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ABSTRACT 

The State of Arizona is under pressure to expand mental 

health services. Task Forces have been formed to look at 

several special population groups. This paper is designed 

to support a Governor's Task Force on the mental health 

needs of the elderly. Based on a literature review, it is 

clear that older persons experience significant rates of 

mental illness. However, current mental health services for 

the elderly are minimal and their needs for these services 

remain hidden because of myths and prejudices that are held 

by health and mental health professionals and the elderly 

themselves. 

The need for mental health services for the elderly is 

defined. Barriers to meeting that need are identified and 

recommendations for state and local action to improve mental 

health services for the elderly are presented. 
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CHAPTER 1 

INTRODUCTION 

Purpose of the Study 

The Southeastern Arizona Behavioral Health System, Inc. 

(SEABHS) is one of nine non-profit organizations established 

under contract with the State of Arizona to coordinate the 

provision of local community mental health services. SEABHS 

performs this role for the four counties in Southeastern 

Arizona: Cochise, Graham, Greenlee, and Santa Cruz. This 

study is being written to support SEABHS in their 

participation on a State Task Force on Seriously Mentally 

111 Elderly (SMI/Task Force). 

The relationship between the increasing prevalence of 

problems with physical health and aging is well established. 

The special problems of mental health among older persons 

has only been recognized by a few observers over the past 15 

years and is still not generally understood either by the 

general public or the medical or mental health service 

providers. This probably reflects the fact that the 

acceptance of the broad mental health needs in the general 

population is relatively new and priority has been focused 

on the general and chronic mental health needs of younger 

adults. More recently attention has been expanded to 
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consider the special mental health problems of children and 

youth. As the population profile in the United States 

changes with a rapid growth in the population over 60 years 

of age, there is an increasing recognition of the special 

mental health needs of the elderly. The SMI/Task Force on 

the elderly is a reflection of a new focus on the special 

mental health needs of older persons in Arizona. 

The SMI/Task Force on the elderly is one of several 

special focus groups set up under The Mental Health Planning 

Council which was appointed by the governor in 1988 to meet 

the requirements of U. S. Public Law 99-660, The State 

Comprehensive Mental Health Services Plan Act of 1986. This 

federal law requires each state to develop a Comprehensive 

Mental Health Services Plan which identifies the needs of 

the severely mentally ill and the resources necessary to 

meet those needs, with special attention to certain 

subgroups - one being the elderly. That Plan was completed 

by Arizona and submitted to The U. S. Department of Health 

and Human Services (DHHS) in September 1989. This study 

will attempt to define the nature of the problem of mental 

illness in older persons in general and in the SEABHS area 

and identify specific actions needed to improve mental 

health services to that population in rural Southeastern 

Arizona. 
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Current Programs to Improve 
Mental Health Services in Arizona 

The work of the Governors Planning Council and the 

SMI/Task Force on the elderly needs to be seen in the 

context of other events in mental health services in 

Arizona. The Mental Health Planning Council is carrying out 

its mandate in a crowded arena. The issue of adequate 

mental health services has become politically popular. In 

1987 the Congress mandated a review of the mental health 

status of all nursing home residents to assure that the 

federal government was not being asked to pay for a new form 

of institutional care as states completed the process of 

moving mental patients out of state mental hospital into 

community care settings. This review, operating under the 

title of PASARR (pre-admission screening and annual resident 

review) confronts many states with a potentially new and 

expensive requirement to establish special residential 

treatment facilities for chronically mentally ill patients 

now housed in nursing homes under Medicaid benefits. PASARR 

has several deadlines between 1989 and 1992 (OBRA, 1987). 

These federal mandates are complicated in Arizona by the 

action of the Arizona Supreme Court in March of 1989 to 

affirm the action of the Superior Court in the case of 

Arnold vs. Sarn (Arizona Supreme Court, 1989) requiring that 

every chronically mentally ill person receive adequate 

treatment in the community under a comprehensive system of 
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community-based mental health care. In Hay 1989 the 

Governor established a task force on the Seriously Mentally 

111 to recommend a plan that would meet the intent and the 

requirements of the Supreme Court decision (Governor's Task 

Force, 1990). The task force issued a report in January, 

1990. At the same time, The Arizona Department of Health 

Services issued a formal Implementation Plan to meet the 

Supreme Court mandate. That Implementation Plan has been 

challenged as inadequate by the attorneys for the 

plaintiffs, The Arizona Center for Law in the Public 

Interest (CLPI, 1990). 

Limitations of Available Data 

There are no adequate data on the mental health needs 

in Arizona or the SEABHS area. Initially the study was 

intended to include a survey of the mental health needs 

among the elderly in rural Southeastern Arizona, In 

reviewing the literature on national data on the incidence 

and prevalence of mental illness, it became apparent that 

any meaningful community survey was beyond the resources 

available. Any valid population survey, even of a small 

sample of the elderly in the SEABHS area, would require the 

use of established survey formats. These do exist, but the 

range of issues that must be covered in a field as broad and 

diverse as that of mental illness make the number of data 

elements so large that some form of computer support is 
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essential. Based on the research on available survey 

instruments, a proposal will be made by the SMI/Task Force 

for the state to seek a federal grant to conduct an adequate 

survey of the mental health needs in Arizona. 

Although a survey would be desirable, there is a 

substantial body of literature on the mental health needs in 

the general population and limited data on the special 

mental health needs of the elderly. There is also 

demographic data on the general and elderly population in 

the SEABHS area and on the public social and mental health 

services currently available. This alternative to a general 

population survey is called a social indicator analysis and 

is one of the established and accepted approaches to 

surveying social needs (Rochefort, 1979). 

Summary of the Study 

From a review of the literature, it is clear that the 

elderly have a significant unmet need for mental health 

services. Although there are certainly also unmet needs for 

these services in the general population, the mental health 

needs of older persons are not receiving a fair share of 

attention. The present mental health system in Arizona and 

the SEABHS area is particularly deficient in meeting the 

needs of the elderly. There are examples of effective 

mental health programs for the elderly in a number of 

Community Mental Health Programs (CMHC) in other areas of 
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the United States. This study is being proposed to identify 

the program and staff training needed to begin to adapt 

successful program models to the SEABHS area. The paper 

will: 

1. Identify the mental health needs of the elderly 

based on national prevalence data. 

2. Review the literature to identify problems and 

issues in providing mental health services to 

older persons. 

3. Review the experience of CMHC's that have 

developed effective mental health programs for the 

elderly. 

4. Apply national data to develop estimates of the 

mental health needs of the elderly in the SEABHS 

area. 

5. Recommend programs and actions to be taken by the 

Arizona DBHS and in the SEABHS area to improve 

mental health services to the elderly. 

The emphasis will be on practical steps that can be 

started as soon as possible. Other recommendations will 

identify broader steps that may require state action and 

additional funds. Information from this study can also 

serve as a resource for the SMI/Task Force on the elderly. 

Although this paper is concerned with the broad issue of all 
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mental health services needed by the elderly, some focus on 

the special issues of the SHI elderly are included. 
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CHAPTER 2 

LITERATURE REVIEW 

To provide a useful focus for this paper, the review of 

the broad literature on mental health and mental health and 

the elderly has been narrowed to look at four aspects of the 

mental health needs of older persons. First, it is 

necessary to attempt to summarize the diverse and often 

conflicting reports on the general incidence of mental 

disorders among the population and the more limited, but 

equally conflicting data on the frequency with which those 

disorders occurred among the elderly. This will require 

some brief discussions of several of the leading categories 

of mental disorders. Because of the current preoccupation 

at the federal, state, and local level with the special 

problems of the SMI, I will also try to provide some sense 

of the different levels of intensity of the "mental health 

problem*' between the SMI and other persons confronting 

mental illness. A second concern is to place the role of 

community mental health programs in an historical context. 

The public community mental health programs are the focus of 

this paper, but they are only one small part of the mental 

health care system. Reviewing the interaction of various 

aspects of that broader system is the third focus of this 
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review of the literature. It is important to look at the 

interaction of the community health agencies and the 

medical/health community, nursing homes, and other social 

service providers. It is also important to look at the 

special barriers the elderly create in confronting the need 

for mental health care. Other aspects of the "systems 

problems" are adequate funding, the role of the family, and 

the special problems of delivering mental health services in 

rural areas and to minority populations. Finally, any 

recommendations for a broader response to the mental health 

needs of older persons must consider population trends. The 

population is aging and the growth in the numbers of older 

persons must be considered in any current planning. 

The Incidence of Mental Disorders 

Authorities vary widely in the rate at which they find 

mental disorders occurring and the types of disorders they 

consider. Agreement on definitions are difficult to find 

despite the general acceptance of DSM III-R. State 

hospitals treat the most serious conditions where the 

patient may be a threat to self or others. Some specialized 

psychiatric facilities also treat such disorders, but 

usually only briefly and the majority of clientele are 

affected by more transitory levels of emotional disturbance. 

Within the variety of approaches available, there is data to 

support two levels of mental disorder, one, the more serious 
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intense chronic problems defined by schizophrenia, severe 

depression, bipolar disorder, and dementia, and another 

larger group that covers less severe depression, anxiety, 

personality disorder and alcohol and drug abuse that cause 

significant functional impairment. This two level approach 

is important for establishing levels of publicly supported 

mental health care because both groups have serious life 

adjustment problems that require a public response. The two 

level approach is especially important in focusing on the 

mental health needs of the elderly because, with the 

exception of dementia, most of the mental health problems of 

the elderly fall in the category of general functional 

impairment rather than SMI. 

The following table (Table 1) is an attempt to compare 

the incidence of serious mental illnesses with those mental 

disorders that are less serious but involve major degrees of 

functional impairment. It has been developed from a variety 

of sources. Many of the disorders can occur concurrently in 

the same individual so the figures are not additive. Most 

accepted research find rates of psychiatric disorder within 

a range of 10-20% within the general population. n. . . the 

range in reported rates is substantial and reflects 

deficiencies in the case identification method, the research 

setting, the sociodemographic and morbidity characteristics 

of the population at risk, and the sampling method . . ." 
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(Hankin and Oktay, 1979). Rates also vary widely based on 

age, sex, socioeconomic status, race and geographic setting 

(Maddox, 1984). 

Table l. Percentage of psychiatric disorders among the 
general population and the elderly. 

Psychiatric General Population 
Disorder Population 65 + 

Severe CMI Severe SMI 
Impair- Impair
ment ment 

(1) Anxiety 8.3% 11% 

(2) Alcohol/Drug 6.4% 2.8% 4% .8% 

(3) Depression 
(Affective 
Disorders) 

6.0% 3.4% 16% 2.0% 

(4) Schizophrenia 1.0% 1.0% .5% .3% 

(5) Personality 
Disorders 

.9% .4% .4% .1% 

(6) Alzheimer's/ 
Dementia 

N/A 1.0% 15% 5.7% 

(7) Sleep 
Disorders 14% 25% 
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Table 1 highlights several important points. First, 

the elderly do experience high levels of mental illness. 

Although their proportion of "serious" mental illness is 

less than for younger adults, the levels of severe 

functional impairment are higher in several important 

categories such as anxiety, depression and sleep disorders, 

and, of course, older persons dominate the serious mental 

illness of dementia. It should also be noted that the 

studies that define the level of functional impairment 

identified in Table 1 have used generally stringent measures 

where major limitations in the activities of daily living 

are involved - these are not persons with mild situational 

concerns. 

Table 1 is only a limited representation of the mental 

"illnesses" that are treated by the mental health care 

community. It does not include somatoform disorders, 

dissociative disorders or psychosexual disorders, as an 

example (Edinberg, 1985). It also fails to include many of 

the addictive disorders such as alcohol and drug abuse and 

eating or smoking that have become substantive categories of 

mental health treatment. Phobias have been included under 

anxiety. A more comprehensive summary was not within the 

scope of this paper. Even this rough attempt to provide a 

summary of the relative scope of the mental disorders of the 

elderly required reference to several different studies. 
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More experienced researchers apparently focus on one or two 

categories of disorder, using one instrument, to look at a 

very limited population. However some summary of the data 

is essential to provide a reasonable measure of the 

magnitude of the problem if public policy makers have to 

make decisions on how to allocate resources. Table I makes 

it clear that the mental health problems of the elderly are 

substantial and complex. 

Some brief comments are need on each of the disorders 

identified in Table 1: 

Anxiety. "Traditionally, anxiety disorders have 

received little attention in the study of mental health 

problems in late life" (Lurie, 1987). However, recent 

studies suggest that the elderly take anti-anxiety 

medication at higher levels than any other group. Recent 

studies have found anxiety at higher rates than depressive 

disorders, which have traditionally been considered the 

major mental disorder of the elderly. Anxiety may be 

manifested in different ways in older persons where there is 

"fear or avoidance that significantly curtails social 

functioning, relationships with intimates, or work" 

(Edinberg, 1985). Despite its prevalence "no investigation 

of the nature and course of anxiety disorders in late life 

were found" (Lurie, 1987) by one of the leading researchers 

in the field of mental illness and the elderly. 
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Depression. Depressive symptoms are generally accepted 

as the most common mental health problem of the elderly 

(Edinberg, 1985, Lurie, 1987, Kazniak, 1989). Estimates 

range from 20% to 50% with 25% commonly accepted as the 

estimated incidence based on self reports of dysphoric mood 

(Chaisson-Stewart, 1985). Because depression has long been 

recognized as a major psychiatric disorder of late life, it 

is essential to establish accurate rates for depressive 

illness. I have used Elinore Lurie's figures in Table 1. 

Rates vary widely based on socio-economic status, sex and 

race even within the older population. Rates of depression 

among hospitalized patients and nursing home residents range 

between 25% and 50% or higher (Bernstein, 1988; Kazniak, 

1989). 

Depression among the elderly is a serious medical 

condition that can be life threatening. The suicide rate 

among the elderly is three times the rate of the general 

population; 25% of all successful suicides are carried out 

by persons over 65 years of age (Edinberg, 1985). In most 

suicides among older persons, the depression had lasted less 

than one year, indicating the urgency of prompt intervention 

(Gurland, 1983). Recovery from depression in later life is 

lower than for younger patients in cases of recurring or 

chronic depression and high rates of mortality have been 

found among patients with affective disorders (Lurie, 1987). 
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Unfortunately, despite the high incidence of depressive 

disorders among the elderly, the illness is unlikely to be 

diagnosed in mental health settings because the primary 

somatic form of depression in the elderly is frequently 

misdiagnosed by either the primary care physician (PCP) or 

the mental health professional or are seen as a "normal" 

sign of aging (Edinberg, 1985). 

Depression is frequently confused with other illness. 

"In many older adults, depression may show up as a 

collection of physical complaints for which the physician 

may be unable to find a physical or medical cause. This is 

called "masked depression" (Gentile, 1989). Depression is 

frequently confused with dementia (also called organic brain 

syndrome or senility). "Older persons presenting with 

sleep/appetite disturbance, anxiety, confusion and lassitude 

are often labeled as senile (Bernstein, 1981). Multiple 

somatic complaints and vague physiologic decline also mask 

an underlying depression (Cohen, 1977). The depressive 

effects of a wide range of medications for physical and 

emotional disorders of the aging process also complicate an 

accurate diagnosis. The similarities between alcohol abuse 

and depression are so great that some researchers suggest 

that each condition may mask the other (Wetzel, 1984). 

Frequently when the health problem is relieved or the 
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prescription treatment is altered, the symptoms disappear 

(Springer, 1989). 

The data in Table 1 relating to severe impairment are 

based on clinical depression. "Clinical depression differs 

markedly from temporary grief or the blues—clinical 

depression, or true depression persists for months or years" 

(Springer, 1989). Clinical depression, which is the most 

common illness effecting older persons, is also the most 

treatable. Recent research confirms that the elderly 

respond to the same therapeutic approaches that are 

effective for depression with younger adults (Kazniak, 

1989). 

Although "depression is the most prevalent mental 

disorder of late life ... it is the most overlooked, 

misdiagnosed, and inadequately treated illness" among the 

elderly (Chaisson-Stewart, 1985). The longer depression is 

neglected, the more complex treatment becomes. 

Alcoholism and Drug Abuse. "Alcohol abuse and 

alcoholism constitute a serious public health problem among 

the elderly" (Glynn, 1984). He have used a rate of alcohol 

abuse of 6.4% in the general population in Table 1. This is 

a conservative estimate as is the SMI estimate of 2.8% for 

alcoholism. The rates of alcohol abuse among the elderly in 

Table 1 are also conservative. In special populations with 

a high ratio of elderly patients such as nursing homes and 
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general medical and psychiatric hospitals, rates of alcohol 

abuse range from 15-49% (Glynn, 1984). Until recently, 

however, the literature on aging has been devoid of 

references to alcohol abuse. This probably resulted from 

studies which appeared to show that persons over age 50 

reduce their drinking. However, the earlier studies "did 

not appreciate the striking differences in the life-course 

patterns of successive (age) cohorts . . . (even though) 

those early data did clearly show that at every age the 

proportion of drinkers was higher in 1963 than it had been 

in 1946" (Maddox, 1984). With the rapid increase in the 

older population and changes in their cohort drinking 

patterns, the problem can no longer be neglected. NIt is 

difficult to grasp all of the changes that have taken place 

with respect to alcohol use in our society over the past 40 

years" (Straus, 1984). Alcohol consumption has increased 

and there is a greater recognition of the pervasive effects 

of alcohol on all body tissues and its direct role in 

disease causation. The liabilities of alcoholism are more 

acute and complex in a post-industrial society, and the 

effects of the interaction of alcohol with the increasing 

use of a growing number of prescription, over-the-counter 

and illegal drugs is pervasive. 

The available data may also seriously understate the 

problem of alcohol abuse among the elderly because many 
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health professionals are reluctant to diagnose alcoholism in 

older persons. The elderly avoid contact with professionals 

who might be knowledgeable about alcoholism, and there are 

changes in the ability to handle even small amounts of 

alcohol in advanced years (Edinberg, 1985). "Low doses of 

alcohol may be toxic for the elderly, especially in 

combination with nutritional deficiencies or . . . 

medications" (Lurie, 1987). "In many ways symptoms for 

addiction to alcohol seem to mimic the aging process" . . . 

an awkward gait, slurred speech or a midday nap are a part 

of the "normal" process of aging. There is no job to go to; 

family ties are less clearly defined . . . "consequently, 

for many of the elderly, this problem remains unrecognized 

and ignored" (Gross, 1989). Finally, surveys of the general 

population tend to undercount the alcohol problem among the 

elderly because consumption measures are not adjusted, it is 

even more difficult for interviewers to confront denial 

among the elderly, and interviewers are biased against 

recognizing the problem. 

There is also a major problem of drug abuse among the 

elderly, but the issue is with the abuse of prescription and 

over-the-counter drugs. "Elderly men and women are the 

largest consumers of prescription drugs" (Lurie, 1987). In 

a 1967 study, although the elderly were 10% of the 

population they used 25% of all prescriptions. These 
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figures appear to be increasing as the older population 

grows and multiple chronic illnesses becomes more pervasive. 

It is estimated that 86% of persons over age 65 are 

afflicted with one or more chronic diseases. Some patients 

are taking up to 15 different medications, many of them not 

compatible with each other. The abuse of psychoactive 

agents is particularly alarming and both general 

practitioners and psychiatrists have been increasing the use 

of these drugs. In a 1971 study it was found that 30 to 40% 

of prescriptions to older patients who used Medicaid were 

tranquilizers and sedatives. "Chemotherapy often brings a 

quick albeit temporary cessation of symptoms as the patient 

becomes benumbed and pacified" (Gross, 1989). 

