MH/SU
needs of older adults.

As discussed earlier in the chapter, assessing the precise shortage of
geriatric MH/SU providers is not possible because of unclear definitions
of the geriatric MH/SU workforce and because up-to-date, comprehen-
sive data on the workforce do not exist across all professions. Estimating
geriatric MH/SU specialists proves particularly difficult because only
two types of mental health professionals may currently obtain specialty
credentials in geriatrics: psychiatrists and clinical social workers. There
are likely more providers who possess expertise in geriatric MH/SU who
do not have formal credentials that indicate this. To estimate the “best
case scenario,” Table 3-2 tallies the number of providers specially trained
in MH/SU (regardless of the age of the patient population). Of these
“general” MH/SU providers, it is unknown how many possess expertise
in geriatric care. However, the committee’s review of professional health
training and education suggests that the proportion is small.

RECRUITMENT OF GERIATRIC MH/SU SPECIALISTS

This section will describe some of the primary challenges that exist in
the recruitment of potential geriatric MH/SU specialists: stigma against
MH/SU and aging, lack of incentives to enter this specialty, limited oppor-
tunities for specialization, limited support and mentorship, and difficulty
recruiting racial/ethnic minority students (Box 3-3). Many groups have
recognized these challenges and developed and implemented various
strategies to address them; their efforts will be highlighted below. Pro-
grams and initiatives highlighted in this section are meant to convey the
various strategies adapted across different professions and patient popu-
lations. The list is by no means exhaustive, and inclusion in this report
does not indicate a detailed review or endorsement by this committee. In
some areas, many groups have taken the mantle to make improvements.
Other areas have not received as much attention. The impact and poten-
tial for replication of these strategies will be discussed where evidence is
available.

Stigma Associated with MH/SU and Aging

The enduring stigma associated with MH/SU and aging is a major
barrier to growing the geriatric MH/SU workforce. Stigmatizing attitudes
held by the general public regarding older adults and mental illness
have long been recognized (HHS, 1999; IOM, 2006; World Psychiatric
Association and World Health Organization, 2002). Additionally, work-
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BOX 3-3
Primary Challenges in the Recruitment of
Geriatric MH/SU Specialists

e Stigma against mental health and substance use (MH/SU) and
aging

Lack of financial incentives to practice in geriatric MH/SU
Limited opportunities for specialization

Inadequate early career support and mentorship

Difficulty recruiting racial/ethnic minorities

ing in MH/SU carries its own stigma. A literature review by the World
Psychiatric Association found that medical students widely view psy-
chiatry as having low prestige, lacking a solid scientific foundation, and
bringing low job satisfaction (Sartorius et al., 2010). Students also view
careers dedicated to older adults negatively. A 2007 survey of high school
students interested in pursuing nursing careers showed that 48 percent
had no interest in specializing in geriatrics (Evercare, 2007). When MSW
students from three large universities were asked in a 2004 survey which
population they most desired to work with after graduation, the most
popular answer was children, while the least popular choice was older
adults (Cummings et al., 2005). As with psychiatry, students perceive
working with older adults to be less glamorous and requiring less skill
than working with other populations (Cummings et al., 2005). In combi-
nation, negative perceptions of mental illness and old age create a power-
ful barrier to recruiting more geriatric MH/SU providers.

While stigma is deeply rooted and not easily eradicated, some studies
indicate that students’ negative perceptions of MH/SU and old age can be
reduced through education and exposure to the stigmatized populations
(Cummings et al., 2005; Happell, 2008; Happell and Roper, 2003; Koder
and Helmes, 2008; Wallendal et al., 2009; Wood and Wahl, 2006). Contact
with individuals with mental illnesses, as opposed to instruction or fac-
tual information, appears to be the most effective way to reduce stigma-
tizing attitudes (Couture and Penn, 2003). Therefore, facilitating clinical
experiences and personal contact with older adults and individuals with
MH/SU conditions may be one effective strategy to interest students in
specializing in geriatric MH/SU.
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Early Exposure

Many schools give students the option to work with older adults with
MH/SU conditions, but the committee did not identify any programs
that require students to interact with this population before choosing a
specialty area. Medicine has some programs that come close to this by
requiring contact with older adults and psychiatric patients. Accredited
allopathic medical schools are required to have psychiatry clerkships
(Liaison Committee on Medical Education, 2011), but there is no way to
know whether students interact with geriatric patients during their rota-
tions. Some medical schools have required geriatric clerkships for fourth-
year medical students that include training in MH/SU assessment skills,
but as with psychiatry clerkships, it is unclear if these skills are exercised
with patients who actually have MH/SU conditions. A number of medical
schools have implemented senior mentor programs, where medical stu-
dents are paired with volunteer mentors over age 65 to meet periodically,
discuss aging experiences, and develop personal connections. Evaluations
of these programs have found improvements in geriatric competencies
and attitudes toward aging, but the older adults in these programs are
generally healthy and active, and may or may not have MH/SU condi-
tions (Bernard et al., 2003; Corwin et al., 2006; Eleazer et al., 2006; Hoffman
etal., 2006). The committee did not identify programs in other disciplines,
such as nursing or social work, that have similar requirements for interact-
ing with older adults and MH/SU consumers.

Lack of Financial Incentives for Practicing in Geriatric MH/SU

A number of factors can influence an individual’s choice to seek addi-
tional training in geriatric MH/SU. One of these factors is money, as stu-
dents consider current costs of education and anticipate future returns on
their training. Costs of education include tuition and other direct training
costs, but most importantly the opportunity cost of the individual’s time
to undertake the training. For example, a psychiatry resident’s opportu-
nity cost for an extra year of geriatric fellowship is the income and experi-
ence the resident could have earned by going into practice immediately.
While 1 year of practice lost does not seem like much, it is important to
consider that the average amount of student debt of 2011 medical school
graduates was $118,000, with nearly a third owing over $200,000 (AAMC,
2011). Enhanced competencies may make providers more effective in
treating MH/SU conditions of older adults, but current health care pay-
ment systems do not recognize or reward the extra skills and knowledge.
Psychiatry graduates are becoming less interested in subspecialization
(Faulkner et al., 2011). Colenda and colleagues (2005) note that psychia-
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trists with geriatric specialty training and general psychiatrists who see a
substantial proportion of older adult patients have similar compensation,
suggesting there is little reason to seek specialty credentialing.

Not only do financial disincentives detract students from pursuing
geriatric MH/SU, but they can also influence credentialed specialists to
stop practicing in their subspecialty if they can earn more in general prac-
tice. As of 2010, fewer than half of the certificates in geriatric psychiatry
earned since 1991 have been maintained (ABPN, 2010a,b). The attrition
of trained geriatric providers is an ongoing threat to the general geriatric
workforce (IOM, 2008b).

Loan Forgiveness and Scholarships

Providing monetary compensation through loan forgiveness or schol-
arships is one strategy to defray the most immediate opportunity cost
of extra training. Linking training subsidies to service obligations may
also potentially mitigate some attrition. South Carolina’s Geriatric Loan
Forgiveness Program and California’s Mental Health Social Work Stipend
Program are examples of how financial incentives can build and retain the
geriatric MH/SU workforce to meet local needs.

In 2005 the South Carolina legislature approved the nation’s first geri-
atric loan forgiveness program (South Carolina Lieutenant Governor’s
Office on Aging, 2011a). The state offers loan repayment for geriatricians
or geriatric psychiatrists in exchange for a commitment to practice in
South Carolina for 5 years. Physicians must become board certified in a
geriatric subspecialty within the first year of the practice, agree to accept
Medicare and Medicaid reimbursement, and accept patients regardless
of ability to pay. The penalty for not meeting these conditions is substan-
tial. Noncompliant participants must pay the state three times the total
reimbursement plus interest at the prime rate plus 10 percent. Applicants
are required to sign a statement of intent to continue working in the state
after the 5-year commitment. Priority is given to South Carolina natives
(those who were born in the state and continue to reside there, or those
who have lived in-state for at least 15 years) and those who complete fel-
lowships in South Carolina (South Carolina Lieutenant Governor’s Office
on Aging, 2011b). Since 2005, 16 physicians have received loan repayment
through this program (South Carolina Lieutenant Governor’s Office on
Aging, 2011a), increasing the state’s number of geriatric specialists from
30 to 46 (AARP South Carolina, 2010). Using South Carolina as a model,
the American Geriatrics Society has created a toolkit for its other state
affiliates to advocate for similar programs in their states (AGS, 2011).

California offers financial support to geriatric social work trainees
in its Mental Health Social Work Stipend Program (CalSWEC-Mental
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Health). MSW students at 18 participating social work schools may
receive a stipend of $18,500 in their second year of training in exchange for
a l-year commitment to working in the state’s community mental health
system after graduation. Two of the primary goals of this program are to
increase the number of social workers trained in geriatrics, and to create a
more culturally competent and diverse social work workforce. From 2005
to 2010, nearly 1,000 students participated in this program; over 50 percent
identified themselves as racial /ethnic minorities (CalSWEC, 2011a). Data
from 2006 to 2008 show that 55 percent of the students were bilingual
(Sirojudin and Jacob, 2009).

Core competencies and teaching resources in community mental
health were developed for participating schools, including curricular
modules on Specialized Mental Health Interventions with Older Adults,
and Co-occurring Disorders (CalSWEC, 2011b). The original cohort was
tracked for 2 years after completion of their commitment; 94 percent were
still employed in the community mental health system (Sirojudin and
Jacob, 2009). A quality-improvement study and 5-year outcomes study are
in development (CalSWEC, 2011a). The program is funded by the Cali-
fornia Mental Health Services Act of 2005, which approved a new 1 per-
cent tax on income over $1 million to enhance community mental health
services. The program has also received support from local foundations.

Limited Opportunities for Specialization in Geriatric MH/SU

The number of specially trained geriatric mental health providers is
small in part because there are few ways to pursue specialization in this
area. Opportunities are limited for advanced training and for recogni-
tion of expertise. As stated earlier, only two mental health professions
offer certification in geriatrics: psychiatry and social work. Psychologists,
psychiatric nurses, MFTs, mental health counselors, and substance use
counselors do not have the option to become certified in older adult care.
Though many providers without specialty credentials may have clinical
expertise from working with older populations, certification and other
modes of formal recognition can ensure more systematic advanced train-
ing and bring more widespread attention to the focus area.

Advanced Training Programs

As presented earlier, geriatric psychiatry fellowships have had
increasingly high levels of vacancy in recent years. However, this lack of
demand for advanced training is not apparent in all mental health profes-
sions. Clinical psychology programs that collect admissions data for spe-
cific concentrations report that application for the aging track outnumber
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available slots by a 6:1 ratio on average (Qualls et al., 2005b). Some prime
training opportunities have been eliminated because of waning financial
support from outside grants. HRSA’s Bureau of Health Professions (BHP)
Graduate Psychology Education (GPE) grants were established in 2002 to
fund training for psychologists specializing in integrated care for under-
served populations. In 2003, BHP added dedicated funding for gero-
psychology under the GPE Program. Seven awards totaling $1.8 million
were granted, each for a period of 3 years. With GPE funding, psychology
departments and training sites were able to create and expand geropsy-
chology training programs. In 2006, GPE funding was cut by over 50
percent, and the geropsychology grants were discontinued (APA, 2012b).
Many programs that received funds were negatively impacted when the
grants were not renewed. The University of South Florida, University of
Illinois at Chicago, and University of Rochester cut the geropsychology
training programs they developed with the GPE grant dollars (APA,
2012a; Clay, 2006).

National Certification

Several mental health disciplines have spearheaded efforts to cre-
ate geriatric certification. The counseling field identified the need for a
gerontological counseling specialty beginning in the 1970s. In recogni-
tion of the dearth of counselor preparation in serving older adults, the
American Counseling Association sought and received five grants from
the Administration on Aging to develop aging curriculum and competen-
cies. In the early 1990s, the Council for Accreditation of Counseling and
Related Education Programs (CACREP) adopted accreditation standards
for gerontological counseling programs, and the National Board of Certi-
fied Counselors began to certify gerontological counselors (Meyers, 1995).
However, as noted earlier, both program accreditation and certification in
gerontological counseling have been discontinued due to lack of interest
and participation. In 1995, Myers predicted that without strong national
leadership and advocacy, support for counseling programs through the
accreditation process, and the development of continuing education
opportunities, specialty gerontological counseling would not survive
(Meyers, 1995).

While geropsychiatric nursing has been an active field for some time,
leaders in the area are now developing a plan for a Geropsychiatric Nurs-
ing (GPN) Specialist Certificate Program which, if funded, will define the
scope and preparation for specialty practice and credentialing at the grad-
uate/postgraduate level in line with the new APRN Consensus Model
(APRN Consensus Work Group and the National Council of State Boards
of Nursing APRN Advisory Committee, 2008). Currently APRNs who pre-
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pared in many different fields find themselves working in areas broadly
construed as “geropsych,” such as dementia clinics, nursing homes, pri-
mary care settings, geropsychiatric and neurological services, acute care,
home care, and so on. Over time, many of these APRNs have developed
clinical expertise in a specific focus area, but few have had systematic
training in GPN and, thus, have gaps in their knowledge and skill base.
The proposed GPN Specialist Certificate Program will address these gaps
by developing a model graduate/postgraduate certificate program in
geropsychiatric nursing that can serve to further prepare graduates from a
range of fields, such as psychiatric-mental health, adult gero primary and
acute care, family health, and women'’s health, for expert mental health
practice with older adults. Expected outcomes include (1) a confirmed
set of core GPN competencies, (2) four to six Web-based modules cover-
ing core GPN competencies for delivery as academic credit or continuing
education, (3) a design for a precepted clinical laboratory experience, (4) a
gap analysis procedure to facilitate individualization of the curriculum for
each learner, (5) an examination to assess learner mastery of core compe-
tencies upon completion of the program, and (6) a development plan for
national certification in concert with the American Nurses Credentialing
Center and/or other relevant bodies.

Lack of Support and Mentorship

Supporting students and graduates who show an interest in geriatric
MH/SU early in their education and career is one strategy to develop
professionals dedicated to this specialty area. In the 2011 Association of
American Medical Colleges (AAMC) survey of medical school graduates,
77 percent of graduates said their role models had moderate or strong
influence on their choice of specialty. Interacting and receiving individual-
ized attention from faculty, professionals, and mentors can show students
the variety of opportunities that exist in geriatric MH/SU, and guide
them in succeeding in this field. Although most medical schools now have
an academic geriatric program, geriatric faculty are devoted primarily to
clinical practice, research, and graduate education (Warshaw et al., 2002).
Less than 8 percent of geriatric faculty spent time on medical student edu-
cation. Only 29 percent of baccalaureate nursing programs have a faculty
member certified in geriatrics (IOM, 2011).

Early Career Support and Mentorship Programs

Initiatives such as the Geriatric Mental Health Foundation (GMHF)
Scholars Fund and the Geriatric Social Work Initiative (GSWI)/John A.
Hartford Foundation programs, strive to encourage students and early-
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career professionals who are interested in aging to orient their careers
toward the older adult population by providing financial assistance and
mentorship.

The American Association of Geriatric Psychiatrists (AAGP) created
the GMHF Scholars Fund to attract medical students and psychiatry
residents to the specialty via mentorship and education. The program
provides free AAGP membership, one-on-one mentorship, a structured
Scholars Program at the AAGP annual meeting, and travel expenses to
attend the annual meeting. For medical students, the Scholars Program
is designed to build interest in geriatric psychiatry by presenting various
options for clinical and research opportunities available in medical school
and residencies. Psychiatry residents go through a different program that
offers more detail about the practice of geriatric psychiatry, and show-
cases geriatric fellowship opportunities. The Scholars Fund is supported
by donations and grants. The program received over $50,000 for the 2012
cycle, $35,000 in 2011, and $18,000 in 2010 (AAGP, 2011). The current bud-
get can support about 20 scholars. GMHF reports that nearly 75 percent of
scholars go on to specialized geriatric fellowships (AAGP, 2011).

GSWI of the John A. Hartford Foundation collaborates with social
work programs, organizations, and other funders around the country
to prepare social workers to improve the care and well-being of older
adults and their families. In 2005, the Foundation, in collaboration with
the Gerontological Society of America (GSA), began a predissertation
award program for doctoral students in social work. The objectives of the
program were to expose students to gerontological social work research
and to encourage them to advance the field of gerontological social work
practice. The award provided travel expenses and registration to the GSA
Annual Meeting, sessions at the GSA meeting on research and grant writ-
ing, free membership in GSA and the Association for Gerontology Educa-
tion in Social Work, and networking opportunities with Hartford Doctoral
Fellows and Hartford Faculty Scholars. The Hartford Foundation encour-
aged predissertation awardees to apply for the Hartford Doctoral Fellows
program in the next phase of their academic career. The doctoral fellows
program granted students up to $50,000 over 2 years to complete a dis-
sertation related to social work and older adults, and provides additional
professional development opportunities. Eighty predissertation awards
were given out from 2005 to 2009 (Geriatric Social Work Initiative, 2012).
The Association for Gerontology Education in Social Work adopted the
program and funded 20 students from 2010 to 2011, with plans to fund 10
more in 2012 (AGESW, 2011).

Early career programs geared toward encouraging new scholars in
the field of geriatric social work have also included the Doctoral Fellows
Program in Geriatric Social Work and the Geriatric Social Work Scholars
program, both sponsored by the John A. Hartford Foundation and GSA.
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The programs fostered an intellectually stimulating, mutually supportive
network of peers and colleagues involved in research and teaching in
geriatric social work. Based on the integrated components of mentoring,
career development, and networking, these programs have sponsored 117
faculty scholars and 104 doctoral fellows, but were recently discontinued
due to financial constraints.

Difficulty Recruiting Minorities to Geriatric MH/SU

One study of medical students found that white students were three
times as likely to indicate interest in geriatrics than minority peers (Voogt
et al., 2008). Furthermore, fewer African American, Hispanic, and Native
American students earn college and graduate degrees than their white
peers (Aud et al., 2012), potentially limiting the pipeline of minority stu-
dents for geriatric MH/SU specialties.

The committee did not identify any programs that specifically recruit
minority students to geriatric MH/SU practice, although many initia-
tives recruit minority students to MH/SU professions in general. For
example, in FY 2011 the Substance Abuse and Mental Health Services
Administration provided $4.7 million in minority fellowship program
grants to the American Nurses Association, American Psychiatric Asso-
ciation, American Psychological Association, Council on Social Work
Education, and American Association for Marriage and Family Therapy
to use over 3 years (SAMHSA, 2011b). The purpose of the minority fel-
lowship programs is to increase the number of culturally competent and
diverse MH/SU providers prepared to serve disadvantaged populations
(SAMHSA, 2011a). For example, in social work the Council on Social
Work Education Mental Health/Substance Abuse Fellowship Program
has existed since the early 1970s, and is designed to increase the number
of racial and ethnic minorities with doctoral degrees in social work educa-
tion who can provide leadership in the planning and evaluation of cultur-
ally competent mental health and substance abuse programs.

One program previously existed to recruit minority researchers to this
field. From 2003 to 2008, the National Institute of Mental Health operated
the Institute for Research Minority Training on Mental Health and Aging
to engage more minority early investigators in geriatric MH/SU research.
Over 5 years, the program trained 10 participants. However, the program
could not secure funding necessary to continue (Bartels et al., 2010).

INADEQUATE PREPARATION OF THE
GERIATRIC MH/SU WORKFORCE

While geriatric MH/SU specialists are critical in caring for older
adults with MH/SU, the more broadly defined geriatric MH/SU work-
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force has far greater contact with older adults who have or may be at
risk for MH/SU conditions. Aside from geriatric MH/SU specialists, the
remainder of the geriatric MH/SU workforce is somewhat arbitrarily
defined. However, the committee believes that all professions that provide
services to older adults for the assessment, diagnosis, treatment, man-
agement, or care of MH/SU conditions are part of the geriatric MH/SU
workforce and should be prepared for this role.

The review of the workforce found many gaps in geriatric MH/SU
training across most professions. As is evident from examining the table
of required competencies in Appendix C, most providers who are not
geriatric MH/SU specialists are required to have little knowledge or
experiential training in mental health or substance use as related to older
adults. Few students are explicitly required to understand the presen-
tation or treatment of comorbid MH/SU conditions. Some professions
barely require any learning in MH/SU or aging in general.

TRAINING THE GERIATRIC MH/SU WORKFORCE

General providers at all levels should be aware of the signs and
symptoms of MH/SU conditions and be able to respond appropriately
within their level of training and scope of practice. However, few profes-
sions have mandated curricular standards related to MH/SU in geriatric
patients. Although curricula exist, clarity is needed in how and to what
extent the concepts are applied in the classroom or in practical train-
ing. The prevalence of co-occurring conditions in the elderly and the
shift toward collaborative models of care make interprofessional train-
ing essential to overall training in geriatric MH/SU care. The increasing
racial, ethnic, and linguistic diversity of the geriatric population also
makes cultural competence imperative. To what extent these aspects of
care are being integrated into training and education is also unclear. These
key areas of training are summarized in Box 3-4.

BOX 3-4
Key Areas for Improving Training

Integrating geriatric mental health and substance use compe-
tencies into education for all health professionals

Training for existing providers

Training in cultural competency

Interprofessional training

Copyright © National Academy of Sciences. All rights reserved.



The Mental Health and Substance Use Workforce for Older Adults: In Whose Hands?

THE GERIATRIC MENTAL HEALTH AND SUBSTANCE USE WORKFORCE 205

Several professional groups, schools, and other entities have devel-
oped or are working to develop tools to improve geriatric MH/SU
skills and competencies in the nonspecialist workforce. These efforts are
described in this section. As stated in the earlier discussion on recruitment,
inclusion of an initiative in this chapter does not represent an endorse-
ment from the committee because evidence to support the effectiveness
or analyze the outcomes is often not available.

Integrating Geriatric MH/SU Competencies into
Education for All Health Professionals

The development and integration of core competencies in health care
education and training have increased with the recognition that critical
skills, knowledge, and attitudes must be more precisely defined for more
consistent advancement of the field. Significant efforts have been made to
develop geriatric MH/SU competencies and to integrate these competen-
cies into education and training programs.

The Geropsychiatric Nursing Collaborative (GPNC) started in 2008
with funding from the John A. Hartford Foundation (AAN, 2010). Its goal
is to improve the quality of mental health care provided to older adults
by enhancing the knowledge and skills of nurses. One of the GPNC'’s
primary goals is to develop geropsychiatric core competencies for entry-
level and advanced practice nurses. The competencies were developed
to enhance current nursing curriculum for both generalist and specialist
nurses. The GPNC created competency enhancements for the follow-
ing audiences: entry-level nurses, gerontological clinical nurse specialists
(CNSs), gerontological NPs, older adult care CNSs (CNSs who care for
older adults, but are not specialized), older adult care NPs (NPs who
care for older adults, but are not specialized), psychiatric mental health
CNSs, and psychiatric mental health NPs. All competency enhancements
cover key concepts in assessment, management, approach to older adults,
and nursing roles (Box 3-5). The competency enhancements have been
endorsed by 12 other nursing organizations. The GPNC posted these com-
petency sets, along with other geriatric nursing resources, on the Portal of
Online Geriatric Education (POGOe) website.!” Deans of every school of
nursing were notified about these new resources (Beck et al., 2011).

Professional geropsychology has adopted a competency-based model
of training, the Pikes Peak Model for Training in Professional Geropsy-
chology (Knight et al., 2009). It delineates attitude, knowledge, and skill
competencies for geropsychology practice and acknowledges that there
are multiple pathways to geropsychology competence. The Pikes Peak

10See http:/ /www.pogoe.org.
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BOX 3-5
Geropsychiatric Nursing Key Concepts

|. Assessment

Normal aging: biopsychosocial theories

Appropriate instruments/clinical evaluation tools

Adapted assessment procedures

Atypical presentations, co-occurring illness, psychiatric mani-
festations, medical conditions

Common disorders

Comprehensive assessments

Stressors affecting mental health

Qo0oTo

Q -0

I[I. Management

Care transitions

Behavioral, environmental, and pharmacological interventions
and communication for behaviors

Pharmacotherapeutics

Referrals

Influences from decisional capacity, health literacy
Patient/family/peer education: mental and physical health
interactions

g. Ethical/legal and socioeconomic factors

or )

-~ ® Q0

Model builds on the APA Guidelines for Psychological Practice with
Older Adults (APA, 2004) by laying out more specific goals for training.
The competencies are aspirational in nature and are intended to guide
entry-level psychologists with specialized practice with older adults.
The Council of Professional Geropsychology Training Programs created
the Pikes Peak Geropsychology Knowledge and Skill Assessment Tool
for supervisors to assess trainees or for psychologists who wish to do a
self-assessment (Karel et al., 2010a). The assessment tool rates the psy-
chologist as novice, intermediate, advanced, proficient, or expert in each
of the competencies outlined in the Pikes Peak Model. The tool enables
supervisors and learners to identify strengths, areas for growth, and goals
for training and education.
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IIl. Approach to Older Adults

Age-related adaptations

Age/culturally appropriate interventions and communications
Recognition of personal and societal biases

Sensitivity in end-of-life care

Qo000

IV. Role

Promotion of safety and risk factor reduction
Knowledge of geriatric mental health/illness
Lifelong learning

Policy/advocacy

Research participation/use
Quality-improvement initiatives
Interdisciplinarity

Delivery systems

Service barriers

~TQ@ 00000

SOURCE: POGOe, 2010.

Disseminating Training Resources

Once core competencies are identified, the challenge remains of inte-
grating the skills and knowledge into classes and training courses. Some
professions are developing and disseminating tools that instructors can
use to infuse geriatric MH/SU into their curriculum. The geriatric MH/SU
teaching tools from the Council on Social Work Education (CSWE) and
the Hartford Institute for Geriatric Nursing are evidence based, free, and
include supporting materials to simplify the use of them. The NASW
also offers professional development courses on aging, substance abuse,
and related topics online, including webinars, for a cost or free of charge
(NASW, 2012).

The CSWE Gero-ed Center, funded by the John A. Hartford Founda-
tion, was created with the mission of promoting gerontological competen-
cies in social work. The Gero Innovations Grant (GIG) was one part of the
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Master’s Advanced Curriculum Project, which ran from 2007 to 2010 with
the goal of enhancing advanced specialty training in older adult health,
mental health, and substance abuse. From 2007 to 2009, the GIG provided
funding to 14 MSW programs to develop and evaluate teaching tools and
strategies for social work in gerontological health, mental health, and
substance abuse. All but one of the grantees developed teaching modules
related to mental health or substance use. The teaching modules cover
diverse topics, including depression, anxiety, paranoia, mental health in
older Latinos, polypharmacy, mental health in skilled nursing facilities,
informal sources of mental health care in Native American traditions, and
co-occurring MH/SU conditions. All of the modules are posted on the
CSWE Gero-Ed Center website,!! along with supporting materials such
as lecture slides, videos, instructor scripts, course reading lists, vignettes,
and case studies.

The Hartford Institute for Geriatric Nursing at the New York Univer-
sity College of Nursing has created a series of guides to best practices and
assessment tools relevant to the care of geriatric patients. The “Try This”
series has several tools related to MH/SU, including the Geriatric Depres-
sion Scale in English and Spanish, alcohol use screening and assessment,
and the Horowitz Impact of Event Scale for posttraumatic stress. There are
other tools that are not specifically related to MH/SU, but that are highly
relevant to caring for older patients with MH/SU conditions, such as the
Beers Criteria for Potentially Inappropriate Medication Use in the Elderly,
the Transitional Care Model criteria for hospital discharge screening for
high-risk older adults, and the Preparedness for Caregiving Scale. The
assessments are intended to be simple, requiring less than 20 minutes
to administer. The material is contained within a two-page brief, with
background information on the issue; an explanation of the assessment’s
validity, strengths, and limitations; and a list of additional resources. Most
assessments in the series are also accompanied by a longer “How to Try
This” article from the American Journal of Nursing that provides case stud-
ies for more nuanced instruction, and a video that demonstrates how to
administer the tool. The entire series is available for free on the Web,'2 and
may be reproduced for educational purposes without fee.

Integrating Geriatric MH/SU Competencies in Education

The GeriEd Program at the Albert Einstein College of Medicine
(AECOM) is one program that uses classroom and clinical lessons to

HSee http:/ /www.cswe.org/CentersInitiatives / GeroEdCenter.aspx.
12See http:/ /www.ConsultGeriRN.org.
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expose undergraduate medical students to geriatric issues, including
MH/SU, before they choose a specialty. The first- and second-year cur-
ricula weave geriatric content into small-group lectures and workshops
on the patient. In the first year, 15 to 20 students are assigned to a geriat-
ric practicum to begin learning clinical interviewing skills. The geriatric
program, which has been offered since 2002, focuses on the mental status
exam, social and functional history, and palliative care. Students work
in multidisciplinary teams across various clinical settings, including
outpatient, home care, and long-term care. The clinical experiences are
paired with group sessions that cover topics such as depression, demen-
tia, and chronic illness. Students in the geriatric program can continue
their learning by monitoring community-dwelling patients on an ongo-
ing basis. In the third and fourth year, all students are required to do a
2-week clerkship in geriatrics, which includes training in assessing and
managing depression. This clerkship has been required at AECOM since
1995 (Ehrlich and Jacobs, 2004).

AECOM received a $100,000 grant in 2001 from the AAMC and the
Hartford Foundation to fully integrate geriatric content into relevant
areas throughout undergraduate medical education. From 2006 to 2010,
the Donald W. Reynolds Foundation gave AECOM nearly $2 million
toward the innovative integration of geriatrics into training activities.
The AAMC/Hartford Foundation and the Reynolds Foundation grant
programs each gave similar awards to 39 other medical schools (AAMC,
2003; Donald W. Reynolds Foundation, 2011).

