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PREFACE

In recent years professionals and legislators knowledgeable
about aging have become concerned that the mental health needs of
older persons are largely ignored. Experts agree that the elderly
have a greater need for mental health services than does the
population at large, yet elderly clients are seen infrequently by
public and private mental health providers.

Thege concerns are not unfounded. The results of our study
of mental health services for the elderly, undertaken just before
the consolidation of federally funded mental health services into
block grants, indicate that the elderly receive little attention
from public mental health agencies.

This staff study describes the status of services for older
clients as reflected in the literature and as found during visits
to mental health agencies and nursing homes in two States during
1981. Also discussed are barriers to service development and their
implications for an aging population. Responsibility for CMHC pro-
gram administration has now been turned over to the States, with
Federal funding coming through the block grants. Each State will
now determine its own method of providing mental health services to
the elderly.

We discussed the information in this staff study with mental
health professionals of the National Institute of Mental Health.
It is hoped that this information will be of use to States,
grantees, and professionals in their efforts to develop and im-
prove mental health services for the elderly.

Gregor@ J. {ahart
Director
Human Resources Division
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CHAPTER 1

OLDER PERSONS RECEIVE LITTLE MENTAL HEALTH CARE

FROM MENTAL HEALTH AGENCIES AND NURSING HOMES

v oeavery nine Am@ricans has reached age 65--

lled the "golden years." Passing from middle

'n years in America today can be a rewarding
demands ease and time for family, friends, and
~reases. For many, however, it can also be a time of
irement and role changes require adjustments, as can
ouse or friends. Also, old age sometimes brings
These stresses, which often accompany advancing
such as poor nutrition or overmedication can
ical well-being of older persons, creating a
'h care system adept at identifying the at-
y them and their families.
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that older persons generally have greater needs
gservices than does the population at large. Acute
: ion, are common reactions to failing health
life changes. Also, chronic mental problems,

i ionalized mental patients and others pres-
live in the community, may become more difficult to
old age. In addition, many families struggle to help
.ves cope with the yet-unexplained decline in mental

- affects some older persons—-—a condition commonly

Lty .

ical matter, the mental health needs of older per-
se of the general population. But because of dif-
ttitudes, activities, lifestyles, and other psycho-
ctors, specialized approaches are needed to reach the
Strategies useful for identifying, assesing, and treating
n and adults have proven less successful in dealing with the
/. To serve them effectively, professionals must understand
ue physiological and psychological characteristics of older
individuals.

WO vigited 3 public mental health providers and 10 nursing

New York and Texas to examine how they responded to their
i to serve the older population. We found that the continu-

iphasis the Congress has placed on serving the elderly in men-

1ith legislation had not been translated into effective serv-

delivery hy Communlty Mental Health Centers (CMHCs) in those

rggiglatively mandated specialized services for the

ng provided. In addition, although nursing homes

:quent health care providers for the elderly with

“ 1¢ the treatment provided remains almost exclusively

focused on physical illnesses.
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Program, created in 1963, has been the principal
the mental Lth needs of noninstitutionalirzed
1e advent of psychotropic druc
- 2 decades to treat individua
institutions. This trend--

5y

5

; deinstitutionalization—--resulted in the
of former State psychiatric hospital inpa-

ijuctions in new mental hospital admissions.

[

CMHCs are local agencies which receive Federa
, :ntal health services to all individuals
(catchment) area. Services are to be

s regardless of age, ability to pay, and
lth conditions. Services provided include

sment. s inpatient, outpatient, and emergency
abilitation; and followup services for dein-

ychiatric patients. While these services are

, of all ages, federally funded CMHCs have
velop and provide specialized services for the
range of diagnostic, treatment, liaison,

mental health consultation and education
hools, courts, social and health service agen-
: izations. C&F increases public awareness of
ure and treatment of mental health problems, and
ble.

485 CMHCs were funded through direct Fed-
78) centers had been funded; currently,

, in the Nation reside in a catchment area
serational CMHC. Mental health catchment area

s from about 75,000 to 200, 000, and their boundaries
ly match those of local governments or other public
st in a variety of forms. Some are operated as
hospital or a State psychiatric hospital, while

¢ are affiliated with other health or

for the elderly

Congress has placed a series of require S
CMHC program to encourage the develop
] 1th services. During the 1970s, the
policy of targeting programs for specific
1975, it mandated that specialized services
ovided by all newly funded CMHCs. The 1978

[
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iments to the Community Mental Health Centers Act relaxed the
able for implementing special services, but reemphasized the
requliremnent .

1980, recognizing the limited success of previous mandates,
56 increased the incentives for CMHCs to develop and pro-
g for the elderly through the Mental Health Systems Act.
- ; fing and coordination grants were to he made available
for developing services for the elderly. To obtain these grants,

a CMHC would have to identify services specifically designed for
elderly clients. The Systems Act was not implemented because of
the enactment of the mental health and substance abuse block grant
as part of the Omnibus Budget and Reconciliation Act of 198l.

The block grant legislation transferred the CMHC program admin-
1%Lraf10n to the States, but it continued the requirements for pro-
lized mental health services for the elderly. CMHCg
eral block grant funds from the States are still re—
5> provide specialized outpatient services for the elderly.

a rmquxramant to provide other specialized services for the
similar to that in the Systemg Act was not included. Still,
did include language to require that for the next 3

rs States must agree to use most 1/ of the block grant

lth funds for specific activities, including the "ident-
ind assessment of mentally ill elderly individuals and
ision of appropriate service to such individuals," and services
fwr chronically mentally ill individuals.