Schizophrenia. This mental disorder is rarely seen as 

a new case after age 45. When it does occur it is usually 

tied to a paranoid or organic disorder. There are serious 

disturbances in thinking and behavior when paranoidal 

symptoms of the elderly are included. Prevalence rates in 

the United States and Europe suggest a rate of between 1-3% 

(Lurie, 1987). There are still a significant number of the 

elderly with this disorder and their treatment can be 

expensive. The specialized needs of older schizophrenics 

requires behavioral training and socialization that are 

difficult to provide in nursing homes or residential living 

centers. Paranoid disorders account for about 10% of all 
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psychiatric inpatient admissions of the elderly (Edinberg, 

1985). 

Personality Disorders. Personality disorders refer to 

traits that are characteristic of current and long-term 

functioning since early adulthood and involve personality 

traits that are inflexible and maladaptive and cause serious 

functional impairment or subjective distress (DSM III-R, 

1987). Personality disorders are difficult to diagnose in 

the elderly and are often confused with behavior associated 

with dementia. The DBHS is in the process of expanding the 

official "Checklist" of conditions that define the CMI to 

include Personality Disorders. 

Dementia. Various terms such as senility, dementia or 

organic brain syndrome (OBS) are used interchangeably for 

this disorder. "Although depression is the most common 

mental health problem of the elderly, organic brain syndrome 

(OBS) is the most feared and least understood" (Edinberg, 

1985). There is loss of orientation to person, time and 

place. It is not a diagnosis but a syndrome with many 

causes and is manifested as mild to severe cognitive deficit 

with delirium, amnesia and organic hallucinations 

accompanying the more severe conditions. Fifteen percent of 

those over age 65 show some sign of OBS (Edinburg, 1985). 

"It has been estimated that 50-70% of dementia is accounted 

for by Alzheimer's Disease, either alone or in combination 
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with other conditions. . . . The incidence of Alzheimer's 

Disease rises with age" (Kazniak, 1989). Twenty percent of 

those over 80 have moderate to severe dementia. Seventy to 

eighty percent of nursing home patients have significant 

cognitive impairment and related behavioral and emotional 

problems (APA. 1989). 

With dementia, or OBS, treatment is difficult, but 

important. Patients can be taught to cope with the loss of 

functioning and adapt to loss of cognitive ability. 

Palliative efforts can be very effective. Continuity with 

prior life history and routine is important. Self-esteem 

and independence should be encouraged and support and 

education is essential for family members and caregivers 

(Edinburg, 1985). 

Diagnoses is difficult. "Diagnostic criteria have only 

recently been specified; standardized case-finding 

techniques have not been developed . . . many patients 

thought to have primary dementing illness were found . . . 

to have potentially treatable conditions" (Lurie, 1987). 

Various studies show rates of misdiagnosis from 15-50% 

(Edinburg, 1985). Medication side effects were the most 

common cause of reversible dementia. The most frequent 

source of these side effects were from psychotropic 

prescriptions (Lurie, 1987). Dementia is often confused 

with depression where symptoms of disorientation and 
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deficient short-term memory are common problems. "Some 

American physicians too quickly jump to a diagnosis of OBS. 

The tragedy is that treatment plans and caretaker 

expectations of increasing deterioration and dependency can 

be anti-therapeutic for depression" (Chaisson-Stewart, 

1985). Dementia is probably the most overdiagnosed and 

misdiagnosed medical condition of the elderly but studies 

indicate that it is probable that less than 5% of persons 

over age 65 manifest senile dementia. ". . . dementia in 

general represents disease and not an age-appropriate 

change" (Cohen, 1977). It is important that physicians and 

mental health professionals not assume that changes in 

cognition in the elderly represent senility or that mental 

changes are a normal consequence of aging. Many of the 

psychogenic and organic changes that occur in the elderly 

can be treated (Cohen, 1977). Even where a diagnosis of OBS 

or dementia is confirmed as appropriate, there are 

substantial interventions that can slow the progress of 

deterioration and help the patient and the family to cope 

more effectively with the illness. 

Sleep Disorders. Changes in sleep patterns are 

frequent among older persons. About 25% of those over 65 

have been reported to experience "serious" sleep 

disturbances compared to 14% for those 18-34 (Mellinger, 

Baiter, & Uhlenhuth, 1985). When respondents with "less 
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severe" insomnia are included as many as 45% of persons over 

age 65 reported difficulty in sleeping during a 12 month 

period. There is an increased frequency of awakening 

associated with aging and difficulty falling back to sleep 

if awakened after the first 80 minutes of sleep. A 

reduction in Stage 3 and 4 slow wave sleep appears common 

and sleep related respiratory disturbances increase with 

age. There are substantial changes in sleep patterns in the 

elderly with dementia (Kazniak, 1989). 

Although these reports appear to confirm the belief 

that older persons need less sleep, the facts are "that 

healthy old people do not need less sleep." Sleep problems 

are important objective indicators of important mental 

health disorders. "With the elderly, though, the finding of 

sleep loss in the absence of (an prganic) medical problem is 

less likely to be further explored" (Cohen, 1977). Anxiety 

is suggested by difficulty falling asleep or restless sleep 

and depression is frequently associated with early morning 

awaking among the elderly (Cohen, 1977). 

The SMI and General Mental Health Disorders 

Before we can press for more attention to the SMI or 

general mental health needs of the elderly, we need to 

represent the magnitude of the problem. Unfortunately, the 

current focus on SMI problems tend to obscure an adequate 

understanding of the scope of the broader general health 
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needs at all ages. This dualistic approach causes a serious 

barrier to gaining an adequate recognition of the mental 

health needs of the elderly. It is the position in this 

paper that plans and programs need to be developed to deal 

with both the SMI and the general mental health problems 

identified in Table 1. 

Estimated Number of CMI/SMI. In a 1980 report, the 

United States Department of Health and Human Services (DHSS) 

developed a national plan to improve services for the 

chronically mentally ill. Three criteria were established. 

These were (1) the diagnoses, (2) the degree of disability, 

and (3) the duration of the illness. The diagnoses 

identified covered OBS, schizophrenia, depression and manic 

depression, paranoid and other psychoses. Other disorders 

that may lead to chronic mental disability were also listed, 

such as personality disorders and the effect of alcohol/drug 

abuse and mental retardation in complicating the course of 

psychotic disorders or becoming chronic disabling conditions 

themselves (DHHS, 1980). Nonpsychotic OBS, or senility 

without psychosis, were also mentioned as a source of 

chronic disability. 

Definitions of disability are usually based on 

substantial functional limitation in three or more areas of 

daily activity such as self-care, ability to communicate 

clearly, degree of mobility, self-direction, capacity for 
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independent living, and economic self-sufficiency. 

Chronicity of disability may also be defined based on such 

measures as receipt of Supplemental Security Income payments 

(SSI) or qualification as disabled under the Social Security 

program. Worker's Compensation and retirement and insurance 

plans also provide a standard for determining disability. 

The chronic nature of an illness can also be implied based 

on extended hospitalization or some other supervised 

residence. 

Duration is the third criteria used to establish 

chronicity. Hospitalization for over 90 days is frequently 

used, but many seriously mentally disabled do not require 

extended institutionalization. Some definitions include two 

or more hospitalizations within a 12 month period. 

Based on several data sources from 1975-1977, DHHS 

estimated that there were 1.7 million CMI. Of this number 

900,000 were in institutions (150,000 in mental health 

facilities and 750,000 in nursing homes) and 800,000 were in 

the community. DHS identified another 700,000 community 

based mentally ill with less severe disability (see Table 2). 

Individuals in the community need public financial assistance 

to live and public support services to obtain benefits and 

entitlement. These intense needs for community assistance 

for a full range of services many continue for the full life 

of the chronically ill person. Present social support 
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Table 2. Estimated nvuober of CMI in the United States 
(1975-1977). 

Severe Hoderately 
Location Mentally 111 Mentally 111 

Institutional Population 

Mental Hospitals 150,000 n/a 

Nursing Homes 750,000 (a) n/a 

Subtotal 900,000 

Community Population 

Severe Mental Illness 800,000 1,700,000 

Totals 
Severe 1,700,000 

Moderate & 
Severe 2,400,000 

Source: DHHS, 1980. 
(a) includes 400,000 patients with senility without 
psychosis 
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systems are totally inadequate. "The lack of adequate and 

stable housing opportunities linked with services is perhaps 

the major unmet need of the CMI" (DHHS, 1980). 

The 1980 DHHS report was published in the waning days 

of the Carter presidency. Commitment to expanded mental 

health services and Democratic social activism were strong. 

The Mental Health Systems Act (PL96-398) was enacted in 

October 1980 with expanded services to the CMI population. 

The National Plan for the CMI provided proposals for almost 

doubling the state and federal CMI funding from $8.7 to 

$15.0 billion phased-in over a five year period (DHHS, 

1980). By 1981, with a conservative national Administration 

in place, federal mental health funding was consolidated 

into a block grant, total funding was reduced and expanded 

services to the CMI were forgotten. There were no data in 

the 1980 DHHS National Plan that identified the numbers or 

special needs of the CMI elderly. 

General Mental Health Services. A Task Panel on the 

Elderly of the President's Commission on Mental Health 

reported in 1978 that an estimated 15-25% of older persons 

have significant mental health problems (GAO, 1982). If the 

portion of elderly persons in nursing homes were included 

there could be a national demand for mental health services 

for the elderly of from 3.7 to 6.0 million persons. If 

similar projections for the general population were applied 
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to Table 1 and a rate of 10-15% were used, 1978 population 

figures would produce a population in need of mental health 

services of 22.2 to 33.3 million. 

There is a significantly lower demand for mental health 

services by the elderly than these estimates would indicate, 

although experts generally agree that older persons have 

greater need for general mental health services than the 

population at large (GAO, 1982). "The mental health needs 

of older persons overlap those of the general population. 

But because of differences in attitudes, activities, 

lifestyle, and other psychosocial factors, specialized 

approaches are needed to reach the elderly (GAO, 1982). 

Recent History of the Community 

Mental Health Program 

The objective of this paper was to encourage expanded 

community mental health services to the elderly in Arizona. 

In rural Southeastern Arizona the Community Mental Health 

Centers (CMHC) funded by SEABHS are the only source of such 

services. It is important to understand the history of the 

CMHC program and its role in the mental health structure. 

The 1930's through the 1960's was a period of gradual 

development and expansion of mental health services, 

especially following World War II when 1.75 million were 

rejected for service for mental or emotional problems and a 

large number of veterans had difficulty returning to 
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civilian life. In 1946 Congress passed the National Mental 

Health Act, established the National Institute of Mental 

Health (NIMH), and provided funds for mental health services 

training and research. At that time the Veteran's 

Administration established psychiatric hospitals and 

outpatient clinics. In 1955 Congress set up the Joint 

Commission on Mental Illness and Health representing 36 

organizations with an interest in mental health. The 

Commission's report in 1961, Action for Mental Health 

focused on the failures of the state mental hospitals to 

provide adequate treatment. In 1963, President Kennedy 

incorporated the Commission's recommendations into the first 

presidential message to Congress on mental illness and 

mental retardation. The Congress enacted The Mental 

Retardation Facilities and Community Mental Health Centers 

Construction Act that year which began the CMHC program. 

Other important legislation that included support for mental 

health programs followed rapidly in the 1960's and included 

Medicaid, Medicare, the Supplemental Security Disability 

Income program (now SSI), The Food Stamp Program, and 

expanded support for NIMH in research, psychiatric education 

and increased funding for the CMHC program (Koran & 

Sharfstein, 1986). The advantages of mental health 

treatment in the community are widely accepted. 
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It is now recognized that most mentally ill, 

including those perceived as being severely ill 

and disabled, can live in their home communities 

even during acute episodes of illness provided 

they have access to a range of life support, 

health, and mental health treatment and 

rehabilitation services. Today, more severely 

mentally ill persons are living in the community— 

independently or with their families—than at any 

other time during this century. For many the 

openness and flexibility of the mental health 

system which is emerging in the community offers 

hope of a life of dignity and continued growth 

(DHHS, 1980). 

The 1970's were a period of consolidation. There was a 

decline in funding for mental health research and reduced 

growth in CMHC funding. By the 1980*s, hard times had come 

to federal support for most social programs. In 1981 the 

Congress repealed the Community Mental Health Service Act 

(PL97-35) and consolidated a number of programs that funded 

mental health services and alcohol and drug abuse into a 

state block grant program funded at over 20% less than the 

previous year's appropriation for all the individual 
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programs that had been consolidated. By 1983 more than one-

third of CMHC's responding to a survey had reduced staff and 

services. 

Established in 1963, the CMHC program rapidly became a 

major factor in the delivery of mental health services. By 

1980, 46% of out-patient mental health services were being 

provided by CMHC's, compared to 31% in free standing 

psychiatric clinics. CMHC's also provided some inpatient 

services (Koran & Sharfstein, 1986). The CMHC program was 

intended to be available to all persons regardless of age, 

ability to pay or current or past-health conditions. A 

broad range of services were called for including: 

screening and assessment; outpatient, in-patient and 

emergency services; day care; rehabilitation; treatment and 

follow-up of the chronically mentally ill; specialized 

services for the elderly; consultation and education; and 

prevention (GAO, 1982). Established in the heady optimism 

of the 1960's, the CMHC program soon faced serious problems. 

Funding for mental health services under Medicaid, Medicare 

and private insurance did not materialize. The CMHC program 

was organized to by-pass the state mental health programs 

and their institutional focus, but that resulted in limited 

coordination in the massive movement of the CMI population 

out of the state mental hospitals and into the community in 

the 1960's and 1970's. New demands on the CMHC's emerged 
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during the 1970's as alcohol and drug abuse became a 

national issue and new programs to support expanding 

community mental health programs for sex offenses, child 

abuse, domestic violence, and growing mental health issues 

in the criminal justice system were identified. There was a 

declining participation of psychiatrists in the program and 

an increasing focus on social support programs and reduced 

caseloads of the severely mentally ill. Faced with 

declining federal funds, CMHC's became competitors with 

established social agencies in seeking state, local and 

private funding and those funding sources were being caught 

in the squeeze of a growing population and cuts in federal 

programs. 

The need for special attention to the needs of the 

elderly in the CMHC program was recognized in 1975 when the 

Congress recommended specialized services for the elderly in 

all newly funded CMHC's. Because of funding limitations, 

the timetable for mandating services to older persons was 

relaxed in 1978. The 1980 Mental Health Services Act 

provided new money and separate staffing and coordination 

grants for the elderly, but it was never funded because it 

was superceded by the Mental Health and Substance Abuse 

Block Grant in 1981. The block grant legislation 

transferred authority to the states, but it continued the 

requirement for specialized services to the elderly and 
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established identification and assessment of the mentally 

ill elderly and services to the elderly and the CMI's as 

priority objectives. The present situation is still 

effectively summed up in the 1982 GAO review of services to 

the elderly under the CMHC program. 

The continuing emphasis the Congress has placed on 

serving the elderly in mental health legislation 

has not been translated into effective service 

delivery by the CMHC's. . . . Few legislatively 

mandated specialized services for the elderly were 

being provided. In addition, although nursing 

homes have become frequent health care providers 

for the elderly with mental health problems, the 

treatment provided remains almost exclusively 

focused on physical health (GAO, 1982). 

The growth in the community mental health program, the 

movement of the chronically mentally ill out of state mental 

hospitals and into the community of nursing homes, and the 

proliferation of a wide range of new community mental health 

services for treating substance abuse, domestic violence and 

addictions is only a part of the change in the mental health 

scene. The psychiatric programs in general hospitals more 

than doubled from 1960 to 1980 and private psychiatric 

hospitals have become a major new factor on the mental 

health scene. Private psychiatric outpatient clinics have 
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expanded as rapidly as the CMHC's (Koran & Sharfstein, 

1986). 

Problems in the Mental Health System 

There are many separate, important groups in the 

uncoordinated kaleidoscope of mental health providers. They 

are often divided by discipline, experience, theory or 

competition. This results in a network of providers whose 

dominant characteristic is its fragmented nature— 

a non-system of mental health care. This is 

especially true of care for the elderly who suffer 

from mental disorders. Most care for such 

individuals is delivered by non-mental health 

providers: physicians; general hospitals; medical 

outpatient clinics; nursing homes; and residential 

care facilities. Services are delivered as 

physical health or custodial, rather than 

psychiatric care. The corollary is the 

underutilization of the formal mental health 

system by the aged . . . at a far lower rate than 

this number in the population and their prevalence 

of mental illness would predict (Lurie, 1987). 

It is important to understand the reasons for this 

underservice of the elderly by the various providers who 

should be serving them. These include: 

1. Limitations within the CMHC system. 
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2. The dominance of current mental health treatment 

by a general medical community that does not have 

an adequate understanding of mental health 

problems and treatment. 

3. Inadequate mental health services in nursing homes 

or in community long-term care systems. 

4. Prejudices toward mental health care among the 

community of older persons needing help. 

5. The absence of a full range of specialized 

medical, mental health, housing, and social 

support services needed and the difficulty in 

coordinating them. 

6. Inadequate funding and fragmented fiscal 

resources. 

7. Failure to recognize the importance and role of 

the family in providing support. 

8. The special problems of delivering mental health 

services to the elderly in rural areas like those 

served by SEABHS. 

9. The failure to understand and respond to the 

mental health needs of older persons from minority 

groups. 

CMHC's Fail to Respond to Needs of the Elderly 

The mental problems of the elderly are largely a 

community problem. More than 95% of persons over 60 years 
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of age live in the community (Waxman, 1986). However, few 

older persons received needed care. Only 4-5% of CMHC 

patients nationally are older than 65 despite the fact that 

that age group represents 12% of the general population. 

Psychiatrists in private practice spend no more than 2% of 

their time with older clients. In an NIMH funded study in 

the Baltimore area, less than 1% of persons over age 65 with 

a reported mental disorder reported a visit with a mental 

health specialist while other adult age groups cited in the 

study all had rates in excess of 9% (Waxman, 1986). 

The lack of service to the elderly by CMHC's is closely 

tied to the poor initial response of the newly formed CMHC's 

to the deinstitutionalized CMI's. Psychiatrists, 

psychologists and other mental health workers with skills 

and interest in individual counseling and therapy were 

brought together from a context of private outpatient 

practice. This approach was in conflict with the fact that 

one of the main reasons for setting up CMHC's was to move 

patients out of state mental hospitals to meet the quite 

different needs of CMI's. "Although community mental health 

programs were established to supplant the traditional state 

mental health hospital, both their ideology and their most 

common services are not directed at the needs of those who 

have traditionally resided in state psychiatric 

institutions" (Kirk & Therrien, 1975). Although the 



45 

discharged CMI, including many elderly, acquired a wide 

array of services such as income support, housing and 

rehabilitation, these services were not a part of the CMHC 

design. The Congress and community leaders had expected 

that CMHC's could command access for chronically 

mentally ill persons for all other basic life 

requirements, social supports and other health and 

rehabilitation services. The CMHC structure 

assumed existence elsewhere in the community of a 

capacity and responsibility to provide these 

services. . . . Funding for these life needs or 

services were assumed to be outside the mental 

health system. But, as has become amply evident, 

no systematic relationship exists between the 

needs of these persons and the community resources 

to meet these needs (DHHS, 1980). 

There was a naive expectation that the persons leaving 

the state hospitals would free up funds for community 

support services. "The dollars did not follow the patient" 

(Rubin, 1982). State hospitals intensified their level of 

care for the remaining acute mentally ill patients and the 

newly available psychoactive medications transformed their 

role from custodial care to acute care of large numbers of 

patients for short periods of treatment. By the early 

197O's when the costs of a wide variety of federal programs 
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was being constrained, funding for the needed supportive 

services was inadequate. The federal, state and local 

governments became locked into a process of trying to find 

some other level of government to meet the cost that 

continues today. 

The GMHC staff did not have the skills needed for 

working with the CMI or the elderly. When CHHC's did 

attempt to serve CMI clients, the elderly were the lowest 

priority since they could more readily be accommodated in 

nursing homes. By 1975, when Congress set new requirements 

to provide services to the elderly, no funds were included. 