Training the Existing Health Care Workforce
in Geriatric MH/SU Issues

While improving formal education is crucial to improving the work-
force’s competence in geriatric MH/SU, there is a large existing workforce
that must be trained as well. Strengthening the geriatric MH/SU work-
force requires reaching providers of all types throughout their careers.
This can be done through several methods, including in-service training
and continuing education.

In-Service Training

One example of geriatric mental health in-service training is a pro-
gram called Training in the Assessment of Depression (TRIAD). TRIAD
is a brief intervention that improves the ability of home care nurses to
identify depression symptoms in older adults and make appropriate refer-
rals. This intervention was developed by Bruce and colleagues (2007) in
collaboration with three home care agencies, and tested in a randomized
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controlled trial with 53 home care RNs. The intervention used the depres-
sion portion of the Outcome and Assessment Information Set (OASIS)
because this information is already required by Medicare and would
not overburden the workload of nurses. OASIS requires nurses to docu-
ment signs of depressions, but does not provide guidance on identifying
symptoms. The intervention trained nurses in observing behavioral and
nonverbal signs that could indicate depression, understanding conditions
that can complicate depression assessment, and asking follow-up ques-
tions to determine the persistence and severity of symptoms. The training
took place over two sessions, totaling 4.5 hours, and included didactic
instruction, role playing, and watching demonstration videos. Bruce and
colleagues found that training increased the rate of depression referrals,
without increasing false-positive referrals, and that referred patients had
better clinical outcomes than patients who were not referred.

To disseminate this training, TRIAD has been adapted into a Web-
based learning module, called Depression Recognition and Assessment
in Older Homecare Patients (Weill Medical College of Cornell University,
2004). It includes training on identifying and assessing depression, recog-
nizing and handling suicide ideation, and making a referral. Users may
also download Weill Cornell’s Depression Screening Toolkit (Weill Cornell
Homecare Research Partnership, 2004).

Continuing Education

Most licensed professions require practitioners to receive continu-
ing education each year to build competency and promote professional
growth. For providers who may have received little training or education
in school about geriatric MH/SU, continuing education is one possible
way to gain this knowledge. Boston University’s Institute for Geriatric
Social Work has numerous online training courses that provide continu-
ing education credits for social workers. Topics include geriatric assess-
ment, mental health and aging, substance abuse, compulsive hoarding,
suicide prevention, among many others relevant to geriatric MH/SU.
Social workers can take these online training courses to earn a certificate
in Mental Health and Aging, which requires six courses (Boston Univer-
sity Institute for Geriatric Social Work, 2011).

University of Washington also offers several types of continuing edu-
cation opportunities related to geriatric MH/SU. For example, existing
providers may enroll in courses such as diagnosing and treating older
adults with chronic mental illnesses, mood and thought disorders in
older adults, and the psychology of aging. The courses are generally held
weekly over an academic quarter, in a downtown classroom. Provid-
ers may also pursue a certificate in geriatric mental health by enrolling
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in a five-course program that lasts 12 to 24 months. The University of
Washington geriatric MH/SU continuing education programs are geared
toward an array of professionals, including social workers, mental health
counselors, marriage and family therapists, and psychologists (University
of Washington Professional and Continuing Education, 2012).

Training in Cultural Competency

The Stanford Geriatric Education Center (SGEC), a collaborative proj-
ect from Stanford University School of Medicine, San Jose State Univer-
sity, Community Health Partnership, and Santa Clara County Mental
Health Department, specializes in developing and providing multidis-
ciplinary training in geriatric care for ethnic minorities. The SGEC offers
training through several different media. It holds monthly webinars on
clinical ethnogeriatric topics, including depression and mental health,
which physicians, nurses, psychologists, social workers, or MFTs may
use for continuing education credit. The SGEC also offers a 10-module
curriculum for teaching culturally appropriate depression and demen-
tia care for older adults at risk for diabetes. Instructors may download
a handbook and Power Point slides for each module. The curriculum
provides in-depth discussions of depression, dementia, and diabetes in
African Americans, American Indians, Chinese Americans, Filipino Amer-
icans, Hmong Americans, Japanese Americans, and Mexican Americans.
The SGEC and OnLok Senior Health, a local senior service organiza-
tion, developed Diversity, Healing, and Health Care, a unique Web-based
resource for clinicians who see older patients from diverse backgrounds.
The website is a quick-reference source on ethnicity, religion, and age, so
that clinicians can have a baseline context for interacting with patients.
Information includes greetings and introductions in various languages,
cultural attitudes about illness and disability, religious customs at time of
death, and major cohort life events (see Table 3-3).

Interprofessional Training

Competencies in interdisciplinary care have been developed and
endorsed by many professional education groups, including the Accredi-
tation Council for Graduate Medical Education, American Association
of Colleges of Nursing, American Geriatrics Society, American Psycho-
logical Association, American Society of Consultant Pharmacists, and
Council on Social Work Education, among other professional groups. The
Interprofessional Education Collaborative, a joint effort among schools of
allopathic and osteopathic medicine, nursing, dentistry, pharmacy, and
public health, recently published core competencies for interprofessional
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education, delineating what this concept means in practice and what this
training should accomplish (Interprofessional Education Collaborative
Expert Panel, 2011).

Geropsychology training emphasizes interdisciplinary practice and
competence in providing a broad range of services to older adults (Karel
et al., 2010b). These include (1) assessment of psychological, intellectual,
cognitive, functional, personality, emotional, and decision-making capac-
ity; (2) psychological, psycho-educational, behavioral, cognitive rehabili-
tation, and pain management interventions, end-of-life care, and grief
work; (3) consultation to primary care providers, long-term care settings,
health and social service agencies, family members and primary caregiv-
ers, and attorneys and other legal system personnel; and (4) supervision
and management of direct caregivers, interdisciplinary teams, programs,
and agencies caring for the elderly.

In response to the 2008 IOM report Retooling for an Aging America:
Building the Health Care Workforce, 21 health care provider organizations
formed a coalition called the Partnership for Health in Aging (PHA). The
PHA created Multidisciplinary Competencies in the Care of Older Adults at
the Completion of the Entry-Level Health Professional Degree (Partnership
for Health in Aging, 2010), which identified 23 competencies within 6
domains as essential for the following health professionals: physicians,
dentists, nurses, occupational therapists, pharmacists, physical therapists,
physician assistants, psychologists, and social workers. The competency
domains are health promotion and safety, evaluation and assessment, care
planning and coordination across the care spectrum (including end-of-
life care), interdisciplinary and team care, caregiver support, and health
care system and benefits. This effort did not address competency-based
training for DCWs, but the domain of interdisciplinary and team care
states that upon completion of the entry-level degree, health professionals
should know and be able to demonstrate how to “communicate and col-
laborate with older adults, their caregivers, other health care profession-
als, and direct care workers to incorporate discipline-specific information
into overall team care planning and implementation” (Partnership for
Health in Aging, 2010, p. 2). The competencies are not centered on mental
health in aging, but this interdisciplinary effort is a step toward improving
geriatric MH/SU care because older adults with MH/SU conditions often
see a constellation of providers because of other health concerns. Mental
health is included in three of the six domains, in reference to health inter-
ventions, appropriate assessment, and advanced care planning.

The Geriatric Education Centers (GECs), funded through grants from
HRSA, are collaborative arrangements that bring different health pro-
fessionals together for training in geriatric care. To receive a grant, a
GEC must offer interdisciplinary education that involves at least four
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health professions. The disciplines may include allopathic or osteopathic
medicine, dentistry, optometry, podiatry, pharmacy, nursing, physician
assistant practice, chiropractic, clinical psychology, health administration,
allied health professions, professional counseling, and social work.

PROMOTING THE ROLE OF DIRECT CARE
WORKERS IN GERIATRIC MH/SU CARE

DCWs are involved in the care of many older adults with MH/SU
conditions. The demand for direct care services is growing with the aging
population, yet the growth of this workforce is not keeping pace (Stone
and Urban Institute Staff, 2011). The low professional status of DCWs and
limited opportunities for growth in this field make it difficult to attract
and retain a quality workforce. Most professions are recognized through
credentials, such as certificates, licenses, and degrees, that verify an indi-
vidual has received training and is able to perform the duties required of
the profession. As discussed in the review of the direct care workforce,
credentialing for direct care workers is limited. Recognition and growth
of this profession will require a higher, more consistent level of train-
ing. Currently there are few advancement opportunities, or incentives to
invest in such opportunities, for DCWs who excel in their work or wish
to get more training in their profession. This section will discuss strate-
gies for training DCWs and promoting their role in geriatric MH/SU care.

Training in Geriatric MH/SU

DCWs who have received special training in working with older
adults and others with MH/SU disorders have been shown to provide
better care for clients with these conditions. However, few direct care
workers receive such training in the normal course of employment. Anal-
ysis of human capital investment, based on Becker (1962) and the stream
of literature that followed this seminal work, suggests that employers do
not benefit from providing general training that is transferrable to other
settings because trained workers could leave for higher pay elsewhere. A
result of this low investment in training is that employers do not have an
incentive to increase wages or benefits in order to retain workers.

The lack of training at the organizational level is undoubtedly rein-
forced by the lack of national standards for this occupation. National
requirements for training only exist for certain types of DCWs in specific
settings, leaving a great number of DCWs for whom no consistent stan-
dards apply. Where standards exist, training requirements for DCWs tend
to be minimal in hours and in content, with little included on MH/SU
issues. While some groups, such as the Direct Care Alliance, the Para-
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professional Healthcare Institute (PHI), and the National Association for
Home Care and Hospice, have created DCW training programs, there are
few initiatives to improve older adult MH/SU care training, even though
DCWs play a prominent role in long-term care and home care, where
older adults are primary recipients of services.

In 2010 the state of Alaska formed a public-private collaborative to
address the challenge of training DCWs. It created the Alaskan Core
Competencies for Direct Care Workers in Health and Human Services, a
set of competencies relevant across diverse health care sectors that include
long-term care, mental health, addictions, developmental disabilities, and
traumatic brain injury. The competencies can be used to develop train-
ing content for initial or continuing education, update existing curricula,
or assess employee competencies. To assist organizations in using the
competencies, a companion toolkit for assessing worker competencies
was released in 2011. A curriculum for the competencies has been piloted
with DCWs, including those from long-term care, and is scheduled for
release in 2012.

This initiative has been funded by the Alaska Mental Health Trust
Authority and the Alaska Department of Health and Social Services. The
competencies, assessment tools, and curriculum have been developed by
the Western Interstate Commission for Higher Education Mental Health
Program and the Annapolis Coalition on the Behavioral Health Work-
force, with oversight from a committee of Alaskans. A project description
and the work products are available for review at http://www.annapolis
coalition.org/core_competencies.aspx.

The Affordable Care Act authorized, and Congress appropriated
funds for a 2-year demonstration in core competency training for personal
and home care aides (the Personal and Home Care Aide State Training
Program or PHCAST).!? Six states—California, lowa, Maine, Massachu-
setts, Michigan, and North Carolina—were awarded funds to develop
and evaluate core competencies, pilot training curricula, and certification
programs for personal and home care aides. Although, the grantees are
not required to include core competencies in MH/SU, Maine’s program
includes the development of a specialized training track to help prepare
individuals to become mental health rehabilitation technicians. Michi-
gan’s program includes in-service continuing education training that
focuses on critical topics, including the management of behavior issues
in people with dementia.

1BPublic Law 111-148.
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Professional Recognition of Competency in Geriatric MH/SU Care

As discussed in the review of the DCW workforce, there are currently
few ways for DCWs to earn recognition for their skill, competency, and
experience. DCWs are typically paid low entry wages that do not rise sub-
stantially with experience, either with tenure in one job or tenure in the
occupation. Squillace and colleagues found “years of experience do not
translate into higher wages; CNAs with 10 or more years of experience
averaged just $2/hr more than aides who started working in the field less
than 1 year ago” (Squillace et al., 2009, p. 185).

DCWs do not have a strong incentive to seek extra training, knowl-
edge, or skills because their training and experience are often not certified
at all. Where certification exists, it represents a very minimal standard
rather than a level of achievement, such as in the case of the 75 hours of
experience mandated for certified nursing assistants working in Medicare-
and Medicaid-certified nursing homes. Additional training for DCWs is
rarely available except through special grants and initiatives (Eaton et al.,
2001; Harmuth and Konrad, 2010; Wilson et al., 2003). With basic training
and recognition being so rarely obtained, recognition of competence in a
specialty area such as MH/SU is even further off.

The state of California has had a well-established workforce of licensed
MH/SU DCWs, called psychiatric technicians, for decades, and demon-
strates a successful movement in professionalization of a historically
devalued occupation. Psychiatric technicians are licensed by the Board of
Vocational Nursing and Psychiatric Technicians, and are considered to be
of similar skill level to LVNs. As of 2008 there are approximately 14,000
psychiatric technicians in California. They are employed by hospitals,
correctional facilities, psychiatric emergency response teams, residential
treatment programs, and many other settings where psychiatric services
are needed. The state accredits psychiatric technician education programs
and requires 576 hours of didactic learning and 954 hours of supervised
clinical experience. Curriculum must include learning in gerontological
nursing. Psychiatric technicians must complete 30 hours of continuing
education every 2 years to maintain licensure.

The professional recognition of psychiatric technicians emerged from
advocacy efforts of psychiatric “attendants” and “aides” from state men-
tal institutions who organized into the California Society of Psychiatric
Technicians in 1950. In 1951, California added psychiatric technician as a
state civil service classification, which created specific minimum require-
ments for entry into the field. Because more psychiatric technicians were
emerging in settings that were not run by the state, California created
an exam that could be used to establish the eligibility of any psychiatric
technician. This development eventually led the state to develop a profes-
sional license for this occupation in 1970. The California Association of
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Psychiatric Technicians, which serves both as a union for state employees
and as a professional organization for all psychiatric technicians, has
since advocated for additional advancements in the profession. In 1989,
legislation passed requiring continuing education and license renewal
for psychiatric technicians. Since 1998, psychiatric technicians have been
allowed to draw blood and administer hypodermic injections after receiv-
ing additional training. California is one of three states to license psychi-
atric technicians. The others are Colorado and Kansas. Arkansas licensed
psychiatric technicians at one time, but stopped in 2009.

Several states offer DCW development initiatives, some of which
include opportunities for specific training in working with older adults
with MH/SU conditions. For example, the state of Iowa created a Direct
Care Workforce Advisory Council that is mandated with collecting
data on the DCW workforce, implementing a HRSA grant-funded pilot
training and credentialing program, and making recommendations for
advancing this workforce. The Council has recommended a structure of
core training, advanced training, and specialty endorsement, with each
level conferring an additional level of credentialing. Specialty endorse-
ments would be created by experts in the subject area and approved by
the state. Proposed areas of specialization include MH/SU-related areas,
including Alzheimer’s/dementia, mental health, positive behavior sup-
port, and psychiatric care. As of March 2012, lowa is proposing legisla-
tion to license DCWs. The legislation follows the recommendations of
the Advisory Council and would require the development of statewide
curriculum standards and licensing requirements, with opportunities for
advancement and specialization (Ozga, 2012).

EMPOWERING OLDER ADULTS AND THEIR FAMILIES

On a day-to-day basis, consumers and families carry far more respon-
sibility for older adult MH/SU care than any professional group. Family
caregiving, self-care, and peer support play a large role in the health and
well-being of older adults with MH/SU conditions, whether these activi-
ties are formally organized or not. Supporting consumers in being active
participants in their health is a critical aspect of patient-centered care (see
Box 3-6). The President’s New Freedom Commission report, the Surgeon
General’s report on mental health, and the IOM’s Improving the Quality of
Health Care for Mental and Substance-Use Conditions report have all called
for more consumer and family involvement in the process of care in order
to improve outcomes and experiences for both consumers and families
(Hogan, 2003; IOM, 2006; SAMHSA, 1999).
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BOX 3-6
Rules for Patient-Centered Care

Customization based on patient needs and values: The system
of care should be designed to meet the most common types of
needs, but have the capability to respond to individual patient
choices and preferences.

The patient as the source of control: Patients should be given
the necessary information and the opportunity to exercise the
degree of control they choose over health care decisions that
affect them. The health system should be able to accommodate
differences in patient preferences and encourage shared decision
making.

Shared knowledge and the free flow of information: Patients
should have unfettered access to their own medical information
and to clinical knowledge. Clinicians and patients should com-
municate effectively and share information.

The need for transparency: The health care system should make
available to patients and their families information that allows
them to make informed decisions when selecting a health plan,
hospital, or clinical practice, or choosing among alternative treat-
ments. This should include information describing the system’s
performance on safety, evidence-based practice, and patient
satisfaction.

Anticipation of needs: The health system should anticipate pa-
tient needs, rather than simply reacting to events.

SOURCE: IOM, 2001.

Expanding Peer-Led Support Programs for Older Adults

The demand for more consumer-led, recovery-oriented services has
increased in past decades and continues to grow, and evidence supporting
the benefits of these services is emerging.!* However, information on the
availability and impact of MH/SU peer support for older adults is sparse,
although some noteworthy programs provide consumer-oriented, peer-

4See Box 4-1 (in Chapter 4) for a description of recent trends in peer support.
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led MH/SU support to older adults, including programs associated with
larger establishments like Alcoholics Anonymous (AA) and the VHA.

Seniors in Sobriety (SIS) is a coalition of AA members who are con-
cerned with spreading the message of sobriety to older adult alcohol-
ics (SIS, 2012). SIS, originally called Sober over Sixty, began in 1990 in
southeastern New York (SIS, 2012). The reach of SIS has grown, as more
communities recognize the unique concerns of older adult alcoholics.
According to the 2004 AA Membership Survey, 16 percent of AA members
are over age 60, and 23 percent are ages 51 through 60 (Alcoholics Anony-
mous, 2008). Communities in Hawaii, mid-southern California, and Ari-
zona have established standing Cooperation with the Elder Community
committees to work on service and outreach to older adult alcoholics.
Nearly 30 groups across 11 states and one Canadian province have started
AA meetings for seniors in places of worship, senior centers, retirement
homes, and other senior-oriented settings.

Vet-to-Vet is a peer-led support program for veterans with serious
mental illnesses. Vet-to-Vet follows a consumer-professional partnership
model, where groups are separate from formal VA medical services, but
peer leaders work in close consultation with mental health professionals
(Resnick et al., 2004). Many Vet-to-Vet groups are physically located at
VA centers to maximize accessibility for participants and to facilitate con-
sultation between consumer providers and mental health professionals,
though the program has been adopted in non-VA community settings as
well (Barber et al., 2008). A 2008 nationwide survey of Vet-to-Vet partici-
pants from 38 sites found that over 40 percent of participants were black
or Latino, and 90 percent were men (Barber et al., 2008). While Vet-to-Vet
is inclusive of all veterans and does not target older adults, the average
age of participants is 53 (Barber et al., 2008). In a study of Vet-to-Vet
attendance indicators, Resnick found that older age, more negative atti-
tudes toward recovery, and lower levels of functioning were positively
correlated with more frequent attendance, suggesting that this peer sup-
port model reaches veterans who may otherwise not typically access peer
support services (Resnick, 2010).

Providing Physical, Financial, and Psychosocial Support for Families

Few family caregivers are trained to take on these roles even though
the burden can be heavy. Family caregivers are at high risk for depres-
sion. A study of over 5,500 caregivers of people with dementia found that
32 percent met criteria for depression. Caregivers of people with behav-
ioral disturbances, such as angry or aggressive behavior, and those who
spent more time caregiving were more likely to experience depression
(Covinsky et al., 2003). Caregiving also can cause financial strain when
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individuals quit their job or reduce their hours to fulfill their caregiving
duties. Approximately 42 percent have less than $50,000 in household
income. Caregivers also tend to have family obligations outside of tending
to their sick relative. The majority are married, and more than one-third
have children or grandchildren under age 18 in the household (National
Alliance for Caregiving and AARP, 2009). Data on caregivers who specifi-
cally care for older adults with MH/SU conditions are limited.

Training and education for family caregivers and providing a sup-
portive environment to talk have shown encouraging results. In a review
of family psychoeducation as an intervention for serious mental illnesses,
McFarlane et al. (2003) found more than 30 randomized trials with posi-
tive outcomes for patient recovery and family well-being. While more
research is needed to explore the efficacy of different modes of psycho-
education delivery, McFarlane and colleagues concluded that support,
information, guidance, and sharing of burden are the most critical aspects
of family education. The CMS Leadership Summit on the Direct Care
Workforce and Family Caregivers recommends that training for family
caregivers should be flexible, optional, accessible, “just in time,” self-
paced, and customized to meet the needs of individual caregivers and
people receiving care (Direct Service Workforce Resource Center, 2011).

Many state organizations and local affiliates of the National Alliance
for Mental Illness (NAMI) have adapted programs or started other pro-
grams to meet the needs of their communities” consumers and families.
NAMI New Hampshire (NAMI NH) created a program specifically for
older adults with mental illness, their families and caregivers, called Side-
by-Side for Independent Living (NAMI New Hampshire, 2012). Side-by-
Side is an educational workshop series with nine parts: (1) meeting care-
giver needs, (2) navigating the health system, (3) depression and suicide,
(4) mental health issues, (5) substance abuse and misuse, (6) understand-
ing dementia, (7) challenging behaviors, (8) legal issues, and (9) wellness
and healthy living. Each session consists of 1 hour of educational material
and 1 hour of discussion. NAMI NH has partnered with hospitals, senior
centers, assisted living facilities, community mental health centers, and
adult day programs to bring Side-by-Side to groups most likely to benefit
from this information. In some communities, NAMI NH has partnered
with major employers to offer workshops onsite during lunch hour to
reach caregivers who may not be able to attend classes at other times.
Training can be offered as a series or as individual modules to maximize
flexibility and meet specific needs. In evaluations of the program, 95
percent of over 400 program participants reported being more aware of
supports related to mental illness in older adults, and/or for caregiver
issues (NAMI New Hampshire, 2010).

Taking time away from caregiving is critical for family caregivers.
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Since 2009, the U.S. Administration on Aging has provided funding
to 24 states to implement State Lifespan Respite Programs, which are
designed to help families find respite providers and access respite pay-
ment resources (AoA, 2010).

Addressing the Needs of Diverse Populations

Providing culturally competent care is critical to reaching older adults
with MH/SU conditions. In the case of depressive illness, older minori-
ties with depression report higher impairment levels and are more per-
sistently ill than non-Hispanic, white older adults (Brown et al., 1996;
Williams et al., 2007), yet they also report decreased rates of mental health
care (Alegria et al., 2008). For example, among Medicare beneficiaries,
Latinos are approximately only half as likely as others to receive treatment
for depression and are the least likely to be treated using psychotherapy
(Crystal et al., 2003).

The diverse needs of the family caregiver mirror those of the con-
sumer. Some studies have shown that caregiver depression rates may
differ among racial groups. For example, African American caregivers
report lower levels of burden than white caregivers (Janevic and Connell,
2001), while Hispanic caregivers experience high levels of depression and
burden (Magafa et al., 2007; Pinquart and Sorensen, 2005). Differences in
level of burden may be due to specific cultural values, their influences
on how stress is perceived, and what coping techniques are employed,
as well as issues related to perception of burden within and among sub-
groups of family caregivers (Adams et al., 2002; Aranda and Knight, 1997;
Knight and Sayegh, 2010). Effectively reaching caregivers from diverse
populations requires understanding of these specific cultural norms and
developing culturally and linguistically relevant services (Aranda et al.,
2003; Chadiha et al., 2006).

Engaging older consumers and families from minority populations
is a unique challenge that is currently not widely addressed. One exem-
plary effort is from the Union of Pan Asian Communities (UPAC), a
human services organization in San Diego that offers an array of support
opportunities for older adults with MH/SU conditions. UPAC operates
a counseling and treatment center for monolingual and limited English-
proficient Asian and Pacific Islander adults and older adults with mental
illness. The center focuses on helping individuals and their families to
better understand the effects of posttraumatic stress, depression, and
social isolation. Most clients are immigrants and refugees who face other
challenges such as lack of access to health care and community resources,
previous or ongoing trauma, past incarceration, and alcohol, drug, or
gambling addictions. Another of UPAC’s major programs, Elderly Mul-
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ticultural Access and Support Services (EMASS), has helped over 800
Filipino, Latino, African American, and Somali clients learn about and
discuss mental health issues through culturally tailored “Good Mental
Health” forums and other activities. Focus groups run by the Health Ser-
vices Research Center of the University of California, San Diego, found
that EMASS participants reported an increased knowledge of prevention
and early intervention for mental health problems, and a relief of mental
health symptoms, including depression and anxiety (Union of Pan Asian
Communities, 2011). In addition to these services, UPAC operates the East
Wind Club House, which provides peer-led socialization and rehabilita-
tion activities to approximately 180 chronically ill Southeast Asian adults
and older adults with mental disabilities. It is the first program of this
kind in California. UPAC also partners with other community organiza-
tions to provide multicultural peer and family support at the San Diego
County Psychiatric Hospital. This program specifically staffs Older Adult
Family Support Specialists (Montrose Counseling Center, 2012b).

Along with ethnic and racial minority populations, lesbian, gay, bisex-
ual, and transgender (LGBT) older adults are also often disenfranchised
as MH/SU consumers (Hunter, 2005). The Montrose Counseling Center
in Houston is dedicated to providing affordable mental health services
to the local LGBT community. Montrose launched the Seniors Preparing
for Rainbow Years (SPRY) program in 2005 specifically to meet the needs
of older adults. SPRY holds weekly men’s and women’s peer support
groups, sponsors social activities, and provides professional counseling
and case management. Montrose has launched a community campaign
that encourages anyone to become an advocate for LGBT seniors. Advo-
cates receive a 1-day training to recognize signs of depression, suicide
risk, and substance abuse in LGBT seniors. Advocates are trained in QPR
(Question, Persuade, and Refer) to connect older adults to SPRY services
(Montrose Counseling Center, 2012a).

FINDINGS AND CONCLUSIONS

The committee’s finding on the current state of the geriatric MH/SU
workforce are summarized in Box 3-7. The barriers to building an ade-
quately sized, well-trained geriatric MH/SU workforce are numerous
and complex. Recent efforts to augment training show that even when
provided opportunities to specialize in geriatric MH/SU, students often
do not choose to pursue them. This could be because financial returns
for specializing in geriatric MH/SU are relatively unfavorable. However,
money does not always override negative perceptions of MH/SU and
aging, or professional influences to enter more “prestigious” specialties.
These observations underscore the importance of simultaneously provid-

Copyright © National Academy of Sciences. All rights reserved.



The Mental Health and Substance Use Workforce for Older Adults: In Whose Hands?

224 MENTAL HEALTH AND SUBSTANCE USE WORKFORCE FOR OLDER ADULTS

BOX 3-7
Findings on the Geriatric Mental Health and Substance Use
(MH/SU) Workforce

Defining the Geriatric MH/SU Workforce
a. The geriatric MH/SU workforce is made up of many types of pro-
viders. Workforce roles are often poorly defined and overlapping.

Estimating Workforce Supply and Demand

b. Standardized workforce data that are trended over the time re-
quired to make accurate predictions of workforce supply and de-
mand are not available.

Shortage of Geriatric MH/SU Providers

c. The workforce prepared to care for geriatric MH/SU is inadequate
in sheer numbers, with the growth of the population threatening to
exacerbate this.

Recruiting Geriatric MH/SU Providers

d. Across all health professions, relatively few opportunities exist for
specialization in geriatric MH/SU. There is little support or mentor-
ship available for those who do pursue specialization.

e. Financial incentives are not in place to encourage geriatric MH/SU
providers to enter and stay in this field.

Inadequate Preparation of the Geriatric MH/SU Workforce

f. Professional training in geriatric MH/SU is inconsistent and not
well documented because national standards and requirements in
these areas are minimal and vague. MH/SU specialists have little

ing more training opportunities, guidance, mentorship, positive experi-
ences, and financial incentives. Building up one of these components
without considering the others will not solve the workforce crisis at hand.

Training general health care professionals and direct care workers is
pivotal to improving the workforce because they are the most likely to
have contact with older adults with MH/SU conditions. The extent to
which training and education are provided for these groups is not well
documented. Relatively few standards ensure that formal training pro-
grams include competencies in addressing MH/SU conditions in older
adults. Also essential to training are skills in cultural competence and
interprofessional collaboration to meet the complex needs of older adults.
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required training in geriatrics; geriatric specialists have little re-
quired training in MH/SU; and most general providers do not have
extensive requirements in either area.

Training the Geriatric MH/SU Workforce

g. Many professions have made progress on geriatric MH/SU compe-
tency development and workforce development, though these ef-
forts are often done in silos where their dissemination and impact
are not easily measured.

h. Innovations in geriatric MH/SU workforce development are of-
ten vulnerable to grant cuts, and many promising programs end
without adequate documentation or evaluation to assist future
development.

Strengthening the Role of Direct Care Workers (DCWs) in Geriatric

MH/SU Care

i. Complex factors, including poor working conditions, low wages,
lack of training, and limited opportunities for advancement, deter
the development of a stable DCW workforce.

j. DCWs have the most contact with older adult patients, yet do not
have adequate training in geriatrics or MH/SU, and virtually never
get trained in both.

Empowering Older Adults and Their Families

k. There is a growing emphasis on peer support and self-care, includ-
ing for older adult populations.

|. Family members play a major role as caregivers, but receive little
support and training for caring for older adults with any medical
conditions, including MH/SU conditions.

However, the evidence base to determine what modes of training are most
effective in geriatric MH/SU is largely insufficient.