ELDERL
DESPLTE

Y REMAIN UNDERSERVED BY CMHCS
L LEGISLATIVE EMPHASIS

Experts agree that the incidence of mental health problems

7 older persons is higher than that of the general population.

sk Panel on the Elderly of the President's Commission on

11th reported in 1978 that an estimated 15 to 25 percent

ler persons have q1gn1flcant mental health problems. Including

a pmrt1mn of elderly persons in nursing homes, this group could

t ; 3.7 million to about 6 million individuals. It
pected, therefore, that the elderly would be at least

onatm]y represented among CMHC clients. That is not the

Instead, according to National Institute of Mental Health

, persons over age 65 continue to make up a far smaller

f CMHC caseload than their numbers (25 million, 11 per-

e overall population) would suggest.
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95 percent--FY 83,
85 percent--FY 84.



Percent of New CMHC Clients Over Age 65 a/

1969 1970 1971 1972 1973 1974 1975 1976 1977 1978

4.0 3.9 3.5 3.8 3.8 3.8 4.0 3.9 4.0 4.3

to 1978 the proportion aged 65 and over increased
10 to 11 percent of the overall U.S. population.

In addition, a 1977 national study showed that, of patients
i al health treatment through private psychiatric
2, unly 2 percent were elderly. 1/

Our work confirms that
few CMHC clients are elderly

ieldwork revealed similar situations at three CMHCs in
15. As shown below, at locations visited in those
28 the reported percentage of elderly clients served in CMHCs

‘ . year 1980 was substantially lower than their represen-
utnon in the overall population.

Elderly as Percentage of Total Population
and CMIC Workload

Percent of Percent of FY 1980
population 65+ CMHC workload 65+
12.0 (a)
General
1] Community
Health Center 11.3 6.0
Orange County Community
Mental Health Center 11.0 b/2.1
Texas : 9,7 5.9
Central Texas Mental
e ' Mental Retar-
2dt10n Center 22.0 7.3

or the period January through December 1979,

None of the centers we visited had waiting lists of elderly
clients or other evidence of unmet demand for services. Persons of
all ages who to the center seeking service were accommodated

1/Butler and Lewis, "Aging and Mental Health," 1977.



ons discussed in chapter 3, however, older
1) health problems are less likely than younger
ively seek services.

ly. B ]
persons with men
individuals Lo &

Reasons of fered hy the CMHCs for not placing more emphasis

derly varied. At one New York center, adminis-
»d unaware of requirements to develop and provide
services for the elderly. At another CMHC in New
11 said he had worked with other local agencies to
geriatric task force, but little had resulted from

A Texas CMHC executive director and his staff told
ren's programs were given higher priority because
o Ine vouthg can prevent future mental health problems. It
is unc 1dable that center officials want to develop an effec-
tive progra ‘or children; however, in an earlier site visit, a

: wi Health and Human Services (HHS) review team had

1 that the center place special emphasis on services for
OLdQLly due to the large proportion of older persons (22 per-
ent) residing in the area.

C

MENTAL PROBLEMS OF NURSING HOME RESIDENTS
REMAIN UNRECOGNJ ZED AND UNTREATED

“heir counterparts in the community, mentally ill older
in nursing homes are also underserved. Because confused or
atients require more supervision and frequently must
aid to pay for their care, they are often the patients
choice. Even so, according to NIMH data, many nursing home
(most of whom are elderly) have mental health problems.

ir mental conditions remain undiagnosed because nursing

h not equipped and have little incentive to provide mental
tth diagnosis or treatment. Left undiagnosed and untreated,
mentally i1l nursing home residents have limited prospects for
improvement, and their overall conditions may decline more rapidly
and ult ely place greater demands on the health care system.

portion of elderly nursing home
have significant mental problems

NIMH estimates that 750, 000 nursing home residents have either
tvcuqnnanhl@ mental illnesses or conditions commonly referred to as
i ; illness is the primary diagnosis for about one-

ose patients. An estimated 21 percent of all elderly
mwntal disorders are in nursing homes. However, ob-
se count of the number of elderly nursing home res-
sorders is difficult because sophisticated
s are rare and because most of these patients have
interactive illnesses, including both physical and mental

iple
problems.

5



y mentally ill elderly are now in nursing homes
ited to (1) the deinstitutionalization of indivi-
psychiatric hospitals, (2) the fact that many
.oped deteriorating physical ailments in addition
yblems, and (3 ) the availability of Federal
long~term care through Medicare and Medicaid.

can b
umml

redimburs nwmf fmr
of six Medicald-certified nursing homes
two of the mental health catchment areas we
1 that mental illness among their elderly
ad. However, they noted that the actual
i1l patients in each facility varied according
es. These policies depended to a large

»r the home was public or private, (2) staff
lealing with mentally ill patients, and (3) local
?ing home beds. For example, the administrator
nursing home said that since it is a public fa-
ept patients that other homes turn away. In
it had some psychiatric services available, it
scept mentally ill patients. Like most nursing
‘n New York State, the county facility was full and
list. A study the home had performed of the 745 pa-
walting list showed that 625 (84 percent) were men-
ng to the director, many of those waiting were
beds in the psychiatric wards of general hospi-
acute care facilities.

hdm1n1mt?t

wal
tluntm on its

ors of two nearby private nursing homes, on the

ained that, since their staffs were not trained

v i1l patients, they did not accept them. How-
‘hese institutions, by reviewing patient records,

‘xtinnts with mental disorders including both

1/

disorders which the elderly suffer include:

1. ty and depression resulting from transitional
such as retirement or loss of a spouse.
A . mental illnesses such as chronic depression,
st enia, or paranoid states.
3. and dementias, often called senility, including

ile dementia, such as Alzheimer's disease and the
"pseudo dementias" caused by depression, malnu-
medication, etc.