New service concepts "aimed at the chronically mentally ill, 

such as the Community Support Program developed by NIMH, did 

not tend to emphasize services for the aged" (Lurie, 1987). 

There is "a common attitude among the staff of mental 

health centers and other formal service settings that the 

elderly are a low priority for treatment, since nothing can 

be done and they won't live much longer" (Kazniak, 1989). 

Although these attitudes limit the services to the elderly, 

studies show that failure to make specific assignments of 

staff to work with the elderly, limited sources of 

reimbursement and difficulty in access are more important 

reasons for low levels of service. "If counseling and other 

mental health services were offered in a senior center and 

other informal settings, the data suggest that there would 
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be waiting lists of older people eager to take advantage of 

these services (Kazniak, 1989). 

When funds were cut in 1981 at the time a block grant 

was established for federal funds, 48% of the CMHC's 

contacted in a survey indicated that it had been necessary 

to reduce services. They also reported a general decrease 

in services to the elderly. Unfortunately, the CMHC 

"programs that reach the elderly are usually ones that bring 

in the least amount of fees, are costly in terms of outreach 

and coordination and are therefore the first to be cut when 

budgets become tight" (Edinburg, 1985). When CMHC managers 

were surveyed at the time of the block grant cuts, they 

indicated that the legislation mandating services was not 

specific, NIMH guidelines provided broad discretion and 

other programs for the CMI and children had more clear 

mandates and a higher priority. Where they had tried 

programs to reach older persons, they were unsuccessful 

(GAO, 1982). In summary: the elderly are often the last to 

be served by the CMHC's; there is minimum funding for their 

specialized needs; there is little or no recognition that 

the needs exist; the staff do not have the specialized 

skills or training to understand or meet the needs of the 

elderly mentally ill; and active outreach programs, a 

critical element in reaching the older mentally ill, are 
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rarely used by the CMHC's because they already have heavy 

caseloads. 

The Primary Care Physicians. Mental Health 

And the Elderly 

Health and mental health problems do not easily 

separate into two domains. Persons with medical problems 

are often found in mental health settings and persons with 

mental disorders are most often treated in the primary 

health care sector (Goplerud, 1981). Yet "for several 

decades our health and mental health systems have operated 

on somewhat separate trajectories. ... All too often the 

results of the separation of mental health and health care 

have been inadequate care and fragmented services" 

(Brakowski, 1981). A 1989 study of the close tie between 

physical and emotional disorders found that over 70% of 

persons with moderate to intense psychosocial problems had 

moderate to intense medical problems and serious limitations 

in activities of daily living (Newman, 1980). Research 

clearly indicates that persons with mental disorders use 

medical facilities more frequently than patients without 

such problems. Persons with mental health problems average 

about two times as many visits to physicians. Studies of 

prepaid group health populations consistently show that 

medical service utilization rates for outpatient, inpatient 
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and laboratory services decrease when concurrent mental 

health problems are treated (Hankin & Oktay, 1979). 

Mental health services are most often delivered by 

primary care physicians, not psychiatrists or other mental 

health specialists. This is more true for the elderly than 

the populatipn at large: 

Table 3. Source of mental health care. 

Service Provider General 65+ 
Population Population 

(1) Primary Care Physician 54% 69% 

(2) Outpatient Clinics (PCP's?) 15% 5% 

(3) General Hospitals 10% 5% 

(4) CMHC's 8% 4% 

(5) Mental Hospitals 5% 2% 

(6) Private Psychiatrists 4% 5% 

(7) Nursing Homes 4% 10% 

Source: Hankin & Oktay, 1979). 

Based on this summary of the location of mental health 

treatment, only 17% of the general population and 11% of the 

elderly receive their care in a mental health setting 

(Hankin & Oktay, 1979). A significant portion of some 

primary care physician caseloads consist of patients with 
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intense mental health problems. Patients with mental 

disorders who receive therapy in general practice settings 

represent from 25% to 96% of the practice of those 

physicians. Part of this wide disparity is likely to be 

differing definitions of psychotherapy which can vary from 

supportive comments to indepth analysis. Other studies show 

that family practice physicians spend from 17% to 27% of 

their time on mental health concerns (Hankin & Oktay, 1979). 

The mental health problems in primary care settings are 

broad in nature and scope: from 30 to 60% of patients in 

general hospitals suffer from emotional distress of 

sufficient severity to pose problems in the medical 

management of their illness (Goplerud, 1981). 

There are a number of reasons for the domination of 

mental health treatment by the primary care physician. 

Probably the most important reason is the long-term, 

trusting relationships between the patient and the general 

physician. Also, patients with emotional problems perceive 

less of a stigma when they seek help in a primary care 

setting. Several studies of older persons in senior centers 

who had symptoms of depression or cognitive impairment 

indicated that they would not tell a health professional 

about their symptoms. If they would consider seeking help, 

90% would not contact a mental health professional, 

preferring to see the family physician. "Even if the mental 
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health professional practiced ageism, the overwhelming 

majority of the community elderly would not even come in 

contact with the mental health professional to experience 

it" (Waxman, 1986). Rates of chronic physical illness are 

much higher with increasing age. It is likely that 

emotionally disturbed persons have a lower tolerance for the 

symptoms of physical illness and a greater inclination to 

somatize their psychological problems (Barkowski, 1981). 

There is also substantial evidence that non-psychiatric 

physicians question the effectiveness of mental health 

treatment. This is often coupled with the basic tenet of 

private medical practice that the general practice physician 

should provide total care for their patients whenever this 

is possible. Finally, "There is a growing literature which 

encourages the general practitioner to treat patients with 

emotional disorders . . . such as alcoholics, drug addicts, 

suicide patients, patients with sexual disorders, adolescent 

crisis, patients who smoke, and those recently released from 

psychiatric hospitals" (Hankin & Oktay, 1979). 

Unfortunately, physicians who do not have a mental 

health orientation are not equipped to provided needed 

services or to adequately diagnose psychiatric problems. 

They are also reluctant to refer patients to mental health 

care. "... the physician is as likely as the patient to 

attribute psychological symptoms to physiological problems" 
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(Lurie, 1987). Often only the physical illness is treated 

with the hope that the emotional symptoms will disappear. 

This not only fails to treat the psychological problem, but 

it frequently leads to excessive use of prescription 

medications for a variety of apparent physical illnesses as 

the elderly patient keeps returning with a different focus 

on the same emotional disorder—which is again treated as an 

assumed physical problem. As a result, psychological 

disorders are often undetected. Several studies of patients 

in general medical settings have shown significant rates of 

undiagnosed mental disorders among older patients (Waxman, 

1986; Newman, 1989). There was no relationship between the 

psychiatric diagnosis and the intensity of the psychosocial 

problem. Psychiatric diagnoses was more accurate for 

younger than older adults. Even where mental disorders are 

diagnosed, only 5 to 10% of the patients are referred to 

mental health settings (Goplerod, 1981). Where 

psychological problems are treated by general practice 

physicians, psychoactive medications are the major form of 

treatment. Although the development of psychoactive drugs 

since 1960 have made it possible to treat many mental 

disorders in the primary care setting, there is substantial 

controversy over the way these drugs are used. The use of 

psychactive drugs are not limited to emotional disorders. 

One study showed that only 1/4 to 1/2 of the psychoactive 
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prescriptions were used for mental disorders. The rest were 

used for such conditions as obesity, insomnia, heart 

disease, and gastrointestinal problems. While studies show 

that 75% or more of patients with mental disorders receive 

drug treatment. . . . "Unfortunately, careful experimental 

studies of the effectiveness of psychoactive drugs are rare" 

(Hankin & Oktay, 1979). There are several reasons why 

primary care physicians fail to recognize, diagnose or treat 

elderly patients with mental problems. First, they are not 

oriented to mental health and often do not consider 

psychiatric approaches as effective. Studies show that 

primary care physicians miss 1/3 to 1/2 of psychiatric 

diagnosis. The highest incidence of missed mental disorders 

is found in general hospitals, where between 2/3 and 4/5 of 

diagnoses are not identified. Emotional symptoms in older 

persons can often be confused with the "normal" signs of 

aging and it is difficult to sort out somatized complaints. 

There is rarely time in a busy general practice to take an 

adequate social history, and a careful case history with 

frequent updates is a key factor in recognizing a mental 

disorder. The failure to provide adequate time also results 

in lost opportunity for elemental but effective 

psychotherapy. But the "physician, the help to whom the 

elderly reach out most often in their distress, too often 

underestimate the healing potential of their acceptance, 
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attentive listening and understanding response to elderly 

patients" (Chaisson-Stewart, 1985). Unfortunately, relating 

takes time and time used is lost income. "When physicians 

lack time, interest or skills to intervene 

psychotherapeutically, it is time for referral to a mental 

health professional. Many authors have suggested that an 

ageism bias of physicians prevents them from recommending 

psychiatric or psychological treatment for the elderly" 

(Chaisson-Stewart, 1985). 

The primary care physician is not alone in being 

confused by the nature of the medical complaints of the 

elderly. In a review of 100 consecutive admissions of older 

persons to a psychiatric unit, 52% had significant medical 

problems that had gone unrecognized (Roth, 1976). Other 

studies have also found that ". . . among a significant 

minority of patients . . . mental health clinicians appear 

to frequently misinterpret or overlook symptoms of physical 

pathology in their patients" that can completely account for 

their emotional symptoms (Goplerud, 1981). Physical illness 

is apparently missed because of inadequate medical 

histories, uncooperative or confused patients with a mixture 

of real or delusional symptoms, mental health clinicians 

with inadequate medical training, and a tendency to 

interpret somatic symptoms as an indication of 

psychopathology. 
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The elderly are a difficult population to serve 

medically and emotionally. There are usually multiple 

physical and psychiatric disorders that make both diagnosis 

and treatment difficult. Treatment is more often palliative 

than curative. Large numbers of the elderly with long-term 

chronic illness is a relatively new phenomenon and geriatric 

medicine is in its early stages of development and 

overwhelmed by an aging society. Geriatric Psychiatry is 

barely emerging as a separate discipline and the Psychology 

and Counseling disciplines are probably even less focused on 

the needs of the elderly. The primary care physician has 

become the principal provider of mental health services to 

the elderly by default. "The underutilization of mental 

health sources by the elderly and the under delivery by the 

mental health system consequently place an added 

responsibility on the primary care physicians in addressing 

the total needs of older persons" (Cohen, 1977). 

Nursing Homes. Mental Health, and the Elderly 

Nursing homes should be a major factor in delivering 

mental health services to the elderly. There has been a 

rapid growth in nursing home beds. In 1950 there were about 

300,000 nursing home beds. By 1980 there were 1.4 million. 

That number is expected to increase to 2.1 million by the 

year 2005 and to 4.5 million by 2030 based on conservative 

population projections. Over half of nursing 
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home residents are estimated to have a primary or secondary 

diagnosis of mental illness (750,000 of 1.3 million nursing 

home residents in 1977). "Some of the emotional, behavioral 

and mental disorders that are frequently observed in nursing 

home residents include depression, confusion, wandering or 

restlessness, disorientation, agitation, lethargy, 

irritability, stress, rise and fall of self-esteem, guilt, 

inappropriate dependency on staff, and paranoid delusion" 

(Harper, 1986). Of the 550,000 residents who were 

ostensibly free of mental illness in the 1977 DHHS study, 

there were a substantial number who experienced symptoms of 

mental distress such as depression, anxiety and confusion 

and are at risk of developing more intense emotional, 

cognitive or behavioral problems if appropriate care is 

withheld (Harper, 1986). Designation of the mental 

disorders in nursing home residents is complicated by the 

various forms of cognitive impairment and the variety of 

terms used to describe them. Anxiety, depression, 

hallucinations, and behavioral problems often accompany the 

cognitive limitations along with one or more distinct 

physical illnesses. There is substantial evidence that 

mental illness in nursing home patients is underdiagnosed. 

In one study, only 1/3 of the patients had a case record of 

mental disorders and the investigation found the true 

prevalence at 85% (Liptzin, 1986). In a joint study with 
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DHHS in Utah to estimate the mental health needs of nursing 

home residents, there was a close tie between jointly 

occurring physical and psychosocial problems. Over 90% of 

those with mental health needs were appropriately placed in 

nursing homes because of physical illness. The patients 

with more severe physical illness also had more severe 

psychosocial symptoms. The older the patient, the more 

intense the medical and emotional problems (Newman, 1989). 

The rapid growth of the nursing home industry between 

1960 and 1985 resulted from several factors such as the 

growing number of older persons, improvements in medicine 

that permitted patients with chronic illness to survive, and 

expanded financing of medical benefits through private 

insurance and the federal Medicaid and Medicare programs. 

Medicaid, in particular, provided funding for nursing home 

care and became a major factor in moving the CMI out of 

state mental hospitals. "The nursing home replaced the 

state mental hospital as the locus of care for the mentally 

ill aged. . . . The (mentally ill) aged have not been 

deinstitutionalized" (Lurie, 1986). 

The proportion of mentally ill in specific nursing 

homes varies widely. In a 1982 review of mental health in 

nursing homes the U. S. General Accounting Office (GAO) 

found that nearly all patients in a nursing home near a 

state mental hospital were former mental hospital patients 
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while in another home only about 10% of the patients in a 

sample had been in a psychiatric hospital. Publicly funded 

nursing homes often have high portions of patients with 

serious mental illness because they must accept patients 

that others turn away. Medicaid policy limits the 

proportion of persons it will allow in a Medicaid certified 

home, thus placing pressure on physicians and nursing home 

staff to underdiagnose mental disorders and increase the 

concentration of psychchosocial problems in those homes that 

accept the mentally ill. A large public facility that was 

cited in the 1982 GAO study that had some limited mental 

health services and accepted CMI patients was full and had a 

waiting list. Of the 745 patients on the waiting list, 625 

(84%) were mentally ill and many of the waiting list 

patients were in costly psychiatric wards of general 

hospitals or other acute care facilities (GAO, 1982). The 

availability of even limited mental health services in 

nursing homes varies substantially from state to state with 

a few providing at least minimum assessment and social 

support services from CMHC's or social service agencies. 

Most states, including Arizona, provide no such support. 

Lack of adequate data on the problem of mental illness 

in nursing homes is a major problem in developing a national 

approach to care and treatment. Few studies have been 

undertaken despite the obvious size of the problem. "... 
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the problem is compounded by the fact that few nursing homes 

conduct precise diagnostic assessment of the mental health 

status of their residents" (Harper, 1986). Improving the 

quality of life for nursing home patients is likely to 

depend on improved mental health services and such 

improvement will be difficult without adequate data on the 

nature and extent of the mental health problem in nursing 

homes. 

Even the basic role of the nursing home is widely 

misperceived because of a failure to look carefully at 

available data. Although nursing homes do provide long-term 

residential care for frail older persons over long periods 

of time, they also are used extensively for short-term 

rehabilitation. In a 1983 study, Liv and Hanton found that 

a large portion of patients in nursing homes were discharged 

the same year. A more recent DHHS study indicated that 

about 2/3 of nursing home residents were discharged within 

six months; the median duration of stay was 82 days even 

though the average duration was 401 days (NCHS, 1989). In 

effect, there is almost a dual system of care with the 

majority of nursing home residents requiring relatively 

short-term support, and a much smaller number needing 

extended care. This distribution is important for planning 

mental health care. The nature of mental disorders vary 

with the length of stay; patients with a length of stay of 
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less than one year have more mental disorders and these 

disorders cover psychiatric diagnoses that are most 

responsive to treatment (German, 1986). 

Those nursing home residents with mental illness tend 

to need less support for the normal activities of daily 

living, which is the basic role of the nursing home, but 

they do present greater problems with management of 

behavior, which nursing homes are not staffed or equipped to 

handle. Residents with potentially reversible dementias are 

especially likely to go untreated (Lurie, 1987). Nursing 

home staff are rarely qualified to deliver mental health 

services and often show a negative attitude toward patients 

with psychosocial problems. Psychoactive medications are 

used extensively and there is evidence that their use is 

inappropriate and often primarily prescribed to keep 

patients docile rather than as a part of a mental health 

treatment plan. 

There is evidence that mental health services can be 

effectively delivered in nursing homes. In California 

several skilled nursing homes provide therapy, education and 

structured activities. A few CMHC's have developed model 

programs to support nursing homes in providing adequate 

mental health care. New federal requirements enacted in 

1987 tie eligibility for Medicaid funds to state screening 
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of nursing home residents for mental illness and require 

active treatment for those with psychiatric disabilities. 

Existing evidence points to an almost total failure of 

nursing homes to provide appropriate mental health services. 

". . . despite the number of mentally ill persons in nursing 

homes, the anticipated increases in the number of such 

patients, and the large expenditures of their care, the 

special mental health needs of the elderly are not being 

effectively addressed" (Harper, 1986). Elinore Lurie 

concludes . . . "That the nursing home in its present form 

is not appropriate when mental health services beyond simple 

nursing and custodial care are needed" (Lurie, 1986). She 

is probably correct. Current reimbursement practices limit 

the financial resources available to nursing homes severely 

and there are strong prejudices within the medical, 

psychiatric and nursing home professions that accept mental 

problems as "normal" and irreversible aspects of aging. 

Funding Limitations on Mental Health 

Services To The Elderly 

Mental health care depends on the level of funding and 

the methods of payment. Present sources of funding for 

mental health in general are fragmented and limited. For 

the elderly, mental health funding is even more restrictive. 

It is not possible within the scope of this paper to provide 

a comprehensive review of funding sources and reimbursement 
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mechanisms, but it is important to understand some of the 

special barriers to the financing of mental health services 

for older persons. 

Mental health care for the elderly is principally 

provided by state mental hospitals, Medicaid and federal 

block grants for CMHC's. There is also limited mental 

health funding from Medicare and private insurance. Higher 

proportions of funding have come from government for mental 

health than from other areas of health care because of 

limited coverage of mental health services under private 

insurance and the limited number of persons covered by 

private insurance in lower-income and elderly populations. 

Medicare, the principal source of health coverage for 

older persons, essentially restricts mental health benefits 

to inpatient care. New federal cost control policies are 

severely limiting inpatient care. The small yearly limit on 

outpatient mental health services and 50% copayment for 

mental health services discourages participation of 

psychiatrists in treating elderly patients in nursing homes 

and clinics. Free standing CMHC's or other agencies 

providing mental health care cannot receive direct Medicare 

reimbursement. These restrictions reinforce the tendency of 

the aged to receive care for mental disorders from medical 

providers, often under a medical diagnosis. Medicaid 

accounts for about 2/3 of the federal funding for mental 
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health, but it is largely restricted to hospital or nursing 

home care. Medicaid benefits for mental health vary widely 

among the states, but in general they are restricted and 

reflect a conscious federal policy to place the burden of 

care for the mentally ill on the states. Private health 

insurance follows federal policy in setting restrictions on 

mental health coverage. Older persons are less likely to 

have any private coverage and where they do, the benefits 

tend to be more restrictive. 

Cost containment has dominated federal and state policy 

since 1975 when the special mental health needs of the 

elderly were first being recognized. Recent Medicare cost 

control procedures are limiting the care of the chronic 

conditions that are more frequent among older persons. Cost 

pressures in Medicaid place such restrictions on monthly 

reimbursement levels in nursing homes that extra care for 

emotional and behavioral problems cannot be financed. In 

Arizona, the new state long term care program partly funded 

by Medicaid allows only $71 per day when nursing home costs 

for custodial and basic physical health services average $88 

per day. There is no allowance for mental health care. 