Consumers and their families are often overlooked members of the
workforce, though this is changing with an increasing number of initia-
tives to hire consumers and family members as paid providers. Even for
those not formally entering the workforce, opportunities for education
and support are growing. Whether these initiatives are specifically reach-
ing older MH/SU consumers and their caregivers has not been thor-
oughly evaluated. The degree to which existing education and support
programs are culturally sensitive and accessible to minority populations
is also unknown.
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Workforce Implications of Models of
Care for Older Adults with Mental

Health and Substance Use Conditions

Abstract: This chapter reviews nine models of care delivery for older
adults who have depression, substance use conditions, serious mental ill-
ness, or psychiatric and behavioral symptoms related to dementia. Men-
tal health and substance use (MH/SU) care—particularly for depression
and at-risk drinking—is most effective for older adults when it includes
systematic outreach and diagnosis, patient and family education and
self~-management support, provider accountability for outcomes, and
close follow-up and monitoring to prevent relapse. These elements are
best obtained when care is patient-centered, in an easily accessed loca-
tion (e.g., in primary care, senior centers, or individuals” homes), and
coordinated by trained personnel with access to specialty consultation.
These aims are not likely to be achieved, however, without significant
practice redesign, critical changes in Medicare payment rules, and sub-
stantial efforts to train and retrain the workforce appropriately. Research
on effective delivery of MH/SU care for individuals residing in nursing
homes and other residential settings, prisoners, rurally isolated elders,
and older adults with severe mental illnesses is urgently needed.

The previous chapters described the mental health and substance
use (MH/SU) needs of older adults and the available information on the
health care workforce that serves them. The messages of the chapters are
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clear. The MH/SU needs of older adults! are complex, typically co-occur
with other health problems, and are often inadequately addressed by
today’s health care system. Moreover, the health care workforce is insuffi-
ciently prepared to address the MH/SU needs of the geriatric population.

The committee agreed early in its deliberations that the effectiveness
and efficiency of the geriatric mental health workforce derives not only
from the skills, knowledge, and size of the workforce, but also from how
care is organized and delivered. The objective of this chapter is twofold:
first, to review what is known about how to optimize the capacity of
the workforce to yield better outcomes, especially in light of the chronic
nature of geriatric MH/SU conditions and, second, to consider the impli-
cations of such models for workforce training and deployment of health
care workers.

ORGANIZATION OF THE CHAPTER

The chapter begins with a brief description of the chronic care model—
the central framework for many promising innovations in MH/SU care
delivery. The next section reviews nine models of care delivery for older
adults who have MH/SU conditions (Table 4-1). The committee had nei-
ther the resources nor the time to conduct a systematic review of model
interventions. The nine models were selected to include common geriatric
MH/SU conditions as well as the important settings where older adults
often receive services. The models make clear that there is indeed an evi-
dence base demonstrating that patient outcomes can improve with reor-
ganization of care. Thus, the committee urges that workforce planners and
policy makers should move beyond dismissive summaries that “nothing
works for these patients” and consider the implications of the models for
workforce education, training, credentialing, and licensure.

However, the robustness of evidence does vary across care settings
and older adult populations; some published evidence had to be avail-
able in order to be included in this review. Research on effective delivery
of MH/SU care is particularly lacking for older adults in nursing homes,
residential treatment settings, and other congregate living arrangements
as well as for prisoners, rurally isolated elders, and older adults with seri-
ous mental illnesses.

For settings with several intervention models, the committee chose
the model that had the most robust evidence. For example, the Preven-
tion of Suicide in Primary Care Elderly Collaborative Trial (PROSPECT)

IThis report uses the term “older adults” to refer to adults age 65 and older. “Mental
health workforce” refers to the full range of personnel providing services to older adults
with mental health and substance use conditions.
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TABLE 4-1
Models Reviewed in This Chapter

Depression

Improving Mood-Promoting Older adult population with

Access to Collaborative major depression, dysthymic

Treatment (IMPACT) disorder, or both

Kaiser Nurse Telehealth Care Adult population (all ages)

Model starting antidepressant drug
therapy

Program to Encourage Active Older, community-residing

and Rewarding Lives for Seniors adults with minor depression

(PEARLS) and dysthymia who are receiving

social services
Substance Use

Screening, Brief Intervention, and Older adult population at risk for

Referral for Treatment (SBIRT) alcohol and substance misuse
Primary Care Research in Older primary care patients with
Substance Abuse and Mental symptoms of depression, anxiety,

Health for the Elderly (PRISM-E) and at-risk drinking

Serious Mental lliness (SMI)

Helping Older People Experience  Older adults with SMI residing in

Success (HOPES) the community

Psychogeriatric Assessment Older adults with SMI living in
and Treatment in City Housing urban public housing

(PATCH)

Wellness Recovery Action Adults (all ages) with severe and
Planning (WRAP) persistent mental illness

Psychiatric and Behavioral Symptoms Related to Dementia

Providing Resources Early to Older adults with Alzheimer’s
Vulnerable Elders Needing and their caregivers
Treatment (PREVENT)
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was an effective intervention, but did not have as large a sample size
or geographic diversity as the Improving Mood-Promoting Access to
Collaborative Treatment (IMPACT) trial (Bruce et al., 2004). Similarly,
the Healthy IDEAS (Identifying Depression, Empowering Activities for
Seniors) trial of home-based depression treatment was not a random-
ized controlled trial (RCT) like the PEARLS trial, although it did show
some evidence of effectiveness (Casado et al., 2008; Quijano et al., 2007).
The selected models include interventions for managing depression in
primary care and in home care settings, for addressing substance use,
for assisting older adults with severe and persistent mental illness, and
for managing the psychiatric and behavioral symptoms of dementia in
primary care. For additional research on models for delivering MH/SU
interventions to older adults, see the following reviews: (Bruce et al., 2005;
Chang-Quan et al., 2009; Eklund and Wilhelmson, 2009; Frederick et al.,
2007; Skultety and Rodriguez, 2008; Skultety and Zeiss, 2006, Snowden
et al., 2008; Steinman et al., 2007).

The chapter concludes with a discussion on the implications of the
models for developing the workforce.

THE CHRONIC CARE MODEL

U.S. health care delivery remains in a mode of care with origins in
the early 20th century, when health care problems were typically acute
and life expectancy was significantly shorter than today (Grumbach and
Bodenheimer, 2002; IOM, 2001, Wagner et al., 1996). However, an acute
care orientation is not appropriate for much of geriatric care (IOM, 2008).
For the older adult, chronic illness is the norm, not the exception—for
both mental and physical health conditions. An estimated 34 million of
the 38 million older adults (89 percent) in the United States in 2009 had at
least one chronic health condition (Alecxih et al., 2010). As a consequence,
older adults most often seek medical care for chronic conditions such as
diabetes or hypertension rather than acute problems such as respiratory
infections or fractures. Yet most primary care practices that care for older
adults continue to be designed to respond to the needs of patients with
time-limited, acute health care problems (Berenson and Horvath, 2003;
Grumbach and Bodenheimer, 2002). The gap between the type of care
needed and the type of care available is particularly troublesome for older
persons with mental illness (WHO, 2003). Research on treatment prefer-
ences also suggests that older adults with some MH/SU conditions, such
as depression, prefer to receive mental health services in a primary care
setting rather than via referral to a psychiatric specialist (Gum et al., 2006).
However, primary care physicians detect and adequately treat or refer
only 40-50 percent of patients with MH problems (Speer and Schneider,
2003). Moreover, surveys of primary care physicians indicate that fewer
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than half of the patients they refer for mental health treatment actually
receive services (Callahan et al., 1994; Lindley et al., 2010).

Thus the committee agreed that its assessment of how to strengthen
the geriatric MH /SU workforce should assume a chronic care framework
for delivering services. The committee also agreed that the Chronic Care
Model (CCM), developed by Wagner and colleagues (2001), is an appro-
priate conceptual framework for integrating geriatric MH/SU services
into primary care (Bodenheimer et al., 2002a,b; McDonald et al., 2007).

While the research on the CCM has limitations, the model has been
demonstrated to lead to better outcomes across a variety of patient popu-
lations and care settings (Coleman et al., 2009; McDonald et al., 2007).2
Moreover, the model is flexible by design so that it can vary across orga-
nizations, settings, and time. Nevertheless, successful implementation
requires fundamental changes in provider behavior and practice redesign
to support the longitudinal, coordinated care of populations. The commit-
tee believes that a CCM approach has far more potential to reach more
older adults more effectively and efficiently than today’s usual approach
of referral to specialists and separation—sometimes carving out individu-
als’ mental health concerns—from other aspects of their care.

Care Coordination

The overarching principle of the CCM is that chronic illness care is
best delivered with coordinated teams of providers working in systems
and within communities that support the care of populations (Coleman
et al., 2009; Epping-Jordan et al., 2004; McDonald et al., 2007; Wagner,
1998; Wagner et al., 2001). Care coordination, sometimes referred to as
“disease management” or “care management,” is at the heart of most of
the MH/SU models reviewed in this chapter. Numerous definitions of
care coordination have been suggested. The committee adopted the fol-
lowing definition proposed by McDonald and colleagues (2007, p. 6) in a
systematic review of quality-improvement strategies:

the deliberate organization of patient care activities between two or
more participants (including the patient) involved in a patient’s care to

2For example, most of the research on chronic care management focuses on single chronic
conditions in limited types of settings for only short periods of time. As a result, the findings
may not be generalizable to real-world settings with more limited resources, motivation, or
expertise. Evidence to support the cost-effectiveness of CCM-based interventions is also lim-
ited (Katon et al., 2005; Peikes et al., 2009). Given that most persons with chronic conditions,
including those with mental illness, suffer from more than one chronic condition, there is
a need for testing the broader model among populations with multiple chronic conditions.
This may be particularly true for older adults who are more likely to suffer from multiple
chronic conditions (Boult et al., 2010).
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facilitate the appropriate delivery of health care services. Organizing
care involves the marshalling of personnel and other resources needed
to carry out all required patient care activities, and is often managed by
the exchange of information among participants responsible for different
aspects of care.

In the context of models of care for geriatric MH/SU, the essential
components of care coordination with respect to workforce roles, skills,
and competencies are

e A patient-centered approach that recognizes the goals, culture, lan-
guage, communication level, and needs of the individual patient or
client.

e Team-based care with each team member having the appropriate
skills and resources as well as understanding of his or her role on
the team. The team is led by a primary care provider (e.g., general-
ist physician or nurse practitioner). A critical focus of the team'’s
efforts is on engaging patients and clients in their care by helping
them set goals and solve problems for improved self-management.

e Stepped care; simpler interventions are tried first, more intensive
interventions are considered if a good outcome is not achieved.
Inherent in the stepped-care approach is the understanding that
some patients will require input, comanagement, or management
by specialist physicians.

¢ Longitudinal tracking of the patient’s care and outcomes. Continu-
ous follow-up of care is integral to stepped care, relapse preven-
tion, and team members’ accountability for patient outcomes.

* Access to specialty care or other exceptional resources for those
patients whose goals cannot be met with the earlier steps in the
stepped-care approach. CCM does not eliminate the need for spe-
cialists. Rather, it seeks to improve the appropriate use of this
limited resource.

These components are clearly interrelated and suggest other key
resources that should be available to the care team such as an infrastructure
to support communication with the patient and among other health care
providers; the capacity to tailor the treatment to individual patient needs;
information technology to allow tracking of the process and outcomes of
care and decision support; and access to appropriately trained human
resources. For most primary care practices, implementing care coordi-
nation requires system-level practice redesign and personnel retraining
programs as well as electronic health records for shared access to patients’
clinical data, individualized decision support, and easy communication
between providers.
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CARE DELIVERY MODELS FOR GERIATRIC MH/SU

This section of the chapter reviews nine models for providing
MH/SU services to older adults (Table 4-1). It includes a brief review
of MH/SU services in nursing home residents (despite the dearth of
research on this very vulnerable population). As noted earlier, the mod-
els presented here reflect a variety of interventions (with variable levels
of evidence) for depression, substance use, serious mental illness, and
psychiatric and behavioral symptoms related to dementia. Several of
the models began as RCTs, which yielded clinically significant results
and have since been implemented in numerous sites around the country.

Models for Managing Depression

As Chapter 2 describes, depression during later life is prevalent and
adversely affects many aspects of the person’s life, including physical
health, disability, quality of life, health services usage, and mortality
(Blazer, 2003, 2009; Hybels et al., 2009).3 Nevertheless, only a minority of
older adults affected by depression receive adequate care (Garrido et al.,
2011). This is despite more than two decades of research demonstrating
the effectiveness of certain depression treatments such as antidepressant
medications and some forms of psychotherapy for older adults (Blazer,
2009). More recent research—including well-executed RCTs—has also
shown that there are effective models of care for delivering these treat-
ments to ensure good outcomes for a variety of diverse, older adult
populations (Arean et al., 2005a,b; Cavanagh et al., 2006; Ciechanowski
et al., 2004; Frederick et al., 2007; Hunkeler et al., 2000, 2006; Katon et al.,
2006; Proudfoot et al., 2003; Schonfeld et al., 2010; Steinman et al., 2007;
Untitzer et al., 2003; Williams et al., 2004). This body of evidence clearly
suggests that the integration of mental health services into the primary
care setting—where older adults receive the majority of their medical
care—is an effective and efficient approach to improving the outcomes for
older adults who have depression at the population level. Compared with
usual care, these innovations have been shown to improve older adults’
treatment outcomes and satisfaction with care. In addition, primary care
physicians report greater satisfaction with their ability to meet the needs
of patients with depression.

3See Chapter 2 for detailed epidemiological data.
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Improving Mood-Promoting Access to Collaborative Treatment (IMPACT)

IMPACT was one of the most robust trials ever conducted to assess
the effect of collaborative depression care for older adults (Uniitzer et al.,
2002). The RCT, funded by several foundations, compared usual care with
a collaborative, stepped-care treatment model for 1,801 older adults who
met DSM-IV-TR criteria* for major depression or dysthymia. Eighteen
primary care clinics in urban and semi-rural settings representing eight
health care organizations in five states® participated in the trial IMPACT,
2011a). The clinics included a wide variety of health care delivery systems,
including several health maintenance organizations (HMOs), traditional
fee-for-service clinics, an Independent Provider Association (IPA), an
inner-city public health clinic, and two Veterans Affairs (VA) clinics. Fol-
lowing the intervention, IMPACT patients reported greater improvement
in depression, greater remission rates, improved quality of life, and satis-
faction with care. An analysis of study participants in two HMO settings
found that the model reduced total health care costs by about $3,300 per
person over a 4-year period (Uniitzer et al., 2008).6

The IMPACT model has been replicated in other trials, demonstrat-
ing its generalizability, effectiveness, and suitability for introduction into
primary care practices nationwide (Ell et al., 2008, 2010; Gilmer et al.,
2008; Grypma et al., 2006; Katon et al., 2004). The program has been either
implemented or implementation is under way in 38 states (not all of the
programs target the older adult population). Nevertheless, barriers such
as Medicare payment policy, lack of infrastructure, and a dearth of trained
personnel have prevented widespread implementation for older adults.

Intervention In the IMPACT model, potential patients are either referred
to treatment by their primary care provider (PCP) or are identified via
routine depression screening. During the initial treatment visit, a depres-
sion care manager (DCM) completes an assessment, provides education
about treatments, and asks the participant about his or her preference
for depression treatment: antidepressant medications or psychotherapy.
The DCM is supervised by a psychiatrist. All patients are encouraged to
engage in some form of behavioral activation, such as physical activity
or scheduling pleasant events. The IMPACT treatment algorithm suggests
an initial choice of an antidepressant medication made by the psychiatrist

4DSM, or DSM-IV-TR, refers to the Diagnostic and Statistical Manual of Mental Disorders.
During the course of this study, the Fourth Edition-Text Revision (DSM-IV-TR) was in use.
A fifth edition is expected in 2013 (American Psychiatric Association, 2012).

5The five states were California, Indiana, North Carolina, Texas, and Washington state.

Cost data were not available at the other study sites.
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upon review of the patient with the DCM or a course of “Problem Solving
Treatment in Primary Care,” a brief structured psychotherapy delivered
by the DCM in the primary care office setting (Hegel and Arean, 2003).
The DCM follows up in person or by telephone approximately every
2 weeks during the intensive phase and approximately monthly for the
remainder of the program. The duration of the intervention is 1 year.

Staffing Training is required to become an IMPACT DCM. The Advanc-
ing Integrated Mental Health Services Center at the University of Wash-
ington offers two training options: a 2-day in-person course or free
online training (IMPACT). While most trainees have been social workers,
psychologists, counselors, marriage and family therapists, psychiatrists,
PCPs, nurses, and nurse practitioners, others are eligible for training.
An IMPACT certificate program is under development and planned for
release in 2012 (IMPACT, 2011b).

In primary care settings, IMPACT requires a partnership with a con-
sulting psychiatrist (or other mental health specialist) who can provide
regular consultation and supervision. If implemented in a mental health
setting, a partnership is needed with the participant’s primary care pro-
vider. The DCM works with the primary care provider and receives addi-
tional support from the psychiatrist, who focuses on difficult cases and
individuals not responding as expected.

Kaiser Nurse Telehealth Model

Older adults often have difficulty getting to providers’ offices because
of cost, limited transportation options, or availability of services where
they live (e.g., in rural areas). There is an emerging literature suggest-
ing that telephone counseling and Internet-based programs may help
overcome obstacles to accessing care and at substantially lower cost (Bee
et al., 2008; Dieterich et al., 2004; Gellis et al., 2012; Hunkeler, 2011; Leach
and Christensen, 2006; Pearson et al., 2003; Simon et al., 2004; Tutty et al.,
2005). However, little related research specifically focuses on older adults.
Patients receiving telecare must have affordable phone service with good
connectivity and a private place to speak (Hunkeler, 2011). They must also
hear well over the telephone, which could be a limitation for some older
adults. Nurse telehealth care—including behavioral activation, supportive
counseling, and monitoring of a patient’s response to pharmacotherapy—
has been tested in a variety of settings (Meresman et al., 2003). The Kaiser
Nurse Telehealth Care Model has been implemented and evaluated in
13 unaffiliated primary care clinics in Maine (Pearson et al., 2003) with
similarly positive results, although with a younger, under-65 patient
population.
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Intervention The Kaiser Nurse Telehealth Model was developed and
evaluated in the northern California region of Kaiser Permanente as
an adjunct to depression treatment (although not specifically for older
adults). Hunkeler and colleagues (2000) compared usual physician care,
telehealth care, and telehealth care plus peer support to evaluate two
augmentations of antidepressant treatment in an unbalanced randomized
trial” in two large primary care clinics. Participants included adults, ages
19 to 90, who were beginning antidepressant treatment for major depres-
sive disorder or dysthymia. The patients receiving the intervention (with
or without peer support) were more likely to experience improvement
in depression and mental functioning compared to patients using usual
Kaiser services.

Staffing Care was provided by a primary care physician and nurse and,
in one arm of the trial, peer counselors (i.e., trained Kaiser members
recovered from depression) as well. The nurses made 10 6-minute calls to
the patients over a 4-month period. During the calls, the nurse answered
patients” questions about the medication, gave advice on dealing with
side effects, and reinforced the importance of continuing the medication.
The nurses also offered emotional support, encouraged patients to engage
in pleasurable activities, reviewed the activities of the previous week, and
helped the patient plan for future activities. Peer support was provided
by volunteer health plan members who had been treated successfully for
depression. They received approximately 20 hours of training and were
matched with individuals of similar age and sex.

Program to Encourage Active and Rewarding Lives for Seniors (PEARLS)

Depression is particularly common among older adults who are
socially isolated and have medical comorbidities or physical impair-
ments. The PEARLS (Program to Encourage Active and Rewarding Lives
for Seniors) program is a home-based intervention specifically designed
for homebound, frail older adults with chronic medical conditions. The
PEARLS trial, funded by the Centers for Disease Control and Prevention
(CDC), was one of the first studies to demonstrate the feasibility of col-
laborating with community service organizations to identify and effec-
tively treat depressed, homebound older adults primarily with counseling
rather than prescription drugs (Ciechanowski et al., 2004). Community
service organizations in 14 states provide the PEARLS programs.?

7In an unbalanced randomized trial, more patients are put in the treatment group when
there is a strong suggestion it will prove superior.
8See http:/ /www.pearlsprogram.org.
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The original PEARLS trial included 138 adults with minor depres-
sion or dysthymia who were recruited from community senior service
agencies in Seattle, WA. The participants had an average of five chronic
medical conditions. Racial and ethnic minorities made up 42 percent of
the study population. More than half of the study population (58 percent)
had annual incomes of less than $10,000. Patients with minor depression
or dysthymia were randomized to the intervention or usual care. Inter-
vention patients had significantly greater improvement in depression
symptoms and quality of life compared to usual care patients and they
showed a trend of fewer (self-reported) hospitalizations.

PEARLS has also been tested and found effective in reducing depres-
sion and suicidal ideation in adults of all ages with epilepsy (Ciechanowski
et al., 2010a).

Intervention A DCM supervised by a psychiatrist provides six to eight
depression management sessions in the patient’s home over a 5-month
period and follows up with up to six brief monthly telephone contacts.
The sessions include problem-solving treatment, in which participants
are taught to recognize depressive symptoms, to define problems that
may contribute to their depression, and to devise steps to solve those
problems; and behavioral activation such as social and physical activity
planning and pleasant event scheduling.

Staffing The DCMs in the original PEARLS trial were two trained
master’s-level social workers and a registered nurse. In posttrial imple-
mentation, a wide selection of bachelor’s-level workers, typically drawn
from the staff of the community organization implementing the program,
have been trained. PEARLS training includes 2 days of in-person instruc-
tion in how to deliver the problem-solving treatment, as well as tech-
niques that encourage physical and social activation. Training is available
in sites around the country (http://www.pearlsprogram.org/Training.
aspx). A PEARLS toolkit is available online and an online toolkit is being
developed (Ciechanowski et al., 2010b).”

Substance Use Models

Substance use!? is often unappreciated as relevant to geriatric care
even though, as the previous chapter reports, many older adults misuse

°Go to: http:/ /www.pearlsprogram.org/LinkClick.aspx?fileticket=X-rXfpFDF0Q%3d &
tabid=69.

10This report uses the term “substance use” to refer to misuse of alcohol and drugs (pre-
scription, over the counter, and illicit).
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prescription medications and over-the-counter drugs, engage in at-risk
drinking, and, to a lesser extent, use illicit substances. Relatively few older
adults are screened for substance use conditions; even fewer who need
treatment receive it (Schonfeld et al., 2010). This may be due, in part, to
the unique challenges in addressing geriatric substance use. Diagnosis,
for example, can be difficult because older adults’ chronic medical condi-
tions and related symptoms may mimic the effects of substance misuse
or be misinterpreted as normal signs of aging by both providers and
older adults themselves. In addition, older adults may experience greater
shame and guilt over their alcohol use and thus are less inclined to report
problems. Because lower levels of drinking have dangerous health effects
in older people compared to younger people, older at-risk drinkers may
not perceive their alcohol use as risky (Blow, 1998).

Over the past two decades, findings from intervention studies con-
ducted in a variety of medical and social service settings have shown
that standardized screening and brief interventions can be effective in
reducing nondependent substance use in adults of all ages, including
older adults (Babor et al., 2007; Blow and Barry, 1999; Fleming et al., 1999;
Lin et al., 2010; Moore et al., 2011; Schonfeld et al., 2010; Whitlock et al.,
2004). In particular, screening and brief interventions have shown reduced
alcohol consumption among older adults over an extended period of time
(up to 18 months) in an array of health care and social service settings
(Fleming et al., 1999; Moore et al., 2011; Schonfeld et al., 2010). One of the
largest clinical studies of brief interventions in a primary care setting, the
Trial for Early Alcohol Treatment (Project TrEAT), found that individuals
in the intervention group had fewer hospital days and emergency depart-
ment visits compared to the controls (Fleming et al., 1999). These effects
were still significant after 2 years of follow-up (Fleming et al., 1999). A
number of successful brief intervention studies also have been conducted
in emergency department settings (Havard et al., 2008).

Because older adults receive services in a variety of settings and inter-
act with numerous providers, there are many opportunities for screening
and intervention. These include when older adults fill out new intake
forms, during health care appointments, in emergency departments and
urgent care clinics, during visits with home care nurses and social work-
ers, and visits to senior centers and other social service agencies. This sec-
tion describes two programs—SBIRT and PRISM-E—that use screening
and brief interventions to address geriatric substance use.

Screening, Brief Intervention, and Referral for Treatment (SBIRT)

SBIRT is an early intervention and treatment model for persons who
have substance use disorders. It is particularly noteworthy that Medicaid,
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Medicare, and some commercial payers reimburse certain providers for
providing SBIRT services in certain settings unlike other evidence-based
MH/SU models (CMS, 2011; IRETA, 2010). Medicare, for example, cov-
ers SBIRT services provided by physicians, physician assistants, nurse
practitioners, clinical nurse specialists, clinical psychologists, and clinical
social workers for services delivered in physicians’ offices and outpatient
hospitals (CMS, 2011).
The SBIRT model has three parts:

e Screening to identify at-risk individuals, to assess the severity of
misuse, and to determine the appropriate intervention.

e A brief intervention to increase individuals’ awareness regarding
substance misuse and to motivate behavioral change. In the pri-
mary care setting, brief interventions range from a brief dialogue
between the provider and patient to concise counseling sessions
with follow-up via telephone. For example, for the patient who
engages in high-risk drinking behaviors, the provider may express
concern, inform the patient that his or her current alcohol con-
sumption levels are above recommended limits, and advise the
patient to reduce or stop drinking (NIAAA, 2005).

e Referral to treatment to provide further assessment and care for
persons with severe problems.

In 2003, in response to the state legislature’s concern about substance
use by the state’s elderly population, the Florida Department of Chil-
dren and Families Substance Abuse Program initiated a 3-year screening
and brief intervention pilot program for older adults in four counties
(Schonfeld et al., 2010). Schonfeld and colleagues developed the program
based on Substance Abuse and Mental Health Services Administration
(SAMHSA) Treatment Improvement Protocols (TIPs) and other research.
TIPs are consensus-based, field-reviewed guidelines on various substance
abuse treatment topics (SAMHSA, 1998). The Florida team revised the
SBIRT source materials to be age appropriate and available in both Eng-
lish and Spanish. The objective of the pilot—referred to as Brief Interven-
tion and Treatment for Elders or BRITE—was to identify older adults who
had nondependent substance use or prescription medication problems
and to provide them with effective interventions before they needed more
specialized treatment.

The project’s success led to a SAMHSA SBIRT grant for an additional
5-year program that eventually included 31 sites in 18 counties, includ-
ing retirement communities, senior centers, general and trauma hospitals,
primary care and urgent care clinics, VA medical facilities, and federally
qualified health centers (Florida BRITE Project, 2009). From 2007 until the
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SAMHSA grant ended in September 2011, there were more than 85,000
screenings of adults age 55 and older. An estimated 20 percent!! of those
screened later received one or more brief interventions. An evaluation
of the program demonstrated significant 6-month improvements in mis-
use of alcohol and medications as well as depression. Future funding of
BRITE is uncertain.!?

Intervention!® Outreach, screening, and counseling services were pro-
vided by BRITE counselors employed by four state agencies. Outreach
presentations and screenings were conducted at health fairs, retirement
communities, and senior housing sites. Bilingual counselors used a brief
prescreening interview to identify individuals who might need further
intervention. In addition, because substance misuse and depression often
co-occur in older adults, individuals were also screened for depression
and suicide risk. At-risk individuals were encouraged to maintain regular
contact with primary care, social, aging, and other service providers.

Staffing!® Addictions specialists, nurses, social workers, and mental
health counselors completed 4 hours of training to become certified as
a BRITE counselor. Certified counselors also attended annual follow-
up training workshops. Training included use of screening methods,
brief intervention with a “Health Promotion Workbook,” and brief treat-
ment. The counselors were instructed to initiate the brief intervention
immediately after a positive screen. If the client appeared too tired, the
intervention was scheduled for a follow-up visit. Individuals with severe
substance use problems were referred to other agencies for detoxification
or treatment.

Primary Care Research in Substance Abuse and
Mental Health for the Elderly (PRISM-E)

PRISM-E was a multisite comparative trial of two models of care for
treating at-risk drinking (as well as depression and anxiety) among older
adults seeking primary care services in the VA health care system.!* The
study is the largest comparative trial ever conducted on MH/SU care for

HThe 20 percent statistic is from the first 3 years (Rodriguez et al., 2010).

2L awrence Schonfeld, University of South Florida, College of Behavioral and Community
Sciences, personal communication, February 2, 2012.

13These details on the intervention and staffing are specific to BRITE because it was tai-
lored to an older adult population.

4For more information on the trial’s findings related to depression and anxiety, see Arean
et al., 2008; Bartels et al., 2004; Gallo et al., 2004; Kaskie and Buckwalter, 2010; Krahn et al.,
2006; Levkoff et al., 2004.
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older adults. It was funded by a unique collaborative effort of four federal
agencies: SAMHSA, the VA, the Health Resources and Services Admin-
istration, and the Centers for Medicare & Medicaid Services. Because
PRISM-E was a comparative trial, response to treatment could not be
assessed. The objective was to compare the clinical outcomes of an inte-
grated care model versus “enhanced referral” to specialty care.

The PRISM-E trial included 560 primary care patients age 65 and older
who screened positive for at-risk alcohol use. They were then randomized
to one of two models of care: integrated MH/SU services or enhanced
referral to a specialty mental health setting (Levkoff et al., 2004; Oslin
et al., 2006). Men who reported more than 14 drinks per week, women
who reported more than 12 drinks per week, or anyone who reported
more than 3 drinks 4 or more times during the past 3 months (i.e., binge
drinking) were considered at-risk drinkers. The study participants were
primarily male (92 percent) and white (70 percent). Patients with both at-
risk drinking and a mental disorder were treated for both disorders. Ten
VA sites!® participated, including primary care clinics and mental health
specialty clinics nationwide (Levkoff et al., 2004).

Intervention In the integrated care model, services were colocated in a
primary care setting where there was no apparent distinction—such as
signage, clinic names, or staff—between the primary care and MH/SU
care locations. At-risk drinkers received a brief, standardized treatment
protocol that included three 20- to 30-minute alcohol intervention coun-
seling sessions (Oslin et al., 2006). The protocol included a structured
workbook with information on drinking cues, reasons for drinking, rea-
sons to reduce or stop drinking, and a drinking “agreement” similar to a
prescription form.