Characteristics of patients
with mental problems

Patients with mental problems in the nursing homes we visited
fall into three categories:

--older persons who were considered chronically mentally ill,
most of whom had a history of treatment in State hospitals.

--Patients who entered the nursing home from the community be-
cause of their mental problems, often in concert with phy-
gical ailments.

--Patients who had become mentally disturbed after entering
the home.

The chronic (deinstitutionalized) mental patients differed
from those entering from the community. Chronic patients were
likely to be single or divorced and to have no contacts in the
community where the nursing home was located. Patients entering
from the community, on the other hand, were often married or
widowed, and many had family or friends nearby. Women outnumbered
men two to one, but there was a slightly higher proportion of men
in the chronic group.

The numbers of deinstitutionalized ex—-mental patients at each
home varied. For example, almost all of the residents of one home
in Texas had been released from a nearby State hospital, but at
another home, only 3 of a sample of 23 patients had been in a
psychiatric hospital.

New York

In Buffalo we reviewed records at one skilled nursing facility
(SNF), one intermediate care facility (ICF), and one multilevel
county operated home (SNF/ICF). We did not attempt to identify or
count all the patients with mental problems. Rather, we looked
only for residents whose mental problems were a major factor in
their nursing home placement.

Of the 617 SNF and ICF patients in the county home on June 30,
1981, 165 had a diagnosis of organic brain syndrome (a general
diagnosis indicating organic impairment of intellectual function,
mood, or personality). A number of mental problems which affect
the elderly, including organic brain syndrome, are often referred
to in nonmedical terms as senility. Additionally, 166 other res-
idents had a variety of diagnoses indicating that mental health
problems were a major factor in nursing home placement. These
two groups did not include all patients with mental problems be—
cause we had excluded those with overwhelming physical disabili-
ties, yet they totaled 331, over half the residents in the home.



In the two privately operated New York homes, fewer patients
apyg ‘ed to be placed in the nursing homes primarily because of
mer problems. At the ICF they numbered 16 of 160 patients
(10 percent) and at the SNF 16 of 80 (20 percent).

ing home residents have mental health problems. A review
ient records at two ICFs and one SNF/ICF showed that mental
ms were prevalent. Many of the patients were deinstitution-
psychiatric hospital residents. Patients' mental
5 in all three homes were often diagnosed in vague or
terms.

one ICF, 33 of the 70 residents were diagnosed by their
ans as having significant mental problems. Of those 33,
-third were former State hospital patients, and about two-

s had a general diagnosis of chronic brain syndrome (a term
ing an organic brain disorder with symptoms commonly re-
»d to as senility). At the other ICF there were 47 Medicaid
ts, all of whom were deinstitutionalized from State hospi-
Again, chronic brain syndrome was the most frequent diagno-
Similar patients and diagnoses were found at the SNF/ICF,
yugh fewer residents were deinstitutionalized. Out of a sample
. 23 patients whose records were reviewed, 18 had mental problems--
nmost frequently indicated as chronic brain syndrome.

MENTAL HEALTH SERVICES
AT NURSING HOMES VISITED

Although nursing homes have become a primary health care cen-
r for the mentally ill elderly, professionals concerned with
ir treatment have observed that mental health services are gen-
»rally not available there. For the most part, our work confirmed
!h1$ bservation. The absence of mental health services can be at-
tor »d to the focus on physical illness by medical and nursing
sgionals, insufficient collaboration between physical health
mental health agencies, and the lack of financial resources to
pay for care.

While none of the homes we visited had a comprehensive range
* mental health services, each home in New York provided some
psychological or psychosocial services. The homes in Texas offered
no specific mental health treatment other than medication.

Nursing homes in New York
provided some mental health services

the three nursing homes we visited in New York, most of the
le services were provided by outside groups, and the levels
service varied. All three facilities had staff social workers




who provided counseling. They helped patients deal with personal
prob ems, such as deaths of friends or relatives, and problems
v family members or roommates. They also met with patients
i 5 to help them adjust to placement in the home and
guilt feelings. FEach facility also had rehabilitation
yrams, including occupational therapy and physiotherapy, and
ad active socialization and recreation programs.

A pqychoqerlatrlc screening and assessment team from the

' psychiatric hospital was available to all area long-
Wy are facilities. It consisted of a psychiatrist, psychiatric
nurse, and social worker who would evaluate patients upon request.
Services provided by the team generally consisted of consulting
bproaches to dealing with the patient or adjusting the pa-
medication and usually did not include actual treatment.