Probably the most cruel irony in attempting to meet the 

mental health needs of the elderly is the atmosphere of 

contention and competition that the need for cost 

containment has fostered. The federal government has 
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several policies that seek to "return" the burden of mental 

health care to the states on the assumption that this 

service has traditionally been a state responsibility. The 

states continue to press to place as much cost as possible 

on the federal-state Medicaid program to get federal 

matching funds. In Arizona, where the state only recently 

began to address the health needs of its low income 

citizens, the state and the counties, which had provided 

very limited indigent health care services in the past, 

argue over which level of government should fund the unmet 

health and mental health needs. Because of fund 

restrictions, separate advocacy groups for children, the 

developmentally disabled and the physically handicapped 

compete with advocacy groups representing the elderly and 

the mentally ill for the attention of state legislators for 

small annual increments of state appropriations. To date, 

the mentally ill elderly have not had powerful advocates and 

support for their needs in Arizona is seriously deficient. 

Adequate mental health services for the aged will 

require changes in reimbursement systems as well 

as greater resources. Changes currently 

transpiring involve not only cuts in funding but 

also changes in reimbursement that are detrimental 

to the aged. The provision of adequate mental 

health care for the elderly will require not only 
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changes in funding streams, but in many cases, a 

reversal of the current direction of flow (Lurie, 

1986). 

Mvths and Prejudices That Affect Mental Health 

Services to the Elderly 

There are many myths, stereotypes and misinformation 

that have interfered with the effective delivery of mental 

health services to older persons. "The symptoms that elicit 

concern in younger people are frequently ignored in older 

ones" (Cohen, 1977). Because of these prejudices, many 

treatable psychosocial problems in later life are not 

identified or acknowledged, but are dismissed as incurable, 

irreversible aspects of the normal aging process. "The 

myths and stereotypes about the elderly affect how older 

persons view themselves and how others act toward the 

elderly" (Edinbrug, 1985). 

One of the most common myths about aging is that 

intelligence declines and that "senility" is an inevitable 

consequence of growing older. A number of recent studies 

have shown that there is no decline in intelligence both up 

to age 65 or after age 65. What the studies do support is 

"the point that mental or intelligence changes in the 

elderly should raise questions about disease, rather than 

being discussed as normal aging" (Cohen, 1977). The same 

reality holds true with senility. While many elderly have 
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some minor memory loss, only 15 percent are likely to show 

degrees of disorientation to location, time or personal 

identity and when disorientation does occur it is due to 

some specific condition such as overmedication, depression 

or organic brain disease (Edinberg, 1985). A second common 

myth is that the older person is rigid, incompetent and 

resistant to change. It is more likely that such a person 

was rigid or incompetent throughout their lives; aging had 

no role in the restricted affect. More than 90% of the 

elderly manage their own affairs and most of the chronic 

medical conditions of advanced age can be controlled 

effectively. Too often, the need for some limited support 

such as a cane or home delivered meals is generalized to 

infer that the person is incompetent in many areas of 

functioning. A third myth that has a pervasive impact on 

providing adequate mental health services to the elderly is 

that the person will soon die and that the limited resources 

available should be focused on younger persons. This myth 

is based on the average life span of 72-75 years as if a 

person at 65 or 70 was facing imminent death. The 

statistical facts are that life expectancy for anyone who 

has lived to advanced years has a new period of life 

expectancy. A person at age 65 in 1975 could expect to live 

for 15 more years and at 75 for 9 more years (Cohen, 1977). 

Increases in life expectancy for persons past 65 are 
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continuing. The final myth is that all older people are the 

same; that old age confers some magic homogeneity. This 

myth of homogeneity is at the center of all social 

prejudices. In fact, the variations in interests, needs, 

and health and mental health status is greater among the 

elderly than in younger persons. It is important to treat 

each older person as an individual with unique beliefs, 

feelings and behaviors. 

Much of the failure to respond to the obvious mental 

health needs of the elderly is a result of the acceptance of 

the myths and stereotypes about aging by the health and 

mental health professionals. Many health care providers 

instinctively view aging as leading to inevitable decline 

and deterioration in functions. This results in an unspoken 

attitude that mental disorders among older persons are not 

"true" illnesses and the patients really need custodial 

care. Many psychiatrists believe the elderly are too old 

for therapy because they cannot change. Primary care 

physicians enter into a silent conspiracy with older 

patients to ignore behavioral disorders (Waxman, 1986). 

Some of the prejudices toward aging among health care 

professionals is a result of their experience during 

training where they are mostly treating severely debilitated 

and institutionalized older persons. During medical 

training there are also conflicts with the student's own 
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fears of dying and unresolved tensions with parental figures 

that older patients often evoke. All aspects of medical 

training tend to focus on organic problems and this limits 

the ability to identify behavioral and emotional concerns. 

Colleagues often look down on a health or mental care 

professional who is working with older patients. The myth 

that all old people are the same, places anyone over 50 at 

the threshold of death for a person in their formative 

period of training. When these myths are combined with the 

complexity of both physical and psychosocial illness in the 

elderly, the limited possibility of a "cure", and the real 

or imagined economic impact of distorted reimbursement 

systems, they result in a substantial barrier to addressing 

the unmet mental health needs of older persons. 

Probably the most cruel irony is that older persons 

hold the general myths and stereotypes at least as rigidly 

as the health and mental health professionals. In addition, 

they frequently hold outmoded views toward mental illness 

from their childhood and youth when mental illness was a 

result of being a bad person and the only treatment 

available was to be confined to an institution. Fear of 

being institutionalized in any form is a major concern of 

older persons as they confront the wide range of losses that 

accompany aging. Another impediment to accepting mental 

health treatment is that "elderly persons who are mentally 
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impaired tend to underestimate, deny, or simply be unaware 

of deterioration in their functioning . . . older persons 

living alone and without regular social supports are 

unlikely to recognize their need for assistance" (Skinner, 

1986). This failure to recognize symptoms of mental illness 

in older persons is particularly pervasive in depression 

where somatic complaints are a common indicator. However, 

"frequently the elderly do not identify their symptoms such 

as changing social limitations, loss of interest, declining 

health and increasing susceptibility to disturbance as 

depression" (Yost, 1986). 

When the myths and stereotypes have been laid aside, 

there are still a number of special dynamics in providing 

effective mental health services to older persons that must 

be considered. One of the issues that must be countered is 

that no special efforts are needed to treat the mentally ill 

elderly (GAO, 1982). There are "several differences between 

old and young that may affect mental health interventions 

with the elderly. There are, however, no differences that 

suggest that mental health practice with the elderly is 

impossible or that it is dramatically different from similar 

work with younger people" (Edinburg, 1985). The differences 

include the important fact that the elderly are more 

isolated than other population groups. Except for their 

predominance in nursing homes, their problems are often more 
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hidden. Young people are socially involved in their 

families and especially in school settings where any 

psychosocial problems stand out. Younger adults are 

attached to the work place and extended family structures. 

Many of the 95% of the elderly who are able to live in a 

community setting are socially isolated and live alone or 

with a spouse and may have very limited social contacts. 

Reduced hearing and vision and lowered energy levels that 

are normal effects of aging increase isolation. Income is 

reduced in later years while medical expenses and costs to 

maintain activities of daily living mount. Issues of loss 

of friends and physical competence are often multiple and 

frequently unresolved. These special problems of aging 

often lead to apparent client resistance where it may seem 

that the client is not working toward agreed goals. Older 

clients, when they can be encouraged to participate in 

mental health programs, may have expectations of being a 

dependent "patient" in the treatment process based on their 

experience in the medical model. This dependence has been 

strongly reinforced by social myths, and therapy needs to 

focus on helping the older client establish a strong sense 

of control over their own lives. Hidden anger and 

resentment is another unexpected aspect of working with 

older clients who have had to work hard to suppress feelings 

of helplessness, loss, guilt, and social isolation. A final 
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special dynamic that needs to be considered in working with 

the elderly is a sensitivity to terminating the client-

therapist relationship. The attentive, responsive therapist 

may represent one of the few available relationships of 

intimacy and trust that the older client has available. 

In conclusion, "The mental health practitioner should 

acknowledge and change his or her own stereotype beliefs 

about the elderly . . . and consider how to decrease the 

impact of negative impacts on the older client's self-image 

and functioning. Educating faculty members and others. . ." 

(Edinburg, 1985) is also important. 

CMHC's Isolated In A Highly Interdependent 

Service Delivery System 

Although many CMHC clients have combined psychosocial 

problems that involve a variety of different service 

providers, the issues of adequate service for the SMI, and 

especially the elderly, require a wide range of community 

services. Key agencies in rural Arizona are: local 

physicians, hospitals, clinics, nursing homes, home health 

programs, and county nurses; a variety of services through 

local Area Aging Agencies (AAA) that include case management 

supportive services to remain in the home, and community 

centers and nutrition support; housing services through 

local and county housing authorities; interaction with the 

courts and the criminal justice system; social and 
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protective services; rehabilitation; unemployment services 

through the local offices of the Arizona Department of 

Economic Security; and income maintenance through several 

programs administered by local offices of the Federal Social 

Security Administration. 

This is only a superficial listing of services that are 

necessary to deal with the total needs of many SMI and 

mentally ill elderly. It is clear that "many of the 

services which the mentally-at-risk elderly need are social 

supports rather than, or in addition to, more traditional 

mental health institutions" (GAO, 1982). With each agency 

overwhelmed with service demands from clients who more 

neatly fit their specific area of service, the mental health 

services for the elderly are easily overlooked. The GAO, in 

its 1982 study of mental health services to the elderly, 

found that there were few ties between CMHC's and local 

health agencies and little or no collaboration between 

CMHC's, AAA's and other local social service programs. Many 

studies confirm that in general "older persons with mental 

health problems fall within the bailiwick of both mental 

health programs and programs and services for the aged and 

may be served by neither" (Edinburg, 1985). 

Providers of services often become competitive for 

their turf and certainly compete for limited funding 

resources. As the Arizona state government confronts large 
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budget deficits and mandated increases for services to CMI 

clients and expanded AHCCCS funding, state support for 

critical county health and social service programs are being 

reduced. This battle for funding necessarily spills over 

into competition for the special needs of children, the 

disabled or patients with Alzheimer's Disease. A recent 

study of CMHC programs for the elderly found Na very real 

resistance . . . among medical professionals to appreciating 

the vital link between health and mental health care, 

particularly in the case of elderly individuals." They also 

found "issues of territoriality which result in a highly 

politicized and uncoordinated health, mental health and 

social service delivery system (National Council Study, 

1989) . 

Along with very limited coordination of the complex 

mental health service delivery system at the local level, 

there is little or no leadership at the state or federal 

level. The National Council Study, cited above, found that 

in general "state mental health authorities appear to have 

lack of vision and long term commitment.1* They also note 

that "a perceived failure of state authorities to develop 

interagency coordination agreements on the statewide level 

provides little support for similar efforts at the local 

level" (National Council Study, 1989). Neither the state or 

local CMHC's or AAA's have taken a leadership role in 
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educating the public and legislators about the very real 

mental health needs of the growing elderly population. 

Indeed neither group evidences a full awareness of the scope 

or severity of the problem. This paper is an attempt to 

begin to develop that awareness in Arizona. 

The Family Role in Mental Health Treatment 

Although a careful review of the role of the family in 

meeting the mental health needs of the elderly is beyond the 

scope of this paper, the role of the family has an important 

place in any plan to provide additional mental health 

services to the elderly. Spouses, children, friends, 

neighbors, and community groups like AAA centers and 

churches have an essential role to play that must be 

understood and considered. In a recent community study, 90% 

of the respondents received some help regularly from family 

or friends and 97% had someone available to help if they 

were ill. For the elderly persons in need of help who are 

still living in the community 70% to 90% of the care was 

provided to the older person by their children. Even in the 

supposed isolation of a nursing home, over 60% of the 

residents had weekly visitors and only 11% reported no 

visits (Lebowitz, 1978). 

To be effective, mental health treatment for the 

elderly must include contact with the family and the 

provision of supportive mental health services. This will 
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include early involvement to educate family members so they 

can encourage their parent to accept necessazy mental health 

services. Family members will also require substantial 

education to understand their roles in perpetuating 

stereotypes and behavior that limit the older person's 

maximum effective psychosocial functioning. Frequently the 

direct participation of family members in assisting in 

carrying out treatment regimens, including support of more 

appropriate behavior will be necessary. In many cases 

family members may need to participate in therapy designed 

to deal with dysfunctional family interactions that have 

become a part of the mental health issues in their parent's 

lives. 

Rural Areas and Mental Health Service 

Providing mental health services in rural areas poses a 

number of special concerns. Poverty and distances are the 

most pervasive features of rural areas. "For a number of 

years ... a salient feature of rural life has been 

poverty, which, in turn, is related to the chronic loss of 

its most productive populations—young, adult and educated" 

(Wagenfeld, 1981). Poverty in rural areas is complicated by 

a combination of low income, inadequate housing, higher 

ratios of racial and ethnic minorities, and isolated 

elderly. Because of distances and lower income levels, 

public services are more limited than those in urban areas. 
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State and federal funds are often assigned in favor of urban 

areas. In a 1971 study, welfare funds were four times 

higher in urban areas than rural areas; manpower training 

programs were three times higher, and urban counties 

received 87 percent of federal housing assistance (Falcone & 

Rosenthal, 1982). Although it is difficult to document, 

there is substantial evidence that the prevalence of many 

health, mental health and social problems are higher in 

rural areas. 

Although rural areas include a wide range of 

individuals with different social and economic backgrounds, 

rural areas tend to have dominant values that differ 

substantially from those in urban areas. These include a 

sense of man's subjugation to nature; fatalism expressed as 

passivity to misfortune; an orientation to the present and 

the concrete; a conservative view of human nature as evil; 

human activity as doing, not being; and human relationships 

based on personal and kinship ties. "In contrast, urban 

areas are stereotypically seen as liberal, future oriented, 

impersonal, tolerant, and progressive" (Falcone & Rosenthal, 

1982). These values tend to lead to an intolerance and 

suspicion of the impersonal approach and processes of 

bureaucratic public services and negative attitudes toward 

the helping professions. 
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Conventional mental health approaches are usually in 

conflict with rural value systems. Rural clients tend to be 

impatient and want immediate results. They expect the 

therapist to be authoritarian and directive. Language, the 

core of the counseling process, is a barrier for many rural 

clients who are poor and not well educated, less verbal and 

more concrete in their thinking. The therapy process and 

relationship are unclear to many rural clients and tend to 

foster a loss of identity that results in greater passivity 

and dependence. The provider of mental health services is 

usually white, liberal and middle class. Application and 

eligibility procedures are impersonal and confusing. "The 

mental health movement is largely a purveyor of middle class 

values disguised as mental health or medical values" 

(Wagenfeld, 1981). Since mental disorders are so much a 

part of the culture in terms of treatment and outcome, 

services must be delivered in a culturally appropriate way 

to be effective. 

Mental health staff face many challenges in rural 

areas. They are usually isolated from easy interaction with 

other professionals. The rural power structure is often 

resistant. Sex-role attitudes are more traditional and 

patriarchal. Religious and political views are 

conservative. Outsiders are seen as different and it takes 

time to establish rapport. Poverty and suffering are a 
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major factor in normal life that is often in conflict with 

the romantic notion of rural America that is held by many 

young, urban mental health workers who are starting their 

career in a rural area (Wodarski, 1983). 

In rural areas an indirect approach to the provision of 

service is often more effective. In the indirect or 

consultation approach, the goal is to develop, mobilize and 

seek cooperation from existing agencies. Services are 

provided where people have existing contacts instead of 

developing new facilities and structures (Wodarski, 1983). 

"Consultative efforts are directed toward aiding other 

professionals in assessing, managing and treating troubled 

community members encountered by professionals in the course 

of their job activities" (Falcone & Rosenthal, 1982). 

Consultation can take longer to assess problems and take 

action. Some direct mental health services certainly need 

to be provided, but an indirect, consultative approach 

through schools, churches, medical clinics, the legal 

profession, and the business community should be a major 

part of the design of rural mental health services (Fair, 

1981). The consultative approach can be cost effective 

since it expands the pool of persons who can provide mental 

health services. It also builds on existing relationships 

of trust and existing financial relationships and reduces 

the visibility and stigma of mental health services. 
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Rural areas have a scarcity of resources and programs 

to provide services to elderly persons living in the 

community. Recent research in Arizona found that n. . . 

elderly nursing home patients in rural areas tend on the 

average to be significantly less impaired in most areas of 

functional capacity, and younger at times of entry, than 

elderly nursing home residents in urban areas" (Greene, 

1984). 

Mental Health Services and Minorities 

Arizona and the SEABHS area have a large and growing 

minority population. Over 36 percent of the SEABHS 

population are persons of Mexican-American heritage and in 

Santa Cruz County the figure is over 75 percent. There are 

also significant African-American and American Indian groups 

in the SEABHS area. No specific data were available on the 

ratio of minority elderly among minorities in Arizona, but 

based on national data, high minority mortality has resulted 

in only 7 percent minority elderly in 1980 as compared to 11 

percent in the general population. Only 4.9 percent of 

Hispanic-Americans were elderly. 

Minorities suffer from all the risk factors of 

psychological disorders and distress. They have much lower 

incomes and high rates of poverty and unemployment. The 

occupations available to them are concentrated in low level 

and service occupations. Working conditions are usually 
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difficult and the level of physical demand in the work they 

perform tends to take a heavy toll. Minorities leave work 

earlier than non-minorities and are usually employed in 

occupations with inadequate pension and medical benefits and 

experience high participation rates in welfare programs 

(Mahard, 1988). Elderly blacks and hispanics suffer from 

poverty at almost twice the rate of older Americans and many 

fail to qualify for Social Security. 

Language barriers serve to isolate minorities from 

opportunity for full participation in society. Poor 

language skills are a major problem for the minority 

elderly. Four in twenty older Hispanic Americans do not 

speak English. Language barriers pose an unrecognized 

barrier for blacks. "Because black elderly are English 

speaking there may be an assumption that language barriers 

are not an issue. This is an erroneous assumption" 

(Morrison, 1988). Blacks use long established patterns of 

behavior in relating to whites that have helped them survive 

in a hostile, oppressive environment. They say what they 

think the mental health workers wants to hear rather than 

what they need to know and they are less likely to complain 

about poor or ineffective treatment. 

Health problems play an important role in the lives of 

the minority elderly. Their rate of physical impairment is 

two times as severe as that of whites. Almost 50 percent of 
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blacks and Hispanics required help in managing basic tasks 

of living while less than 25 percent of the whites in the 

same national survey required such help (Mahard, 1988). In 

a 1981 study by the National Indian Council on Aging, 73 

percent of American Indians have mild to severe impairment 

in meeting the basic requirements of daily life (Manson, 

1988). 

Data are limited, but several researchers report higher 

incidence of mental disorders among the minority elderly. 

Depression rates were almost two times higher in a survey of 

Puerto Ricans in New York City (Mahard, 1988). Admission 

rates to psychiatric hospitals was reported to be much 

higher for blacks than for whites. Alcoholism and drug 

abuse are substantially higher among blacks and Hispanics of 

all ages. In New York City, schizophrenia is predominantly 

a non-white disorder. Social class has long been known as a 

determinant of diagnostic classification, severity and 

treatment in mental health (Morrison, 1986). Despite the 

high incidence of mental disorders among the minority 

elderly, few services are provided by the formal mental 

health service system. In several studies of the elderly 

most minority elderly were unaware of potentially 

appropriate services. The failure to link the minority 

elderly with appropriate mental health treatment is a result 

of many factors: (a) low income and minimal health 
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insurance coverage; (b) lack of facilities; (c) traditions 

of reliance on family and religion; (d) a clash of culture 

and values with the mental health system; (e) priority for 

meeting needs for food, shelter and health care; (f) 

stereotypical attitudes of white middle-class service 

providers toward minorities; and (g) a low level of trust of 

mental health professionals by minorities (Edinburg, 1985). 