In the enhanced referral care model, MH/SU services were provided
in a physically separate specialty MH/SU clinic designated by the pri-
mary care clinic. In contrast to the more typical referral process for spe-
cialty care, patients received enhanced referral support and case manage-
ment. There was a clear referral process from the primary care clinic to
the MH/SU specialist, transportation to the referral clinic was ensured,
and an appointment was guaranteed within 4 weeks of randomization.
In addition, the primary care clinic was notified if patients failed to make
the first visits and patients were contacted if they missed any subse-
quent appointments. A process was also in place for emergency or urgent
consults.

The investigators found no significant differences in at-risk alcohol

150nly 9 sites were included in the analysis of the trial because fewer than 10 individuals
participated in the tenth site (Oslin et al., 2006).
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use between the two models (Oslin et al., 2006). Participants in both
treatment groups reported significantly lower average weekly drinking
as well as binge drinking. The investigators concluded that older at-risk
drinkers can substantially modify their drinking over time, but neither
model of care was superior in achieving the result. Participating primary
care clinicians, however, reported preferring the integrated care model
primarily because of improved communication between themselves and
mental health specialists, decreased stigma, and better coordination of
mental and physical health care (Gallo et al., 2004).

Staffing In the integrated model, providers (e.g., psychiatrist, psycholo-
gist, clinical social worker, or nurse with MH/SU training) had different
levels of expertise in treating substance use. They received special train-
ing and worked in collaboration with older adults” PCPs (Levkoff et al.,
2004). Services in the specialty clinic were provided by licensed MH/SU
clinicians, including psychiatrists, psychologists, social workers, nurses,
or case managers with MH/SU training (Levkoff et al., 2004).

Models for Older Adults with Serious Mental Illness

As Chapter 2 describes, a growing number of older adults have seri-
ous mental illnesses (SMIs) such as schizophrenia, delusional disorder,
bipolar disorder, and severe, recurrent, or treatment-refractory depres-
sion. Few representative data describe this particularly vulnerable popu-
lation, although they are likely to have the most complex needs of any
other subgroup of adults over age 65. Available studies suggest that older
adults with an SMI have substantially higher rates of diabetes, lung dis-
ease, cardiovascular disease, and other comorbidities that are associated
with early mortality, disability, and poor function (Bartels, 2004; Lin et al.,
2011). They also have significant impairments in psychosocial functioning
and are likely to experience loss of social supports as they age (Bartels and
Pratt, 2009; Meeks et al., 1990b; Semke et al., 1996). Not surprisingly, older
SMI patients account for disproportionately high costs and service use
compared to other older adults (Borson et al., 2001). Lin and colleagues
(2011) analyzed Medicare and Medicaid claims data and found that more
than 40 percent of Massachusetts older adults with SMI were dually eli-
gible for Medicare and Medicaid coverage.

In addition, lifestyle and behaviors (e.g., tobacco and alcohol use, sed-
entary) may put older adults with SMI at greater risk for metabolic side
effects of antipsychotic medications and lead to obesity and the chronic
conditions noted above (Bartels, 2004). Yet, unlike treatment interventions
and services for younger persons with SMI, relatively little is known about
effective service models for this population. However, evidence suggests
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that integration of MH/SU and primary care may lead to better outcomes
for older adults with SMI (Druss et al., 2001; Mueser et al., 2010). In one
RCT, for example, Druss and colleagues assessed differences in the physi-
cal and mental health outcomes for 120 middle-aged, male veterans!'®
enrolled in a VA mental health clinic. The trial compared usual care to
integrated mental health and primary care. In the integrated care model,
the mental health clinic had clinical responsibility for individuals’ primary
care. A nurse practitioner, under supervision by a family practice physi-
cian, managed the patients’ basic medical care. The medical clinic was
located next to the mental health clinic (Druss et al., 2001). In addition to
the nurse practitioner and a part-time family practice physician, staffing
included a nurse case manager and administrative assistant. A provider
from the integrated clinic maintained close contact via e-mail and phone
and met weekly with the mental health team. The mental health provid-
ers were kept updated on patients’ medical status and were encouraged
to reciprocate with the integrated care team regarding patients” psychiat-
ric status. Clinic staff made concerted efforts to coordinate medical and
mental health visits and to remind patients (and family members if nec-
essary) about appointments. The patients receiving the intervention had
significant gains in health outcomes and use of primary and preventive
care services compared with the control group. They also had lower costs
and fewer visits to emergency departments.

Three notable models, HOPES, PATCH, and WRAP, that integrate
psychiatric and medical care for older persons with SMI are described
below.

Helping Older People Experience Success (HOPES)

Most older adults with SMI live in the community, although they
are at high risk of costly institutionalization, especially in nursing
homes (Meeks et al., 1990a; Semke et al., 1996). Social supports and age-
appropriate psychosocial rehabilitation services can be key to helping
older individuals with SMI to function better and to remain in the com-
munity (Meeks et al., 1990a). Although significant progress has been made
in psychiatric rehabilitation for younger persons, little attention has been
paid to developing psychosocial rehabilitation services for older adults
with SMI (Mueser et al., 2010).

The HOPES model is an integrated psychiatric rehabilitation and

%Only one study participant was female. The mean age of the intervention group was 46;
the mean age of the control group was 45. Most older adults with SMI live in the community,
although they are at high risk of institutionalization, especially in nursing homes (Meeks
et al., 1990a; Semke et al., 1996).
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health management program specifically developed to improve psycho-
social functioning and to reduce the medical needs of older persons with
SMI (Bartels et al., 2004). The model was assessed in an RCT of 183 older
adults with SMI who were age 50 and older. The study participants were
recruited from three public mental health agencies in New England.

Intervention The model combines skills training (independent living
skills, social skills) with management of medical care needs and promo-
tion of preventive health care, thought to be essential for continued resi-
dence in the community. Delivered over 2 years, HOPES is designed to
improve psychosocial functioning and reduce long-term medical burden
for older adults with SMI. The first year uses a seven-part curriculum that
focuses on intensive skills training and health management. Psychiatric
nurses meet monthly with participants and manage individual’s overall
health care needs (Pratt et al., 2008). Rehabilitation specialists provide
weekly group skills training in a variety of settings, including mental
health clinics, rehabilitation centers, and senior centers. The second year
is less intensive and focuses on maintenance. Participants attend skills
classes, go on community practice trips, and meet with a nurse monthly.
The HOPES trial demonstrated that it is feasible to engage older adults
with SMI in an intensive skills training and medical management pro-
gram. Compared with usual care, HOPES participants were more likely to
remain in the program and to improve their social skills, psychosocial and
community functioning, negative symptoms, and self-efficacy (Mueser
et al., 2010).

Staffing HOPES uses community mental health nurses with training
in both psychiatric and medical care. Community practice sessions and
community supports (e.g., residential managers, case managers, and
therapists) are integral to the HOPES model. As noted above, psychiatric
nurses and rehabilitation specialists are essential members of the care
team.

Psychogeriatric Assessment and Treatment in City Housing (PATCH)

Mobile outreach and treatment can be effective means of delivering
MH/SU services to chronically ill, older adults with SMI who reside
at home, but are unable or unwilling to access care through traditional
means (e.g., community mental health or primary care centers). The roots
of the PATCH program are two proactive, community-based models for
adults with SMI who are experiencing serious challenges to living inde-
pendently: the Assertive Community Treatment (ACT) Model (Stein and
Test, 1980) and the Gatekeeper Model (Raschko, 1990).
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A central concept of Gatekeeper is that lay community members,
such as utility employees, bank tellers, postal carriers, and others, can
be trained to identify and refer older adults who need services (Jensen,
2011). ACT is a model of community care for persons with SMI who have
a recent history of psychiatric hospitalizations, criminal justice involve-
ment, homelessness, or substance abuse (Test and Stein, 2000). The origins
of ACT are in the deinstitutionalization era of the 1960s and 1970s, when
mental health providers and community service agencies recognized that
SMI residents of psychiatric hospitals needed help preparing for life in the
community (ACTA, 2007). Both Gatekeeper and ACT have been imple-
mented throughout the United States and internationally.

Like Gatekeeper, PATCH uses nontraditional referral sources who
receive special training to learn how to identify and to refer at-risk older
adults for multidisciplinary home-based mental health and community
services. The model has three essential components (Robbins et al., 2000):
(1) training of local workers, such as building managers, social workers,
groundskeepers, and janitors, who have everyday opportunities to iden-
tify at-risk individuals; (2) referral of potential cases by these workers to
a psychiatric nurse for follow-up; and (3) multidisciplinary psychiatric
evaluation and treatment in residents” homes. PATCH has been operating
in Baltimore public housing since 1986 (Johns Hopkins Office of Com-
munity Services, 2011).

The PATCH model originated with a prospective randomized trial,
funded by the National Institute of Mental Health, to assess whether a
mobile case finding and treatment program in Baltimore city public hous-
ing sites could help seriously mentally ill residents remain in their homes
(Rabins et al., 2000). The trial focused on older public housing residents
(average age 74) with SMI because they are at great risk of eviction or
termination of lease (Barker et al., 1988; Bernstein, 1982; Rabins et al.,
2000; Robbins et al., 2000). Most of the 945 study participants were Afri-
can American; 78 percent were women who lived alone. The individuals
who received the intervention experienced significantly greater declines
in psychiatric symptoms compared with the control group. However, the
intervention had no impact on tenure in the public housing site perhaps
because, as the investigators suggest, some study participants were found
to be living in unsafe conditions and placed into nursing homes or board
and care facilities.

Intervention In PATCH, nurses meet with building managers and other
personnel to describe the program and initiate a structured educational
program for building staff (Robbins et al., 2000). Training is organized into
seven 1-hour monthly sessions, beginning with descriptions of common
mental health conditions and alcoholism and ending with two sessions
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on the emergency petition process and death and dying. The nurses also
make presentations to building residents and tenant organizations. Upon
receiving a referral, the nurse contacts the resident to schedule a home
visit. The first home visit is a protocol-driven patient assessment. A team
psychiatrist joins the nurse on a subsequent home visit to interview
and evaluate the resident. If the team decides mental health services are
needed, the nurse serves as case manager and direct care provider.

Staffing Trained “indigenous” workers, including building managers
and workers, social workers, groundskeepers, and janitors who encoun-
ter older adults where they live, act as case finders. A psychiatric nurse
is the primary service provider and a psychiatrist acts as supervisor and
consultant.

BOX 4-1
Peer Support

With the advent of the Community Support Movement in the 1970s,
there has been a growing realization of the need to re-create a thera-
peutic milieu “without walls” in the community. Peer services are an
outgrowth of that movement; the core philosophy has been “noth-
ing about us without us.” Peer support has evolved in various forms
over the decades, and only recently has it begun to be more formally
incorporated into treatment programs within mental health systems.
This development is in addition to the importance and use of peer
support in the treatment and recovery from substance use that goes
back to the early part of the past century. These peer-delivered ser-
vices are based on the premise that an individual with a “lived experi-
ence” is uniquely able to contribute to the rehabilitation and recovery
of a person needing services. Integral to the peer support philosophy
is the concept of recovery, which refers to an ongoing process of
learning to live with one’s disability and gradually rebuilding a sense
of purpose, agency, and meaning in life despite the limitations of the
disorder.

The growth of peer support services has been impressive. A nation-
al survey published in 2006 found 7,476 peer programs nationwide,
including 3,315 mutual support groups serving over 41,000 individu-
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Wellness Recovery Action Planning (WRAP)

As noted earlier, self-management is a core component of chronic
care management and care coordination. Self-management support—also
referred to as self-care, self-help, and illness management—may include
activities that are solely consumer directed; involve informal social sup-
ports such as family or friends; or include self-help activities that are
guided by peers or professionals (Box 4-1). Self-management support for
mental health conditions typically includes a wide variety of activities
such as medication support, participation in self-directed components of
psychotherapy, physical activity, recovery maintenance, relapse preven-
tion, or vocational skills training. In the WRAP program and other peer-
led support models, the peer and professionals do not assume responsi-
bility for the individual’s care. This distinction can be very important to
individuals because it removes the implied hierarchy in the relationship
between the professional and the person with the mental illness (Mueser
et al., 2002).

als; 3,019 self-help organizations serving more than 1 million individu-
als; and 113 consumer-operated programs serving over half a million
individuals. These numbers indicate that peer support services are
becoming an important component of the health care system and the
health care workforce.

Peers offer unique and distinctive skills and experiences not pro-
vided by other members of the usual care treatment team. The litera-
ture suggests that individuals can boost the recovery of their peers
with serious mental illnesses, substance use disorders, or dual diag-
noses. Patients report enhanced experiences when usual care is sup-
plemented by peer-delivered services. However, research on clinical
outcomes remains inconclusive.

The committee did not identify any peer support research focus-
ing on older adults with mental health and substance use conditions.
Research is clearly needed to help assess how and whether peer sup-
port services facilitate older adults’ recovery. Data are also needed on
the peers themselves—those who provide services as well as those
who receive services. These data should include race/ethnicity and
language, given the current demographic trends.

SOURCES: Barber et al., 2008; Bluebird, 2008; Castelein et al., 2008; Chinman et al.,
2008; Davidson et al., 1999; Goldstrom et al., 2006; Legal Action Center and Abt
Associates, 2010; Money et al., 2011; Pfeiffer et al., 2011; Resnick and Rosenheck, 2008,
2010; Resnick et al., 2004; Rogers et al., 2012; Young et al., 2005.
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In the WRAP program, trained peer facilitators teach individuals with
SMI the skills, attitudes, and behaviors to self-manage their condition
(Cook et al., 2009, 2012). The program targets adults of all ages. The focus
is on helping people manage their mental illness independent of any more
formal health care services they may receive. The curriculum stresses that,
with a highly individualized plan for recovery, individuals can do more
than simply manage their symptoms; they can also create a meaningful
life in the community. WRAP peer instructors use examples from their
own lives so that participants can witness how others have benefited from
the program. They are trained not to use psychiatric or medical jargon to
describe individuals’ needs. WRAP programs have been implemented in
every state and internationally. Information on WRAP is currently avail-
able at http:/ /copelandcenter.com/what-is-wrap/.

Cook and colleagues recently reported the results of the first ran-
domized trial comparing the WRAP intervention to usual care (Cook
et al., 2012). The 519 participants (average age 46) were recruited from a
variety of mental health delivery settings in six Ohio communities, includ-
ing community mental health centers, outpatient clinics, and residential
programs. More than a third (37 percent) of the study participants were
black, Hispanic/Latino, or another racial/ethnic minority. At 6 months,
self-reports of improved symptoms, hopefulness, and quality of life were
significantly higher among the WRAP participants compared to the con-
trol group.

Intervention In the WRAP RCT, the intervention included eight weekly
2.5-hour classes (Cook et al., 2012). The sessions were led by trained
WRAP facilitators and included lectures, group discussions, instructional
materials, and individual and group exercises. Self-guided wellness and
recovery resources are available online.

Staffing Volunteer peer instructors make up the WRAP workforce.
WRAP can also be solely consumer driven and self-managed. The pro-
gram is managed by the Copeland Center for Wellness and Recovery in
Rutland, VT. Five-day training sessions are available around the country.
The fee is $1,200 to become a certified WRAP Facilitator and then be able
to facilitate trainings to individuals in their community. Advanced train-
ing to become a certified Advanced-Level WRAP Facilitator costs $1,400.
This training teaches those who have been WRAP Facilitators to train and
certify other new facilitators.

Psychiatric and Behavioral Symptoms Related to Dementia

As Chapter 2 describes, older adults with dementia and other forms
of cognitive impairment commonly exhibit disturbing behaviors and
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psychiatric symptoms such as delusions, agitation, verbal and physi-
cal aggression, depression, euphoria, inappropriate sexual behavior, and
unsafe wandering (Chan et al., 2003; Okura et al., 2010). If left untreated,
these behaviors and symptoms can compromise the health and quality of
life of not only the affected individuals, but also their caregivers (Callahan
etal., 2006). Evidence also shows they may lead to caregiver burnout (fam-
ily members as well as paid staff), nursing home placement, and higher
health costs.

The PREVENT protocol is an example of an educational intervention
tested within a collaborative care management model.

Providing Resources Early to Vulnerable Elders
Needing Treatment (PREVENT)

PREVENT was an Agency for Healthcare Research and Quality—
funded RCT that assessed the psychiatric impact of a collaborative care
management model on 153 older adults with Alzheimer’s disease (and
their caregivers). The trial compared a model (based on the IMPACT trial
intervention) with augmented usual care at primary care practices in
seven urban and racially diverse primary care practices in Indianapolis
(Callahan et al., 2006). The primary care physicians treating the usual care
group were free to provide any service they deemed appropriate.

Most of the study participants suffered from multiple comorbid medi-
cal conditions in addition to dementia. The program included a screen-
ing and diagnosis program to identify subjects eligible for the trial even
if their primary care physicians had not yet diagnosed the dementing
illness.

At 12 and 18 months after the intervention, the treatment group had
significantly fewer behavioral disturbances, were more likely to receive
cholinesterase inhibitors and antidepressants, and were more likely to rate
their primary care as very good or excellent compared with the usual care
group. There were no differences in functional decline. The intervention
caregivers also reported significant improvements in distress at 12 months
and sustained improvement in depression at 18 months.

The PREVENT protocol has been reengineered recently to improve
its applicability and feasibility in the typical primary care practice and
to facilitate its implementation in a real-world clinical practice (Boustani
et al., 2011; Callahan et al., 2011). To accomplish these goals, the team
developed a treatment manual with more attention to de novo implemen-
tation of the program in primary care, designed a new care model that
delivers most of the intervention in the home while remaining a primary
care-based service, and developed a specialty dementia clinic designed
to support comanagement with primary care.
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Intervention Both study groups completed a counseling visit with an
advanced practice nurse who provided education about Alzheimer’s
disease and referral to community resources. Over the following year,
intervention patients received care management by an interdisciplinary
team led by a nurse practitioner (Austrom et al., 2004). Initially, the care
manager met with the patient and caregiver bimonthly. Later, visits were
scheduled more frequently (monthly). The intervention was carried out
over 1 year.

Staffing Geriatric nurse practitioners acted as care managers. The nurse
practitioner focused on the patient’s behavioral symptoms and coordi-
nated management of the patients” other chronic conditions with the pri-
mary care physician. The team used standard protocols to identify, moni-
tor, and treat eight behavioral and psychological symptoms of dementia
(primarily without prescription medications). The protocols included per-
sonal care, repetitive behavior, mobility, sleep disturbances, depression,
agitation or aggression, delusions or hallucinations, and the caregiver’s
physical health. The intervention targeted the patient’s caregiver as the
primary conduit by which the patient received hands-on care.

MODELS OF MH/SU CARE FOR OLDER
NURSING HOME RESIDENTS

The absence of effective models for addressing the needs of older
adults who live in long-term care settings is especially worrisome. As
Chapter 2 documents, a substantial proportion of older adults reside
in long-term care settings. An estimated 50 percent of nursing home
residents age 65 and older have depression.'” Many nursing home resi-
dents also exhibit the behavioral symptoms associated with cognitive
impairments (American Health Care Association, 2010). In contrast to
the numerous RCTs on managing depression in older adults living in the
community, informative research on how best to deliver MH/SU services
to older adults in nursing homes is lacking. Psychiatric consultation is the
most common approach to delivering specialty mental health services
to nursing home residents (Bartels et al., 2002). This section provides a
brief review of the evolution of consultative MH/SU services in nursing
homes. Box 4-2 describes Preadmission Screening and Resident Review
(PASRR) and the Minimum Data Set (MDS), two federally required pro-

7Shaping Long Term Care in America Project and Brown University, unpublished
data provided to the IOM committee, funded in part by the National Institute on Aging
(1P01AG027296), 2011.
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grams that influence the delivery of MH/SU services in long-term care
facilities.

Consultation Model

In the past, solo psychiatrists visited nursing homes upon request
to evaluate individual residents” mental health and to make treatment
recommendations if needed. By the mid-1980s, team-based consultation,
with a psychiatrist at the center or in a supervising role, was common.
These teams often included bachelor’s- and master’s-level mental health
counselors, case managers, or mental health nurses. While continuing to
address the needs of only the residents they were asked to see, the team
had the opportunity to help nursing home staff with nonpharmacologi-
cal care planning, staff education, and training. The consultative teams
also provided counseling and mental health case management services to
ensure that treatment recommendations were understood and followed
(Conn and Silver, 1998; Loebel et al., 1991). There are too few psychiatrists,
however, to support widescale implementation of this approach.

More recently, nursing homes have begun to use nurse-centered
models in which a psychiatric nurse visits the nursing home to evalu-
ate residents” mental health needs and to manage their mental health
services. Typically, the nurse is supervised by a psychiatrist and acts as
an “extender” of the psychiatrist’s services. Although less common, the
psychiatrist and nurse may come to the facility together and residents
are triaged to either the nurse or psychiatrist, depending on individual
need. This model might have the potential to compensate for the scarcity
of psychiatrists, but fee-for-service payment arrangements are a barrier to
its adoption. Medicare, for example, does not reimburse psychiatrists for
supervisory services nor will Medicare pay for MH /SU services provided
by nurses working in the absence of a physician (Berenson, 2003; Ostrow
and Manderscheid, 2010)

Evidence on the effectiveness of any of these consultation variations
is quite limited. In a 2002 review, Bartels and colleagues (2002) identified
only one RCT that assessed the effectiveness of specialty consultation. The
trial was at a single site and included 93 subjects. The investigators found
that the majority of consultants’” recommendations were not followed.
They concluded that the consultative model did not show clear benefit
for nursing home residents with mental health conditions.

Observational research suggests that 50 to 75 percent of residents
who receive MH/SU consultation services improve in some aspect. Inter-
disciplinary team models are generally viewed as best practice because
they allow for innovative approaches for providing ongoing care while
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BOX 4-2
Two Federal Programs Concerning the Mental Health of Older
Nursing Home Residents: The Preadmission Screening and
Resident Review Program and the Minimum Data Set

Enacted in 1987, the Nursing Home Reform Act? introduced two
federal programs with direct implications for the mental health status
and care of nursing home residents: (1) the Preadmission Screening
and Resident Review Program and (2) the Minimum Data Set. Neither
program has specific requirements related to the mental health or
substance use training or qualifications of nursing home staff. How-
ever, as the text below describes, both programs have largely un-
tapped potential to identify and to facilitate the appropriate care of
older nursing home residents.

Preadmission Screening and Resident Review (PASRR)

PASRR requires all individuals to be screened for mental health
conditions prior to admission to a nursing home. If a mental disor-
der is identified, a mental health specialist must further assess the
patient to determine if the nursing home admission is appropriate.
If the patient is admitted, the specialist must also provide follow-up
treatment recommendations for the patient’s mental health care. This
second-level screening is often performed by a master’s-level PASRR
professional whose evaluation and recommendations are reviewed
by a consulting psychiatrist. However, the PASRR screener typically
has neither clinical responsibility for the patient nor any ongoing re-
lationship with the nursing home’s clinical staff.

Numerous studies have demonstrated significant shortcomings in
PASRR’s implementation. Borson and colleagues (1997), for example,
found that fewer than 10 percent of nursing home residents in King
County, Washington, had received a complete PASRR evaluation.
Snowden and colleagues (1998) reported very poor compliance (35
percent) with PASRR treatment recommendations for patients with
mental disorders, especially for nonpharmacological interventions
and for patients with depression. Molinari and coworkers (2011) re-
cently assessed 73 randomly selected nursing home admissions and

addressing the needs of nursing homes for means to train and educate
staff.

Although federal and state regulations require nursing homes to have

an administrator, medical director, and director of nursing services, the
rules do not require specialized mental health personnel nor do they

Copyright © National Academy of Sciences. All rights reserved.



The Mental Health and Substance Use Workforce for Older Adults: In Whose Hands?

WORKFORCE IMPLICATIONS OF MODELS OF CARE 267

found that although 85 percent of the patients were on a psycho-
tropic medication, none of these patients had received the required
level-2 PASRR mental health evaluation. Linkins and colleagues
(2006) have documented that fewer than half of the states appear to
incorporate clinically relevant PASRR information into patients’ nurs-
ing home care.

Minimum Data Set (MDS)

The MDS is a mandatory nursing home patient data collection and
screening instrument used to assess patients’ physical and mental
health status (including the behavioral symptoms of dementia). Every
nursing home resident must receive an MDS assessment upon admis-
sion, every 90 days thereafter, and whenever there is a major change
in the resident’s status. Thus, in contrast to PASRR, the MDS pro-
vides a routine, regularly scheduled mechanism for identifying nurs-
ing home residents with mental health needs. The MDS instrument
has been updated and improved since its introduction. Compared
with earlier formats, MDS 3.0 (now in use) contains better validated
assessments of cognition, quality of life, and depression and more
resident participation and input into the assessment. However, like
PASRR, the MDS assessment does not require appropriate follow-up
and treatment for patients needing mental health services. Although
federal rules require residents to have a repeat PASRR evaluation if
their MDS assessment changes significantly, the evidence suggests
that this occurs rarely.

Thus, while offering some potential as a means of providing an in-
frastructure for organizing and delivering mental health services, the
MDS would need to be integrated into nursing home treatment pro-
tocols and quality-improvement activities to reach this potential.

2 Public Law 100-203.

ADDITIONAL SOURCES: Borson et al.,, 1997; Callahan et al., 2002; CMS, 2012; Linkins
et al., 2006; Molinari et al., 2011; Rahman and Applebaum, 2009; Snowden et al., 1998;
Zimmerman et al., 2012.

require any nursing home staff to demonstrate minimum competence in
geriatric MH/SU. Survey data indicate that about 25 percent of nursing
homes report having mental health providers on staff and 24 percent use
on-call providers.
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IMPLICATIONS FOR THE GERIATRIC
MENTAL HEALTH WORKFORCE

The research presented in this chapter has critical implications for
the deployment and training of personnel who care for older adults with
MH/SU conditions. The traditional and most common model for deliver-
ing MH/SU services to older adults is one in which patients are referred
to a specialist who is physically located in a setting separate from the
patient’s usual source of care. Yet, the evidence clearly indicates that the
effective delivery of MH/SU services—particularly for depression and
nondependent substance use—requires a different delivery model. What
works for many older adults who need MH/SU services is a patient-
centered, team-based, primary care-centered model that is proactive and
employs a coordinated team of personnel with specific roles and special
training. Care managers are integral to the team’s effectiveness. In models
such as IMPACT, Kaiser Nurse Telehealth Care, PREVENT, PRISM-E, and
SBIRT, the care manager has the most interaction with the patient and
serves as the central care coordinator. The psychiatrist or other mental
health specialist is available for consultation and supervision, but only
provides direct care for a minority of the more complex patients.

See Table 4-2 for a summary of the care settings and core staff in the
models reviewed in this chapter. The following section describes the key
staff roles in effective MH/SU treatment models.

Care Managers

Care managers are central to the effective intervention models.
Whether they are categorized as traditional mental health case managers
(as in the older literature from community mental health center models)
or care managers as in more recent interventions presented here, they are
the workers who directly provide and/or coordinate the treatment inter-
vention. The education and background of these individuals vary widely,
especially as one moves from examination of the research effectiveness
trials to examination of posteffectiveness trial dissemination and imple-
mentation research. Care managers need to have interest and empathy for
the elderly, and be comfortable caring for physically ill clients. In addition,
the models typically require these workers to be trained in diagnosis and
triage of MH/SU conditions, cognition screening, elder abuse/neglect
and self-neglect, suicidality, using standardized tools for outcome assess-
ment/monitoring, recognizing medical decompensation, assessing and
integrating cultural and linguistic issues, and effective use of supervision.

Some existing models now offer training to personnel with a vari-
ety of educational backgrounds (Ciechanowski et al., 2010b; IMPACT,
2011a,b; Kaskie and Buckwalter, 2010). Thus, programs that began as

Copyright © National Academy of Sciences. All rights reserved.
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RCTs that used nurses or master’s-level social workers as care managers
are increasingly training a broader group to best fit the setting and per-
sonnel resources available. These workers are typically in much greater
supply and thus become logical targets for interventionists to match the
growing population of older adults. To the extent care managers can be
drawn from existing aging network providers, the models can use people
who have some general aging background and training and who are
already “touching” the lives of the elderly population often in need of
MH/SU services.

The available research does not clearly delineate the “minimum”
requirements necessary to serve as an effective care manager. With ade-
quate training and supervision as called for in the models, the advantage
of flexibility and workforce availability may balance the concerns regard-
ing possibly limited skill set and autonomy. How these workers relate
to the existing certified or licensed geriatric care managers authorized
to bill for services in some settings is not clear, though overlap likely
exists. From the perspective of the interventions reviewed here, it is more
important to view the role or function of this category of worker than the
existing designation they have in the current fee-for-service environment.

Additionally, as one sees different training backgrounds in potential
care managers, the models can be more flexible in the type and number
of conditions to be addressed. For example, a nurse care manager can
be trained to intervene in mental health conditions such as depression
and primary care medical conditions such as diabetes and hypertension
(Katon and Seelig, 2008). Social work training, which typically includes
intensive training in care management, can easily tailor the curriculum to
include older adults with MH/SU issues. However, it is not as clear that
a social services agency case manager with no medical background or
case management could serve as easily in a model designed for patients
or clients with multiple chronic conditions.

Primary Care Providers

PCPs are key figures in several of the reviewed models. This is logical
given two factors: (1) the greater abundance of primary care providers
compared to MH/SU specialists; and (2) the central role primary care pro-
viders play in managing chronic conditions outside of MH/SU problems.
The reviewed interventions clearly indicate that effective treatments are
available for MH/SU problems for primary care patients. These models
increasingly call for primary care providers to comanage patients with
MH/SU providers instead of simply referring out for specialty manage-
ment. For example, antidepressant prescriptions are the purview of the
primary care provider in IMPACT and the Kaiser Nurse Telehealth Care
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Model, and the depression care management team guides the antide-
pressant use via recommendations. Thus, training programs for primary
care providers should require training in basic management of MH/SU
problems to maximize the comfort level and skill set that primary care
providers will have in team-based care.