Satisfaction with the screening team services varied. One
admini ~or characterized followup on former State hospital
] 5 poor. Officials at all three facilities said that
m response time was good if a patient exhibited
jerous behavior; however, the team's principal response to
ency calls was to change medication. Administrators also
us it was almost impossible to get the screening team to
- {or readmit) a patient to the State psychiatric hospital.
Th]% was apparently due to the fact that New York State is striv-—
] luce the population in its psychlatrlc hospitals and that
the purposes of the screening team is to prevent avoidable
sions. Several nursing home officials told us that, to get
one problem ex-mental patient readmitted, they would have to ac-
three current State hospital patients into the nursing home.
ituation contributes to the private home operators' wariness
bt mentally 111 patients.

| ~mth services available. The county operates six mental
1th corporations which serve functions similar to CMHCs. One

a part-time psychiatrist to the nursing home 1 day a week to
il nd monitor medications and to counsel patients and two
psychiatric nurses to provide actual treatment. These
illustrate the kinds of C&E services which can be provided
nursing homes by CMHCs.

s homes provided little
mental health care

%he homes we visited in Texas provided very little psycho-

1 or mental health care. No direct mental health treatment
available in the homes, and mental diagnoses were often vague
eneral. There were few rehabilitation, resocialization, or
retraining efforts. As in New York, nurses and staff did not have
any special mental health training. According to the patient




‘ords we reviewed, psychotropic drugs were used more frequently
n in the New York homes we visited, and little mention was made
of mental health needs in patient treatment plans.

The next two chapters discuss what mental health services are
needed and consider some of the reasons why the elderly have not
received adequate mental health services.

10



flowever, certain attributes of aging create specialized
mental health needs. As the elderly become more frail they may
have i mobility. Consequently, transportation, outreach,
: ' homes or residential facilities
to facilitate access to care.

ok

ause the elderly may have difficulty accepting changes

and may sometimes become confused, treatment that minimizes dis-

- ion in their lives is beneficial. In addition, physical and
ntal conditions are frequently interactive, so combined physical

and mental assessments are important.

The social and environmental supports available to the elderly
ten determine their ability to remain in the community and must
»e considered in planning care and treatment. Also, consultation
and training in the management of mental problems should be avail-
able to others who serve the elderly in the community.

The following services comprise the essential elements of a
basic program for community mental health services for the elderly.

Pgychogeriatric asgsessment

It is widely agreed that comprehensive assessment and develop-
t of treatment plans are important. Trained psychogeriatric
cening teams should assess the medical, psychological, and so-
> needs of patients, determine the appropriate supportive envi-
ronment, and develop a treatment plan. This team should be mobile
and should have competencies in mental health problems of the
elderly.

There was a consensus among professionals we talked to that
psychogeriatric assessment, including differential diagnosis (to
distinguish medical from emotional causes of symptoms), is im-
portant and should be available to all elderly patients with mental
symptons.

Outreach

Outreach to identify and treat those in need is important be-
cause the elderly often do not actively seek mental health serv-
ices. This occurs because of their limited mobility and the stigma
and/or fear of visiting mental health centers. Several profes-
sionals suggested that existing community networks of health and
social service providers, clergy, and volunteers be used for out-
reach. Also, door-to-door or neighborhood outreach could be per-
formed by elderly peer groups and mutual support groups. The
local AAA was suggested as the appropriate entity to coordinate
this service, in cooperation with mental health agencies.

13



Crisis management/emergency services
and short-term inpatient care

Crisis management and emergency services are needed to respond
to acute illnesses, such as reactive depression or trauma. These
services could be provided in a variety of settings, including:
CMHC outpatient clinics, day treatment facilities, and hospital
emergency rooms (with psychogeriatric consultation available).
Overnight holding capacity should be available to allow observation
and stabilization of acute conditions.

When acute problems cannot be stabilized immediately, short-
term inpatient facilities are necessary. These facilities may be
beneficial to permit stabilization or to diagnose mental illness
caused by internal disorders, such as organic brain syndrome. These
services could be provided in CMHCs, general hospitals, psychiatric
facilities, or nursing homes. Some CMHCs have provided this service
in the past.

Day treatment/day care

Day treatment can serve two purposes.

1. Rehabilitation--to treat both acute and chronic mental
illness through activity therapy and resocialization toward
a goal of increased independence in the activities of daily
living.

2. Respite--to provide supervision and activities for the con-
fused or the chronically mentally ill who cannot be left
alone. This gives family caregivers time away from the
demands of care and can help avoid unnecessary Or prema-
ture institutionalization.

Rehabilitation day treatment is often provided to deinstitu-
tionalized chronically mentally ill persons, while respite day care
may be needed for elderly patients with deteriorating brain condi-
tions (senile dementia).

Specialized outpatient treatment

Outpatient treatment denotes a range of counseling and therapy
services which enhance quality of life, including: individual and
group therapy, reality orientation, activity therapies, and marital
and recreational therapy. This short-term outpatient treatment
during life transition crises, such as retirement or bereavement,
is an important preventive service. Many mental health profes-
sionals we spoke with were concerned about problems of overmedica-
tion and alcohol abuse among the elderly. Suggested strategies to
reduce these problems include public education and better manage-
ment of medications.

14



CHAPTER 2

MENTAL HEALTH NEEDS AND SPECIALIZED SERVICES

ARE NOT YET FULLY UNDERSTOOD

The recent professional literature suggests that our knowledge
of the special mental health characteristics of the elderly is still
developing. Like other aspects of the aging process, psychogeria-
tric illnesses and appropriate treatment strategies are not fully
understood. However, knowledge has been gained over the last 2
“ les through research, experience in community treatment, and
the development of professional competencies related to aging.

In trying to meet the needs of the elderly, local mental
iealth providers have been somewhat hampered by limited knowledge
1wrding the mental health needs of older individuals in their
catchment areas. In addition, many have not had a good understand-
ing of what specialized services they could make available to meet
older persons' needs.

NEEDS OF ELDERLY CATCHMENT
AREA RESIDENTS HAVE NOT
BEEN DEFINED

It is difficult to plan, develop, and evaluate services for
‘get population without understanding its special character-

s and needs. Assessment of the mental health needs of the
elderly in each catchment area was required under the CMHC program,
yvet little emphasis had been placed on needs assessments. CMHC
offi 1s told us that attempts to assess the needs in the local
service areas were made infrequently. Instead, reliance was placed
upon national statistics and estimates.