Minorities face high levels of emotional stress 

throughout their lives. They are often considered child

like by the dominant culture. Traditional family ties are 

destroyed in the conditions of poverty and discrimination. 

Racism is the source of much stress. A 1969 report by the 

President's Commission on Mental Health found that 

it is largely the environment created by 

institutional racism, rather than interpsychic 

deficiencies of black Americans as a group, that 

is responsible for the over-representation of 

blacks among the mentally disabled. As a subset 

of the black population, the black elderly are 

subject to environmental stressors to which they 

have adapted over a lifetime (Jackson, 1982). 

Programs to meet the special needs of minority elderly 

must be designed to overcome the barriers of culture, racism 

and poverty. 
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Reaching minorities in rural areas needs to be a 

priority concern. CMHC staff should be sensitive to the 

needs of minority clients and have adequate language skills. 

Paid professional staff who share the values of the minority 

community should be employed and trained. Working with 

family members and including them in the process is 

essential. It may be important to establish special offices 

in areas where there is a concentration of minority clients 

and deal with mental health needs indirectly as a part of 

the provision of employment counseling, adult education, 

financial assistance and social support. 

The Impact of an Expanding Older Population 

Planning for mental health services for the elderly 

must reflect the dramatic growth in the size of the 

population of older persons. At the beginning of this 

century only about 4 percent of the U. S. population was age 

65 or older. By 1984 the figure was 12% and 25 million 

older persons. It is projected to be 18% by the year 2030, 

with the number of elderly more than doubling to 55 million. 

"The specialized needs of persons in the large and rapidly 

growing aged population were not recognized until the mid-

1970's" (Crook, 1983). By that time Medicare and Medicaid 

costs were escalating and the nursing home industry was 

growing rapidly. The expansion of health services needed by 

the elderly is only the beginning. Since the start of this 
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century, the country went through a revolution often 

regarded as the "greying of America". "We are now 

experiencing the second phase of a demographic revolution, 

the aging of the aged" (Eisdorfer, 1986). Persons 75 years 

of age and older now constitute the fastest growing age 

group in the population. As the number of older persons 

increase, the average period of diminished vigor will 

increase with longer periods of debility. While over 2/3 of 

the elderly are in their 60*s and 70's today, by the year 

2000 half of the elderly population will be 75 years of age 

or older (Aronowitz, 1986). 

In Arizona, the "aging of the aged" can be seen in the 

following table. 

Table 4. The aging of the aged in Arizona.* 

Age Group 1980 1990 
Increase % 

% 1980-90 2000 
Increase 
1980-2000 

Age 65+ 300,000 467,000 56% 571,000 90% 

Age 75+ 105,000 175,000 67% 256,000 143% 

Age 85+ 20,000 42,000 110% 74,000 270% 

*Source: Unpublished presentation by Richard Littler, 
Director of Aging Programs, Arizona Department of 
Employment Security at the Long Term Care 
Symposium, February 1990. 
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CHAPTER 3 

METHODOLOGY 

This study was undertaken to provide SEABHS with 

information that would support their participation on a 

State Task Force on Mental Illness and the Elderly. The 

initial objective was to establish some measure of the 

mental health needs of older persons in the four county 

SEABHS area, identify existing resources to meet that need, 

and develop recommendations for programs and funds to expand 

services to provide for any unmet needs. The need for a 

survey remains and the CMI/Task Force will be recommending 

that the state seek federal support for a more broad mental 

health needs assessment. A suggested approach to the survey 

is discussed in Chapter 4. 

Focus on Literature Review 

Although a needs survey was not possible, there is a 

growing body of literature on mental health and aging and 

national estimates of the prevalence of mental illness are 

an accepted approach to providing general estimates of need. 

Indeed, preliminary review of the literature made it clear 

that the mental health needs of the elderly was substantial 

and the public and private health/mental health system 

response was grossly inadequate. It was decided to develop 
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estimates of need by applying national data to the state and 

the SEABHS area and conduct a more extensive review of the 

literature to identify issues and recommendations for action 

based on successful programs in other areas of the United 

States. Any findings would be of value to the SMI/Task 

Force and could be used directly by SEABHS to consider steps 

that could be taken in its area to begin to strengthen 

mental health services to the elderly. Ideally this paper 

will meet several needs: 

1. Provide an awareness of the extent and nature of 

the unmet mental health needs of the elderly. 

2. Provide recommendations to support the state 

SMI/Task Force. , -

3. Provide a concrete action plan for SEABHS to 

consider. 

4. Serve as an outline for a training program for 

local CMHC, AAA. APS and health care staff as they 

begin to address the mental health needs of the 

elderly more effectively. 

The literature review required extensive reading in 

several overlapping areas such as, (1) mental health and 

aging, (2) mental health and physical health, (3) mental 

health services in rural areas, and (5) the CMHC program. 

The national trends in each of these areas has to be 

understood in the context of the major changes now underway 
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in Arizona in health and mental health. This required a 

partial review of the Arnold vs. Sara case, the new Arizona 

Mental Health Plan, and reports as recent as February 1990 

on plans for expanded mental health services. 

Limits of This Paper 

The main objective of this paper is to see if the 

elderly have a special need for mental health services, 

identify the basic parameters of that need, and indicate 

some initial actions that may be appropriate in Arizona and 

the SEABHS area to begin to address the mental health 

problems of older persons. Recommended activities at the 

State and SEABHS level will only be mentioned briefly. The 

Task Force on the SMI Elderly will go into recommended 

actions in more detail in terms of specific services that 

may be appropriate such as expanded and coordinated case 

management, housing and related support services and 

development of personnel resources to provide the necessary 

services. 

It is also beyond the limits of this paper to get into 

a detailed review of the estimated numbers of older persons 

with mental disorders or a careful analysis of the possible 

services, staffing and costs required to provide adequate 

levels of service. These are all necessary, but they 

require a detailed sutdy that is beyond the scope of this 

paper. This paper has been concerned with the important 
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first step of identifying the problem—a problem that has 

been hidden and ignored for too long. 

Definitions 

From a review of the literature, it has become clear 

that meeting the mental health needs of older persons is a 

complex undertaking that requires the efforts of several 

separate program areas. To the extent that this paper can 

serve as a training resource for staff from several 

disciplines such as psychologists, counselors, social 

workers, physicians, nurses and nursing home managers, there 

needs to be some agreement on several key concepts. These 

include an understanding of what we mean by mental health, a 

discussion of who is elderly, and a review of the definition 

of a rural area. 

The Parameters of Mental Health. Mental illness and 

mental health cover a range of complex social issues which 

complicate the task of the mental health professionals in 

explaining their work. Definitions of specific mental 

disorders are difficult to differentiate and include 

behaviors that are difficult to understand or accept. The 

work of mental health is performed by a number of separate 

disciplines with overlapping roles and theories of treatment 

vary widely and are often in conflict. 

One approach to providing a more coherent definition of 

mental health is to divide the need for mental health care 
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into several discreet levels of emotional distress. It may 

then be possible to sort out some of the questions about 

role and function and coordinate the work of the mental 

health professional more effectively with health care, 

nursing home and social support service personnel. We also 

need to establish some distinction on levels of intensity to 

differentiate the SMI/CMI clients from others who also need 

and deserve adequate mental health services. For the 

purpose of this paper five separate levels of mental health 

care are identified. These are: 

I. The seriously/chronically mentally ill whose 

behavior, thoughts, experience and affect make it 

impossible to function in normal activities of 

work, recreation and social relations. This 

includes those with diagnoses of schizophrenia, 

severe affective disorders, and dementias. Some 

forms of personality disorders are also usually 

included. 

II. The mentally ill who have some degree of severe 

impairment in normal functioning, but are 

generally able to control this behavior to some 

degree. Alcoholism and drug abuse, intense 

anxiety and phobias, depression and anorexia and 

early stages of dementia would fall in this 

category. 
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III. The chronically distressed, who have consistent 

difficulty in adjusting to some aspect of normal 

living, but are generally able to function 

effectively in most aspects of relations, work, 

and cognition. Moderate but chronic depression or 

anxiety, many addictive behaviors, and sleep 

disorders would tend to be included at this level. 

IV. Transitory but acute emotional or behavioral 

disorders from situational stress. This would 

include life-stage adjustment problems, 

marital/family problems, grief, loss etc., which 

may require substantial support to avoid more 

chronic emotional problems. 

V. A fifth level is the need for support and counsel 

in the normal process of living. Academic and 

career counseling and premarital counseling would 

fall in this category. The fields of health 

psychology and organizational psychology would 

also be appropriate at this level. 

These levels are not completely exclusive and there can 

easily be disagreement on assigning a particular category of 

mental illness or an individual client to one level or 

another, but the structure provides a context for defining 

the mental health needs of the population. No one level of 

disorder is more important than any other level. Different 
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mental health disciplines may have varying roles depending 

on the level of disorder. What to include in any one level 

can present substantial policy issues. As an example, the 

state of Arizona has established a working definition of 

CMI/SMI that excludes dementias and personality disorders in 

the official, "Checklist of Severe Mental Disorders". Since 

dementias are the most frequent basis of SHI among the 

elderly, the exclusion of this diagnosis can have 

substantial impact on assigning responsibility for treatment 

of dementias to the health or the mental health budgets. In 

the present situation neither group assumes responsibility 

for the difficult and expensive behavioral treatment and 

psychsocial support that is needed. 

Another aspect of a definition of mental health that is 

especially important for the elderly is a good understanding 

of the goal of mental health services. 

Traditionally, psychotherapy has focused on curing 

mental disorders. Adaptive goals have been seen as 

somehow less than optional, and adaptive treatments 

have been viewed as less sophisticated forms of cure. 

(Edinberg, 1985). 

But many, if not most of the mental health needs of the 

elderly are adaptive. We need to "consider adaptive and 

causitive interventions as having a qualitatively different 

goals, neither being "better" or "more sophisticated" than 
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the other." (Edinburg, 1985). For older persons, 

maintenance of a current level of function, accommodation to 

limitations, or delay in deterioration can be important 

mental health goals. 

Who is Elderly? There are several choices for setting 

age levels for planning purposes. Because there has been so 

little specific attention to the mental health needs of the 

elderly, there is limited discussion of the issue. Sixty-

five would appear to be the most natural cut-off. The Title 

III Older Americans Act has adopted age 60 for their program 

eligibility. Dementia can occur at younger ages and may be 

a symptom of some younger adult SMI patients. Nursing homes 

provide about 15 percent of their bed capacity for persons 

under age 65 who are handicapped or are CMI patients. The 

SMI/Task Force is recommending the use of age 60 to improve 

coordination between mental health and AAA programs. 

What is a Rural Area? The SEABHS area is generally 

accepted as a rural area. That is appropriate for mental 

health planning in Arizona, but the official definition of a 

rural area used by the Bureau of the Census is a community 

with a population of 2500 or less persons. A definition 

tied to distance from a Standard Metropolitan Statistical 

Area (SMSA), another Bureau of the Census designation would 

appear more useful where a community size of 50,000 is the 

cut off. Although the SEABHS area includes three cities 
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with a population over 10,000, only Sierra Vista at about 

38,000 has a broad economic base and a fairly complete range 

of health and mental health services. Tucson remains the 

dominant SMSA for all of the SEABHS area. It might be 

possible to orient future area mental health planning toward 

Sierra Vista as a hub service center if projected area 

population growth into the year 2000 materializes, but that 

may be affected by the impact of a reduced defense budget 

since Sierra Vista is basically a one-industry community. 

For now the four-county area including Sierra Vista has the 

typical service delivery problems of distance, isolation, 

poverty, an aging population, and difficulty in recruiting, 

training and retaining qualified mental health staff. 

The SEABHS area with a 1988 population of 167,000 

includes eight to ten distinct community areas which can be 

expected to have special requirements. Nogales is dominated 

by a population with close ties to Nogales, Sonora with a 

population of over 150,000 and that dwarfs the 20,000 person 

population in Nogales, U.S.A. Douglas and Wilcox with 

fairly high ratios of Mexican-American citizens are much 

more integrated into the rural American culture. Safford 

and Wilcox are agricultural centers. Bisbee is a unique 

community and serves as the county seat for Cochise County. 

About 1/3 of the county population lives outside the 12 

incorporated cities. The Mexican-American influence is 
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strong in the area with the Hispanic-American population 

ranging from 25% in Cochise and Graham Counties to 50% in 

Greenlee County and 75% in Santa Cruz County. Only Graham 

County has a significant American Indian population. Unless 

the state of Arizona adopts some different service delivery 

structure, the entire SEABHS area is appropriately 

designated as rural for health and mental health planning 

purposes. 
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CHAPTER 4 

FINDINGS 

The mental health needs of the elderly were first 

identified in 1971 by the U. S. Senate Special Committee on 

Aging in its report, Mental Health and the Elderly; 

Shortcomings in Public Policy, which defined the magnitude 

of the problem of mental illness among the elderly and the 

almost total lack of response by health or mental health 

service providers. Despite many subsequent reports, and 

studies, and a large increase in mental health services and 

a rapid growth in the number of the elderly, the specific 

mental health needs of the elderly, both in the community 

and in nursing homes, are usually neglected. This is 

especially true in Arizona where funding for mental health 

programs has been so limited. 

The problem of lack of mental health services for the 

elderly in Arizona is compounded by the lack of data on the 

need for these services. Although national estimates 

consistently cite data that 25 percent of those over 65 have 

significant mental health problems (Fleming et al., 1986), 

the absence of specific data makes it easier to take no 

action when funds are scarce and other more vocal advocates 

are making a case for meeting the mental health needs of 
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younger adult CMI's and for meeting new federal requirements 

for mental health services for children and youths. 

Estimated Prevalence of CMI and Mental Illness 

The DBHS has developed a comprehensive approach to 

estimating the need for mental health services in Arizona as 

a part of the mental health service planning process 

required by PL99-660. The staff of DBHS conducted a careful 

review of available data on prevalence rates of mental 

disorders and adapted techniques used by the NIMH to 

estimate the number of various mental disorders that could 

be expected in Arizona and in each major sub-division of the 

state in 1991, 1992 and 1993. 

Table 5. Estimated prevalence rates of mental disorders in 
Arizona. 

B. H. Category Overall 0-18 yrs. 19-64 yrs 65+yrs. 
Children Adult Elderly 

CMI* 4 .386% 4  .1281% < .543% .241% 

Mental Health 12, .02% 11. .8% 12. .06% 12.36% 

Drug Abuse 3, .608% 3. .46% 4, .37% .24% 

Alcohol Abuse 8. .11% 1 .  .89% 12. .43% 2.13% 

*This category, chronically mentally ill, includes seriously 
ill children and adults of all ages. 

Source: Arizona Comprehensive Mental Health Services Plan 
(ACMHSP), September 30, 1989, p. 349. 
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The prevalence rates in Table 5 were then reduced to 

reflect the fact that not all persons in need present 

themselves for services (Presentation Rate) and that some of 

those who seek service use private facilities instead of 

seeking state-subsidized services (Subsidization Rate). 

After these adjustments, the DBHS used population 

projections from the Arizona Depazrtment of Economic Security 

to estimate the number of persons who would be requiring 

publicly supported mental health services. 

Table 6. Projected Arizona and SEABHS population by age 
groups - 1991. 

Jurisdiction 0
 

1 H
 

00
 Age 

19-64 
Groups 
65+ Total 

Arizona 

Number 1,214,100 2,343,213 489,687 4,047,000 

Percent 30.0 57.9 

H
 • 

CM H
 

SEABHS Area 

Number 56,501 99,855 20,644 177,000 

Percent 31.9 56.4 11.7 

Source: ACMHSP, pp. 353-354. 

Table 6 shows that Arizona is close to the national 

average of 12% for the portion of our population age 65 or 

older. 
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Table 7. Estimated need for mental health services in 
Arizona and the SEABHS area in 1991. 

Behavioral Health 
Category 

Arizona SEABHS 

CMI 11,448 489 

Mental Health 35,217 1,505 

Drug Abuse 12,761 545 

Alcohol Abuse 47,912 2,048 

Source: ACMHSP, p. 168. 

The projected needs for mental health services in the State 

Plan are not too far above the levels of service reported in 

FY 1987-88. In that period the state served 7,702 CMI and 

25,687 mental health clients. 

Critique of the State CMI Estimates. In reviewing 

available prevalence data, DBHS found estimates that ranged 

from .25% to 1.0%. "The estimate of .386% was selected 

because it is based on the average prevalence rate of 

several other states which have CMI definitions comparable 

to Arizona's" (ACMHSP, 1989). However, the Arizona CMI 

definition is one of the most restrictive in the nation. 

A factor of .7% was used to estimate the prevalence of 

the CMI in a comprehensive national survey done in the mid-

1970' s which estimated the number of severely mentally 

disabled people residing in both institutions and the 
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community. Based on the 1990 Arizona population, this 

would result in an estimate of 30,000 CMI. In its final 

report in January 1990, the Governor's Task Force on the 

Seriously Mentally 111 attempted to estimate the number of 

SMI in Arizona. NA1though there have been many studies and 

estimates, no one can say with assurance how many SMI live 

in Arizona. ... in order to plan, we will 

assume a reasonable compromise estimate of at least 15,000 

SMI currently within the state, increasing to 25,000 by the 

year 1995" (Governor's Task Force, 1990). Other studies 

have included higher estimates ranging from 22,000 to 

45,000. It is not clear that these estimates included the 

SMI elderly in hospitals and nursing homes. 

Based on the 1980 DHHS study summarized in Table 2, 

the CMI population can be projected through the year 2000 

for the U. S., Arizona and the SEABHS area. These are 

summarized in Table 8. 

Using the estimates of 15,000 CMI in 1990, developed by 

the Governor's Task Force and an estimate of 22,000 used by 

the Center for Law in the Public Interest (CIPI, 1990), the 

estimates for Arizona and the SEABHS area are provided in 

Table 9. 
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Table 8. Estimate of CHI population in Arizona and the 
SEABHS area based on 1980 DHHS study. 

Year U. S. 

Population 

Arizona SEABHS 

1977 218.400,000 2,459,000 131,900 

1980 226,500,000 2,720,000 140,000 

1990 249,200,000 3,890,000 173,000 

1995 258,300,000 4,648,000 189,000 

2000 268,100,000 5,335,000 204,000 

Estimated CMI 

1977 1,700,000 19,140 1,027 

1980 1,760,000 21,200 1,090 

1990 1,940,000 30,300 1,347 

1995 2,010,000 36,200 1,471 

2000 2,090,000 41,500 1,588 
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Table 9. Other estimates of Arizona and SEABHS CMI. 

Year Estimated 
Population 

(000) 

Arizona 
Estimated CHI 

Task 
Force CLPI 

Estimated 
Population 

SEABHS 
Estimated CMI 

Task 
Force CLPI 

1990 3,890.4 15,000 22,000 

1995 4,647.9 17,920 26,285 

2000 5,335.1 20,570 30,170 

173,300 668 980 

189,900 732 1,075 

204,250 788 1,155 

These tables have been developed to focus on the fact 

that the instruments being used in the current debate on the 

CMI/SMI in Arizona appear to be based on a limited 

understanding of the problems of the elderly SMI, especially 

in hospitals and nursing homes. Much of the difference may 

be related to definitions of the SMI and the inclusion or 

exclusion of dementias. 

Cost Estimates. Since there is little agreement on the 

number of SMI or the services they may need, it is difficult 

to develop estimates of cost. Arizona is currently spending 

about $61.5 million on mental health, about half for Arizona 

State Hospital (ASH) and half for community mental health 

services. This produces an estimated expenditure per capita 

of $16.75. The current national average is $35.00. Arizona 

has the lowest per capita expenditure for mental health in 
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the United States (Governor's Task Force, 1990). The 

Governor's Task Force has recommended a five year program of 

annual increases to gradually raise Arizona's mental health 

program funding to the national average (see Table 10). 