For models based in primary care (e.g., IMPACT, Kaiser Nurse Tele-
health Care, PREVENT, and PRISM-E), sharing of office space will be
necessary and primary care information systems will need to incorporate
identification and monitoring of MH/SU problems. The U.S. Preventive
Services Task Force cautions that screening for depression in primary care
settings should only be done in settings with the capacity for treatment
with an intervention model like those described here. Therefore, while it
may seem feasible and logical for all settings to screen and identify, the
data do not support this as an effective strategy (USPSTF, 2011).

Specialists

Specialists are typically the member of the team with the highest
degree of training for the MH/SU issue of interest. In some models, this
is a psychiatrist (e.g., IMPACT) or geriatric psychiatrist, but could be a
psychiatric nurse practitioner, general internist, or licensed clinical social
worker, depending on the setting and treatment condition.

As the previous chapter described, there will never be sufficient num-
bers of MH/SU specialists to provide direct specialty care to older adults.
This chapter shows that if the role of MH/SU specialists is redefined to
one in which they serve in a supervisory and/or consultative function,
care is likely to be both more efficient and more effective. There are critical
barriers to changing the specialists’ role:

e MH/SU specialists are often not trained in their fellowship or cer-
tification programs to manage a population of patients they never
or rarely see.

e Under current rules, Medicare fee-for-service payment will not
reimburse MH/SU specialists for supervisory activity.

e Practice settings must acquire the information technology systems
for screening and monitoring patient-level outcomes and for com-
munication with patients as well as other providers.

e Practice settings will often need to colocate the MH/SU providers
with primary care providers. While it is clear that colocation alone
is insufficient, as demonstrated in the PRISM-E trial, engagement
is clearly improved via colocation versus specialty sector referral
for patients who are not already involved in specialty care settings.
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Patients

The models reviewed often have as a core component the education
and activation of the patient (and/or caregiver) as a more engaged par-
ticipant. The most promising MH/SU models include patient education
and activation, with the goal of having the patient more actively partici-
pate in care choices and learn to self-manage his or her own condition.
While viewed as an advantage by many of the baby boomer generation
who are not as likely to simply accept the judgment of their health care
provider, this may not be an attitude of some current older adults who
feel it is appropriate to seek the advice and defer to the opinions of their
primary care provider. Equally important, especially given the diversity
of the population, is how engagement is achieved within the context of
the participant’s culture and language.

CONCLUSIONS

A persuasive body of evidence, drawn from two decades of research,
shows that two common MH/SU disorders among older adults—
depression and at-risk drinking—are most effectively addressed when
care is organized to include these essential ingredients: (1) systematic
outreach and diagnosis, (2) patient and family education and self-man-
agement support, (3) provider accountability for outcomes, and (4) close
follow-up and monitoring to prevent relapse. Moreover, these elements
are best obtained when care is patient centered (integrating patient pref-
erences, needs, and strengths), in a location easily accessed by patients
(e.g., in primary care, senior centers, or patients’ homes), and coordi-
nated by trained personnel with access to specialty consultation. There
is also evidence suggesting great promise in telehealth and Web-based
interventions for older adults with MH/SU conditions. Progress in these
areas is not likely to be achieved, however, without practice redesign and
change in Medicare payment rules. There is a fundamental mismatch
between older adults’ need for coordinated care and Medicare fee-for-
service reimbursement that precludes payment of trained care managers
and psychiatry consultation.

The committee concluded, as have many other studies, that the deliv-
ery of and payment for health care services to older adults must be reor-
ganized to reflect the chronic nature of MH/SU and other health condi-
tions prevalent in the 21st-century geriatric population (IOM, 2008). The
workforce implications are daunting. Registered nurses are particularly
well suited to coordinate MH/SU and physical health care, but they need
additional training to serve in this capacity. Primary care providers, such
as physicians, advanced practice registered nurses, and physician assis-
tants are an integral component of these models, yet, many of them have
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not been trained in collaborative care and do not work in a practice or
system supportive of comanagement, colocation, screening, and outcome
monitoring.

Frontline workers within the aging provider network agencies may be
a potential source of care managers. However, they will require intensive
training in evidence-based program treatment as they are likely to have
limited knowledge of MH/SU.

Finally, research on effective delivery of MH/SU care for certain older
populations is urgently needed, especially for individuals residing in
nursing homes and other residential settings, prisoners, rurally isolated
elders, and older adults with severe mental illnesses.
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In Whose Hands? Recommendations
for Strengthening the Mental
Health and Substance Use
Workforce for Older Americans

Abstract: There is a conspicuous lack of national attention both to
preparing the health care workforce to care for older adults with mental
health and substance use (MH/SU) conditions and to ensuring suffi-
cient numbers of appropriately skilled personnel. The barriers to grow-
ing and strengthening the geriatric MH/SU workforce are fundamental
and entrenched in the systems and programs of numerous public and
private entities. The committee recommends that both Congress and the
Health and Human Services Secretary act to invigorate investment in
the human capital that is the geriatric MH/SU workforce, to catalyze ba-
sic system redesign to allow for effective deployment of geriatric MH/SU
personnel, and to stimulate essential research to inform the education
and training of personnel and workforce planning itself.

The dilemma of how to strengthen the nation’s health care work-
force to meet the needs of older adults with mental health and substance
use (MH/SU) conditions reflects many of the challenges burdening U.S.
health care. For decades, service providers, health care researchers, work-
force experts, demographers, and others have warned policy makers that
the nation’s health care workforce is ill-prepared—in numbers, knowl-
edge, and skills—to care for a rapidly aging and increasingly diverse
population (IOM, 1978, 2008). In the specific disciplines of MH/SU, there
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have been similar warnings about serious workforce shortages, insuffi-
cient workforce diversity, and basic lack of competence and core knowl-
edge in key areas (Hogan, 2003; Hoge et al., 2007; IOM, 2006; Jeste et al.,
1999). In health care delivery overall, there is widespread concern about
shortages of primary care providers, lack of coordination among health
care providers, fragmentation of services, high cost, patient safety, and
conflicting information technology systems.!

The convergence of the above issues presents unique challenges for
the workforce in geriatric MH/SU care delivery. U.S. health care has
always emphasized physical health over mental health (IOM, 2006).
Despite some change in societal attitudes, the stigma associated with
mental health and substance use conditions is persistent. Today’s health
care delivery system and financing arrangements both reflect these reali-
ties. For example, until recent legislation mandating parity in some (but
not all) health insurance plans, coverage of MH/SU conditions has been
strictly limited. The carve-out of MH/SU coverage and service delivery
into separate systems is still commonplace.

As Chapter 2 reports, a substantial proportion of older adults have
symptoms that warrant the attention of a provider skilled in geriatric
MH/SU problems. Yet, only a minority of affected individuals receive
specialty care, and the primary care they receive for MH/SU conditions
is often inadequate despite the existence of evidence-based screening and
treatment models (Bruce et al., 2005; Unititzer et al., 2002). Moreover, a
growing body of research suggests that inattention to older adults” men-
tal health and substance use conditions is associated with higher costs
and poorer health outcomes, particularly for individuals with multiple
comorbidities (Counsell et al., 2007; Katon et al., 2005; Uniitzer et al.,
1997). Available evidence, for example, indicates that older adults with
untreated depression are less likely to complete prescription regimens
for diabetes, hypertension, and coronary heart disease; more likely to be
readmitted after a hospitalization for a medical problem; and more likely
to have poor health outcomes after a cardiovascular event, compared to
similar patients without mental health problems (Ciechanowski et al.,
2000; Garner, 2010; Gehi et al., 2005; Gilmer et al., 2007; Jiang et al., 2001;
Krousel-Wood et al., 2010; Lin et al., 2004; Williams et al., 2004).

The barriers to growing and strengthening the geriatric MH/SU
workforce are fundamental and entrenched in the systems and programs
of numerous public and private entities—including multiple U.S. Depart-
ment of Health and Human Services (HHS) and other federal agencies,
professional organizations, medical and professional training institutions,
credentialing and accreditation organizations, licensing bodies, service

1See Chapter 1, Box 1-3, for background on the parity legislation.
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systems, payers, and research institutions. The breadth and magnitude of
the problem is such that no single approach, nor a few isolated changes
in disparate federal agencies or programs, is going to adequately address
the issue or bring about quick change.

Overcoming these challenges will require focused and coordinated
action. Leadership by the HHS Secretary will be essential. Both Congress
and the HHS Secretary must act to establish a locus of responsibility for
geriatric MH/SU, to invigorate investment in the human capital that
is the geriatric MH/SU workforce, to catalyze basic system redesign to
allow for effective deployment of geriatric MH/SU personnel, and to
stimulate essential research to inform the education and training of per-
sonnel and workforce planning itself.

The committee recognizes that the nation faces a broader impera-
tive to strengthen the primary care and overall health care workforce to
meet the needs of an aging and increasingly diverse population. Primary
care providers, for example, are under tremendous pressure to assume
an ever-expanding set of responsibilities. Nevertheless, the committee
believes that policy makers must consider competence in MH/SU issues
as central to improving the quality, effectiveness, and efficiency of the
American health care workforce.

LOCUS OF RESPONSIBILITY

There is a conspicuous lack of national attention to preparing the
health care workforce to care for older adults who have MH/SU condi-
tions and to ensuring sufficient numbers of personnel for the rapidly
growing elderly population. HHS and its many agencies, for example,
have the expertise and authority to strengthen the geriatric MH/SU
workforce and to improve quality of care. Yet, responsibility for geriat-
ric MH/SU is scattered across the various HHS agencies, bureaus, and
departments, including the Administration on Aging (AoA), the Agency
for Healthcare Research and Quality (AHRQ), the Centers for Disease
Control and Prevention, the Centers for Medicare & Medicaid Services
(CMS), the Health Resources and Services Administration (HRSA), the
Substance Abuse and Mental Health Services Administration (SAMHSA),
and several institutes within the National Institutes of Health (NIH),
including the National Institute for Mental Health (NIMH), National Insti-
tute on Aging (NIA), and the National Institute on Drug Abuse (NIDA).2
Moreover, agencies’ efforts fall far short of what is needed and appear to
be dwindling. Designating a locus of responsibility is a critical first step

2See Table 1-3 in Chapter 1 for details on selected federal programs related to geriatric
MH/SU.
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toward building the nation’s capacity to generate and maintain a robust
and competent geriatric MH/SU workforce.

RECOMMENDATION 1: Congress should direct the Secretary of
Health and Human Services (HHS) to designate a responsible entity
for coordinating federal efforts to develop and strengthen the nation’s
geriatric MH/SU workforce.

e The committee urges Congress to fund the already authorized
National Health Care Workforce Commission to serve in this
capacity. In the absence of congressional action, the Secretary of
HHS should act as soon as possible to designate an alternative
body.

® The coordinating body should have the following priorities with
respect to the geriatric MH/SU workforce:

o

Identification, development, and refinement of methods for
improving recruitment and retention of geriatric MH/SU per-
sonnel, including ways to build a workforce that reflects the
increasingly diverse older adult population.

Promotion and support of widescale implementation of
evidence-based models of geriatric MH/SU care that effec-
tively deploy personnel.

Identification, development, and refinement of model curri-
cula and curriculum development tools in geriatric MH/SU,
including effective models of training for integrated rehabili-
tation, health promotion, health care, and social services for
older adults with serious mental illness.

Identification, development, and refinement of core compe-
tencies in geriatric MH/SU for the entire spectrum of person-
nel who care for older adults, including direct care workers,
peer support specialists, primary care physicians, nurses (at all
levels), physician assistants, substance use counselors, social
workers, psychologists, rehabilitation counselors, and mar-
riage and family therapists.

Evaluation and dissemination of all of the above.

The Role of HHS Agencies

A variety of HHS agencies and programs touch on geriatric MH/SU.
These efforts, however, are minimal, lack specific focus on geriatric
MH/SU, and, in some cases, are being discontinued. The following are
examples.

AHRQ has initiated a noteworthy interagency effort—the Academy
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for Integrating Mental Health and Primary Care—to coordinate the col-
lection, analysis, synthesis, and dissemination of research on integrating
MH/SU services in primary care. The initial focus will be on developing
a national integration strategy, including developing core competencies
for the primary care workforce. There are also plans for work on quality
measurement and a survey of small primary care practices. However,
funding for the academy is quite limited (less than $0.5 million) and older
adults are not a priority topic.3

AoA provides funding for state and local agencies to plan and deliver
a wide array of health-related and social services for older adults, includ-
ing those with MH/SU conditions (O’Shaunessy, 2011). Through its com-
petitive grants programs, AoA has provided funding for several states
to implement evidence-based mental health programs, such as Healthy
IDEAS (Identifying Depression, Empowering Activities for Seniors) and
PEARLS (Program to Encourage Active and Rewarding Lives for Seniors)
(AoA, 2011). It is currently collaborating with SAMHSA to provide techni-
cal assistance, through webinars and other online materials, for states and
communities that want to implement community-based mental health
services for older people (AoA and SAMHSA, 2012). The 2006 reautho-
rization of the Older Americans Act, which funds AoA, authorized the
agency to designate one staff member to be responsible for aging-related
mental health services (AoA, 2010a). One full-time equivalent is currently
functioning in this role. The reauthorization also identifies many aging-
related mental health projects the agency is authorized, but not required,
to implement, including projects intended to increase public awareness of
mental health disorders, provide mental health screening, remove barri-
ers to diagnosis and treatment, and coordinate mental health services for
older adults with community health centers and other public and private
organizations (AoA, 2010b). To date, AoA has not funded such projects on
a wide scale, although some states are using AoA competitive grant funds
for programs intended to achieve some of these objectives.

CMS, the HHS agency with perhaps the most potential to influence
the delivery of geriatric MH/SU services, has a substantial range of proj-
ects under way to evaluate new approaches to improving the quality and
effectiveness of services provided to Medicare and Medicaid beneficiaries
(Box 5-1).

CMS payment policy, limited in part by statutory restrictions, is par-
ticularly problematic.* A plethora of evidence shows that current Medi-

3C. Mullican, Senior Advisor for Mental Health Research, AHRQ, personal communica-
tion, October 24, 2011, and April 18, 2012.

4More comprehensive reviews of MH/SU financing are available elsewhere (Barry et al.,
2010; Fisher et al., 2009; Goldman and Grob, 2006; Levit et al., 2008; MedPAC, 2010; Sarata,
2010; Shirk, 2008; Slade et al., 2005; Uniitzer et al., 2006).
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BOX 5-1
Research and Demonstrations at the Centers for Medicare &
Medicaid Services (CMS)

CMS is sponsoring an ambitious range of demonstration projects to
stimulate innovation and improve the quality and efficiency of health
care delivery. Because the details of these initiatives were evolving
during the committee’s deliberations, it was unclear whether older
adults with mental health and substance use conditions would be
a primary focus of any of the demonstration projects. However, it
appears that the innovation grants have the potential to stimulate
workforce improvements. Some key elements of selected innovation
grants are described below.

Accountable Care Organization (ACO) Initiatives

e Medicare Shared Savings Program (MSSP). This program will re-
ward ACOs that reduce their growth in costs while meeting stan-
dards for quality care. The quality standards include depression
screening and follow-up. Grant applicants must identify how their
care model would transform the workforce and update the skills of
existing health professionals, identify and train new types of work-
ers to enhance care delivery, and/or expand the use of team-based
care.

¢ Advance Payment. Open to MSSP awardees, this demonstration will
test whether advance payments of future shared savings facilitate
participation in the shared savings program. The advances will be

care and Medicaid payment policies act to deter rather than to facilitate
access to effective and efficient MH/SU services (Uniitzer et al., 2006).
Some of the models of service delivery described in Chapter 4 have
been demonstrated to be efficacious and possibly cost saving. However,
Medicare limitations on which types of personnel can be reimbursed
for providing essential elements of the models precludes key providers
from offering needed services. For example, although care managers are
integral to effective management of depression, they cannot be paid by
Medicare.

Medicaid and Medicare pay for most nursing home care, and thus
CMS plays a central role in the oversight of the services, including MH/SU
services, provided to older adults residing in nursing homes. As Chapter
4 describes, two Medicaid programs are particularly important to older
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available to participating physician-owned and rural providers who
make new investments to improve care and to generate Medicare
savings—including investments in hiring new nurse care coordina-
tors to expand care management.

Health Care Innovation Challenge

Under the auspices of the Center for Medicare & Medicaid Inno-
vation, these challenge grants have multiple objectives, including
testing new roles and skills for existing health professionals, using
new types of workers to support care transformation, and employing
team-based models to better use the mix of health providers. Grant
applicants must focus on high-cost/high-risk populations including
those with multiple chronic conditions, mental health or substance
use conditions, the frail elderly, and others.

Independence at Home Demonstration

This demonstration adds extensive primary care services to exist-
ing Medicare home care benefits for patients with multiple chronic
illnesses (including mental health conditions). Medical practices that
meet the program’s quality standards and generate savings may re-
ceive incentive payments. To participate in the demonstration, medi-
cal practices must be led by physicians or nurse practitioners with
experience providing home-based primary care.

SOURCES: CMMI, 2011a,b.

adults with mental health conditions: the Pre-Admission Screening and
Resident Review Program (PASRR) and the Minimum Data Set (MDS).
Both programs provide an infrastructure with the potential to organize,
deliver, and promote quality mental health services to older nursing home
residents. However, the available evidence suggests that Medicaid over-
sight and enforcement of both programs has been inadequate.

HRSA is the central HHS agency tasked with promoting the produc-
tion and training of key health personnel. The Bureau of Health Profes-
sions oversees a variety of programs, described in Box 5-2, that have the
potential to expand expertise in geriatric MH/SU. However, MH/SU is
not a mandatory requirement in the bureau’s geriatric programs.

Several NIH institutes have missions related to aging and mental
health or substance use. For example, Congress has charged the NIA with
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BOX 5-2
HRSA Geriatric Training Programs

The Health Resources and Services Administration (HRSA) pro-
grams described below provided training and education in mental
health (88 percent) and substance use (22 percent) to 93,616 indi-
viduals from 2007 to 2010. Participants represented a wide range
of disciplines, including nursing (24 percent), medicine (15 percent),
social work (12 percent), and others (49 percent).

Geriatric Training for Physicians, Dentists, and Behavioral and Men-
tal Health Professionals

Supports awards to schools of medicine and osteopathic medicine,
teaching hospitals, and graduate medical education programs for ge-
riatric training projects to train physicians, dentists, and behavioral
and mental health professionals who plan to teach geriatric medicine,
geriatric dentistry, or geriatric behavioral or mental health. Appli-
cants must propose projects that support interprofessional training
in geriatrics through one or both of the following training options: (1)
a 1-year faculty retraining program in geriatrics, and/or (2) a 2-year
internal medicine or family medicine fellowship program providing
emphasis in clinical geriatrics and geriatrics research. The program
requires participating institutions to sponsor applicants in the medi-
cal, dental, and mental health arenas. The Patient Protection and Af-
fordable Care Act (ACA) expanded the types of behavioral health
professionals eligible to participate in the 1-year faculty retraining op-
tion to include those with a graduate or postgraduate degree from an
accredited institution of higher education in psychiatry, psychology,
psychiatric nursing, social work, substance abuse disorder preven-
tion and treatment, marriage and family counseling, or professional
counseling.

Geriatric Academic Career Awards (GACASs)

Five-year grants to promote the career development of junior,
nontenured faculty as academic geriatric specialists. Awardees must
provide training in clinical geriatrics, including the training of inter-
professional teams of health care professionals. Geriatrics mental
health professionals are eligible to apply for the grants. The ACA
authorized an expansion of the GACA program to include a wider
scope of disciplines, including allopathic medicine, osteopathic medi-
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cine, nursing, social work, psychology, dentistry, pharmacy, and allied
health. The ACA also authorized that payment be made to accredited
schools of allopathic medicine, osteopathic medicine, nursing, social
work, psychology, dentistry, pharmacy, or allied health.

Geriatric Education Centers (GECs)

Institutional awards to schools of the health professions to (1) im-
prove the interprofessional education and training of health profes-
sionals in geriatrics; (2) develop and disseminate curricula relating
to the treatment of health problems of elderly individuals; (3) pro-
vide faculty training in geriatrics; (4) provide continuing education
to health professionals to provide geriatric care; and (5) provide stu-
dents with clinical training in geriatrics in nursing homes, chronic and
acute disease hospitals, ambulatory care centers, and senior centers.
Like the GACA program, the provision of interprofessional education
and training in the identification and treatment of mental health and
substance use disorders is optional. Currently funded GEC grantees
were required to select one of five evidence-based practice areas
to link their education and training activities to participant practice
improvement. The five areas are delirium, depression, diabetes mel-
litus, fall prevention, and pain care. Of the 45 grantees, 6 grantees are
addressing delirium and 6 are addressing depression.

Comprehensive Geriatric Education Program

Institutional awards to an accredited school of nursing, health care
facility, program leading to certified nurse assistant certification, a
partnership between a school of nursing and a health care facility,
or a partnership between a school of nursing and a program lead-
ing to certification as a certified nursing assistant. The grants may
be used to provide training to individuals who provide geriatric care
for the elderly; to develop and disseminate curricula relating to the
treatment of health problems of elderly individuals; to train faculty
members in geriatrics; to provide continuing education to individuals
who provide geriatric care; or to establish traineeships for individuals
who are preparing for advanced education nursing degrees in geriat-
ric nursing, long-term care, geropsychiatric nursing, or other nursing
areas that specialize in geriatrics.

SOURCES: HRSA, 2010a,b,c, 2012.
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providing leadership in aging research, training, health information dis-
semination, and other programs relevant to aging and older people, par-
ticularly related to Alzheimer’s disease. Nevertheless, geriatric MH/SU
is not a focus of the institute’s activities. In the past, the NIMH funded
important research to inform the effective delivery of MH/SU services
to older adults. At present, the institute is scaling back grant support for
interventions and services research in favor of research in basic transla-
tional neuroscience.

SAMHSA is the lead federal agency charged by Congress to direct
services and resources to people with MH/SU conditions, yet it has con-
sistently devoted only a small fraction of its budget to older adults. It is
particularly disconcerting that the agency is reducing its activities related
to geriatric MH/SU. For example, SAMHSA has eliminated future fund-
ing for its Older Adults Targeted Capacity Expansion grants program. It
has also discontinued support for a successful adaptation of the Screen-
ing, Brief Intervention, and Referral to Treatment for older adults who
have nondependent substance use or prescription medication problems
(known as the Brief Intervention and Treatment for Elders).

RECOMMENDATION 2: The Secretary of HHS should ensure that
its agencies—including the Administration on Aging (AoA), Agency
for Healthcare Research and Quality (AHRQ), Centers for Medicare &
Medicaid Services (CMS), Health Resources and Services Administra-
tion (HRSA), National Institute of Mental Health (NIMH), National
Institute on Drug Abuse (NIDA), and Substance Abuse and Mental
Health Services Administration (SAMHSA)—assume responsibility for
building the capacity and facilitating the deployment of the MH/SU
workforce for older Americans:

e CMS

o CMS should evaluate alternative methods for funding primary
care and other personnel who provide evidence-based models
of care to older adults with MH/SU conditions. This should
include reimbursing care managers as well as the psychiatrists
and other mental health specialists providing supervision of
their work.

o CMS should evaluate alternative payment methods to encour-
age effective deployment of the workforce to provide inte-
grated primary care, chronic disease self-management, and
health promotion for older adults receiving care in commu-
nity mental health centers and other specialty mental health
settings.
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o CMS should explore approaches and strategies for improving
care delivery to older adults with MH/SU conditions through
its contracts with quality-improvement organizations.

o CMS should enforce and monitor implementation of the Pre-
Admission Screening and Resident Review (PASRR) and Min-
imum Data Set (MDS) nursing home requirements regarding
residents’ mental health. The agency should also ensure that
PASRR and MDS mental health assessments inform residents’
care plans and that nursing home personnel implement the
care plans accordingly.

e HRSA

o The HRSA Administrator should ensure that the National
Center for Health Care Workforce Analysis devotes sufficient
attention to geriatric MH/SU with guidance from the national
coordinating body described below.

o The HRSA Administrator should ensure that the Geriatric
Academic Career Awards career development grants include
awards to geriatric MH/SU specialists if they commit to work-
ing with older adults in acute or long-term care settings.

o The HRSA Administrator should ensure that the Geriatric
Education Centers and the Comprehensive Geriatric Educa-
tion Program institutional awards fund programs that train
individuals in geriatric MH/SU care.

e NIMH

o The Director of NIMH should ensure that the institute con-
ducts research on methods for increasing the capacity of the
mental health workforce to provide competent and effective
care for older adults who reside in the community or in nurs-
ing homes or other congregate residential settings.

e SAMHSA

o The SAMHSA Administrator should ensure that the agency
devotes sufficient attention to the capacity of the behavioral
health workforce to provide both geriatric mental health and
geriatric substance use services.

o The SAMHSA Administrator should ensure that the agency
restores funding of the Older Adult Mental Health Targeted
Capacity Expansion Grant program.

o The SAMHSA Administrator should require states that receive
MHY/SU block grants to document and to report how the funds
are used to support local capacity to serve older adults.
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INVESTMENT IN HUMAN CAPITAL

The capacity of the geriatric MH/SU workforce derives from the
competence that is embodied in the individual personnel (human capi-
tal), the group’s overall productive potential, and the organizational and
policy contexts that facilitate its growth and competence. Support or
accountability for training, recruitment, and retention of key geriatric
MH/SU personnel—public or private—is wholly inadequate. Chapter
3 shows that the educational, training, and certification and licensure
requirements for the workforce that cares for older adults with geriatric
MH/SU conditions are vague, inconsistent, and minimal at best. For
individuals pursuing specialty training in mental health or substance use,
few specific standards exist for competence in geriatrics. For individuals
pursuing specialty training in geriatrics, few, if any, training require-
ments are related to mental health or substance use. For the large group
of individuals who will have the most contact with older adults—trainees
in primary care—there are few requirements related to geriatric mental
health and substance use.

Workforce Competence in Geriatric MH/SU

The concept of “core competencies” is not new to health care work-
force education and training. Many expert groups, individually and in
collaboration (including geriatrics, social work, family medicine, geriatric
nursing, geropsychology, direct care workers, and others) have identi-
fied or are developing sets of essential skills, knowledge, and attitudes
that are central to their specific discipline or are common across profes-
sions (Canadian Centre on Substance Abuse, 2010; Council of Professional
Geropsychology Training Programs, 2011; Geropsychiatric Nursing Col-
laborative, 2010a,b,c; Heflin et al., 2011; Hoge and McFaul, 2010; Karel
et al., 2010; Leipzig et al., 2009; Partnership for Health in Aging, 2008;
University of Minnesota Research and Training Center on Community
Living, 2011).

The United States needs a workforce that is able to address the com-
plex health care needs of older adults, with basic knowledge of geriatric
MH/SU; expertise in team-based, collaborative care; cultural competence;
and multilingual skills. The previous chapters make clear that the broad
spectrum of the geriatric MH/SU workforce—from the most entry-level
caregiving positions to advanced practice nursing to physicians—should
be aware of the signs and symptoms of MH/SU conditions in older adults
as well as potential abuse and neglect situations. All these individuals
should be able to respond appropriately within their level of training,
scope of practice, and the range of care settings in which they encounter
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older adults such as primary care, home care, hospitals, nursing homes,
and other congregate living settings.

Chapter 4 presents compelling evidence that team skills are also
essential to effective geriatric MH/SU care.’ All team members should
possess the skills to work in collaboration with staff at different levels.
Team-based care is more than the sum of each team member’s technical
proficiency; it is about being “on the same page,” checking in with one
another, and knowing when to delegate and when to consult more senior
staff.

Credentialing and accreditation are important inducements for
obtaining specific knowledge and skills. Yet, as Chapter 3 describes, the
committee found only indirect and vague references to the subject of geri-
atric MH/SU in published standards. Most private-sector organizations
that educate, train, accredit, and certify the various workforce sectors
demonstrate little or no focus on ensuring providers’ competence in geri-
atric MH/SU. A special concern is that current curricula—across nearly
all the relevant disciplines—largely ignore the topic of geriatric MH/SU
(see Appendix C). There is little evidence of dedicated geriatric curricula
in training programs for MH/SU specialists (e.g., psychiatrists, psycholo-
gists, psychiatric nurses, social workers, substance use counselors) or ded-
icated geriatric MH/SU curricula in training programs for primary care
providers (e.g., general medical internists, family medicine physicians,
geriatricians, physician assistants, advanced practice registered nurses).

RECOMMENDATION 3: Organizations responsible for accredita-
tion, certification, and professional examination, as well as state licens-
ing boards, should modify their standards, curriculum requirements,
and credentialing procedures to require professional competence in
geriatric MH/SU for all levels of personnel that care for the diversity
of older adults.

e These efforts should include requirements for recredentialing
and professional development for already licensed and certified
personnel.

Dearth of Support or Incentives for Training, Recruitment,
and Retention in Geriatric MH/SU

Chapter 3 also makes clear that few opportunities or financial incen-
tives are available for individuals to pursue specialized geriatric MH/SU
training, for employers to invest in improving their staff’s competence in

5See Chapter 4, Table 4-2.
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geriatric MH/SU care, or for personnel to enter and stay in the field. The
Patient Protection and Affordable Care Act (ACA)® workforce provisions
present an important opportunity for increasing the numbers of geriatric
MH/SU specialists across several disciplines as well as improving the
competency of nonspecialists in identifying, managing, and referring
older adults for MH/SU services.” Although these programs do not spe-
cifically target geriatric MH/SU, they do not preclude investment in this
area. However, nearly all are unfunded (Baumrucker et al., 2011; Heisler
and Sarata, 2011; Redhead et al., 2011b).The committee urges Congress
to appropriate the funds for these programs with the proviso that the
responsible funding agency—HRSA—direct a share of the monies to spe-
cifically support training and education in geriatric MH/SU. These sup-
ports should be applied across the workforce spectrum, from the direct
care workers who care for older adults in their homes or in nursing
facilities to the most highly trained specialists. The following describes
examples of relevant workforce planning and training in the legislation.