Neither CMHC visited in New York had performed a local needs
sessment . The Buffalo General Hospital CMHC cited naticnal sta-
*s in its grant application and referred to a County Mental

calth Plan. That plan, however, was based only on estimates from
1hm CMHC and other local prov1ders using varying methodologies and
$ not address the need for services to the elderly. Center of-

ficials were unable to support statements about needs and services
in their grant applications or to identify resources directed to-
ward the elderly.

Despite extensive deinstitutionalization over the last

decade, the Orange County Center had little information on the
number of elderly persons released from State psychiatric hospitals
to its catchment area. After our visit, center officials began to
work with the area agency on aging (AAA) and service providers to
get a better assessment of need.

£
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The CMHL we visited in Texas also had little information on
2 [ the local elderly. Center officials said they had not
ed need, but that (1) individuals in need would be
cause "everyone knows everyone” in a rural area and (2)
'm workload was full, and they did not want to generate
not serve. A center official told us they had
nursing homes for mental health needs each year;
re were no records of these surveys. Information about
needs was not translated into improved mental health
nursing home patients and few of the center clients
home residents. Using local nursing home records, we
identify quickly several mentally ill older persons
:nt area who had been denied admission to nursing
individuals had not been identified or contacted

SPECIAL SERVICES FOR THE
LLDERLY HAVE NOT BEEN DEFINED

rials at the CMHCs we visited were uncertain what was ex-
Tms of spec1a11aed s@rv1ces for the elderly The legw

"wmpmn@nts. HHS regulations and program guidelines were
g qwnvra]ly and gave center officials discretion to

Because of the uncertainty regarding specialized services and
CMHCs will still be required to provide specialized outpa-
services for the elderly under the block grant, we sought to
ne whether agreement existed among recognized mental health
‘ities concerning essential components of a mental health
bgram targeted for the elderly. The following descrip-
services reflects a consensus of needs reported in recent
re and the suggestions and opinions of numerous authori-
.n mental health and aging.

SPECIALI ZED SERVICES FOR THE ELDERLY

The elderly require many of the same mental health services as
other age groups. These services include: accurate diagnosis and
tment planning, referral, emergency and c¢risis management,
snt at the appropriate level in the least restrictive setting,
planning, case management for the chronically mentally
pped, and supportive services.

A0 report entitled "Health Program Needs Assessments Found
rquate’ (HRD-81-63) issued June 15, 1981, concluded that, at
ind local levels, preparing needs assessments was often
a mandatory exercise that had little effect on

ing, and that little benefit was being obtained from

12



lderly patie
T;ﬁQJC¢ problems receive all
services :mbo;mmHK to maintain or
condition. Most professionals

nagement. 1s important to he!
gseﬁge services th
ed because it

mental health problems require different
support services. Some patients, in order

d relatively small amounts of support:

le a relative has to be out he

e, some personal care, or nursing care.
isfactory and less expensive than full-
itution. Sometimes, a night companion or
brief period during an illn or when the
may make a criti

& remain at home or live alon ,
‘3:1 housing with staff on call or may ﬁﬁsswﬂm

essively more care and tr nt . %C ,
community housing arrang
2d group homes, foster homes

]

te institutions.

and nursin
consultation shoul

homes, social
he avali

> most care and sup
mes need counseling on how best to
hroblems.  Counseling could b h
;3< treatment centers, or other aporor
:#_za from acute care facilities can help
l be adeguately cared for at home.

should be available to those
Persons who provide

for the aged, nursing homes,

tes, homes




and senior centers and those concerned with crisis management, such
as police, clergy, and emergency medical personnel, could benefit
from such a program. Less obvious benefits include increased public
awareness, reduced fear and stigma surrounding mental health treat-
ment, and greater opportunities for identification and referral.

Examples of C&E include training nursing home staffs to cope
with patients' behavioral problems, consulting with Medicaid agency
reviewers during independent professional/medical reviews of nursing
home patients, or speaking on reactive depressions before senior
citizen groups.

OBSERVATIONS

The mental health needs of local elderly citizens and appropri-
ate responses to those needs were not fully understood or developed
in the three mental health catchment areas we visited. Each of the
communities had available some of the services described above.

What was missing were systematic efforts to develop an accessible,
comprehensive range of services targeted to local needs.

Many of the services which the mentally at risk elderly need
are social supports, rather than, or in addition to, more tradi-
tional mental health interventions. Many professionals we talked
with emphasized the importance of active, ongoing coordination and
cooperation among primary care, mental health, and social service
providers. We did not find such linkages to be well developed.

Even with the need for specialized services for the elderly
and their definition established, numerous barriers remain to de-
veloping an effective service delivery network. Some of these
barriers can be dealt with locally, while others are national in
scope. Chapter 3 summarizes the barriers discussed in the litera-
ture and adds the perspective of our visits to communities in New
York and Texas.
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CHAPTER 3

BARRIERS HINDER DELIVERY OF

MENTAL HEALTH SERVICES

TO THE ELDERLY

In addition to undefined needs and unfamiliarity with service
approaches, several other barriers hinder the delivery of mental
health services to the elderly. Some, such as provider and client
attitudes and lack of interagency coordination, make the delivery
of services to individuals in the community difficult. Others,
such as the lack of mental health knowledge among medical profes-
sionals, more greatly affect older persons residing in nursing
homes. The extent of available reimbursement affects the delivery
of services to both groups.