Table 10. Required Cost to Achieve National Average Per 
Capita Spending for Mental Health in Arizona 

Year 

Prior Year $ 
Adjusted for + 
Inflation 

Required 
New $ = 

Total 
Required $ 

FY 90-91 63,935,157 33,121,593 97,956,750 

FY 91-92 100,939,020 13,873,780 114,812,880 

FY 92-93 119,405,312 14,428,898 133,834,210 

FY 93-94 139,187,578 15,005,960 154,193,538 

FY 94-95 160,361,279 15,692,190 176,053,469 

Source: Governor's Task Force on SMI, 1990 

From 30 to 50% of the increased costs potentially qualify 

for reimbursement under the federal Medicaid program. Other 

cost estimates for meeting court mandated services for the 

SMI range from $133 million to $335.9 million. The 

Governor's Task Force has recommended an approach that is 

modest and should be within the capacity of Arizona to 

respond. Any budget increases for mental health programs 

for other groups need to be added to the costs of building 

adequate support for the CMI. The state is considering 
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additional funding for mental health services for children 

and youth in the AHCCCS program to conform to new federal 

requirements. 

It would appear from the different estimates of CMI in 

Arizona (see Table 7, 8 and 9) that the SMI/elderly may not 

be included in the current state estimates. Any plan for 

increased services for the CMI should include efforts to 

identify and serve older SMI. To begin to serve the 

SMI/elderly in Level I and the mentally distressed is Level 

II (see Chapter 3), the state should consider an initial 

separate allocation of $5 million a year. This is a modest 

proposal in light of the expected growth of the older 

population in Arizona over the next ten years. Special 

effort will be needed to identify separate activities to 

reach out to the elderly who are in general and psychiatric 

hospitals, in nursing homes, and who are isolated but living 

in the community. 

Minority Elderly in Arizona and the SEABHS Area. Any 

plan for the provision of mental health services for the 

elderly in Arizona, and especially the SEABHS area, must 

consider and account for the needs of persons of Mexican-

American, and Indian heritage. Persons of Mexican-American 

descent make up 75% of the population in Santa Cruz County 

(see Table 11). There are also a modest number of persons 

of African-American and Asian-American descent in Cochise 
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and Graham Counties that represent about 3.5 percent of the 

SEABHS population. No data on the number of minority 

elderly were available for the SEABHS area. 

Table 11. Minority Populations in the SEABHS Area. 

Total Mexican American 
1988 American Indian 

County Population # % # % 

Cochise 102,410 27,340 26.7 614 0.6 

Graham 24,825 5,927 23.9 2,976 12.0 

Greenlee 9,529 4,532 47.7 200 2.1 

Santa Cruz 30,142 22,610 74.4 90 0.3 

Totals 166,900 60,419 36.2 3,880 2.4 

Mental Health Treatment Works 

There is now an array of psychotherapy, psychoactive 

prescriptions, and social interventions that can be 

effective in relieving or modifying the course of most 

mental illness. The treatment approach will vary depending 

on the severity of the condition and the social situation of 

the patient. Treatment of the SMI at Level I is most often 

directed at relieving symptoms and providing social support. 

At Level II and Level III more full restoration of full 

functioning may be possible. With the advent of 

psychoactive medications in the 1950's and 1960's a much 
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more comprehensive approach to more serious emotional 

disorders has been possible. Initially the debate was 

between whether medication or psychotherapy was more 

effective. "It is now recognized that each method has its 

place depending on the type and severity of the (illness)" 

(Springer, 1989). 

It has been shown in a number of studies that 

depression in older persons can be successfully treated with 

a combination of supportive therapy and psychoactive 

medication (Lurie, 1987). "Available research shows that 

depressive disorders in older adults are responsive to the 

same range of therapeutic interventions as depression in 

younger adults" (Kazniak, 1989). Psychotherapy is best for 

milder reactive depression and can support treatment of 

deeper biological depression, but some biological disorders 

respond best and sometimes only to medication (Springer, 

1989). "... depression is a treatable illness . . . 

psychotherapy of some kind is usually beneficial and may, at 

times, be the only treatment needed" (Gentile, 1989). 

Depression can be dangerous and includes the risk of 

suicide, especially among the elderly. The elderly patient 

who is depressed should always be evaluated. "It is never 

normal to suffer from the illness of depression and it is 

not true that depression is a normal part of growing older" 

(Gentile, 1989). Anti-depressant medication can also be 



106 

effective. "Countless patients who suffer from depression 

are being treated by psychotherapy without the benefit of 

specific and highly effective anti-depressant medication" 

(Bernstein, 1981). On the other hand, other patients who 

are depressed are receiving anti-anxiety agents which have 

not been proved to a true anti-depressant effect. Brief 

cognitive and behavior therapies have been shown to be more 

effective than psychodynamic therapies. 

Despite the poor prognosis for Alzheimer's disease and 

other dementias, behavioral treatment can be effective and 

can be used by family members in the home. Some 

psychoactive medications have been useful in managing 

behavioral complications in individual patients, but they 

must be used with caution (Lurie, 1987). 

Although phobias and generalized anxiety are frequent 

with older patients and anti-anxiety drugs are the most 

common response, their efficacy has not been established in 

the elderly population. Some behavioral treatments appear 

to show promise (Lurie, 1987). 

The development of anti-psychotic drugs has provided 

substantial benefit for the elderly with schizophrenia and 

paranoid disorders. A variety of behavioral techniques have 

also been shown to improve memory impairment and 

interpersonal relations. "It appears that the care provided 

in psychiatric facilities is essential for the maintenance 
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of basic abilities that would allow elderly schizophrenics 

to be discharged into the community" (Lurie, 1987). 

However, placement in nursing homes does not appear to be 

effective; medications can be administered, but living for 

long periods with those who are seriously physically ill 

seems to lead to a deterioration of self-care skills. 

Therapists are surprised to find that psychotherapy 

with older clients can be satisfying. "Older people are 

often more realistic in their expectation about treatment 

and are surprised themselves when they experience clinical 

progress—which is the rule rather than the exception in 

psychotherapy with the elderly. Older people are among the 

most grateful patients" (Cohen, 1981). However, 

psychotherapy with the older patient can be difficult 

because of the need to deal with cognitive impairment and 

the pervasive effect of loss. Many therapists confuse the 

small number of their elderly clients who may have cognitive 

impairment with the majority who are alert and active but 

may be depressed or anxious. Treatment options are 

available for many situations. It is particularly important 

for the therapist to deal with loss. "The clinician needs 

to not only help the older patient adjust to what has been 

taken away in later life, but to assist them in reviewing 

their life experiences to reach that which can be added" 

(Cohen, 1981). Recent research indicates that group and 
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individual therapy can be as effective as pharmacologic 

treatment alone (Kazniak, 1989) 

Psychoactive medications can be safe and effective, but 

they should be used in conjunction with other methods of 

treatment. "... those who prescribe only medications also 

may be likely to ignore all but the chemical imbalance as 

causal. . . . The biochemical orientation of both the 

patient and the doctor may perpetuate a crisis rather than 

taking a preventive perspective1* (Wetzel, 1984). Special 

caution is necessary in using psychotherapeutic medications 

with older persons. Clinical trials of new medications have 

historically excluded elderly patients (Zaske, 1986). 

Psychologic changes that accompany the aging process affect 

the absorption, distribution, metabolism, and excretion of 

all medications. Adverse reaction to medications is much 

more frequent in older patients, and the interaction of 

psychoactive agents with other medications needed for common 

chronic illnesses in later years can be serious. Many 

psychoactive agents can contribute to cognitive 

deterioration (Zaske, 1986). All psychoactive medications 

have serious side effects. These side effects are more 

pervasive in the elderly. Unfortunately, psychoactive 

medications are often prescribed by primary care physicians 

who are not fully aware of the side effects and use the 

psychoactive agent incorrectly and at dosage levels too high 
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for the condition of the elderly patient. The overuse of 

these psychoactive agents in nursing homes to control 

behavior has been widely reported. 

In addition to formal therapy to deal with problems in 

behavioral and social functioning, there are a wide range of 

less direct group approaches that are especially effective 

with older clients such as reminiscence therapy which can be 

used for behavior change, adaptation or enriching the lives 

of the clients (Edinberg, 1985). Bereavement therapy to 

cope with the many losses that accompany aging can be very 

effective. Many elderly persons maintain or develop habits 

and lifestyles that contribute to their mental illness and 

programs to reduce or eliminate smoking and alcohol use, 

improve nutrition and exercise, reduce stress, and increase 

socialization can be of substantial benefit (Kazniak, 1989). 

Whenever therapy is used, there must be adequate 

supervision and quality control to be sure that the 

therapist is skilled and able to apply the appropriate 

technique. Most research on the outcome of therapy shows 

that many counselors are either ineffective or actually 

harmful because they are poorly trained and not able to 

establish effective therapeutic contact with their client. 

This problem needs special attention in rural CMHC's where 

staff turnover is high and many positions are filled by 

inexperienced therapists. Research has shown that effective 
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therapy requires risk taking, self-disclosure, caring, 

explaining, and structure (Yalom, 1985). 

Because there has been so little specific therapy with 

groups of older clients, we still often do not know what 

works with this group of clients. "The relevant literature 

is characterized by anecdotal description of interventions, 

case reports and uncontrolled studies" (Lurie, 1987). A 

priority is certainly needed for research on psychotherapy, 

psychoactive medications and psychosocial interventions with 

the elderly. Special attention should be addressed to the 

interaction of chronic physical illness, medication use and 

mental disorders. Research on the special needs of the 

elderly should be relatively easy to organize and manage 

because of increasing concentration of the elderly in 

nursing homes, retirement communities, veteran's facilities 

and senior centers in local communities. 

Examples of Effective CMHC Programs for the Elderly 

It is possible for CMHC's to work effectively with 

mentally ill elderly. In 1989, the National Council of 

Community Mental Health Centers published a clinical 

resource guide to help strengthen CMHC services for the 

elderly. The 1989 report reviewed a number of CMHC's with 

special programs for the elderly and almost half devoted 

more than 10 percent of their resources to older persons and 

"several indicate that almost 25% of overall agency 
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resources were expended on services for this population" 

(National council, 1989). The CMHC programs that are 

effective in meeting the needs of the elderly offer sources 

using "non-traditional" approaches. These programs are 

offered in locations where the elderly are comfortable such 

as senior centers, nursing homes and through home visits. 

The length of individual and group sessions are shorter and 

are structured to cope with variations in energy level and 

cognitive ability. Therapeutic techniques are more indirect 

and even more attention is directed to establishing rapport 

and proceeding at a gradual pace. It is important to 

coordinate with other community services in a full 

partnership that is based on aggressive commitment, 

leadership and advocacy. "Community mental health agencies 

must take an active leadership role in coordinating health, 

mental health, and social services for the elderly. . ." 

(National Council, 1989). Advocacy by the CMHC's for the 

mentally ill elderly is particularly important and should 

include developing coalitions with AAA's, other social 

service agencies, local organizations of the elderly and 

mentally ill, and their families, churches, organizations 

representing health care services. Case management is also 

essential in serving the elderly where a personal contact is 

important. The CMHC's that were successful in working with 

the elderly devoted more time to staff training and program 
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monitoring and evaluation. Adequate CMHC programs can help 

the elderly be maintained in their home environment at much 

less cost than care in a hospital or nursing home. 

Effective mental health care can reduce the range and 

intensity of the chronic physical disorders of aging 

(Edinburgh, 1985). 

CMHC Services for the Elderly. Mental health services 

for the elderly need to be extensive. They often include 

careful coordination with other medical or social agencies. 

The range of services can be grouped in the following way: 

A. General Mental Health Services 

1. Intake and Assessment 

2. Case Management 

3. Coordinated Medical Evaluation 

4. Treatment Planning 

5. Traditional Individual or Group Therapy 

6. Discharge Planning 

7. Supportive Services 

B. Special Services for the Elderly 

1. Outreach 

2. Treatment in the home, nursing home and 

senior center 

3. Indirect/consultative services with health 

care providers and nursing homes 
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4. Psychogeriatric and Psychopharmacological 

assessment 

5. Day treatment/Day care 

6. Family education and caregiver support 

7. Educational support and self-help groups for 

the frail elderly, the mobile elderly, stroke 

rehabilitation, depression, and substance 

abuse 

8. Transportation 

9. Outreach screening to include: assessment, 

crises intervention, medication monitoring, 

and gatekeeper programs 

10. Special programs for different minority group 

elderly 

11. Rehabilitation services 

Residential Treatment 

1. Acute care in psychiatric facilities or 

general hospitals 

2. Short-term crisis care facilities 

3. Chronic care in nursing homes 

4. Special intermediate care centers for mental 

health modeled on the ICF/MR facilities 

(DHHS, 1980) 
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5. Residential facilities for limited 

supervisory care with day care treatment 

available 

6. Transitional group residential facilities to 

encourage movement to independent living 

7. Individual apartment facilities with limited 

supportive services 

8 Rental assistance for independent apartment 

living. 

D. Management Support Services 

1. Consultive services to health care providers, 

hospitals, nursing homes, supervisory care, 

and board and care homes, and senior centers 

2. Staff training and continuing education 

3. Interagency coordination 

4. Program evaluation and research 

CMHC Coordination with Area Aging Agencies. In this 

section we are concerned with coordination with the Area 

Aging Agencies (AAA) because of their major role as services 

provider and advocate. In addition to funding nutrition 

programs, senior centers, and direct in-home services, the 

AAA's can provide a number of other services in cooperation 

with CMHC's. These were effectively identified in testimony 

before a U. S. House of Representative Subcommittee in 

Denver in 1988 (Snyder, 1988): 
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1. Needs assessment 

2. Funding for direct services 

3. Outreach 

4. Direct mental health counseling services 

5. Peer counseling programs 

6. Training of AAA staff by CMHC personnel to deal 

with issues of loss, anger, frustration, and 

suicide threats and to learn to cope with 

difficult AAA clients 

7. Cosponsorship of training for caregivers of 

Alzheimer patients and Alzheimer behavioral 

management training to health care and social 

service staff. 

Focus on a Consultive Approach. In addition to the 

need for coordination of service delivery among the many 

participants that provide mental health service to the 

elderly, CMHC's need to modify their traditional approach to 

direct service and concentrate on indirect service through 

consultation if they are to meet the unique mental health 

needs of the elderly. It does not make sense to attempt to 

build a new cadre of direct mental health providers when the 

elderly already have such close ties to physicians, medical 

clinics, nursing homes, hospitals, and community based home 

health services, and chronic physical illness and disability 

are so frequently involved as a part of their mental or 
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behavioral problems. Expanded use of the consultative 

process also allows CMHC's to provide some preventive 

services. 

The community mental health movement of the 1960's 

had an impact on psychiatric services by 

emphasizing prevention, identification of the 

population at risk, and a shift away from long-

term intensive treatment to brief, well-timed 

therapy. As the concept of prevention became 

accepted, the role of the mental health 

professional as a consultant expanded. This was 

an efficient way of stretching the services of a 

relatively small cadre of people. Experience 

proved that psychiatrists, mental health nurses, 

and social workers could effectively work with 

physicians, nurses and others in the community 

called upon to lend support to those with 

potential or actual mental disorder (National 

Council, 1989). 

The Roles of Health Professionals. Family and Other 

Caregivers. The provision of mental health services depends 

on a wide range of service providers. This obviously 

includes mental health professionals, AAA staff, health care 

personnel and staff from other social agencies, but it also 

should include the police, teachers, ministers, volunteers, 
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and family members (National Council, 1989). Together these 

varying groups comprise the informal "primary system" and 

the formal system of caregiving. "Both are required and 

need to work together alongside each other. . . . Each 

needs to modify its structure to minimize conflict and 

establish linkages" (Kazniak, 1989). The elderly are not 

usually isolated: 55% live with a spouse or some other 

family member and most of those who live alone have some 

family member or neighbor who provides regular interpersonal 

support. Only 5% of the elderly are in institutions 

(Edinburgh, 1985). The informal support network needs to be 

an active part of the mental health care of the elderly to 

adequately provide for the psychological aspects of 

caregiving. This is needed to help the client, to help the 

informal caregiver continue the needed support to the 

client, and to help the informal caregiver meet their own 

psychological needs. 

Mental health professionals have many overlapping roles 

that go beyond direct therapeutic service. With the 

elderly, their work is facilitative not prescriptive. They 

are a knowledge resource and need to be able to serve as 

instructor, negotiator and advocate (Edinburgh, 1985). 
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Need to Closely Link Health and 

Mental Health Services 

With the health care sector playing such a dominant role in 

mental health care of the elderly it is important to 

integrate medical and psychosocial treatment. These 

linkages promise increased accessibility to the elderly by 

the mental health professional, improved case finding, 

continuity of services, and a more effective synthesis of 

health and mental health care knowledge (Broskowski, 1981). 

There is no clear dividing line between health and mental 

health care for the elderly. Several researchers concerned 

with the inadequacy of mental health services for the 

elderly recommend a full integration of the CMHC into 

existing health agencies to avoid the situation that was 

identified in Chapter 2 where the health care physician 

fails to identify and treat emotional/behavioral problems 

and psychiatrists in mental health clinics miss important 

physical illness that may be the source of the apparent 

mental disorder. There are several steps short of full 

integration that can provide the needed linkages. As a 

minimum, CMHC staff should be physically located in health 

care settings through formal and informal agreements. 

These linkages are needed in local health clinics, 

hospitals, psychiatric facilities, nursing homes, home 

health care centers, and county health departments. Ties 
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should be established with individual health care providers 

through county medical and nursing associations. 

In their excellent review of the role of the general 

medical community in the provision of mental health 

services, Hankin and Oktay look at the shortage of 

psychiatrists and other mental health professionals and find 

that the primary care physician can be a useful resource 

person in the delivery of mental health care. There are 

several arguments cited in support of this position. First, 

patients with psychosocial problems also utilize medical 

care extensively and are well known by the primary care 

practitioner. Second, patients with emotional problems, and 

especially the elderly, experience less stigma when they are 

treated by a primary care physician. Third, non-

psychiatric physicians, are concerned with the "whole" 

person and are in a better position to consider the 

personal, physical and emotional aspects of the patient's 

illness. Finally, the need for mental health care is too 

extensive to be handled solely by the mental health 

profession (Hankin & Oktay, 1979). 

It will not be easy to bridge the division between the 

health and mental health practitioners. Both the medical 

and the mental health communities are internally fragmented 

among diverse specialties and varying modes and locales of 

practice. However, to begin to meet the mental health needs 



120 

of the elderly, the mental health community must take the 

initiative to engage the health care practitioner in a broad 

collaboration. A first step is the need to identify the 

nature of mental health services and define them in a manner 

that the primary care physician can understand. Mental 

health services, especially for the elderly, are primarily 

social support services; the therapist/counselor needs to 

identify the mental health/emotional problem and provide 

practical solutions. Publicly supported community mental 

health work cannot involve lengthy psychotherapy to uncover 

hidden emotional traumas and restructure the personality. 

However, the less intensive therapeutic support that is 

appropriate requires skills, empathy, and a sound knowledge 

of a variety of subtle techniques, and the investment of 

enough time to uncover intensely personal problems. The 

health care process and the health care practitioner rarely 

provide the necessary interpersonal skills or the time 

needed to identify or treat mental illness. But the 

physician can be trained to appreciate these skills and 

allow for them to be provided, either by training made 

available to his staff, by adding persons with mental health 

skills to their clinics, or by referral to CHHC's or private 

mental health practitioners. 