Workforce Planning

¢ National Health Care Workforce Commission. Establishes a com-
mission to review workforce supply/demand and recommend
priorities and goals for nursing, mental health, allied and public
health, and emergency medicine; to oversee and report on state
health care workforce development grants; to evaluate ways to
finance health care education and training; and to assess reports
from the National Center for Health Care Workforce Analysis.

e State health care workforce development grants. Establishes a
grants program to enable state- and local-level partnerships to
develop strategies for health care workforce development.

Workforce Pipeline and Training to Increase Competence in Geriatrics

e Geriatric education and training. Expands eligibility for geriatric
education center grants to new types of entities, individuals, and
professions, including allied health, medicine, advanced practice
nursing, clinical psychology, clinical social work, marriage and
family therapy, counseling, and physician assistant programs.
Grants/contracts are for short-term intensive courses on geriatrics,
chronic care management, and long-term care (LTC) for medical

®Public Law 111-148.
"For a complete summary of the ACA workforce provisions, see Discretionary Funding in
the Patient Protection and Affordable Care Act (Redhead et al., 2011a).
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school faculty and other health profession schools—in return for
teaching or practicing in geriatrics, LTC, or chronic care manage-
ment for at least 5 years. Grantees must offer family caregiver and
direct care provider training (at no or nominal cost to enrollees).

e Nursing workforce. Modifies and reauthorizes several existing
nursing education programs to support nursing workforce devel-
opment, including grants and scholarship programs for gradu-
ate and undergraduate nursing education in cultural competency,
workforce diversity, nurse faculty members, advanced education
nurses, and geriatric nursing. Includes an increase in the maximum
loan amount.

® Medicare Graduate Nurse Education Demonstration Program.
Establishes a Medicare demonstration program for up to five eli-
gible hospitals to receive reimbursement for providing advanced
practice nurses with clinical training in primary care, preventive
care, transitional care, and chronic care management.

* Demonstration projects to address health professions workforce
needs. Establishes two demonstration grants to provide low-
income individuals with opportunities for education, training, and
career advancement. Offers financial aid and other supportive ser-
vices to states, Indian tribes, institutions of higher education, and
local workforce investment boards to help low-income individuals
obtain education and training in health care jobs that pay well and
are in high demand. Also includes grants to states developing core
training competencies and certification programs for personal and
home care aides.

e Training opportunities for direct care workers. Establishes a grant
program for educational institutions who partner with LTC pro-
viders to provide new training opportunities (i.e., tuition and fee
assistance) for direct care workers in LTC settings, including nurs-
ing homes, assisted living facilities, skilled nursing facilities, and
home- and community-based settings.

RECOMMENDATION 4: Congress should appropriate funds for
the Patient Protection and Affordable Care Act (ACA) workforce pro-
visions that authorize training, scholarship, and loan forgiveness for
individuals who work with or are preparing to work with older adults
who have MH/SU conditions. This funding should be targeted to pro-
grams with curricula in geriatric MH/SU and directed specifically to the
following types of workers who make a commitment to caring for older
adults who have MH/SU conditions:
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e Psychiatrists, psychologists, psychiatric nurses, social workers,
MH/SU counselors, and other specialists who require skills and
knowledge of both geriatrics and MH/SU.

® Primary care providers, including geriatricians and other phy-
sicians, registered nurses (RNs), advanced practice registered
nurses (APRNs), and physician assistants.

* Potential care managers for older adults who have MH/SU con-
ditions, including RNs, APRNSs, social workers, physician assis-
tants, and others.

e Faculty in medicine, nursing, social work, psychology, substance
use counseling, and other specialties.

® Direct care workers and other frontline employees in home
health agencies, nursing homes, and assisted living facilities
(including personal care attendants not employed by an agency).

e Family caregivers of older adults with MH/SU conditions.

BUILDING BLOCKS OF INFORMED WORKFORCE PLANNING

The dearth of even the most basic data is a significant barrier to
workforce planning in the United States, especially in geriatric MH/SU.
As Chapters 2 and 3 indicate, little is known about the clinical and demo-
graphic characteristics of older adults with MH/SU conditions, the exist-
ing skills and makeup of the workforce that serves them, or the educa-
tional establishment that trains the workforce. There is a particular void
of information on the older adults with MH/SU conditions who reside in
nursing homes and other residential settings, prisoners, rurally isolated
elders, and those with severe mental illnesses.

Recommendation 1 (above) describes the importance of investing
in ongoing research on recruitment and retention methods, evidence-
based models of geriatric MH/SU care, curriculum development, and
core competencies. The committee also recommends that HHS build an
information infrastructure that ensures routine collection, dissemination,
and analysis of data on the older adult population with MH/SU condi-
tions and the workforce that serves them.

RECOMMENDATION 5: HHS should direct a responsible entity
(as described above) to develop and coordinate implementation of a
data collection and reporting strategy for geriatric MH/SU workforce
planning. Data collection and reporting should include the following:

e Prevalence data for Diagnostic and Statistical Manual of Mental
Disorders (DSM)-defined disorders and other MH/SU conditions,
including data on comorbidity of these conditions. Representa-
tive data on the following subgroups are essential:
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Age within the 65+ population (65-74, 75-84, and 85 and older)
Gender
Race and ethnicity (including non-English speakers)
Veteran status
Living situation (private household, public housing or senior
housing facility, group home, assisted living or other residen-
tial care facility, and nursing home)
o Coexisting physical health conditions
o Coexisting cognitive and functional impairments
o Geographic area
e Use of MH/SU services for the above subgroups
e Comprehensive and comparable information on the full range
of geriatric MH/SU personnel with sufficient detail to assess the
workforce supply by race and ethnicity, language skills, geo-
graphic location and distribution, qualifications, training and
certification, areas of practice, and hours spent in the care of older
adults.

O O 0O O O
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AA
AAGP
AAMC
ACA
ACO
ACT
ADAMS
ADLs
AECOM
AHRQ
AIMS

AoA
APA
APPIC

APRN
ASPE

ASWB
ATOD

Appendix A

Abbreviations and Acronyms

Alcoholics Anonymous

American Association of Geriatric Psychiatrists

Association of American Medical Colleges

Patient Protection and Affordable Care Act

accountable care organization

Assertive Community Treatment Model

Aging, Demographics, and Memory Study

activities of daily living

Albert Einstein College of Medicine

Agency for Healthcare Research and Quality

Advancing Integrated Mental Health Services Center at
the University of Washington

Administration on Aging

American Psychological Association

Association of Psychology Postdoctoral and Internship
Centers

advanced practice registered nurse

Office of the Assistant Secretary for Planning and
Evaluation

Association of Social Work Boards

Certified Clinical Alcohol, Tobacco, and Other Drug
Social Worker
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BHP Bureau of Health Professions, HRSA

BLS Bureau of Labor Statistics

BRFSS Behavioral Risk Factors Surveillance System

BRITE Brief Intervention and Treatment for Elders

CACREP Council for Accreditation of Counseling and Related
Educational Programs

CalSWEC California Social Work Education Center

CAPT California Association of Psychiatric Technicians

CcCM Chronic Care Model

CDC Centers for Disease Control and Prevention

CGEP Comprehensive Geriatric Education Program

CHW community health worker

CMMI Center for Medicare and Medicaid Innovation, CMS

CMS Centers for Medicare & Medicaid Services

CNA certified nursing assistant

CNL clinical nurse leader

CPES Collaborative Psychiatric Epidemiological Studies

CPS certified peer specialist

CRCC Council on Rehabilitation Counselor Certification

CSWE Council on Social Work Education

DAWN Drug Abuse Warning Network

DCA Direct Care Alliance

DCM depression care manager

DCW direct care worker

DOL U.S. Department of Labor

DSM Diagnostic and Statistical Manual of Mental Disorders

ECA Epidemiologic Catchment Area survey

EMASS Elderly Multicultural Access and Support Services

GACA Geriatric Academic Career Award

GDS Geriatric Depression Scale

GEC Geriatric Education Center

GIG Gero Innovations Grant

GMHF Geriatric Mental Health Foundation

GPE Graduate Psychology Education

GPN geropsychiatric nursing

GPNC Geropsychiatric Nursing Collaborative

GSA Gerontological Society of America

GSWI Geriatric Social Work Initiative

GTPD Geriatric Training for Physicians, Dentists and

Behavioral and Mental Health Professionals
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HCC HealthCare for Communities household study

Healthy IDEAS Identifying Depression, Empowering Activities for
Seniors

HHS U.S. Department of Health and Human Services

HIGN Hartford Institute for Geriatric Nursing

HOPES Helping Older People Experience Success

HRS Health and Retirement Study surveys

HRSA Health Resources and Services Administration

HSRC Health Services Research Center of the University of
California, San Diego

IMPACT Improving Mood-Promoting Access to Collaborative
Treatment

IPA Independent Provider Association

IPEC Interprofessional Education Collaborative

LGBT lesbian, gay, bisexual, transgender

LPC licensed professional counselor

LPN licensed practical nurse

LTC long-term care

LVN licensed vocational nurse (see LPN)

MAC Master’s Advanced Curriculum

MDS Minimum Data Set

MEPS Medical Expenditure Panel Survey

MFT marriage and family therapist

MH/SU mental health and substance use

MHSAP CSWE Mental Health/Substance Abuse Fellowship
Program

MIDUS Midlife Development in the United States

MSSP Medicare Shared Savings Program

MSW master’s in social work

NAHC National Association for Home Care and Hospice

NAMI National Alliance on Mental Illness

NAMI NH NAMI New Hampshire
NASMHPD National Association of State Mental Health Program

Directors
NASW National Association of Social Workers
NCS-R National Comorbidity Survey-Replication
NESARC National Epidemiological Survey of Alcohol and

Related Conditions
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NESARC 1 National Epidemiological Survey of Alcohol and
Related Conditions Wave 1

NESARC 2 National Epidemiological Survey of Alcohol and
Related Conditions Wave 2

NHIS National Health Interview Survey

NIA National Institute on Aging

NIAA National Institute on Alcohol Abuse and Alcoholism

NIDA National Institute on Drug Abuse

NIH National Institutes of Health

NIMH National Institute of Mental Health

NLAAS National Latino and Asian American Study

NSAL National Study of American Life

NSDUH National Survey of Drug Use and Health

OASIS Outcome and Assessment Information Set

oT occupational therapist

PA physician assistant

PASRR Pre-Admission Screening and Resident Review

PATCH Psychogeriatric Assessment and Treatment in City
Housing

PCP primary care provider

PEARLS Program to Encourage Active and Rewarding Lives for
Seniors

PHA Partnership for Health in Aging

PharmD doctor of pharmacy

POGOe Portal of Online Geriatric Education

PREVENT Providing Resources Early to Vulnerable Elders
Needing Treatment

PRISM-E Primary Care Research in Substance Abuse and Mental
Health for the Elderly

Project TrEAT  Trial for Early Alcohol Treatment

PTSD posttraumatic stress disorder

QIO quality-improvement organization

QPR Question, Persuade, and Refer

RCT randomized controlled trial

RN registered nurse

SAMHSA Substance Abuse and Mental Health Services
Administration
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SBIRT Screening, Brief Intervention, and Referral for
Treatment

SGEC Stanford Geriatric Education Center

SIS Seniors in Sobriety

SMI serious mental illness

SPRY Seniors Preparing for Rainbow Years

TAC technical assistance center

TCE Older Adults Targeted Capacity Expansion Grants

TP SAMHSA Treatment Improvement Protocol

TRIAD Training in the Assessment of Depression

UPAC Union of Pan Asian Communities

VA Department of Veterans Affairs

VHA Veterans Health Administration

WMH-CIDI World Mental Health Composite International
Diagnostic Interview

WPA World Psychiatric Association

WRAP Wellness Recovery Action Planning
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Appendix B

Public Workshop Agenda

SELECTED PERSPECTIVES ON THE MENTAL HEALTH
AND SUBSTANCE USE WORKFORCE FOR THE
GERIATRIC POPULATION: FILLING IN THE GAPS

JUNE 1, 2011

Keck Center
500 Fifth Street, NW
Room 100
Washington, DC

9:00 Welcome and Introductory Remarks
Dan Blazer, Chair, Institute of Medicine Committee

9:05 PANEL #1—CONSUMERS, FAMILIES, AND CAREGIVERS

Objective: To learn about successful models for consumer, family,
and caregiver participation in mental health and substance use care

and the related implications for workforce training.

Moderator: Octavio Martinez, MD, MPH, MBA, Executive
Director, Hogg Foundation for Mental Health
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10:25

11:45

12:30

MENTAL HEALTH AND SUBSTANCE USE WORKFORCE FOR OLDER ADULTS

Panelists:

* Mary Ellen Copeland, Wellness Recovery Action Planning
(WRAP)

® Marian Scheinholtz, Public Health Advisor, Community Support
Programs Branch, Substance Abuse and Mental Health Services
Administration

e Bernadette Seifert, Coordinator of Older Adult Services, National
Alliance on Mental Illness, New Hampshire

* Moe Armstrong, Founder, Vet-to-Vet

Q & A/Open Discussion

PANEL #2—CROSS-COMPETENCIES IN AGING, MENTAL
HEALTH, AND SUBSTANCE USE IN SELECTED SETTINGS

Objective: To learn about selected approaches to ensuring cross-
competencies among professionals and nonprofessionals who work
with older adults with mental health and substance use conditions in
a variety of settings.

Moderator: Michael Hoge, Professor of Psychiatry (in Psychology),
Yale University School of Medicine and Director of Yale Behavioral
Health

Panelists:

e Patrick J. Raue, Associate Professor of Psychology in Psychiatry,
Weill Cornell Medical College—Home Care Nurses

e Kathy Kuhn, Director of Workforce Development, Institute for
Geriatric Social Work, Boston University—Social Workers, Case
Managers, and Outreach Workers

e Carol Colleran, Retired Director of Public Policy and National
Affairs, Hanley Center—Addiction Counselors

Q & A/Open Discussion
LUNCH

PANEL #3—WORKFORCE IMPLICATIONS OF SELECTED
MODELS OF CARE

Objective: To learn about the workforce implications of various

evidence-based models of mental health and substance use care for
older people.
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2:00

Moderator: Mark Snowden, Associate Professor, University of
Washington School of Medicine, Department of Psychiatry and
Behavioral Sciences

Panelists:

* Michael Schoenbaum, Senior Advisor for Mental Health
Services, Epidemiology, and Economics, Office of the Director,
National Institute of Mental Health—Providing Depression Care
in a Primary Care Setting—IMPACT

e Julie Jensen, Program Manager, Older Adult Services, HEROS
Program, Good Samaritan Behavioral Health, Puyallup, WA—
Gatekeeper Model

e Stephen Ferrante, Director, Aging Academy, Florida Atlantic
University—Screening, Brief Intervention, and Referral to
Treatment (SBIRT) Model for Older Adults with Substance Use
Problems

e Enid Hunkeler, Senior Scientist and Codirector, Inter-Divisional
Depression Initiative, Kaiser Permanente Northern California
Division of Research

Q & A/Open Discussion

PANEL #4—POLICY OPPORTUNITIES FOR GROWING
AND IMPROVING THE GERIATRIC MENTAL HEALTH
WORKFORCE

Objectives: (1) To learn about current policy directions that may
affect the geriatric mental health and substance use care workforce,
and (2) to hear the recommendations of key thought leaders on how
to grow and strengthen the geriatric mental health and substance use
care workforce.

Moderator: Steve Bartels, Professor of Psychiatry and Community
& Family Medicine, Dartmouth Medical School and Director,
Dartmouth-New England Geriatric Education Center

Panelists:

e Tim Engelhardt, Director, Demonstration Program, CMS Federal
Coordinated Health Care Office (Duals Office)

e Dan Timmel, Medicaid Long Term Care Policy Analyst, CMS
Disabled and Elderly Health Programs Group
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* Robyn Golden, Director of Older Adult Programs, Rush
University Medical Center

e Harold Pincus, Codirector, Irving Institute of Clinical and
Translational Research, and Professor, Department of Psychiatry,
Columbia University

e Jurgen Uniitzer, Professor, University of Washington Department
of Psychiatry

Q & A/Open Discussion

3:30 ADJOURN
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VI.

MENTAL HEALTH AND SUBSTANCE USE WORKFORCE FOR OLDER ADULTS

CONTENTS

PHYSICIANS

Allopathic Physicians (MD)
Family Medicine (MD)

Geriatric Family Medicine (MD)
Internal Medicine (MD)
Geriatric Internal Medicine (MD)
Psychiatry (MD)

Geriatric Psychiatry (MD)
Addiction Psychiatry (MD)
Osteopathic Physicians (DO)
Family Medicine (DO)
Geriatrics in Family Medicine (DO)
Addiction in Family Medicine
Internal Medicine (DO)
Geriatric Internal Medicine (DO)
General Psychiatry (DO)
Geriatric Psychiatry (DO)
Addiction Psychiatry (DO)

PHYSICIAN ASSISTANTS

NURSES
Licensed Practical Nurses/Licensed Vocational Nurses

Registered Nurses (Diploma, Associate’s, and Baccalaureate)

Gerontological Nurses
Psychiatric and Mental Health Nurses

Advanced Practice Registered Nurses (Master’s and Doctoral)

Acute Care Nurse Practitioners

Adult Psychiatric-Mental Health Nurse Practitioners
Adult-Gerontology Primary Care Nurse Practitioners
Adult-Gerontology Clinical Nurse Specialists

PSYCHOLOGISTS

Clinical Psychology
Counseling Psychology
Couple and Family Psychology
Rehabilitation Psychology

LICENSED COUNSELORS
Rehabilitation Counseling
Addiction Counseling

Clinical Mental Health Counseling

SOCIAL WORKERS

Social Worker (Associate’s and Baccalaureate)
Social Worker (Master’s)

Clinical Social Work
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VI

PHARMACISTS
Psychiatric Pharmacy

OCCUPATIONAL THERAPISTS

Occupational Therapy Assistant

Occupational Therapist (Master’s and Doctoral)
Gerontology

Mental Health

DIRECT CARE WORKERS
Certified Nursing Assistant
Home Health Aide
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MENTAL HEALTH AND SUBSTANCE USE WORKFORCE FOR OLDER ADULTS

GENERAL POPULATION

Co-occurring MH
Mental Health (MH) Substance Use (SU) and SU

I. PHYSICIANS
Allopathic Physicians (MD)?

Early identification and intervention of
mental disorders (e.g., suicide potential,
depression, alcohol/substance abuse,
family involvement in schizophrenia);
biologic markers of mental disorders

and mental retardation syndromes;
intended/unintended effects of
therapeutic interventions for mental
disorders, including effects of drugs on
neurotransmitters; diagnosis of mental
disorders usually first diagnosed in infancy,
childhood, or adolescence, schizophrenia
and other psychotic disorders, mood
disorders, anxiety disorders, somatoform
disorders, other disorders/conditions;
principles of mental disorder management
(Pharmacotherapy only, Management
decision, Treatment only).

Family Medicine (MD)?

Responsibility for the total health care

of the individual and family, taking

into account behavioral dimensions;
Family-oriented comprehensive care
experience, including individual behavioral
counseling and family counseling;
knowledge and skills in human behavior
and mental health should be acquired
through a program in which behavioral
science and psychiatry are integrated
with all disciplines throughout the total
educational experience; skills in the
diagnosis and management of psychiatric
disorders in children and adults, emotional
aspects of nonpsychiatric disorders,
psychopharmacology, the physician-
patient relationship, patient interviewing
skills, and counseling skills.

Diagnosis of
substance-related
disorders (e.g.,
alcohol and other
substances).

Must have instruction
and development of

skills in the diagnosis
and management of

alcoholism and other
substance abuse.

None

None
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GERIATRIC POPULATION

Substance Use Co-occurring MH
General Care Mental Health (MH) (SV) and SU

General principles of None None None
senescence (normal
physical and mental
changes associated

with aging); medical
ethics and jurisprudence
regarding death and
dying (e.g., diagnosing
death, organ donation,
euthanasia, physician-
assisted suicide)

and palliative care

(e.g., hospice, pain
management, family
counseling, psychosocial
and spiritual issues, fear,
and loneliness).

Resident panels must Training must include None None
include continuity the psychologic aspects
experience for patients of senescence.
requiring home care

and care in long-term
care facilities; nursing
home experience

must consist of at

least two patients as a
continuity experience
over a minimum of 24
consecutive months,

in addition to rotation;
must perform at least
two home visits with at
least one being for an
older adult continuity
patient; educational
experiences must

be in both common

and complex clinical
problems of older
patients; training must
include the appropriate
preventive modalities,
functional assessment,
and the physiologic and
psychologic aspects of
senescence; supervised
clinical experiences
dealing with common
acute and chronic
diseases of aging; learn
about, and practically
apply, a multidisciplinary
approach to the care

of older patients in the
hospital, the family
medicine center (FMC),
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GENERAL POPULATION

Co-occurring MH
Mental Health (MH) Substance Use (SU) and SU

Geriatric Family Medicine (MD)°
N/A N/A N/A
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GERIATRIC POPU ION

Substance Use C
General Care Mental Health (MH) (SU)

the long-term care
facility, and the

home; competence

in preventive health
care, promotion of
independent living, and
maximizing function

and quality of life;
competency in assessing
and meeting the health
care needs of declining
elders, episodic, illness-
related care, delivery of
health care in the home,
FMC, hospital, and long-
term facility, and end-of-
life care.

Primary specialty. Ambulatory care None None
experience must be
designed to provide
care, in a geriatric clinic
or family medicine
center, to elderly
patients who may
require the services
of multiple medical
disciplines, including
psychiatry and social
work; experience in
relevant ambulatory
specialty and
subspecialty clinics (e.g.,
geriatric psychiatry
and neurology)
strongly recommended;
identifiable structured
didactic and clinical
experiences in geriatric
psychiatry must be
included in the program
of each fellow; formal
instruction in physical
and mental examination,
topics of special interest
to geriatric medicine,
including, but not
limited to, cognitive
impairment, depression
and related disorders,
psychosocial aspects
of aging, including
interpersonal and family
relationships, living
situations, adjustment
disorders, depression,
bereavement, and
anxiety, and behavioral
sciences such as
psychology/social work.
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GENERAL POPULATION

Co-occurring MH
Mental Health (MH) Substance Use (SU) and SU

Internal Medicine (MD)?

Clinical experience must include None None
opportunities for experience in psychiatry.

Geriatric Internal Medicine (MD)®
N/A N/A N/A

Copyright © National Academy of Sciences. All rights reserved.



The Mental Health and Substance Use Workforce for Older Adults: In Whose Hands?

APPENDIX C 321

GERIATRIC POPU ION

Substance Use C
General Care Mental Health (MH) (SU)

Institution must have None None None
patients of a broad

age range, including
geriatric patients;
clinical experience must
include an assignment
in geriatric medicine;
clinical experience in
outpatient chronic
disease management,
preventive health,
patient counseling,

and common acute
ambulatory problems
with a diversity of ages.

Primary specialty. Formal instruction in None None
physical and mental
examination, topics
of special interest to
geriatric medicine,
including, but not
limited to, cognitive
impairment, depression
and related disorders,
psychosocial aspects
of aging, including
interpersonal and family
relationships, living
situations, adjustment
disorders, depression,
bereavement, and
anxiety, and behavioral
sciences such as
psychology/social
work; ambulatory care
experience must be
designed to provide care
in a geriatric clinic or
internal medicine center
to elderly patients
who may require the
services of multiple
medical disciplines,
including psychiatry
and social work;
experience in relevant
ambulatory specialty
and subspecialty clinics
(e.g., geriatric psychiatry
and neurology)
strongly recommended;
Fellows must develop
clinical competence
in assessment of
cognitive status and
affective states; clinical
experience in the
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GENERAL POPULATION

Co-occur MH
Mental Health (MH) Substance Use (SU)

Psychiatry (MD)"
Primary specialty.

Geriatric Psychiatry (MD)?
N/A

Addiction Psychiatry (MD)"
Primary specialty.

Osteopathic Physicians (DO)"4

Take a comprehensive history (including
symptoms, psychological factors, and
social factors); perform a standard history
and physical examination, including mini-
mental and basic neurologic examinations;
understand the concepts and principles of
social and behavioral sciences and apply
these to the understanding, management,
and treatment of patient presentations.

One month full-time Evaluation and
equivalent organized  clinical management
experience focused of patients with

on the evaluation and substance abuse/
clinical management dependence

of patients with problems, including
substance abuse/ dual diagnosis.
dependence

problems, including
dual diagnosis.

N/A N/A
Primary specialty. Primary specialty.
Population health None

concepts and
patients with
presentations related
to health promotion,
chronic disease
management, and
human development,
including detection
and monitoring of
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GERIATRIC POPULATION

Substance Use C
General Care Mental Health (MH) (SU)

N/A

N/A

N/A

Determine and monitor
the nature of a patient’s
concern or problem
using a patient-
centered approach

that is appropriate to
the age of the patient;
provide effective patient
care in the outpatient,
inpatient, and home

management of elderly
patients must include
understanding of the
behavioral aspects

of illness; identifiable
structured didactic and
clinical experiences

in geriatric psychiatry
must be included in the
program of each Fellow.

One month full-time
equivalent organized
experience focused
on the specific
competencies in areas
that are unique to the
care of the elderly.

Primary specialty.

Clinical experience must
include the opportunity
to evaluate and follow

a variety of patients of
both sexes, including
geriatric age groups
spanning a broad range
of diagnoses.

COMLEX-USA

covers patients with
presentations related to
trauma, including elder
abuse.

None

Epidemiology,
diagnosis, and
treatment of all
major psychiatric
disorders seen

in the elderly,
seen alone and
in combination,
including
substance-related
disorders.

Clinical
experience

must include
the opportunity
to evaluate and
follow a variety of
patients of both
sexes, including
geriatric age
groups spanning
a broad range of
diagnoses.

None

None

Epidemiology,
diagnosis, and
treatment of all
major psychiatric
disorders seen

in the elderly,
seen alone and
in combination,
including
substance-related
disorders.

Clinical
experience

must include
the opportunity
to evaluate and
follow a variety of
patients of both
sexes, including
geriatric age
groups spanning
a broad range of
diagnoses.

None
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GENERAL POPULATION

Mental Health (MH) Substance Use (SU)

COMLEX-USA covers patients with
presentations related to cognition and
behavior, including anxiety, behavioral
disturbances, confusion/disorientation,
dementia, depression, eating disorders,
learning difficulties, life adjustment,
suicidal ideation; psychosocial
management.

Family Medicine (DO)’

Must maintain current knowledge of
behavioral medicine that reflects the
majority of patient care issues that present
to osteopathic family practice settings;
training in behavioral science, which at

a minimum shall include psychiatric and
psychological diagnoses common to
family practice, didactic instruction and
clinical experiences, interviewing skKills,
counseling skills, psychopharmacology,
and physician well-being; 50 hours

or 2 weeks of documented training in
community medicine, which may include
time spent in occupational health,
mental health agencies, community-
based screening programs, public health
agencies, community health centers, free
clinics, or homeless shelters.

Geriatrics in Family Medicine (DO)™
N/A

Co-occur MH

substance abuse.

COMLEX-USA

covers patients with
presentations related
to substance abuse,
including alcohol
abuse, controlled
substance abuse, non-
controlled drug abuse,
and tobacco abuse.

Program must include
training in behavioral
science, which at

a minimum shall
include the treatment
of substance abuse;
50 hours or 2 weeks
of documented
training in community
medicine, which may
include time spent

in drug and alcohol
treatment centers.

N/A N/A
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GERIATRIC POPULATION

Substance Use C
General Care Mental Health (MH) (SU)

care settings, and across
the lifecycle; recognize
patient presentation

of symptoms and
disorders of human
development; explore

a patient’s beliefs,
concerns, expectations,
and literacy about health
and illness, and provide
care appropriate for
contextual factors such
as a patient’s age.

COMLEX-USA covers
population health
concepts and patients
with presentations
related to health
promotion, chronic
disease management,
and human
development, including
aging physiology; end-
of-life management.

At least 100 hours or

1 month of training in
the care of the geriatric
patient, in addition to
training that occurs

in the continuity of

care site or general
internal medicine
rotations, which at a
minimum shall include
physiological changes of
aging, pharmacokinetics
in the elderly, functional
assessment of the
elderly, extended care
facility management,
hospice, home care;
competencies in
providing acute care,
chronic care, and
preventive care across
the full spectrum of ages
and genders; awareness
and proper attention to
issues of age; patient
population of the
continuity of care site
must include a variety of
patients in terms of age.

Primary specialty. Maintain current None None
knowledge of behavioral
medicine that reflects
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GENERAL POPULATION

Co-occu MH
Mental Health (MH) Substance Use (SU)

Addiction in Family Medicine”

Scope of training must include additional Primary specialty. None
training in all branches of psychiatry that
are of special concern in the addicted

patient.

Internal Medicine (DO)°

None None None
Geriatric Internal Medicine (DO)?

N/A N/A N/A

General Psychiatry (DO)?

Primary specialty. Must be experienced  None
with patients with
substance abuse
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GERIATRIC POPULATION

Substance Use C
General Care Mental Health (MH) (SU)

N/A

None

Primary specialty.

N/A

the majority of patient
care issues present

in geriatric settings;
programs must include
didactic presentations
on psychology of aging,
and mental health
concerns including

loss of a spouse, death
and dying, depression,
dependency, caregiver
burden, and sexuality in
the elderly; programs
must include clinical
training in psychiatric
and psychological needs
and evaluation of the
geriatrics patient.