COMMUNITY SERVICE BARRIERS INCLUDE
ATTITUDES OF SERVICE PROVIDERS
AND THE ELDERLY THEMSELVES

Some who have studied mental health services for the elderly
suggest that the low number of older persons served stems from con-
scious or unconscious age discrimination. At a 1980 Senate Special
Committee on Aging hearing on mental health services, former U.S.
Commision on Civil Rights Chairman Arthur Flemming testified that
“"* * * the Commission concluded that age discrimination exists in
the community mental health centers program." Flemming, himself
a former Federal Commissioner on Aging, told Committee members that
some administrators believed it was sound policy to concentrate
scarce resources on the young and middle aged. The Task Panel on
the Elderly of the President's Commission on Mental Health alsc con-
cluded that service provider attitudes have contributed to an in-
adequate response to the needs of the elderly.

Our discussions with CMHC officials and program staff did not
disclose many special efforts directed toward the elderly. For ex-
ample, one CMHC executive director told us his center treats the
elderly just like anybody else. This was confirmed by the absence
of outreach efforts or specialized serxrvices, even though the cen-
ter's funding proposal referred to them. Only about 6 percent of
the center's caseload was over age ©5.

Officials at another CMHC told us they tended to give higher
priority to children because early treatment could prevent future
problems. In fact, no program officials at the CMHCs visited in=-
dicated they were trying to reach out and find more elderly clients.
At the same time, active demand for services (presenting one's self
at the CMHC door) is lower among the elderly than other age groups.
These conditions result in low numbers of older clients.
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Older people's attitudes
may keep them away

Before the deinstitutionalization and community care movements
began 2 decades ago, mentally ill individuals were often sent away
to be cared for in a State psychiatric hospital. Frequently,
family members and neighbors did not speak of them while they were
"away." Private psychiatric care was limited and available only
to those with substantial resources.

Today mental health care is different, but for those who grew
up 50 years ago the change may have gone unnoticed. Older persons
still associate fear and shame with mental illness, 1/ and that fear
is likely to grow if they sense their own mental decline. Because
of their fears and a lifetime of self-sufficiency, many older per-
sonsg are reluctant to ask for help.

Elderly individuals who have watched the mental decline of an
older acquaintance may expect to become unhealthy or confused as
they age, but the fact is that an older person who experiences men-
tal problems with age is becoming ill, as well as becoming old.
Mental decline is not a normal aspect of aging. Today's medical
and mental health practitioners are realizing that many types of
long misunderstood problems are treatable, arrestable, and in some

cases cureable.

As attitudes toward mental health held by those reaching old
age change, the reluctance to seek help may diminish. Meanwhile,
active efforts will be required to meet the needs of today's older
population.

CMHC s HAVE NOT COLLABORATED WITH
AREA AGENCIES ON AGING AND OTHER
SERVICE PROVIDERS

Many of the services mentally ill persons need are social and
provided by mental health agencies. Yet there has been a lack
¢ ~oordination between mental health providers and social service
agencies. In the past, a mentally ill person cared for in an
institutional setting was provided food, shelter, income assist-
ance, medical care, and other supports in the same location. A
similar individual trying to obtain services in the community may
have to contact a number of agencies, each with its own rules, to

1/Report of the Task Panel on Mental Health of the Elderly,
President's Commission on Mental Health, 1978.

Toward a National Plan for the Chronically Mentally Ill,
HHS, December 1980.
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some or all of those same services. Even with the assist-
* family members or friends, this can often be difficult.

sviders for older persons have sometimes been hin-

‘ficulties in reaching their target population. Unlike

dren and working adults, the elderly have no one well-

ion where large groups can be located. One strategy

some success is for community agencies and service

to coordinate their activities and share information
common goal of improving services

To facilitate reaching the elderly, local AAAs were created
under the Older Americans Act. These organizations are responsi-
bhle for pl ng and coordinating social services for the elderly.

might be expected that mental health providers seeking infor-

ion on older persons, referrals, or access to large groups for

ing or education would work intimately with local AAAs, yet
g we visited had close working relationships

ble, one New York CMHC's grant application indicated
renter had a part—-time outreach worker provided by the
Local AAA This 5 not the case when we made our visit. AAA
cials told us they had worked with the CMHC several years
but . hip had deteriorated. AAA staff were pro-
ing outr reg to some other nearby mental health pro-
2GS, 1 . other New York catchment area, the local AAA had
racted with a private organization other than the CMHC to
ovide mental health services to individuals exhibiting behav-
ioral problems at the AAA's nutrition sites.

r strategy for improving interagency relationships to
rvice delivery is consultation and education. Discus-
*MHC officials and other service providers indicate

nad been directed toward improving agency, com-
mily capacity to understand and help older people's
prw)l@M%. Overall, C&E was being provided in an ad hoc

ar than in a systematic effort to assist needy indi-
anizations. Part of the problem could be the re-
ping service areas. Mental health catchment areas
eggarily coincide with local government boundaries,
' districts, or AAA planning and service areas.
cies deal with differing populations, there may be
of a need to cooperate for the same cause.

lon ships with local health agencies were also not
Health and mental health officials we spoke with

1ce to share patient information with other pro-

the sensitive issue of confidentiality. Con-

access to comprehensive services were made more

ncies' reluctance to share patient information or
to other needed services.
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: 1ition and cooperation is
__< a:: was confirmed by our visits in New
_:Aﬁ:;@ra collaboration among mental health agen-
AAA, and other service providers would enhance the
en recommended, but rarely achieved "system

LONG~-TERM

of America's long-term care system interact
jevelopment of a new, strong focus on the mental
‘sing home patients. These barriers include cer-
public financing mechanisms, characteristics

G, &:& +:@ historical development of nurs-
itutions.