Before the primary care physician can be made a full 

member of the mental health process, the mental health field 
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must demonstrate that it can contribute to improvements in 

the mental health status of older persons. Before that can 

happen, the mental health profession must overcome its own 

prejudices and learn to apply their skills to elderly 

clients. This does not call for elaborate projects. It 

does require an investment in time to identify a number of 

elderly clients with mental disorders and start the process 

of learning how they can be helped. Ideally, the learning 

process could be arranged as a collaborative effort with 

primary care physicians who direct community health clinics 

where there are a large number of elderly clients already in 

treatment. Similar contacts could be made by the CMHC with 

nursing homes to offer some specific form of service for 

residents and their families. AAA and Adult Protective 

Service caseworkers can also be important allies in reaching 

out to the elderly. They also have many skills in working 

with older persons as well as a commitment to helping that 

population. The mental health professional, through the 

CMHC, needs to sell and educate the medical care community 

on the services they can offer to the elderly. This may 

also require educating the private psychiatric community, 

since there are so few psychiatrists or psychologists with 

an understanding of the mental health problems of the 

elderly or an interest in working with that client group. 
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Funding Mental Health Services for the Elderly 

A careful review of the problems of financing mental 

health services for the elderly is beyond the scope of this 

paper. Major additional commitment of public and private 

funds will eventually be required because the number of 

older persons needing service is so large, the number 

already being helped is so small, and the elderly 

population, especially in Arizona, is growing so rapidly. 

With such low levels of funding for mental health in 

Arizona, other groups such as the CMI and children and youth 

already have a claim on the limited increases in state 

funding that may become available. Even if substantial 

funds were made available, there are not enough mental 

health staff with the skills necessary to work with mental 

disorders experienced by older persons. In fact, in Arizona 

there are probably only a few geriatric psychiatrists, 

psychologist, social workers, nurses, or counselors. 

Funding is probably less of a problem than staffing. 

Medicare has expanded the limit on mental health 

reimbursement. AHCCCS is adding mental health services for 

children and youth this year as a result of a new federal 

requirement and broader mental health services are likely by 

1993 or 1994 as the AHCCS program comes more fully under 

Medicaid directives. So little attention has been given to 

any non-medication mental health services for the elderly 
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that the potential for the existing system has not been 

explored. Medicare provides for a wide range of 

rehabilitation services in the hospital and after discharge 

where these services can be related to an identified 

physical illness. Available research shows that concurrent 

mental disorders are found in 50 to 80 percent of the 

hospitalized elderly. It should not be difficult to develop 

pilot projects that would work with the hospitalized elderly 

to establish reimbursable "rehabilitation" that would 

include forms of individual and group therapy that would 

qualify for 80 percent reimbursement. Other more specific 

mental health treatment that was reimbursed at 50% of 

allowable costs under the expanded annual Medicare 

limitation for mental health services could be a substantial 

source of funds for CMHC's as well. Pilot projects should 

also be developed with nursing homes using Medicare, private 

insurance, and patient funds to cover some portion of the 

cost. Even if the full cost of a nursing home pilot project 

was covered by the CMHC, it would be a valuable investment 

in anticipating reimbursement through mental health benefits 

from an expanded AHCCCS/Medicaid program in 1993 or 1994. 

Community Needs Survey Important 

Effective planning for mental health services for the 

elderly requires an understanding of the frequency with 

which specific mental disorders occur (Lurie, 1987). 



124 

However, "our knowledge of the specific mental health 

characteristics of the elderly is still developing" (GAO, 

1982). Local CMHC1s have a limited knowledge of the mental 

health needs of older persons in their service areas and 

little understanding of the specialized services they could 

make available to meet these needs. An assessment of the 

mental health needs of the elderly was an early CMHC 

requirement under federal legislation, but principal 

reliance has been placed on applying national estimates. 

A review of the literature on conducting needs 

assessments indicated that there are five general approaches 

that can be used. The general population survey, or citizen 

survey, is "The most scientifically valid and, hence, the 

best one for assessing needs and case patterns, and for 

evaluating and restructuring service programs" (Warheit, 

1974). Alternative approaches include social indicators 

analysis, a survey of political or community leaders, a 

survey of service providers, and a survey of service 

recipients (Rochefort, 1979). Each of these alternative 

approaches have serious limitations and provide only a 

general feel for the nature of the problem under study. 

Unfortunately, conducting adequate community surveys is 

complicated and expensive, especially when the subject is as 

broad as general mental health needs, even for a discrete 

group like the elderly. To have data that can be used for 
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mental health program planning, the questions must be 

standardized and interviewers must be skilled, well trained 

and carefully monitored. Any complex survey requires the 

use of a questionnaire format that has been standardized 

against similar populations so the results can be compared 

with experience in other communities. 

There are a large number of formats for conducting 

community social needs surveys. Only a few of these provide 

data on mental health concerns. Two, The Older Adults 

Resources Survey (OARS) developed by the Duke University 

Center on Aging, and the Philadelphia Geriatric Assessment 

Instrument (PGAI) developed by the Philadelphia Geriatric 

Center, provide data on a wide range of physical, mental and 

social conditions of the elderly. Because of the primary 

focus on mental health, the most effective present survey 

instrument for the State and SEABHS would be one of several 

optional versions of the Comprehensive Assessment and 

Referral Evaluation (CARE) developed by Dr. Barry Gurland at 

the Columbia University Geriatric Center. CARE in its 

original form was designed for the United States/United 

Kingdom Cross-National Geriatric Community Study. 

The CARE survey format was recommended by the Director of 

Aging and Mental Health Research at NIMH. The method used 

to measure community needs can vary with the definition of 

the mental disorder, the method of case identification, the 
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setting, the sampling method, the background of the 

interviewee and the focus and procedures used to conduct the 

survey (Hankin & Oktay, 1979). In one review of a series of 

surveys, results varied widely depending on the background 

of the interviewer: psychiatrists and psychologists 

identified high rates of mental disorder and primary care 

physicians reported much lower rates based on the same case 

files. In addition to the difficulty of establishing high 

inter-rater reliability on questions of diagnosis, it is 

necessary to develop fairly extensive socio-economic 

background data on the persons selected for the interview. 

Even for a small study of a sample of 100-120 persons that 

was proposed in the SEABHS area, there would be at least 80-

120 data identifiers for each person interviewed. Because 

of the number of data elements involved in any broad 

community needs assessment to cover socio-demographic and 

program specific information, some form of computer input 

and analysis would be essential. To use a nationally valid 

survey format and have criterion-related results would 

require a packaged training program by a Columbia University 

staff member. Managing that volume of data even at 

subsidized rates would have cost $2,500 to $3,000. Other 

costs related to the use of the CARE survey format and 

standardized training would have raised the total cost to 

$5,000. A larger sample would not be proportionately more 
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expensive because basic costs of computer programming and 

training would only increase slightly. For Arizona to 

undertake an adequate survey, a sample of at least 1500 to 

2500 respondents would be necessary. Even if interviews 

were conducted by existing staff, such a survey would cost 

at least $30,000 to $40,000. A survey of that scope would 

probably be best performed with independent, paid 

interviewers, but that could add $80,000 to $100,000 to the 

cost. 

An adequate survey may be costly and complex, but 

Arizona has too much at stake to continue to attempt to make 

mental health policy without an adequate idea of what the 

mental health needs really are. The governor and the 

legislature are being asked to make $100,000,000 decisions 

with very shaky estimates of need. Grants may be available 

to the state in some form from NIMH, HCFA or the National 

Administration on Aging. Each of these federal agencies is 

aware of the major decisions Arizona faces in increasing the 

funds for mental health treatment and each may be effected 

by decisions the state must make. This is especially true 

for HCFA since all the alternative plans for mental health 

funding will have an impact on federal Medicaid matching 

funds. 

If the state does seek funding for a community survey, 

it should arrange for support from a consortium of 
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university resources to handle planning, survey format 

selection and design, data systems support, interviewer 

training and oversight, and data analysis. From preliminary 

interviews at the University of Arizona, the necessary 

skills for such a survey would require involvement from 

several different academic departments. Any survey would 

probably need to cover a full range of ages rather than just 

focusing on the elderly. The research design should allow 

for specific data on different subgroups of the elderly. 

The planning and design of the survey should include 

representatives from the Governor's Mental Health Planning 

Council and from representatives of the public and private 

mental health and psychiatric communities. It would 

probably also be desirable to mount a companion study of 

existing mental health resources and the development of 

operating and capital cost estimates to expand mental health 

programs to meet the needs identified in the community needs 

assessment. These estimates should include such key 

services as in-home support and housing and residential 

support programs. 

Summary of Findings 

In Chapter 2 the need for expanded mental health 

services for the elderly was clearly established and many 

aspects of providing the services were discussed. In 

Chapter 4 more specific issues were addressed. The current 
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estimates of the CMI in Arizona appear to substantially 

understate the prevalence of serious mental illness and 

there is little available data on the special mental health 

needs of the elderly. Mental health treatment can be 

effective with the elderly and there are some CMHC's 

throughout the United States that have developed a broad 

range of services for the elderly. Programs that address 

these needs should be designed to work through and with the 

health care provider network. There are a number of 

developments in health and mental health care financing that 

may provide some of the resources needed to provide mental 

health services to the elderly. Finally, the need for a 

broad community based survey of mental health needs and 

services in Arizona was discussed. 
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CHAPTER 5 

SUMMARY AND RECOMMENDATIONS 

From the literature review and the findings cited in 

Chapter 2 and Chapter 4, it is clear that there are a 

substantial number of older persons who have mental health 

problems that are not receiving appropriate assistance or 

treatment. This final chapter will (a) summarize the nature 

of this unmet need, (b) consider a series of approaches or 

themes that need to be considered in moving toward meeting 

that need, and (c) indicate some of the actions that need to 

be considered at the state level and locally by SEABHS and 

its contract service providers. 

Dimensions of the Problem 

There are few mental health services now being provided 

to the elderly despite recent research that shows 

substantial prevalence of a full range of mental disorders. 

Some major disorders like depression are more common among 

the elderly than the population at large, and serious 

cognitive impairment or dementia is primarily a mental 

disorder of the aging process. 

The percent of elderly persons needing 

psychological assistance is high while the 

provision of such services by qualified 
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professionals is low. The dilemma is two-fold: 

First, the elderly are not able to avail 

themselves of existing services due to financial 

limitations and/or belief systems which dictate 

the solving of one's own problems, and second, the 

mental health community tends to ignore the needs 

of this particular population (Gross, 1989). 

In effect, the mental health problems of the elderly have 

been hidden by ignorance, neglect and prejudices of health 

and mental health professionals and the elderly themselves. 

The fact that the problem has generally been so hidden 

has resulted in a lack of funding and an absence of staff 

resources to provide the services needed. "Strategies 

useful for identifying, assessing and treating children and 

adults have proven less successful in dealing with the 

elderly. To serve them effectively, professionals must 

understand the unique psychological and psychosocial 

characteristics of older individuals" (GAO, 1982). We not 

only need funding and staff to meet the mental health needs 

of the elderly, we need new techniques and new approaches. 

The fragmented nature of the health care, mental health 

and social service systems makes it even more difficult to 

cope with the complex medical, emotional, behavioral, and 

psychosocial problems of the elderly, than with mental 

health problems in other age groups. 
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Finally, the mental health needs of the elderly are 

beginning to come to public attention at a time when public 

funding of health and social programs is severely 

constrained. State and federal budget crises, out-of-

control growth in health costs, and an aging society with a 

rapid growth in the number and percent of the elderly in the 

population make it difficult to confront a new major social 

issue. The unmet mental health needs of the elderly also 

compete with other important social needs such as adequate 

health and mental health services for children and youth, 

the needs of the CMI, the social cost of treating alcohol 

abuse and drug addiction, the current public debate on 

adequate health sources for uninsured persons, and concern 

with long-term health care for the elderly. 

General Conclusions - Basic Themes 

Before more specific recommendations are listed, there 

are a number of general conclusions on basic issues that 

emerged from the literature review in Chapter 2 and the 

findings in Chapter 4. 

1. There is a large unmet need for mental health 

services for the elderly. This need has been closely 

identified in a number of national studies starting in the 

early 1970's. 

2. The failure to respond to this clear need is due 

to the strongly held mvths and prejudices of health and 
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mental health professionals, the elderly, and the general 

public that the emotional/behavioral aberrations of older 

persons are a normal result of the aging process. 

3. Older persons do respond to appropriate mental 

health services. There are a few models of effective CMHC 

programs that have developed the special staff skills and 

services needed to work with the complex physical, 

psychological and social problems of the elderly. Adequate 

mental health services can make a difference in the lives of 

older persons. In fact, the elderly usually respond more 

easily than younger adults and work with their mental 

problems can be especially rewarding. 

4. The methods of delivering mental health services 

to the elderly will require new approaches. In Denver, 

Colorado, where effective mental health programs for the 

elderly have been developed, they have found that . .we 

must bring services to where older people are, and not 

expect them to recognize their problems, and then walk into 

a CMHC." Program managers in Denver found that they had to 

bring "services to where older people were, to their senior 

centers, to their homes, to their churches. ..." They 

learned that "where a facility or even part of a facility 

can be set aside for the frail elderly without being labeled 

as a mental health facility, older people come and effective 

service can be rendered" (Snyder, 1988). The success in 
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Denver was also based on close coordination between the CMHC 

and the AAA programs and the fact that both organizations 

consciously developed professional staff with skills and 

knowledge to deal with the mental/emotional problems of 

their elderly clients. 

5. Now is the time to begin addressing the hidden 

mental health problems of the elderly. 

Throughout our continuous history, there have been 

times when our society's consciousness was 

sufficiently raised to focus on specific human 

problems. In the early 1960's, the nation focused 

on the plight of the mentally ill hidden away in 

mental institutions. In the 197O's, the American 

people became concerned with death and dying, and 

the focus in the eighties is very much on our ever 

increasing aging population (Stanley, 1986). 

The mental health system has shown that it can refocus its 

patterns of mental health care by the major changes it has 

undergone over the past fifty years (GAO, 1982). We are now 

entering a period where that system should be able to deal 

more efficiently with the mental health problems of the CMI, 

of children, and the elderly. Several CMHC's have had 

successful effective programs for the elderly for many 

years. Arizona is beginning to address its mental health 

needs. The major national debate on health services for the 
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elderly can be expanded to include an awareness of the 

mental health problems of the elderly. 

6. Among the special approaches needed to respond to 

the mental health needs of the elderly, is a much closer 

collaboration between the CMHC's and the medical community. 

The elderly turn to their primary care physician for mental 

health services, often in a form that will disguise the fact 

that "mental" health issues are involved. Mental health 

staff need to find ways of providing indirect support to the 

medical communities in their areas. Arrangements to work in 

health clinics and with clients in their homes under the 

supervision of a local physician will be important. 

Individual and group counseling and work with family 

caregivers can be designed to work on mental distress 

indirectly by focusing on the need to adjust to specific 

physical or cognitive problems. Physicians, nurses and 

other medical support staff can be trained in basic 

counseling skills and provided with assistance through 

consultation on individual client problems. Formal 

agreements with health clinics and nursing homes can provide 

a variety of arrangements to provide a closer integration of 

local health and mental health services. Physical illness 

is a major problem in the elderly and the CMHC will need to 

have close ties with local physicians to be sure the 

physical health issues of each client have been carefully 
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evaluated. The CMHC has a clear responsibility to take the 

lead in building close ties to the medical community. This 

will take time and special effort. Initial activities 

should be modest and built on demonstrated effectiveness in 

treating elderly clients. 

7. Nursing homes should be a special focus for CMHC 

outreach to the elderly. Nursing homes are not just 

warehouses for the dying. Over 2/3 of nursing home 

residents stay less than six months. Many have primary or 

secondary mental disorders that respond well to mental 

health services. Over 50 percent of nursing home residents 

pay their own bills and may be able to afford some or all of 

the cost of supportive mental health care. Adequate mental 

health treatment substantially reduces the cost of physical 

health services. Close ties with the physician who is 

directing the care of the nursing home resident is 

important. Nursing home staff can be trained to meet many 

of the mental health needs of their patients. If CMHC's can 

offer pilot projects in nursing homes that prove successful, 

they can build a case for formal agreements that can help 

fund these services. 

8. Although the problem is large, funding will be 

limited and there are other important unmet mental health 

needs. These current needs are obvious for the CMI and 

seriously emotional disturbed (SED) children and Arizona is 
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likely to be concentrating any new funding on these 

priorities. A priority can certainly be made for the SMI 

elderly as a part of the programs for the CMI. It will also 

be important, however, to make some small beginning in 

coping with the broader mental health needs of the elderly. 

Each Administrative Entity should arrange for at least two 

or three pilot projects to expand contacts with health care 

providers, AAA's and nursing homes. These pilot projects 

can be modest. Much of the initial value of these pilot 

projects will be in developing staff awareness of the mental 

health problems of the elderly. This should permit the 

staff to develop the necessary skills to deal with that 

population. The pilot projects should be supported by 

training programs that draw on the existing expertise of the 

physicians, psychiatrists, psychologists, nurses, social 

workers, and counselors who have experience working with 

this population. 

9. Advocacy and public education need to be made a 

priority concern. The DBHS, the DES-AAA program, and the 

Governor's Council on Aging should take the lead in bringing 

together representatives of citizen and provider groups who 

show an interest in mental health and aging issues. The 

Children's Behavioral Health Council established by the 

Arizona Legislature in 1988 may provide a model for creating 

a broader public awareness of the mental health needs of the 
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elderly. The CMHC could play an effective role in joining 

with private mental health providers to educate the medical 

community and the older population on the need for and 

benefit of a variety of mental health services for the 

elderly. In developing an advocacy function, it is 

important to avoid blaming some public agency like the DBHS, 

the legislature, or the CMHC's for failure to respond to 

this issue in the past. Instead of assessing blame, we need 

to put more energy into taking action. 

10. Pilot projects of mental health services to the 

elderly should include some special programs for the SMI 

elderly and some that are concerned with less severe mental 

disorders in the elderly that still involve substantial 

personal impairment in functioning. We know too little 

about the mental health needs of the elderly at this stage 

to be able to make clear distinctions between degrees of 

distress. With so few staff with the necessary skills in 

meeting the special mental health needs of the elderly, it 

may be necessary to experiment with a wide range of 

approaches addressed to the different levels of mental 

disorder. As more experience is gained and a cadre of 

skilled staff is developed, more clear priorities can be 

established. Case management for the SMI elderly should be 

made a priority as a part of the current expansion of case 

management services to the adult CMI population. If SMI 
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case management is to be effective, special pilot programs 

of outreach will be necessary. 

11. The mental health needs of the elderly can only be 

met bv a gradual change in the wav health and mental health 

services are delivered. Private medical practice will need 

to expand its range of services to include staff who can 

provide caring, attentive listening as a routine part of its 

service to older persons. That could be a CMHC staff person 

on a cooperative arrangement, a mental health professional 

on the staff of the health clinic, or a health care staff 

person who has been trained to screen and refer for mental 

issues. There will also need to be much closer cooperation 

between public and private mental health programs. The 

private mental health sector dwarfs the staff and facilities 

available in the public mental health sector, but the two 

groups act as if they had separate agendas and separate 

concerns. National cost containment and quality of care 

concerns are beginning to force the public and private 

health care fields to work together. Similar efforts are 

needed to get psychiatrists, psychologists and other private 

sector mental health professionals to join in a coordinated 

effort to meet public mental health needs in general and 

those of the elderly in particular. 

12. Services for the mentally ill elderly require much 

less traditional personal counseling and cover a range of 
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activities that include intensive coordination with health 

care, a range of home-based and housing services, a full 

array of social and income support programs, and nutrition 

and home support services provided through the AAA program. 

For any individual client, coordinated case management may 

most appropriately be handled by the CMHC, the AAA, Adult 

Protective Services, a community clinic or an ALTC case 

manager. Coordination among a variety of service providers 

is essential. 