None

None

Base institution or an
affiliate must have
rehabilitation and
psychiatry services;
biopsychosocial
components of aging,
including normal
physiological age
changes, psychological
models of late-life
development and
sexuality; assessment
of older patients’
health status,
including cognitive/

neuropsychologic status;

preventive geriatric
medicine, including the
relationship between
physical health/mental
health status; common
geriatric syndromes
including dementia,

delirium, depression, and

elder abuse.

Must be exposed to
adequate numbers of
patients of various ages;

None None
None None
Mental health None
disorders,
including
substance

disorders and
the appropriate
treatment
options.

None None
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GENERAL POPULATION

Co-occu MH
Mental Health (MH) Substance Use (SU)

problems, including
experience with
detoxification and
management as well
as an understanding
of community
resources.

Geriatric Psychiatry (DO)"
N/A N/A N/A

Addiction Psychiatry (DO)’

Primary specialty. Primary specialty. Must be fully trained
in the techniques
required in the
treatment of the
larger group of
patients with the dual
diagnosis of addictive
disorders abuse.
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GERIATRIC POPULATION

Substance Use C
General Care Mental Health (MH) (SU)

N/A

N/A

must be experienced
with geriatric patients
with various psychiatric
disorders in which
residents have primary
responsibility for
diagnosis and treatment;
didactic curriculum must
include major theories
of development through
adulthood and old age.

Primary specialty. Diagnosis,
treatment, and
epidemiology

of all major
psychiatric
disorders seen
in the elderly,
including
substance abuse
disorders.

Clinical experience must None
include the opportunity

to evaluate and follow

a variety of patients of

both sexes, including

geriatric age groups

spanning a broad range

of diagnoses; number

Diagnosis,
treatment, and
epidemiology
of all major
psychiatric
disorders seen
in the elderly,
typically including
but not limited
to affective
disorders,
dementia,
delirium, late-
onset psychoses,
medical
presentations
of psychiatric
disorders,
iatrogenesis,
adjustment
disorders, anxiety
disorders,

sleep disorders,
sexual
disorders,
substance
abuse disorders,
personality
disorders, and
continuation

of psychiatric
illnesses that
began earlier

in life. These
disorders can
present either
singularly or in
combination.

None
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GENERAL POPULATION

Co-occur MH
Mental Health (MH) Substance Use (SU) and SU

and other psychiatric
disorders; clinical
experience must
include evaluation,
consultation,

and treatment of
psychiatric inpatients
and outpatients

with chemical
dependencies

and comorbid
psychopathology,

to include a broad
range of psychiatric
diagnoses; curriculum
should emphasize
functional assessment,
signs and symptoms
of neuropsychiatric
impairment
associated with
substance abuse;
knowledge of the
signs and symptoms
of the social and
psychological
problems as well

as the medical and
psychiatric disorders
that often accompany
the chronic use and
abuse of the major
categories of drugs;
experience in the

use of psychoactive
medications in

the treatment of
psychiatric disorders
often accompanying
the major categories
of substance.

1. PHYSICIAN ASSISTANTS!

Instruction in the social and behavioral Instruction in the None
sciences as well as normal and social and behavioral
abnormal development across the life sciences as well as

span, including psychiatric/behavioral normal and abnormal
conditions; supervised clinical practice development

experiences must provide sufficient across the life span,

patient exposure to care for behavioral including detection

and mental health conditions; supervised and treatment of
clinical practice experiences should occur  substance abuse.
with preceptors practicing in behavioral

and mental health care.
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GERIATRIC POPULATION

Substance Use C
General Care Mental Health (MH) (SU)

and variety of new

and follow-up patients
spanning the lifecycle
from adolescence to old
age must be sufficient
to ensure an adequate
outpatient and inpatient

Instruction in the
provision of clinical
medical care across
the life span, including
preventive, emergent,
acute, chronic,
rehabilitative, palliative,
and end-of-life care
relevant to adult and
elderly populations;
supervised clinical
practice experiences
must provide sufficient
patient exposure to
medical care across the
life span, including the
elderly.

Instruction in the social
and behavioral sciences
as well as normal and
abnormal development
across the life span,
including psychiatric/
behavioral conditions.

Instruction in None
the social and
behavioral
sciences as

well as normal
and abnormal
development
across the life
span, including
detection and
treatment of
substance abuse.
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Mental Health (MH) Substance Use (SU)

Licensed Practical Nurses/Licensed Vocational NursesY

Identify client risk factors for abusing

or neglecting others; identify signs and
symptoms of physical, psychological,

or financial abuse in client; recognize
risk factors for domestic, child and/or
elder abuse/neglect and sexual abuse;
monitor client appearance, mood, and
psychomotor behavior and observe for
changes; assist client with achieving
self-control of behavior; assist client in
using behavioral strategies to decrease
anxiety; assist in or reinforce education
of caregivers/family on ways to manage
client with behavioral disorders;
participate in behavior management
program by recognizing environmental
stressors and/or providing therapeutic
environment; participate in reminiscence
therapy, validation therapy, or reality
orientation; participate in client group
session; reinforce client participation in
therapy; use behavioral management
techniques when caring for a client;
evaluate client response to behavioral
management interventions; collect data
regarding client psychosocial functioning;
identify client use of effective and
ineffective coping mechanisms; use
therapeutic techniques to assist client
with coping ability; identify client in
crisis; identify client risk for self-injury
and/or violence; use crisis intervention
techniques to assist client in coping;
provide opportunities for client to
understand why the crisis occurred;
guide client to resources for recovery
from crisis; reinforce client teaching

on suicide/violence prevention; report
changes in client behavior (indicating a
developing crisis) to supervisor; recognize
cultural issues that may impact client
understanding/acceptance of psychiatric
diagnosis; identify client reaction to loss;
provide client with resources to adjust
to loss/bereavement (e.g., individual
counseling, support groups); identify
expected behaviors of client with
independent or dependent personality;
identify client symptoms of acute or
chronic mental illness (e.g., schizophrenia,
depression, bipolar disorder); recognize
change in client mental status; recognize
client symptoms of relapse; explore

why client is refusing or not following
treatment plan; identify client emotional
problems related to religious/spiritual
beliefs; use therapeutic communication
techniques with client.

Co-occu MH

Identify signs None
and symptoms of
substance abuse/
chemical dependency,
withdrawal or toxicity;
plan and provide care
to client experiencing
substance-related
withdrawal or toxicity
(e.g., nicotine, opioid,
sedative); reinforce
provided information
on substance abuse
diagnosis and
treatment plan to
client; encourage
client participation

in support groups
(e.g., Alcoholics
Anonymous, Narcotics
Anonymous); monitor
client response to
treatment plan and
contribute to revision
of plan as needed.
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GERIATRIC POPULATION

Identify client Recognize risk factors None None
knowledge on aging for elder abuse/neglect.
process and assist in
reinforcing teaching

on expected changes
related to aging;

provide care that meets
the special needs of
adults ages 65 to 85;
provide care that meets
the special needs of
adults greater than age
85; assist client with
expected life transition
(e.g., retirement); modify
approaches to care in
accordance with client
development stage;
identify client end-of-life
needs; identify client
ability to cope with
end-of-life interventions;
provide care or support
for client/family at end
of life; assist client in
resolution of end-of-life
issues.
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Mental Health (MH) Substance Use (SU)

Registered Nurse (Diploma, Associate’s, and Baccalaureate)”

Recognize client who is socially or
environmentally isolated; assess client

for potential or actual abuse/neglect

and intervene when appropriate; identify
risk factors for domestic, child, elder
abuse/neglect and sexual abuse; plan
interventions for victims/suspected
victims of abuse; counsel victims/
suspected victims of abuse and their
families on coping strategies; assess client
appearance, mood, and psychomotor
behavior and identify/respond to
inappropriate/abnormal behavior; assist
client with achieving and maintaining
self-control of behavior; assist client to
develop and use strategies to decrease
anxiety; orient client to reality; participate
in group sessions; incorporate behavioral
management techniques when caring

for a client; evaluate client response to
treatment plan; assess client reaction

to diagnosis of acute or chronic mental
iliness; provide information to client on
stress management techniques; assess the
potential for violence and initiate/maintain
safety precautions; identify client in crisis;
use crisis intervention technigques to assist
client in coping; apply knowledge of client
psychopathology to crisis intervention;
guide client to resources for recovery from
crisis; recognize cultural issues that may
impact client understanding/acceptance
of psychiatric diagnosis; encourage client
participation in group/family therapy;
provide client with resources to adjust

to loss/bereavement (e.g., individual
counseling, support groups); evaluate
client coping and fears related to grief
and loss; recognize signs and symptoms
of acute and chronic mental illness

(e.g., schizophrenia, depression, bipolar
disorder); explore why client is refusing/
not following treatment plan; assess

client for alterations in mood, judgment,
cognition, and reasoning; apply knowledge
of client psychopathology to mental health
concepts applied in individual/group/
family therapy; provide care and education
for acute and chronic behavioral health
issues (e.g., anxiety, depression, dementia,
eating disorders); evaluate client ability

to adhere to treatment plan; identify

the emotional problems of client or

client needs that are related to religious/
spiritual beliefs; recognize nonverbal

cues to physical and/or psychological
stressors; use therapeutic communication
techniques to provide support to client;
provide a therapeutic environment for
clients with emotional/behavioral issues.

The Mental Health and Substance Use Workforce for Older Adults: In Whose Hands?
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10

Co-occu MH

Assess client None
reactions to the
diagnosis/treatment
of substance-related
disorder; assess client
for drug-/alcohol-
related dependencies,
withdrawal, or
toxicities and
intervene when
appropriate; plan

and provide care to
client experiencing
substance-related
withdrawal or toxicity
(e.g., nicotine, opioid,
sedative); provide
information on
substance abuse
diagnosis and
treatment plan to
client; encourage
client to participate

in support groups
(e.g., Alcoholics
Anonymous, Narcotics
Anonymous); evaluate
client response to
treatment plan and
revise as needed.
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Substance Use C
General Care Mental Health (MH) (SU)

Assess client reactions
to expected age-related
changes; provide care
and education that
meets the special needs
of adults ages 65 to
85; provide care and
education that meets
the special needs of
adults greater than age
85; identify expected
physical, cognitive,

and psychosocial
stages of development;
identify expected

body image changes
associated with client
developmental age
(e.g., aging); compare
client development

to expected age/
developmental

stage and report any
deviations; assist

client in coping with
life transition (e.g.,
retirement); modify
approaches to care

in accordance with
client developmental
stage (use age-

appropriate explanations

of procedures and
treatments); provide
education to client/
staff members about
expected age-related
changes and age-
specific growth and
development; assess
client ability to cope
with end-of-life
interventions; identify
end-of-life needs

of client; recognize
need for and provide
psychosocial support
to family/caregiver;
assist client in resolution
of end-of-life issues;
provide end-of-life care
and education to clients
(e.g., hospice).

Identify risk factors None None
for elder abuse/

neglect; evaluate client

abnormal response to

the aging process (e.g.,

depression).
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MH
Mental Health (MH) Substance Use (SU)

Gerontological Nurses"”
N/A N/A N/A

Psychiatric and Mental Health Nurses*
Primary specialty. None None

Advanced Practice Registered Nurses (Master’s” and Doctoral?)

Assumes mastery of baccalaureate None None
essentials; advanced health/physical

assessment, including psychological

assessment; knowledge and skills to

identify signs and symptoms of common

emotional illnesses.

Acute Care Nurse Practitioners®

Performs evaluations for substance use, Diagnoses common Diagnoses common
violence, neglect, and abuse; assesses the substance use or mental health and
impact of an acute, critical, and/or chronic addictive disorder/ substance use or
illness or injury on the individual’s disease, such as addictive disorder/
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Substance Use C
General Care Mental Health (MH) (SU)

Primary specialty. Evidence-based tools Identifying risk None
and techniques for factors (e.g.,
history taking used addiction).

with older adults

(e.g., psychological);
evidence-based

tools and techniques
for physical exams

and psychosocial
assessments used

with older adults in
many settings (e.g.,
mental status exam);
pathophysiology and
diagnostic tests (e.g.,
geriatric depression
scale); identifying risk
factors (e.g., abuse
and neglect, suicide
behavior, self-harm);
norms and variances
(e.g., psychosocial
assessment,
psychological);
coordinating with others
to implement the plan of
care (e.g., occupational
therapy, social work,
spiritual care, family).

N/A Normal and abnormal None None
mental changes across
the life span; using age-
appropriate, system-
specific, evidence-based
assessment instruments,
tools, and techniques.

Assumes mastery of Assumes mastery of None None
baccalaureate essentials; baccalaureate essentials.
knowledge and skills

to compare and

contrast physiologic

changes over the life

span and analyze the

relationship between

normal physiology and

pathological phenomena

produced by altered

states across the life

span.

Distinguishes between None None None
normal and abnormal

developmental and age-

related physiologic and
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Co-occur MH
Mental Health (MH) Substance Use (SU) and SU

health status (physical and mental); alcohol and drug disease, such as
provides for the promotion of health and use, in the presence anxiety, depression,
protection from disease by assessing for of complex acute, and alcohol and drug
risks associated with care of complex critical, and chronic use, in the presence
acute, critical, and chronically ill patients, iliness; demonstrates  of complex acute,
such as psychological risk, including, effective critical, and chronic
but not limited to, impaired sleep and communication skills iliness.
communication, and crisis related to threat in addressing sensitive

to life, self-image, finances, medication topics with patients

side effects, home and educational and families such as

environment, and altered family dynamics; substance use.
diagnoses common mental health

disorder/disease, such as anxiety and

depression, in the presence of complex

acute, critical, and chronic illness.

Adult Psychiatric-Mental Health Nurse Practitioners?®

Primary specialty. Because substance- None
related disorders are
one of the DSM-IV-TR
Axis | diagnoses, they
have been included as
a psychiatric disorder
in these standards.

Adult-Gerontology Primary Care Nurse Practitionersc®
N/A N/A N/A

Adult-Gerontology Clinical Nurse Specialists®
N/A N/A N/A
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Substance Use C
General Care Mental Health (MH) (SU)

behavioral changes in
complex acute, critical,

and chronic illness;
implements palliative
and end-of-life care
in collaboration with
the family, patient
(when possible), and
other members of
the multidisciplinary
health care team;
provides anticipatory
guidance that is age
and developmentally

appropriate within the

context of complex
acute, critical, chronic
iliness.

N/A

Primary specialty.

Primary specialty.

Orders age-appropriate
tests and other
procedures that provide
data that contribute

to the treatment plan;
detects and minimizes
adverse drug reactions
with knowledge of
pharmacokinetics and
dynamics with special
attention to vulnerable
populations such as
older adults.

Assesses mental

health status using

age, gender, and
culturally appropriate
standardized assessment
instruments or
processes; assesses for
syndromes that may

be manifestations of
other common health
problems (e.g., risk-
taking behaviors, self-
injury, stress, delirium,

or depression); acute
and chronic physical and
mental illnesses; treats
and manages geriatric
syndromes such as
delirium, depression, and
dementia.

Assesses the interaction
between acute and
chronic physical and
mental health problems;

Because
substance-related
disorders are one
of the DSM-IV-TR
Axis | diagnoses,
they have been
included as

a psychiatric
disorder in these
standards.

Fosters a trusting
relationship

that facilitates
discussion

of sensitive
issues with

the individual,
family, and other
caregivers such
as substance use/
abuse.

Evaluates for
common mental
health disorders
such

None

Assesses
individuals with
complex health
issues and
comorbidities,
including the
interaction with
acute and chronic
physical and
mental health
problems.

None
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GENERAL POPULATION

MH
Mental Health (MH) Substance Use (SU)

IV. PSYCHOLOGISTS®®

Primary specialty. Behavioral genetics, Behavioral genetics,
transmission and transmission and
expression of genetic  expression of genetic
information and information and
its modification its modification
and the role of and the role of
this information this information
in understanding in understanding
diseases and diseases and
disorders (e.g., disorders (e.g.,
substance abuse substance abuse
disorders) with disorders), with
consideration of consideration of
comorbidities and comorbidities and

Copyright © National Academy of Sciences. All rights reserved.



The Mental Health and Substance Use Workforce for Older Adults: In Whose Hands?

APPENDIX C

GERIATRIC POPU

341

ION

Substance Use C
General Care Mental Health (MH) (SU)

uses reliable and

valid age-appropriate
assessment instruments
to assess acute and
chronic health concerns,
including mental status,
delirium, dementia,

and pain; evaluates

for common mental
health disorders

such as depression,
dementia, anxiety,

or substance-related
disorders; manages or
appropriately refers

the patient with signs
and symptoms of
mental health disorders;
uses behavioral,
communication,

and environmental-
modification strategies
with individuals who
have cognitive and
psychiatric impairments;
advises patients,
families, and caregivers
on how to address
sensitive issues such

as suicide prevention,
substance use, potential
for abuse, and end-of-
life concerns; modifies
health information,
patient education
programs, and
interventions for patients
with mental illness
limitations; provides
education to patients,
families, caregivers,

and the community,
including the interaction
between physical and
mental health.

as depression,
dementia, anxiety,
or substance-
related disorders;
advises patients,
families, and
caregivers on
how to address
sensitive issues
such as substance
use.

N/A

Influence of psychosocial
factors (e.g., life span
development) on
beliefs/cognitions

and behaviors;

normal growth and
development across
the full life span; family
development and
functioning and its
impact on the individual
across the full life

span; normative and
nonnormative life

None Comorbidity
of mental
illness with
substance abuse,
comorbidity
rates, age ranges
affected.
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Co-occu MH
Mental Health (MH) Substance Use (SU) and SU

population differences population differences

in genetic information. in genetic information;
comorbidity of mental
illness with substance
abuse, comorbidity
rates, age ranges

affected.
Clinical Psychology’”
Primary specialty. None None
Counseling Psychology99
Primary specialty. None None
Couple and Family Psychology””
Primary specialty. None None
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Substance Use C
General Care Mental Health (MH) (SU)

event changes (e.g.,
retirement) that can
influence the normal
course of development;
disorders/diseases that
impact expected course
of development over the
full life span.

N/A Sensitivity to and None None
skills in dealing with
multicultural/diverse
populations, including
broad scope of age;
conducts assessments
of cases from any
developmental level
across the life span;
performs interventions
that may take the
form of any modality
of psychotherapy
or environmental
modification in cases
from any developmental
level across the life span.

N/A Sensitivity to and None None
skills in dealing
with multicultural/
diverse populations,
including broad
scope of age; perform
interventions that may
reflect any modality
of psychotherapy
or environmental
modification and
may come from any
developmental level
across the life span.

N/A Knowledge in life span None None
human development;
assessment procedures
should be appropriate
for the client’s
developmental age
and stage of lifecycle;
use of instruments that
have normative data
from age-appropriate
samples; interpretations
and conclusions take
into account couple/
family/identified
patient uniqueness
(developmental age and
stage of lifecycle).
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Co-occur MH

Mental Health (MH) Substance Use (SU)

Rehabilitation Psychology’

Primary specialty.

Appropriate selection, None
administration,
modification
(where indicated),
and interpretation
of standardized
tests, behavioral
observations, and/
or clinical interviews,
given the needs

of the patient/
client, upon which
recommendations
are made and
communicated to
promote useful
outcomes in the
assessment of
substance use/
abuse identification;
effective
consultation with
other professionals
appropriate to the
needs of the client
in ways that will
promote useful
outcomes for the
patient/client in
substance abuse
identification and
management.

V. LICENSED COUNSELORS

Rehabilitation Counseling’

Recognize individuals with a disability
who demonstrate psychological or
mental health-related problems and
make appropriate referrals when
appropriate; analyze diagnostic and
assessment information (e.g., vocational
and educational tests, records, and
psychological and medical data) and
communicate this information to the
consumer; explain and use standard
diagnostic classification systems for
mental health conditions within the limits
of the role and responsibilities of the
rehabilitation counselor; recognize and
communicate a basic understanding of
how to assess individuals, groups, and
families who exhibit suicide ideation,

psychological and emotional crisis; identify

and recommend treatment options
that facilitate recovery and successful
psychiatric rehabilitation outcomes.

Describe different None
recovery models that
apply to substance
abuse treatment and
rehabilitation; identify
and recommend
treatment options
that facilitate recovery
and successful
rehabilitation
outcomes.
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N/A

Sensitivity to and None
skills in dealing with
multicultural/diverse
populations, including

broad scope of age; an
awareness of science-

based theories and

research on individual

and cultural diversity

(i.e., age).

Identify the influences
of aging differences and
integrate this knowledge
into practice; articulate
a working knowledge of
human development and
the needs of individuals
with disabilities across
the life span.

None None None
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Co-occur MH
and SU

Mental Health (MH) Substance Use (SU)

Addiction Counseling“<

Primary specialty.

Clinical Mental Health Counseling
Primary specialty.

Primary specialty.

Core curricula for all
counselors should
include theories
and etiology of
addictions and
addictive behaviors,
including strategies
for prevention,
intervention, and
treatment.

In addition, identifies
standard screening
and assessment
instruments for
substance use
disorders and process
addictions.

Recognize the
potential for addictive
disorders to mimic

a variety of medical
and psychological
disorders and the
potential for medical
and psychological
disorders to coexist
with addiction and
substance abuse;
provide appropriate
counseling strategies
when working with
clients with addiction
and co-occurring
disorders; screen for
co-occurring mental
and/or addictive
disorders; knowledge
of the impact of co-
occurring addictive
disorders on medical
and psychological
disorders;
demonstrate
appropriate use of
diagnostic tools,
including the current
edition of the DSM-
IV-TR, to describe the
symptoms and clinical
presentation of
clients with addictive
disorders and mental
and emotional
impairments.

Recognizes the
potential for
substance use
disorders to mimic
and coexist with a
variety of medical
and psychological
disorders; knows

the disease concept
and etiology of
addiction and co-
occurring disorders;
provides appropriate
counseling strategies
when working with
clients with addiction
and co-occurring
disorders; screens
for addiction, as well
as co-occurring

Copyright © National Academy of Sciences. All rights reserved.



The Mental Health and Substance Use Workforce for Older Adults: In Whose Hands?

APPENDIX C

347

GERIATRIC POPULATION

Substance Use Co-occu
General Care Mental Health (MH) (SV) and

N/A

N/A

None

Core curricula for all
counselors should
include theories of
individual and family
development and
transitions across the
life span; theories for
facilitating optimal
development and
wellness over the life
span.

Core curricula None
for all counselors
should include
theories of
individual

and family
development
and transitions
across the life
span; theories
for facilitating
optimal
development and
wellness over the
life span.

None None
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GENERAL POPULATION

Mental Health (MH) Substance Use (SU)

VI. SOCIAL WORKERS

Social Worker (Associate’s and Baccalaureate)’

Typical and atypical emotional growth
and development; the impact of physical,
mental, and cognitive impairment on
human development; the interplay of
biological, psychological, social, and
spiritual factors; assessing types of
information available from psychological
and psychiatric educational records;
process of referring the client for
additional evaluations (e.g., psychological);
The dynamics and effects of life stage

and lifecycle crises; the impact of physical
and mental illness on crises; dynamics and
effects of trauma; dynamics and effects

of loss, separation, and grief; indicators of
and response to client danger to self and
others; stages of crises; processes and
techniques for cognitive and/or behavioral
interventions.

Social Worker (Master’s)”™

Behavioral, cognitive, and learning
theories; impact of physical, mental,

and cognitive disabilities on human
development; interplay of biological,
psychological, and social factors;
dynamics of grief and loss; indicators and
dynamics of abuse; psychopharmacology;
components of a biopsychosocial history;
symptoms of mental and emotional
iliness; indicators of psychosocial stress;
indicators of traumatic stress and violence;
current Diagnostic and Statistical Manual
diagnostic framework and criteria;
components and function of the mental
status examination; indicators of client
danger to self and others; use of cognitive
behavioral techniques.

Clinical Social Work™”
Primary specialty.

Differentiating the
use of, abuse of,

and dependency

on substances; the
effects of addiction
on the client; the
effects of addiction
on the family
system and other
relationships; eliciting
sensitive information
(e.g., substance
abuse).

Addiction theories
and concepts;
indicators of
substance abuse and
other addictions.

Substance abuse
and/or dependence;
the effects of
substance abuse
and/or dependence
on relationships;
the effects of
substance abuse
and/or dependence;
addiction theories;

MENTAL HEALTH AND SUBSTANCE USE WORKFORCE FOR OLDER ADULTS

Co-occur MH

and SU

mental disorders;
knows the impact

of co-occurring
substance use
disorders on medical
and psychological
disorders.

The co-occurrence of
addiction and other
disorders.

None

Assessment and
diagnosis of co-
occurring disorders
and conditions.
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Older adult behavior
and development; the
interaction of age and/or
disability with behaviors,
attitudes, and identity.

Aging processes;
influence of age on
behaviors and attitudes.

N/A

The symptoms of None None
mental and emotional
illness across the life
span; the indicators,
dynamics, and impact of
sexual abuse, emotional
abuse, neglect, physical
abuse, intimate partner
violence, and other
forms of exploitation
across the life span; the
dynamics and effects of
life stage and lifecycle
crises; the effect of the
client system’s life stage
on the selection of an
intervention.

None None None

Gerontology; None None
differences in age and/

or disability factors

and characteristics; the

influences of age and/or

disability; the impact of

age and/or disability on

self-image; the effects of

discrimination based on

age and/or disability;
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MH
Mental Health (MH) Substance Use (SU)

the effects of drugs
and alcohol on
behavior; other
addictions; the effects
of other addictions

on behavior and
relationships.

Vil. PHARMACISTS?°

None Science foundation None
should include acute
and chronic toxic
effect of xenobiotics
on the body, including
drug or chemical
overdose and toxic
signs of drugs of

abuse.

Psychiatric Pharmacyr?

Primary specialty. Substance-related Knowledge of
disorders included pharmacologic
in definition treatment of
of psychiatric psychiatric and
disorders; evaluate neurologic disorders
psychiatric services in special populations

for compliance with (e.g., comorbidity).
standards established

by national

accrediting and

regulatory agencies

as related to practice

in health care settings

(e.g., mental health,

substance abuse).

VIIl. OCCUPATIONAL THERAPISTS
Occupational Therapy Assistant??

Curriculum must prepare students to work None None
with a variety of populations including,

but not limited to, children, adolescents,

adults, and elderly persons in areas
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the methods used to
assess needed level of
care (e.g., geriatrics); the
impact of aging parents
on adult children.

Science foundation
should include principles
of end-of-life care;
pathophysiologic and
pharmacotherapy
alterations, dosage
calculation, and
adjustments, and

drug monitoring for
positive/negative
outcomes specific for
special population
patients (e.g., geriatric)
for prescription and
nonprescription
medications; advanced
pharmacy practice
experiences must
include primary, acute,
chronic, and preventive
care among patients of
all ages; in general, each
site used for required
pharmacy practice
experiences should have
a patient population that
exhibits diversity in age.

N/A

None

Knowledge of
pharmacologic
treatment of psychiatric
and neurologic disorders
in special populations
(e.g., age); disorders in
the elderly (including
medication use and
other psychiatric
disorders not included in
general list of psychiatric
disorders).

None

Substance-
related disorders
included in
definition of
psychiatric
disorders.

None

Knowledge of
pharmacologic
treatment of
psychiatric

and neurologic
disorders

in special
populations (e.g.,
comorbidity, age).

Demonstrate knowledge
and understanding of
human development
throughout the life span

Curriculum must
prepare students to
work with a variety of
populations, including

None

None
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Co-occur MH
Mental Health (MH) Substance Use (SU)

of physical and mental health; course
content must include, but is not limited to,
developmental psychology; demonstrate
knowledge and understanding of the
concepts of human behavior to include
the behavioral and social sciences (e.g.,
principles of psychology, sociology,
abnormal psychology); demonstrate
knowledge and appreciation of the role
of sociocultural, socioeconomic, and
diversity factors and lifestyle choices in
contemporary society (e.g., principles

of psychology, sociology, and abnormal
psychology); understand the effects of
physical and mental health, heritable
diseases and predisposing genetic
conditions, disability, disease processes,
and traumatic injury to the individual
within the cultural context of family and
society on occupational performance;
express support for the quality of life, well-
being, and occupation of the individual,
group, or population to promote physical
and mental health; consider client
factors, including body functions (e.g.,
cognitive, mental) and body structures
in occupational performance evaluation;
interventions must address client factors,
including body functions (e.g., cognitive,

mental).
Occupational Therapist (Master’s” and Doctoral*®)
The curriculum must prepare students None None

to work with a variety of populations,
including, but not limited to, children,
adolescents, adults, and elderly persons in
areas of physical and mental health; course
content must include, but is not limited to,
developmental psychology; demonstrate
knowledge and understanding of the
concepts of human behavior to include
the behavioral and social sciences. Course
content must include, but is not limited
to, introductory psychology, abnormal
psychology, and introductory sociology
or introductory anthropology; analyze

the effects of physical and mental health,
heritable diseases, and predisposing
genetic conditions, disability, disease
processes, and traumatic injury to the
individual within the cultural context

of family and society on occupational
performance; express support for the
quality of life, well-being, and occupation
of the individual, group, or population

to promote physical and mental health;
consider client factors, including body
functions (e.g., cognitive, mental)

and body structures in occupational
performance evaluation; interventions
must address client factors, including
body functions (e.g., cognitive, mental).
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Substance Use C
General Care Mental Health (MH) (SU)

(including elderly elderly persons, in areas
persons); recommended of physical and mental
that the student be health.

exposed to a variety of
clients across the life
span and to a variety
of settings in Level Il

fieldwork.