> primarily designed to augment hospital
iitionally concentrated on physiological
the increase in patients with mental prob-
remained primarily focused on medical care.

ntal health diagnosis capability and the

en allow the need for mental health treat-
Because mental problems are often un-
ten ::Qmﬁﬁmﬁcﬂﬁma, and there appears to be
rvices in a given facility.

; discourage nursing homes from focusing on men-
vate homes, whether for-profit or non-profit,

, snsitive to community pressures and the abil-
2ly paying patients. If a home accepts a

ts with mental problems or makes known a

on mental health care, it may be responding to
ity need. At the same time, it may well experi-

n both the community and the patients.

home administrators told us they were con—

ve attitudes from neighbors and residents' fam-
reputation became strongly associated with
:3? administrator had proposed building a new
nalized State hospital patients which his
33;1§3O<%1 for fear of damaging the home's

e

Ly
Ui

ate y1d us they must also consider the
nts of accepting and treating individuals

. ylems. Administrators of private homes

as a reason why they try not to accept disturbed

ja
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Training of nursing home
&t 5 does not focus
on mental health

s patients are cared for in nursing homes, their needs are
tended to by nurses and aides who have had little mental
ining. The administrators, nurses, and aides at all of
visited had little training or experience in mental
or the psychosocial aspects of aging. Except at one home,
e or no C&E was being provided by local mental health agen-~

‘‘‘‘‘‘

no Lmrmal in-service tralnLng on how to deal w1th mentally
1 patients, and that their previous professional training

ot covered this area in detail. Capabilities at the Texas
hrmma were similar.

Medicaid=-certified facilities are subject to periodic reviews
'y the st of the State Medicaid agencies. These reviews con-
der the patient's need for nursing care, the treatment plans,
I the care given. These reviews, too, are generally performed
ersonnel without specialized mental health training who con-

centrate on medical care.

nursing home staffs and Medicaid reviewers were provided

in mental health diagnosis and care management, they might
to identify, manage, and treat problem patients more ef-

ly and overall care might improve. This training could be
' by, or through collaboration with, CMHCs, or State or
mental health agencies.

Nursing home administrators told us they would welcome visits
dnd training from local mental health agencies. Nurses and staff
:nthu%Lm tic about learning opportunities in a field they
about and told us they would welcome suggestions for
ing difficult patients. We saw C&E being effectlvely
ided tw a nursing home by a county mental health agency in New
but we saw other instances where C&E could have been pro-
>d, but was not. Some improvement in mental health awareness
uld result from closer collaboration between nursing

health providers. As a first step, nursing home
ind it fruitful to assess their consultation
and contact a local CMHC or mental health

MENT HEALTH COVERAGE UNDER
MEDICARE AND MEDICALID 185 LIMITED

Medicare (title XVIII of the Social Security Act) is a Federal
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and home health care, and is funded through
tions. It covers almost the entire
age and over.

mf.

Part B 1s a voluntary, contributory insurance program designed

=1p puy for uutpdtlent and physician services and medical sup-
Ferzy laries pay a monthly premium, often a deduction from

y benefits, which is supplemented by a Federal con-

both parts, there are certain limitations on services

»d providers which affect the delivery of community
services. For example, some CMHCs and other mental
cannot qualify for provider status because they
ian-directed clinics. ]/ To be eligible, a physician
to perform medical services at all times. Each pa-
under the care of a physician, and nonphysican serv-
rendered under medical supervision.

both parts there are additional limitations on benefits.
A, hospital inpatient coverage will pay for only 190
ment in a psychiatric facility during the benefici-

‘ Under Part B, outpatient psychiatric service bene-
ct limited to a maximum of $250 per year. Outpa-
ealth services are subject to a 50-percent copayment,
the 20-percent copayment for medical treatment. To be
s5e services must be provided under supervision and

ion of a physician. Only 4.5 percent of full-time equivalent
in CMHCs nationwide were psychiatrists or other physicians

¢

(title XIX of the Social Security Act) is a State-
public health financing system with partial Federal
mopursement . 2/ Participation and coverage is at each State's
ption within or outside the broad confines of what the Federal
3 t will reimburse. Eligibility is generally based on in-
ssource levels and qualification for other public assist-

late, 49 States have participated, with wide variation
vices covered. State Medicaid agencies determine who
ervices and what optional services are covered.

1/Toward a National Plan for the Chronically Mentally 111, HHS,
beaer 1980,

-ion has proposed that the Federal Government
ancial and administrative responsibility for
irn for the States assuming full responsibility
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Servic
on the
:~;p¢‘~<' i £ ‘l
ard

or may not be covered, depending

do recognize a need for additional

they may encounter difficulties

ag approved and, once approved, long

For example, in New York, Medicaid reim-
State-ilmposed staffing levels were cited by

disincentives to providing additional services.

in New York are set by taking previous facility

justing for
Administr

inflation, and dividing by the number
rs must demonstrate the need for

and hene: »f proposed new services, which can take consider-
g effort. Because of the time lag in approvals and
if a facility adds new services, its costs may not

in the reimbursement rate for up to 3 years.
Nationally, about half of nursing home care for older persons
paid for through public expenditures, principally Medicaid.
‘ L NG 1id through individual and family resources and
Because of this, Medicaid policies have a
on the quantity, quality, and characteristics of
These policies provide disiuncentives to the
sis of mental conditions in favor of medically
Lng care.