Demonstrate knowledge The curriculum must None None
and understanding of prepare students to

human development work with a variety of

throughout the life populations, including

span (including elderly persons, in areas

elderly persons); of physical and mental

select appropriate health.

assessment tools

based on client needs,
contextual factors, and
psychometric properties
of tests. These must

be relevant to a variety
of populations across
the life span, culturally
relevant, based on
available evidence,

and incorporate use

of occupation in the
assessment process;
recommended that the
student be exposed to a
variety of clients across
the life span and to a
variety of settings in
Level Il fieldwork.
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MH
Mental Health (MH) Substance Use (SU)

Gerontology’t
N/A N/A N/A

Mental Healthv
Primary specialty. None None

IX. DIRECT CARE WORKERS

Certified Nursing Assistant"”

Mental health and social service needs, None None
including modifying aide’s behavior in
response to residents’ behavior, awareness
of developmental tasks associated with
the aging process, how to respond to
resident behavior, allowing the resident

to make personal choices, providing and
reinforcing other behavior consistent

with the resident’s dignity, and using the
resident’s family as a source of emotional
support.

Home Health Aide""
None None None

2Step 2 Clinical Knowledge (CK) Content Description and General Information, USMLE 2011.
b program Requirements for Graduate Medical Education in Family Medicine, ACGME 2007.
¢Program Requirements for Graduate Medical Education in Geriatric Medicine, ACGME 2006.
dprogram Requirements for Graduate Medical Education in Internal Medicine, ACGME 2009.
¢Program Requirements for Graduate Medical Education in Geriatric Medicine, ACGME 2007.
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Substance Use C
General Care Mental Health (MH) (SU)

Primary specialty. Knowledge of relevant None None
evidence, including
theories regarding
age-related changes
or pathology that
affect cognitive and
psychological function.

N/A Synthesizes knowledge None None
of how occupational
performance and
context influence life
satisfaction, quality of
life, and mental health
across the life span in
the design and delivery

of services.
Mental health and None None

social service needs,
including awareness

of developmental

tasks associated with
the aging process;
care of cognitively
impaired residents,
including techniques for
addressing the unique
needs and behaviors
of individuals with
dementia (Alzheimer’s
and others),
communicating with
cognitively impaired
residents, understanding
the behavior of
cognitively impaired
residents, appropriate
responses to the
behavior of cognitively
impaired residents; and
methods of reducing
the effects of cognitive
impairments.

None None None None

f Program Requirements for Graduate Medical Education in Psychiatry, ACGME 2007.

9Program Requirements for Graduate Medical Education in Geriatric Psychiatry, ACGME
2003.

hProgram Requirements for Graduate Medical Education in Addiction Psychiatry, ACMGE
2003.
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"American Osteopathic Association. 2011. Basic standards for fellowship training in geriatrics
in osteopathic family medicine and manipulative treatment. http:/www.osteopathic.org/
inside-aoa/accreditation/postdoctoral-training-approval/postdoctoral-training-standards/
Documents/basic-standards-for-fellowship-training-in-geriatrics-osteopathic-family-practice.
pdf.

/NBOME 2009. Fundamental Osteopathic Medical Competencies: Guidelines for Osteopathic
Medical Licensure and the Practice of Osteopathic Medicine. AOA. 2011. Specific Basic
Standards for Osteopathic Fellowship Training in Internal Medicine Geriatrics. http:/www.
osteopathic.org/inside-aoa/accreditation/postdoctoral-training-approval/postdoctoral-
training-standards/Documents/specific-requirements-for-fellowship-training-in-geriatric-
medicine.pdf.

KNBOME 2011, Computer-Based COMLEX Content Outline, http:/www.nbome.org/intro/m_
outline.html.

/Basic Standards for Residency Training in Family Practice and Manipulative Treatment, AOA
and ACOFP 2011.

MBasic Standards for Fellowship Training in Geriatrics in Family Practice and Manipulative
Treatment, AOA and ACOFP 2011.

" Basic Standards for Fellowship Training in Addiction Medicine in Family Practice and
Manipulative Treatment, AOA and ACOFP 2008.

°Basic Standards for Residency Training in Internal Medicine, AOA and ACOI 2011.

P Specific Basic Standards for Osteopathic Fellowship Training in Internal Medicine Geriatrics,
AOA and ACOI 2011.

9 Basic Standards for Residency Training in General Psychiatry, AOA and ACONP 2009.
"Basic Standards for Residency Training in Geriatric Psychiatry, AOA and ACONP 2008.

S Basic Standards for Addiction Psychiatry, AOA and ACONP 2007.

tAccreditation Standards for Physician Assistant Education, Fourth Edition, ARCEPA March
2010.

Y2011 NCLEX-PN® Detailed Test Plan: Item Writer/Item Reviewer/Nurse Educator Version,
NCSBN April 2011.

¥2010 NCLEX-RN® Detailed Test Plan: Item Writer/Item Reviewer/Nurse Educator Version,
NCSBN April 2010.

wGerontological Nursing Board Certification Test Content Outline, ANCC 2010.

XPsychiatric and Mental Health Nursing Board Certification Test Content Outline, ANCC 2010.
¥ The Essentials of Master’s Education for Advanced Practice Nursing, AACN 1996.

Z The Essentials of Doctoral Education for Advanced Nursing Practice, AACN October 2006
(standards do not differ between Master’s and Doctoral levels in these areas).

23 Acute Care Nurse Practitioner Competencies, National Panel for Acute Care Nurse
Practitioner Competencies 2004.

bbNational Panel for Psychiatric-Mental Health NP Competencies, September 2003, http:/
www.aacn.nche.edu/leading-initiatives/education-resources/PMHNP.pdf.

¢ Adult-Gerontology Primary Care Nurse Practitioner Competencies, AACN 2010.

dd Adult-Gerontology Clinical Nurse Specialist Competencies, AACN March 2010.

¢ ASPPB Information for EPPP Candidates: Examination for Professional Practice in
Psychology (EPPP), ASPPB 2011.

f Examination Manual for Board Certification in Clinical Psychology for the American Board
Of Professional Psychology, ABPP 2011.

99Examination Manual for Board Certification in Counseling Psychology for the American
Board of Professional Psychology, ABPP 2010.

hhManual for Obtaining Board Certification, American Board of Couple and Family
Psychology 2011.

iCertification Guidelines and Procedures Candidate’s Manual, American Board of
Rehabilitation Psychology 2011.

JiAccreditation Manual for Master’s Level Rehabilitation Counselor Education Programs, CORE
2011.
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kkCouncil for Accreditation of Counseling and Related Educational Programs 2009
Standards, CACREP 2009.

ASWB Examination program Knowledge, Skills and Abilities: Bachelor’s Examination, ASWB
2011. (Note: Associate candidates also take Bachelor’s Examination.)

mmExamination program Knowledge, Skills and Abilities: Masters Examination, ASWB 2011.
mMmASWB Examination program Knowledge, Skills and Abilities: Clinical Examination, ASWB
2011

%0 Accreditation Standards and Guidelines for the Professional Program in Pharmacy Leading
to the Doctor of Pharmacy Degree, ACPE 2011.

PP Content Outline for the Psychiatric Pharmacy Specialty Certification Examination, Board of
Pharmacy Specialties, May 2005.

99 Accreditation Standards for an Educational Program for the Occupational Therapy
Assistant, ACOTE 2006.

" Accreditation Standards for a Master’s Degree-Level Educational Program for the
Occupational Therapist, ACOTE 2006.

ss Accreditation Standards for a Doctoral Degree-Level Educational Program for the
Occupational Therapist, ACOTE 2006 (standards do not differ between master’s and
doctoral levels in these areas).

ttCompetencies, Criteria, and Client Outcomes: Gerontology Board Certification, AOTA 2009.
wCompetencies, Criteria, and Client Outcomes: Mental Health Board Certification, AOTA
2009.

WC.F.R. Part 483 (Requirements for States and Long-Term Care Facilities), October 1, 2001.
wwC.F.R. Part 484 (Conditions of Participation: Home Health Agencies), October 1, 2001.
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Appendix D

IOM Recommendations from Retooling
for an Aging America: Building the
Health Care Workforce (2008)

Recommendation 1-1: Congress should require an annual report from
the Bureau of Health Professions to monitor the progress made in
addressing the crisis in supply of the health care workforce for older
adults.

Enhancing Geriatric Competence

Recommendation 4-1: Hospitals should encourage the training of
residents in all settings where older adults receive care, including
nursing homes, assisted-living facilities, and patients” homes.

Recommendation 4-2: All licensure, certification, and maintenance of
certification for health care professionals should include demonstra-
tion of competence in the care of older adults as a criterion.

Recommendation 5-1: States and the federal government should
increase minimum training standards for all direct-care workers.
Federal requirements for the minimum training of certified nursing
assistants (CNAs) and home health aides should be raised to at least
120 hours and should include demonstration of competence in the
care of older adults as a criterion for certification. States should also
establish minimum training requirements for personal-care aides.
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Recommendation 6-2: Public, private, and community organizations
should provide funding and ensure that adequate training opportuni-
ties are available in the community for informal caregivers.

Increasing Recruitment and Retention

Recommendation 4-3: Public and private payers should provide
financial incentives to increase the number of geriatric specialists in
all health professions.

Recommendation 4-3a: All payers should include a specific enhance-
ment of reimbursement for clinical services delivered to older adults
by practitioners with a certification of special expertise in geriatrics.

Recommendation 4-3b: Congress should authorize and fund an
enhancement of the Geriatric Academic Career Award (GACA) pro-
gram to support junior geriatrics faculty in other health professions
in addition to allopathic and osteopathic medicine.

Recommendation 4-3c: States and the federal government should
institute programs for loan forgiveness, scholarships, and direct finan-
cial incentives for professionals who become geriatric specialists. One
such mechanism should include the development of a National Geri-
atric Service Corps, modeled after the National Health Service Corps.

Recommendation 5-2: State Medicaid programs should increase pay
and fringe benefits for direct-care workers through such measures
as wage pass-throughs, setting wage floors, establishing minimum
percentages of service rates directed to direct-care labor costs, and
other means.

Redesigning Models of Care

Recommendation 3-1: Payers should promote and reward the dis-
semination of those models of care for older adults that have been
shown to be effective and efficient.

Recommendation 3-2: Congress and foundations should significantly

increase support for research and demonstration programs that

e promote the development of new models of care for older adults in
areas where few models are currently being tested, such as preven-
tion, long-term care, and palliative care; and

¢ promote the effective use of the workforce to care for older adults.
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Recommendation 3-3: Health care disciplines, state regulators, and
employers should look to expand the roles of individuals who care
for older adults with complex clinical needs at different levels of the
health care system beyond the traditional scope of practice. Critical
elements of this include

¢ development of an evidence base that informs the establishment of
new provider designations reflecting rising levels of responsibility
and improved efficiency;

e measurement of additional competence to attain these designa-
tions; and

e greater professional recognition and salary commensurate with
these responsibilities.

Recommendation 6-1: Federal agencies (including the Department
of Labor and the Department of Health and Human Services) should
provide support for the development and promulgation of techno-
logical advancements that could enhance an individual’s capacity
to provide care for older adults. This includes the use of activity-of-
daily-living (ADL) technologies and health information technologies,
including remote technologies, that increase the efficiency and safety
of care and caregiving.
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Committee Biographies

DAN G. BLAZER, M.D., M.P.H., Ph.D. (Chair), is the ].P. Gibbons Profes-
sor of Psychiatry and Behavioral Sciences and vice chair for Education
and Academic Affairs at Duke University Medical Center. Following 9
years in academic administration as chair of the Department of Psy-
chiatry and Dean of Medical Education at Duke University School of
Medicine, Dr. Blazer returned to teaching, research, and practice in 1999.
In 2002-2003 he was a Fellow at the Center for Advanced Studies of the
Behavioral Sciences at Stanford University. He is the author or editor of
34 books, and author or coauthor of more than 190 published abstracts
and over 400 peer-reviewed articles. He is also the author or coauthor of
over 180 book chapters. Many of the book chapters and scientific articles
are on the topics of depression, epidemiology, and consultation liaison
psychiatry, especially with the elderly. Dr. Blazer’s research has focused
on the prevalence of physical and mental illness in the elderly. Honors
received by Dr. Blazer include a Research Career Development Award
from the National Institute of Mental Health (NIMH); listing in Who’s Who
in America, Who's Who in American Men and Women of Science, and The Best
Doctors in America; Fellowship in the American College of Psychiatry and
Gerontological Society of America (GSA); Distinguished Life Fellowship
in the American Psychiatric Association; Distinguished Faculty Member
of Duke University School of Medicine; Jack Weinberg Award for research
in geriatric psychiatry; Oscar Pfister Award for the integration of religion
and psychiatry from the American Psychiatric Association; and the Pio-
neers in Geriatric Psychiatry Award from the American Association of
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Geriatric Psychiatry. Dr. Blazer is past president of the American Associa-
tion of Geriatric Psychiatry and the American Geriatric Society, and past
chair of the membership committee of the Institute of Medicine (IOM). He
is currently the editor of Duke Medicine HealthNews and a member of the
editorial board of the Archives of General Psychiatry. Dr. Blazer was elected
to the Institute of Medicine in 1995.

MARGARITA ALEGRIA, Ph.D., is director of the Center for Multicul-
tural Mental Health Research and a professor of psychology in the Depart-
ment of Psychiatry at Harvard Medical School. Dr. Alegria researches
mental health services for Latinos and other ethnic populations. She is
currently the principal investigator of the Advanced Center for Mental
Health Disparities, and the Latino arm of the National Latino and Asian
American Study, as well as the co—principal investigator of the CHA-
UPR Excellence in Partnerships for Community Outreach, Research on
Health Disparities and Training (EXPORT) Center. Her published works
focus on mental health services research, conceptual and methodological
issues with minority populations, risk behaviors, and disparities in service
delivery. Dr. Alegria received her Ph.D. from Temple University and was
elected to the IOM in 2011.

MARIA P. ARANDA, Ph.D., L.C.S.W., is an associate professor at the
University of Southern California (USC) School of Social Work. She joined
the faculty in 1995 and holds a joint appointment with the USC Leonard
Davis School of Gerontology. She chairs the Scientific Governing Board
of the Edward J. Roybal Institute on Aging and the Older Adult Sub-
concentration, both at USC. Dr. Aranda’s research and teaching interests
address the interplays among chronic medical conditions, psychiatric
disorders, and sociocultural diversity among people from low-income,
minority populations. Dr. Aranda has served as principal investigator or
co-investigator on several key studies funded by and/or in collaboration
with the National Institute of Mental Health, National Cancer Institute,
the John A. Hartford Foundation/Gerontological Society of America,
National Institute of Rehabilitation and Research, Los Angeles Basin Clin-
ical and Translational Science Institute, Alzheimer’s Association/Health
Resources and Services Administration, Los Angeles County Department
of Mental Health, Larson Endowment for Innovative Research and Teach-
ing, and AltaMed Health Services Corp. She has experience in the eth-
nographic study of adherence factors in clinical trials as well as clinical
and epidemiological research examining the relationships among health,
stress, psychosocial resources, and mental health and service use out-
comes. Dr. Aranda has worked specifically on problem-solving therapy
with elderly and middle-aged minorities and its efficacy as treatment for
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depression in community-based settings. Overall, Dr. Aranda’s interests
address mental health intervention and services research for underrep-
resented populations, psychosocial care of late-life psychiatric disorders,
sociocultural adaptations to evidence-based mental health care, and train-
ing of interventionists in evidence-based practice.

STEPHEN BARTELS, M.D., M.S., is the Herman O. West Professor
of Geriatrics and Professor of Psychiatry, professor of Community &
Family Medicine at Dartmouth Medical School, and professor of Health
Policy at the Dartmouth Institute for Health Policy and Clinical Practice.
He is director of the Dartmouth Centers for Health and Aging, where
he oversees the Dartmouth Center for Aging Research, the Northern
New England Geriatric Education Center, and the Dartmouth-Hitchcock
Aging Resource Center. His research interests include health care manage-
ment and rehabilitation for older persons with serious mental disorders,
health promotion, integration of mental health and primary care, self-
management, applied use of health management technology, Medicaid
and Medicare costs of medical and mental disorders in older adults,
shared decision making, community-based implementation research, and
evidence-based geriatric psychiatry. He has published more than 130 peer-
reviewed articles and book chapters and has served in national leader-
ship roles in the field of geriatrics. He is a past president of the American
Association for Geriatric Psychiatry and founding chair of the Geriatric
Mental Health Foundation. Dr. Bartels served as the expert consultant
and author for the Older Adult Subcommittee Report for the President’s
New Freedom Commission on Mental Health. He has also testified before
Congress and has participated in congressional briefings on aging and
health policy and on funding for research on mental disorders in older
persons. Dr. Bartels is the recipient of a 5-year research mentoring award
from the National Institutes of Health and is the principal investigator for
a multisite, postdoctoral training program in geriatric mental health ser-
vices research. He also serves on the Executive Committee and faculty for
the NIMH-sponsored Summer Research Institute and Advanced Research
Institute in Geriatric Psychiatry. He has numerous research and training
grants, including funding from NIMH, the Centers for Disease Control
and Prevention (CDC), Health Resources and Services Administration,
Substance Abuse and Mental Health Services Administration (SAMHSA),
and foundation support, and served on the NIMH Interventions Review
Committee from 2003 to 2009. He was the lead expert and author for the
SAMHSA Action Plan for Behavioral Health Workforce Development
for Older Adult Mental Health Services. He also served as the scien-
tific co-director for SAMHSA’s Older Americans Substance Abuse and
Mental Health Technical Assistance Center and is currently the scientific
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lead for SAMHSA’s National Technical Assistance Center for the Older
Adult Targeted Capacity Grant Program for Evidence-Based Practice
Implementation. He was selected for the Health Services Research Senior
Career Award by the American Psychiatric Association in 2003, the Mental
Health and Aging Award by the American Society on Aging in 2005, and
the Riverbend Rainbow Award and the Outstanding Psychiatrist Award
from the National Alliance for the Mentally 11l of New Hampshire in 2010.

CHRISTINE E. BISHOP, Ph.D., is the Atran Professor of Labor Econom-
ics at the Heller School of Social Policy and Management at Brandeis
University. She is a health economist who applies microeconomics to
policy-related problems in health services supply, demand, and financing.
Her studies in long-term services and supports (LTSS) have addressed
provider and recipient behavior, considering costs, production efficiency,
payment, financing, and use of nursing homes and home health services.
Her current research on the LTSS workforce builds on her training as a
labor economist and previous research on nursing labor markets. Because
population health and disability are at the root of demand for LTSS, and
because preventive interventions may save future health and LTSS costs,
Dr. Bishop has undertaken investigations of the role of access to pre-
scription drugs in affecting need for health services and thus trends in
disability in the elderly. She received her Ph.D. from Harvard University.

FREDERIC C. BLOW, Ph.D., is professor and director of the Mental
Health Services Outcomes and Translation Section in the Department of
Psychiatry at the University of Michigan Medical School, and director of
the National Serious Mental Illness Treatment Resource and Evaluation
Center for the Department of Veterans Affairs, Ann Arbor, Michigan. His
areas of research expertise include alcohol screening and diagnosis for
older adults, serious mental illness and concurrent substance abuse, alco-
hol brief interventions in health care settings, and geriatric mental health
services research. He is a national expert in mental health and substance
abuse services research and policy, with a focus on evidence-based prac-
tices. Dr. Blow has been the principal investigator on numerous federal,
state, and foundation grants, and has published extensively in the areas
of substance abuse and alcoholism among the elderly, substance abuse
screening/treatment, and mental health. From 1996 to 1998, Dr. Blow
was panel chair for the Center for Substance Abuse Treatment’s Treat-
ment Improvement Protocol on Substance Abuse Among Older Adults.
Additionally, he is the first Huss/Hazelden Research Chair for the Butler
Center for Research at the Hazelden Center in Center City, Minnesota.
Dr. Blow maintains an active role in both graduate and undergraduate
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teaching and the mentoring of pre- and postdoctoral students and junior
faculty.

KATHLEEN C. BUCKWALTER, Ph.D., RN, FAAN, is codirector of the
National Health Law and Policy Resource Center, University of Iowa Col-
lege of Law and formerly Sally Mathis Hartwig Professor of Gerontologi-
cal Nursing Research. She served as associate provost for Health Sciences
at the University of lowa from 1997 to 2004; and director of the John A.
Hartford Center for Geriatric Nursing Excellence from 2005 to 2011; and
deputy director of the University’s Center on Aging. She held secondary
appointments in the College of Medicine Departments of Psychiatry and
Internal Medicine, College of Public Health, and College of Law at the
University of lowa. Dr. Buckwalter is recognized for her research in psy-
chiatric nursing, aging, and long-term care, and has a sustained record of
private and federal support related to the evaluation of clinical nursing
interventions for geropsychiatric populations. Her particular interest is
in behavioral management strategies for rural caregivers of persons with
dementia and the effectiveness of community programs to prevent, mini-
mize, and treat psychiatric problems in the rural elderly. With support
from the NIMH and Administration on Aging, Dr. Buckwalter headed the
Mental Health of the Rural Elderly Outreach Project and served as prin-
cipal investigator of the Progressively Lowered Stress Threshold (PLST)
Model: Effectiveness for Rural Alzheimer’s Disease and Related Disorders
(ADRD) Caregivers funded by the National Institute of Nursing Research
(NINR). She was the first recipient of the National Gerontological Nurs-
ing Association Board of Directors Award, and in 2007 she received New
York University College of Nursing’s Distinguished Scholar in Nursing
Award. She was honored by the lowa Association of Homes and Services
for Aging Advocacy Award and the Gerontological Society of America
Distinguished Mentorship in Gerontology Award. In 2010 she received
the American Psychiatric Nurses Association Psychiatric Nurse of the
Year award, the GSA Doris Schwartz Gerontological Nursing Research
award, and the Jowa Department on Aging Lifetime Achievement award.
Dr. Buckwalter serves on numerous review committees, editorial boards,
and advisory groups. She has authored more than 250 articles, more than
85 book chapters, 8 health policy and commission papers, more than 50
monographs/videos/media, and more than 90 editorials/reviews/com-
mentaries. In addition, she has edited eight books on topics such as geri-
atric mental health, memory, aging, and dementia.

CHRISTOPHER M. CALLAHAN, M.D.,, is the Indiana University Cor-

nelius and Yvonne Pettinga Professor of Medicine. His research, educa-
tion, and clinical interests are in primary care geriatrics. He is a research
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scientist in the Regenstrief Institute and the founding director of the
Indiana University Center for Aging Research. In 1999-2000 he was a
visiting scholar in the History and Psychopathology Research Program
in the Department of Psychiatry at Cambridge University in the United
Kingdom. Dr. Callahan has received a Paul B. Beeson Physician Faculty
Scholar in Aging Award from the American Federation for Aging Research
and a Midcareer Mentorship Award from the National Institute on Aging.
He is the Principal Investigator of the Indiana University Roybal Center.
His research has also been supported by the John A. Hartford Foundation
and the Agency for Healthcare Research and Quality. He also received the
Teaching Excellence Recognition Award at Indiana University and the
Tony and Mary Hulman Health Achievement Award for Excellence in
Health Sciences Research. Dr. Callahan’s research focuses on strategies to
improve the care of older adults in primary care. This research explores
systems-level interventions to enable primary care physicians to deliver
excellent care to older adults. His specific research interests include the
recognition and treatment of late-life depression and the care of older
adults with dementia. Dr. Callahan graduated from St. Louis University
School of Medicine in 1985. He completed his internal medicine residency
at Baylor College of Medicine in 1988 and completed a fellowship in
health services research at Indiana University School of Medicine in 1991.
He has a Certificate of Added Qualifications in Geriatric Medicine.

ANNI CHUNG, M.S.W., has been the president and CEO of Self-Help for
the Elderly (SHE) since 1981. She completed the Leadership America Pro-
gram in 2007. In 1997, she graduated from the Gallup Leadership Institute
and was a National Fellow with the Asian Pacific American Women Lead-
ership Institute. She oversees and manages a community-based organiza-
tion that provides a comprehensive range of health, educational, social,
and recreational services to more than 35,000 seniors a year. SHE employs
over 500 staff with an annual budget of approximately $18 million, serving
seniors in San Francisco, San Mateo, Santa Clara, and Alameda counties.
Ms. Chung is currently on the Board of Directors of St. Mary’s Medical
Center and the No Health Without Mental Health Foundation. She was
on the San Francisco Alzheimer’s Task Force, a group charged by Mayor
Newsom to develop a long-range plan for San Francisco’s aging popula-
tion. She is a member of the University of California Community Part-
nership Council and also serves on the American Diabetes Association’s
Asian and Pacific American Diabetes Action Council. Since 1998, she has
been a member of AT&T’s Community Partnership Agreement Com-
mittee and Verizon’s Community Citizen’s Collaborative, which make
technology grants to community groups. She was chair of San Francisco’s
Digital Inclusion Task Force from 2006 to 2008. In addition to her commu-
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nity involvement, she is the producer and host of a weekly public affairs
program called Chinese Journal for KTSF-TV 26. She graduated from the
School of Social Work at San Francisco State University.

GARY L. GOTTLIEB, M.D., M.B.A,, is the president and CEO of Partners
HealthCare. He is a professor of psychiatry at Harvard Medical School
and was appointed to the IOM in 2010. He has served as president of
Brigham and Women’s/Faulkner Hospitals; as president of North Shore
Medical Center; and as chair of Partners Psychiatry. Before moving to
Boston, he spent 15 years in Philadelphia. He arrived at the University
of Pennsylvania as a Robert Wood Johnson Foundation Clinical Scholar.
He later established Penn Medical Center’s first program in geriatric psy-
chiatry and he rose to become executive vice chair and interim chair of
Penn’s Department of Psychiatry and the Health System’s associate dean
for managed care. He went on to become director and CEO of Friends
Hospital in Philadelphia. He has published in geriatric psychiatry and
health care policy. He is a past president of the American Association of
Geriatric Psychiatry. He received his B.S. cum laude from the Rensselaer
Polytechnic Institute and his M.D. from the Albany Medical College of
Union University in a 6-year accelerated biomedical program. He com-
pleted his internship and residency and served as chief resident at New
York University/Bellevue Medical Center. Dr. Gottlieb currently serves
as chair of the Private Industry Council, the city’s workforce develop-
ment board. He is also a member of the Boards of Directors of the Federal
Reserve Bank of Boston and Partners in Health.

MICHAEL A. HOGE, Ph.D., is a professor and director of Clinical Train-
ing in Psychology within the Department of Psychiatry at the Yale Uni-
versity School of Medicine. He also serves as Director of Yale Behavioral
Health, which provides a broad array of mental health and addiction
services to adolescents and adults. He is a founding member of the
Annapolis Coalition on the Behavioral Health Workforce, which initiated
a national, interprofessional effort to improve the recruitment, retention,
and training of individuals who provide prevention and treatment ser-
vices for persons with mental illnesses and substance use disorders. Dr.
Hoge serves as the senior science and policy advisor for the Coalition
and was the senior editor of the national Action Plan on Behavioral Health
Workforce Development which was commissioned by SAMHSA. He is also
the senior editor of the Alaskan Core Competencies for Direct Care Workers
in Health and Human Services, which details essential cross-sector skills for
frontline staff. He has consulted on behavioral health workforce issues to
the President’s New Freedom Commission on Mental Health, the IOM,
and many states and organizations. He now directs the Yale Group on
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Workforce Development and the Yale Program on Supervision, and is
chair of the Connecticut Workforce Collaborative on Behavioral Health.
Dr. Hoge is the past chair of the Behavioral Health Professional and Tech-
nical Advisory Committee of the Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) and a recipient of the Moffic Award
for Ethical Practice in Public Sector Managed Behavioral Healthcare. He
received his doctorate from Kent State University.

OCTAVIO N. MARTINEZ, M.D., M.PH., M.B.A,, is the fifth executive
director and the first Hispanic to lead the Hogg Foundation for Mental
Health since it was created in 1940. The foundation’s grants and programs
support mental health services, research, policy analysis, and public edu-
cation projects in Texas. As CEO, he oversees the vision, mission, goals,
strategic planning, and day-to-day operations of the Foundation. He is a
clinical professor with an appointment at the University of Texas at Aus-
tin in the School of Social Work. His academic interests include minority
health, health disparities, and workforce issues. Prior to joining the Foun-
dation, Dr. Martinez was a clinical psychiatrist at the Albemarle Mental
Health Center and an affiliate associate professor at the Brody School of
Medicine in North Carolina. He was part of a team that created a 23-Hour
Crisis Unit at Albemarle Hospital in Elizabeth City, North Carolina, to
serve a 10-county catchment area. Before that he was an assistant profes-
sor and psychiatrist at the University of Texas Health Science Center at
San Antonio (UTHSCSA) and a faculty associate with the Center for Medi-
cal Humanities and Ethics. In San Antonio he served as director of Psy-
chiatric Consultation/Liaison Services for two major teaching hospitals
and codirector of behavioral sciences for the UTHSCSA medical school.
He developed two community psychiatric clinics for underserved areas
of San Antonio. He is a Fellow of the American Psychiatric Association
and a member of the Texas Society for Psychiatric Physicians, American
College of Mental Health Administration, National Hispanic Medical
Association, and Harvard Faculty Club. From 2002 to 2006, he served as
a Special Emphasis Panel Member for the National Institutes of Health,
National Center on Minority Health and Health Disparities. He is also a
recipient of the Adolph Meyer, M.D., Research Award in recognition of
contributions in minority health and efforts to improve the mental health
of all citizens regardless of socioeconomic status. Dr. Martinez is licensed
to practice medicine in Texas and North Carolina and is a diplomate of the
American Board of Psychiatry and Neurology. He has bachelor’s and mas-
ter’s degrees in business administration with a concentration in finance
from the University of Texas at Austin, an M.P.H. from the Harvard School
of Public Health, and an M.D. from Baylor College of Medicine. He also
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completed The Commonwealth Fund /Harvard University Fellowship in
Minority Health Policy at Harvard Medical School.

WILLARD MAYS, M.A,, has extensive experience at the state (Indiana)
and national levels in aging, health, mental health, and substance use with
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