Il[)d(‘ i’
o Va ] ]r”)]

: C ility), the facility would be

1 for Modloald purpwseﬂ as an institution for mental

and would lose Medicaid reimbursement for certain men-

tally i1l patients who were otherwise eligible for reimbursement. 1/

This situation results from a rule imposed when the Medicaid

A hoq<n, which was to exclude State psychiatric hospitals
age.  To avoid classification as an institution for

ases, homes have incentives to deemphasize the mental

hlems of puti@ntﬁ.

an homo administrators told us they prefer patients who

2Cause they usual]y pay a higher daily rate than
bse care is paid for by the Veterans Admin-
1 because that agency pays a higher
tely for certain patients), after which
to Medicaid.

lso pre
(ind

of the S 1 Security Act does not provide Medicaid
individuals in institutions for mental disease who
the ages of 21 and 64. Such benefits are available
individuals under age 21 and to eligible individuals
>5 and over whose Medica benefits are exhausted or when
are ineligible r Medic

f
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Patients with mental problems, like other pc
39 mu@t rely upon Medicaid. In addition, they are
vup@rVJalon than other patients. & confu
ved 1s a conmon example of a situation whi
1sive supervision. Unusual behavior and
which sometimes accompany psychosocial deterioration
*t from the home's ability to attract private
factors combine to make patients with mental }
sirable than patients with medical problems and, the
Cficult to place. Mental health and long-term c&
New York State were considering the feasibility of Y
mium rate for a period of time for each former mental

Preference may be less of a problem in States with
occupancy rates. Rather than operate with empty beds,
an economic incentive to accept the more difficult patie
may in part account for the higher numbers of deinstitut
patients we observed at the homes in Texas. About 16 ¢
Texas nursing home residents were former State hospit:
compared to about 8 percent nationally.

OBSERVATIONS

Some of the barriers to improved service
to public attitudes and behaviors toward aqimg
To the extent that service development would res ulf

public understanding and properly channeled demand, some le?m >
men uld be gained through public education and through increased
int gency cooperation.

Implicit in several of the barriers to service impro

the Developing new and better
a t 2. pul dtlon generally results in increased costs.

24



CHAPTER 4

OBJECTIVES, SCOPE, AND METHODOLOGY

In January 1981, we began a study in two States of the avail-
v and adequacy of mental health services provided to elderly
: ding in the community. The principal activity ex-
wcialized services for the elderly, provided by fed-
| CMHCs. Although we had planned to review services

“ ies nationwide, when the CMHC program was consolidated
into a block grant, further study was deferred.

only the preliminary study was completed, this staff
1 on limited fieldwork. We interviewed Federal pro-
s at NIMH and at HHS regional offices, and met with
>gnized authorities in the field of aging and mental
health to discuss the needs of the elderly population, and CMHC

: rts to meet those needs. We also met with New York and Texas
icials responsible for State mental health programs and long-
term care to discuss the particular characteristics of services in
their States. In addition, we visited three mental health catch-
ment areas in those States to examine the specific approaches used
by CMHCs to meet the needs of the elderly.

New York and Texas were selected for the preliminary study be-
rach had a large elderly population and each received a sub-
amount of CMHC funds. In New York, 2,115,000 persons (12
- of the population) were age 65 or over in 1979, while in

here were 1,302,000 elderly individuals (9.7 percent of the
') . New York received $11.8 million in Federal CMHC funds

year 1981 to fund 24 centers and $9.4 million was allo-
cated to 30 Texas centers.

cause

The three CMHCs were selected to obtain urban, suburban, and
rural mental health catchment areas with high proportions of older
persons. The centers visited were:

--The Buffalo General Hospital Community Mental Health Center
which is responsible for about 200,000 people in one of six

hment areasgs in Buffalo, New York. The center serves

1t one-fifth of the 1 million population of Erie County,

t of whom are over 65. This is the only

County which received Federal CMHC funds.

--The Orange County Community Mental Health Center in Newburgh,
New York, which serves a mostly suburban catchment area with
11 percent of its population over 65.

--The Central Texas Mental Health-Mental Retardation Center,
which serves an expansive rural area. The center covered a
7, 000~-square-mile area with only 90,000 residents, 22 per-—
cent of whom are 65 plus.
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Irn each of the States and catchment areas visited, we met with
th and social service agencies and nursing homes which
elderly population.

NURSING HOMES

We visited six Medicaid-certified nursing homes in or near

Le wa York, and in the rural Texas mental health catchment
iscuss od above. We reviewed the nursing home population

| ~erature indicated that large numbers of mentally
ns were using the long—-term care system and because
re is financed largely through public expenditures.

The nursing home visits were undertaken to determine the needs
and chares istics of mentally i1ill residents and to identify what
mvntal‘hmmlth services were available. At each home, we inter-

administrators and staff, and our mental health consultant
“ ient records and treatment plans. We did not attempt
all residents with mental health needs, but rather re-
» records of a sample of patients whose diagnoses and
s indicated that their mental status was a major reason for
r nmr%anq home placement. At the same time, our consultant
o identify patients who might be candidates for return
homes or to a lesser level of care.

addition to indepth visits to the six nursing homes dis-
ssed above, we made shorter visits to seven other nursing homes
in New York, Texas, and the Washington, D.C. area. At these homes,
rviewed administrators and staff, but did not review pa-
ords. We also met with representatives of State and local
home associations.
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