13. Over the next several years as public education 

and advocacy and the expanding elderly population increase 

the demand for mental health services for the elderly, 

CMHC1s will need staff with the skills needed to work with 

the elderly population. Many of the skills such as 

consultation and indirect service through the teaching and 

support of health, social service, and nursing home staff, 

generally require more experienced CMHC staff with special 

preparation. There will, of course, also be a need for CMHC 

case managers and therapists who have been trained to work 

directly with the unique needs of elderly clients. Some of 

the training will be for present staff to help them learn 

techniques appropriate for the elderly. And some training 

of new professional and para-professional staff through 

universities and community colleges and in-service/induction 

training will be required. 
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14. Lack of funds nay be more an excuse for inaction 

than a reality. There are a number of potential sources for 

funding mental health services for the elderly. The annual 

limits on out-patient mental health services under Medicare 

have been raised. If CMHC's develop closer ties with local 

physicians there may be a potential for at least partial 

reimbursement of direct mental health services. CMHC's 

should also be able to develop indirect group and individual 

programs that could qualify for medicare rehabilitation 

benefits. Many elderly have third party insurance programs 

as supplements to Medicare that may also provide coverage 

for private or CMHC mental health providers. 

Arizona will be moving toward a broader range of mental 

health services as current Medicaid waivers expire for the 

AHCCCS and ALTC programs by 1993. Advocacy groups should 

start now to help understand the choices available to the 

state and educate and lobby the legislature concerning 

choices for indigent mental health care for in-hospital, 

outpatient, nursing home and in-home patients. 

Some modest direct appropriations for special mental 

health services for the elderly may also be possible. Some 

priority areas for such funding are identified below in 

recommended actions for the state to consider. The federal 

debate on improved health care financing for the uninsured 
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population and for long-term care for the elderly may also 

lead to some additional funding for mental health. 

15. Finally, there is a clear need for more adequate 

data on mental health needs in Arizona for all age 

categories. There is also a need for a better understanding 

of the public and private sector mental health services now 

in place. In addition to a broadly defined community needs 

survey, the state DBHS should provide leadership for 

expanded mental health outcome research in cooperation with 

the universities in the state and with public and private 

mental health providers. Both the community needs survey 

and mental health research should be designed to stimulate 

cooperative efforts among university faculty in psychiatry, 

psychology, social work and counseling. 

Recommended State Action 

The following recommendations for state action are 

presented as a brief summary of proposals that are being 

considered by the SMI Task Force. 

State Management/Policy Actions 

1. Make the elderly a separate focus group. The 

elderly should be identified as a separate focus group in 

the Arizona mental health planning process and separate 

estimates of the general mental health problems of the 

elderly and the SMI elderly should be developed. Plans to 

respond to those needs should be developed that recognize 
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the special issues in meeting the mental health needs of the 

elderly. Although there is some mention of the elderly in 

the September 1990, Arizona Mental Health Plan, their 

special needs are not identified or dealt with effectively. 

2. Separate plans for CMI adults and SMI elderly. 

CMI funding under Arnold vs. Sarn should include separate 

estimates of SMI elderly, the special services needed for 

that population, estimates of the cost of providing those 

services and an appropriate five year financing plan. The 

SMI elderly are even more hidden from public view than the 

younger adult CMI. They are isolated in their homes, 

apartments, nursing homes or hospitals. Some are absorbed 

in the homeless population. 

Should the SMI elderly get the same services as the 

younger adult CMI1s? Certainly. They should get a full 

range of services from assessment and case management to day 

care, housing and supportive rehabilitation services with an 

objective of achieving maximum possible independence of 

functioning to the extent possible. However, separate 

facilities or segregated areas should be made available for 

older persons who have a need for quieter activities and 

environments that limit visual and auditory stimulation. 

Services and activities for the older SMI's should be 

tailored to their special needs and interests. In 

residential and treatment facilities, age grouping should be 
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based on individual assessment; many CMI's at 45-50 have 

cognitive or emotional affect that may make them more 

comfortable with older persons, while some 55-70 year olds 

may prefer to be grouped with younger adults. 

3. Broaden the "Checklist" definitions of CMI/SMI. 

With funding priority clearly directed to the CMI/SMI 

patient, the definition used becomes important. The DBHS 

has established a Checklist for use by mental health staff 

to determine CMI/SMI status that is restricted to DSM-III-R 

criteria for non-organic psychosis. A few limited 

additional DSMIII categories covering certain personality 

disorders are being added based on a recent DBHS study. The 

definition should be broadened to become in compliance with 

the statutory definitions that is based on personal 

functioning; "The chronically mentally ill are persons, who 

as a result of a mental disorder . . . exhibit emotional or 

behavioral functioning which is so impaired as to interfere 

substantially with their capacity to remain in the community 

without supportive treatment or services of a long-term or 

indefinite duration. . ." (ARS 36-550). The patients with 

Alzheimer's disease or dementia represent a special issue 

because behavioral problems are presumed to be organically 

caused. This problem is similar to that of mental 

retardation. Where there are treatable behavioral problems, 

the person should be considered "dually diagnosed" with 
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SMI/CMI as an aspect of the condition and appropriate 

treatment should be provided. Treatment should be defined 

to include mental health support for family members and 

other caregivers. 

4. Use Aae 60 For Defining "Elderly." Title III of 

the U.S. Older Americans Act which provides funding for the 

State Aging programs includes age 60 in the statutory 

definition. To improve coordination of the behavioral 

health and the aging programs, age 60 should be used to 

define persons in the mental health system as elderly. 

5. Phase-In Full Medicaid Services Promptly. The 

Arizona AHCCCS program has been allowed to receive funds 

from the federal Medicaid program under special waivers that 

excluded mental health care. These waivers expire in 1993. 

Because of a concern that staff and facilities are not 

available and that costs will escalate, the state has 

preferred to wait until waivers expire. The Governor's Task 

Force on the CMI and the CLPI have urged that the state 

negotiate with the federal government to move to full 

medicaid coverage by 1992. In conducting negotiations on 

the Medicaid program with the federal government, Arizona 

should be pressed to establish liberal mental health 

benefits and financial eligibility criteria. The state 

should also negotiate to expand the present 5% limitation on 
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hone and community based support services for long term 

health and mental health care. 

6. Provide PASARR Facilities and Services. The 1987 

Federal legislation that set up the PASARR review of nursing 

home residents will require both new state financed 

facilities for the mentally ill who can no longer be covered 

in nursing homes, and supportive mental health services in 

the nursing homes for persons who qualify for nursing home 

placement and also have treatable emotional and behavioral 

problems. A DBHS proposal for a pilot 30 bed facility to 

begin to deal with the PASARR requirements was not included 

in the Governor's budget request. The single 30 bed 

facility was inadequate to meet the need for alternative 

placement and there appear to be no special plans to provide 

mental health services in nursing homes for patients who 

need them. Both problems need to be confronted. Instead of 

funding the capital and operating costs of a new facility 

when there is an excess of nursing home beds in Arizona, 

some negotiations with three or four existing nursing homes 

in several areas of the state would be more appropriate. At 

the same time, several pilot projects should be established 

to provide an extra monthly payment for mental health 

services to persons who continue to qualify to remain in 

nursing homes but need mental health services. Both special 

mental health long-term care facilities and supplemental 
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mental health nursing home services can be phased-in over a 

several year period, but some plan adequate to the estimated 

need must be prepared. The Adult and Geriatric Residential 

Treatment Services developed in Florida could serve as a 

model for PASARR facilities in Arizona. 

7. Conduct a Community Based Needs Survey. Several 

federal agencies could provide a source of funding for 

surveys of the mental health needs and current services in 

Arizona. The publicity about the low level of mental health 

services in the state and negotiations over Medicaid waivers 

could result in support for a study of Arizona mental health 

programs from NIMH, HCFA or the AAA programs. Any adequate 

study is a complicated endeavor that will require broad 

cooperation among DBHS, DES, AAA, AHCCCS and ALTC. 

Technical and computer support from one or several 

university programs will be essential. Ideally, a 

consortium of state agency and university departments should 

be established to develop grant proposals. The RFP process 

can be helpful in establishing clear definitions of mental 

health and identifying the range of disorders that need to 

be surveyed. The survey should seek to identify mental 

health needs at several levels of intensity. The community-

based survey should include information on the amount and 

nature of current mental health services. Companion surveys 

of special "at risk" populations in nursing homes, hospitals 
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and AAA/APS case management rosters will be important. The 

full range of current private and public mental health 

services also needs to be identified. Current DBHS, AAA, 

ALTC and AHCCCS data base systems should be reviewed and 

recommendations for data base coordination need to be 

considered. 

8. Redefine ASH Role. It is clear that some form of 

publicly funded secure psychiatric facilities will always be 

required. ASH is there and has the staff and facilities. 

Small new Psychiatric Health Facilities (PHF's) are being 

set up in several areas of the state to supplement the 

services now provided by ASH. The state has proposed to 

expand ASH from the present 520 beds to 640 to handle 

SMI/CMI cases that cannot be provided for in less intensive 

care settings. The Governor's Task Force and the CLPI have 

recommended that ASH be reduced to a 120 bed acute care 

facility for Maricopa County and that the PHF's be expanded 

to meet regional needs. They have also pressed for 

alternative residential treatment facilities that would 

reduce the number of required acute care beds. About 100 of 

the 500 present ASH patients are over age 65. Most could be 

maintained in less intensive care facilities. ASH cannot be 

reduced in size until other facilities have been developed. 

Funding, building and staffing the necessary facilities 

would take 5-8 years. The state should make plans to 
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regionalize the acute care program and develop alternative 

residential facilities to limit acute care to the most 

dangerous or difficult patients. 

9. Develop Long-Term Mental Health Care Services for 

the Elderly. There is a concentration of the elderly in 

nursing homes and in the AAA case management system with 

significant levels of treatable mental disorder. The state 

should fund pilot mental health programs in several areas of 

the state to begin to address these needs. Contract 

arrangements should be designed to encourage participation 

by both public and private mental health programs. Health 

care agencies should be included, either directly, or 

through cooperative agreements with public or private mental 

health programs. 

10. State Interagency Agreements. Formal agreements 

are needed to more closely link the interests of mental 

health services to the elderly among DBHS, DHS, DES, AAA, 

and DES. State level agreements should be designed to 

provide a model for similar agreements at the local level. 

Agreements should include purchase of services across agency 

lines and provide for dedicated staffing for designated 

interagency programs focused on the elderly. Some form of 

consolidated case management may be a priority objective. 

11. Fund Psychoactive Medication. The AHCCCS program 

has recently restricted or eliminated funding for 
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psychoactive medications. This has been a trauma for all 

age groups, but is particularly distressful for nursing home 

residents. Costs should be controlled by careful monitoring 

of the process of prescribing psychoactive medication to 

limit abuse and reduce unwanted side-effects. 

12. Modify Contractor Reimbursement. Present DBHS 

reimbursement procedures to the CMHC's place a priority on 

the provision of direct mental health services. This limits 

the ability of the local CMHC service providers to develop 

indirect mental health services through agreements with 

local health clinics, AAA programs and nursing homes. Some 

incentives should be established to encourage CMHC's to 

provide indirect and consultative services for the elderly. 

Formal agreements with local health service providers and 

nursing homes might eventually provide additional funding 

for CMHC's through Medicare, Medicaid and private insurance 

payments or by funding CMHC staff at local health clinics. 

Special seed money for pilot projects to encourage 

health/mental health linkage would be desirable. 

Public Education. Advocacy, and Training 

1. Establish a Separate Elderly Focus Group. The 

mental health needs of the elderly require substantially 

different approaches and many less traditional and indirect 

services. These unique needs should be clearly identified 

in the Arizona mental health planning process and a separate 
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organizational entity comparable to the Children's 

Behavioral Council should be established. The state budget 

and the BHMIS reporting system should be modified to 

identify special programming for the elderly. 

2. Establish a Permanent Mental Health Board. Except 

for citizen boards for ASH and SAMHC, there is no permanent 

mental health advisory board. A permanent State Board or 

Council should be established that would be representative 

of public and private mental health and physical health 

providers. Some representatives of family and patient 

support groups should also be included. The Board or 

Council should be established by legislation. One or more 

members of the legislature should be included. The Council 

should be concerned with the full range of public and 

private mental health services. Separate ad hoc non

statutory task forces could be formed to deal with special 

concerns. A separate statutory Behavioral Health Council 

for the elderly (BHCE) should be formed to parallel the 

Children's Behavioral Health Council. The BHCE would 

include representatives of aging and mental health advocacy 

groups, The Governor's Council on Aging, and physicians, 

mental health professionals, and university staff with 

special concerns for the elderly. 

3. Responsibility For Advocacy. In addition to 

public advisory bodies, there should be some state 
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mechanisms for assigning responsibility for meeting the 

mental health needs of older persons. Interagency 

agreements need to be supplemented by some management 

process that can coordinate the activities of DBHS, DBS, 

AAA, The Governor's Council on Aging, AHCCCS and ALTC. DBHS 

and AAA should be designated as co-leaders in an interagency 

coordination mechanism. Comparable programs should be 

encouraged at the local level. A staff position should be 

established at The Administrative Entity level to coordinate 

mental health services to the elderly and work with AAA 

staff. 

There needs to be a clear assumption of responsibility 

by the state DBHS to provide leadership and advocacy for the 

provision of a full range of services for the first three 

levels of mental health care. What group should provide the 

service or who should pay are matters for political 

decision. But such issues as behavioral and family support 

services for elderly dementia patients must be identified as 

a mental health problem so the political process can take 

action. 

4. Fund Public Education. Reimbursement mechanisms 

should also be modified to encourage CMHC's to provide 

information on the mental health needs of the elderly to the 

medical community, local public officials and the public at 

large. Some direct funding should also be provided to one 
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or more universities or public interest groups to develop 

public education materials. 

5. Educate Arizona Congressional Delegation. Federal 

policy and funding has a major effect on mental health 

services. For an underserved population like the elderly it 

is especially important to have knowledgeable 

representatives in the U. S. Congress who can have an impact 

on Federal policy. There are a number of current issues. 

Medicare mental health services need to be liberalized. 

Medicaid negotiations are likely to be intense; mental 

health benefits should be established to include mental 

health services for nursing home and in-home elderly 

patients. The 5% limit on home and community based health 

and mental health care should be removed. 

6. Educate and Coopt The Health and Psychiatric 

Communities. As we have seen, it is essential to enlist the 

knowledgeable cooperation of physicians, hospitals, nursing 

homes, psychiatrists and psychiatric hospitals in meeting 

the mental health of the elderly. A first priority is to 

create an awareness of the magnitude of the mental health 

needs of the elderly. Next, the efficacy of mental health 

treatment for the elderly needs to be demonstrated. 

Finally, new methods of integrating mental health services 

for the elderly into the health care system are essential to 

reach the older population. Appropriate mental health 
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services can substantially reduce health care costs. Since 

health care costs are high in later years, adequate mental 

health services for the elderly can be particularly cost 

effective. 

7. Community Education Through Gatekeepers. 

Enlisting the help of postal workers, utility personnel, 

bank clerks and other public contact personnel to identify 

older people who may be having emotional, cognitive or 

physical difficulties can be of double value. A broad group 

in the community become knowledgeable, and individual 

problems are identified so they can be assessed and 

addressed. 

Human Resource Development. Research, and Evaluation 

1. Establish a Universitv-Based Mental Health 

Training Center. The public mental health training needs 

cannot be met only by in-service training programs. Arizona 

should provide both direct and indirect funding for a new 

university-based mental health training center (MHTC). This 

would do several things. It would provide a tool for 

coordinating the presently fragmented and isolated academic 

disciplines of medicine, psychiatry, psychology, social 

work, gerontology, nursing and counseling. Specialized 

university programs focused on the elderly, long-term care, 

children or Alzheimers Disease, as examples, can be 

effectively utilized. The University of Arizona Gerontology 
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Certificate Program is a good example of an 

interdepartmental program that coordinates several different 

academic disciplines. The MHTC could be based on a 

consortium of resources from the three Arizona public 

universities to provide facilities throughout the state. 

Community colleges could be included to provide preparation 

for para-professional staff. Entry level professional 

training and in-service programs could be offered. Federal, 

State, and local funding could be used to finance the MHTC. 

The MHTC could also serve as an important catalyst for 

bridging the gap between health and mental health care and 

between the public and private mental health communities. 

2. Pilot Training Programs for CMHC Staff. A fully 

developed mental health training program will take several 

years to develop. Demand for basic staff needs are not 

being met by the present informal reliance on the university 

system. In rural areas, new demands for staff for the 

CMI/SMI, children and the elderly impose urgent requirements 

for action. The state should work through the 

Administrative Entities to set up at least two pilot 

training programs for the elderly, one in a rural area and 

one in an urban area. The programs do not need to be 

elaborate and should emphasize clinical practice and on-the-

job training. At least two parallel programs with community 

colleges should be established to develop para-professional 
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and case management skills for potential new employees. 

Psychiatrists and psychologists with expertise in geriatric 

psychiatry should be used to help develop and participate in 

the pilot mental health programs for the elderly. In 

addition to intensive internship training for present staff, 

more limited orientation training in the special mental 

health needs of the elderly should be made available to a 

broader number of CMHC, AAA, APS, nursing home, community 

hospital and community health clinic staff and primary care 

physicians. 

3. Training of Primary Health Care Personnel. In 

addition to the orientation programs on the mental health 

needs of the elderly, the state should arrange for a series 

of seminars and workshops on the subject to reach a wide 

audience in the health care field. These could be arranged 

through state and county medical and nursing associations. 

The health care community is the key current provider of 

mental health for older persons and raising their 

consciousness of the problem and helping improve the quality 

of this service through consultation and training activities 

should be a DBHS and CMHC priority. The AHCCCS and ALTC 

programs can be an effective medium for engaging the health 

care community. In rural areas in Arizona there are several 

Health Education Programs that are publicly funded and 
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have been designed to expand the available pool of health 

and social work personnel in rural Arizona. 

4. Quality Assurance. Performance Standards, and 

Program Evaluation. The DBHS needs to develop a capacity to 

set standards for the provision of mental health services to 

the elderly. Working with this population takes special 

interests and skills and it will be important to use some 

standards of performance to assure that quality work is 

performed in indirect and direct provision of services. 

Since many of the activities for mental health services to 

the elderly are pilot efforts designed to learn new 

approaches for wider application, it will be important to 

include program evaluation. 

5. Research. The state should work with CMHC's and 

universities to encourage the development of grant requests 

to NIMH and other federal agencies to use pilot efforts to 

expand mental health services to the elderly as a basis for 

research on a wide range of clinical issues. 

Specific Program Services 

A detailed discussion of the range of mental health 

services needed to meet the needs of the mentally ill 

elderly is beyond the scope of this paper. It is 

appropriate however, to list the major categories of program 

service to indicate the scope and range of specific 

activities that should be developed. 
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1. Alternative Residential Facilities. A high 

priority needs to be assigned to provide a range of 

alternative residential facilities to house and treat the 

elderly mentally ill who may be moved out of nursing homes 

under PASARR and out of ASH. The Florida Geriatric 

Residential Treatment Services (6RTS) program can be a good 

model. Starting with pilot projects in two areas of the 

state, they established a four level residential program 

ranging from restricted supervised care to full independent 

living. Treatment is coordinated through a day care center. 

The program is now operating in nine major communities 

throughout Florida. The program was gradually expanded 

statewide over a ten year period. A parallel program for 

younger adults (ARTS) is now being developed. The pilot 

Reentry Facility (REF) program now beginning in Arizona 

could be expanded to fit the Florida model. A major by

product of the GRTS program was the development of a cadre 

of mental health staff in each area of the state that have 

become expert in meeting the mental health needs of the 

elderly. 

2. Develop a Consolidate Case Management Program. 

The separate case management programs of CMHC, AAA, APS, 

AHCCCS and ALTC need to develop coordinating mechanisms to 

assure that primary responsibility for each elderly client 

is clearly established. The AAA case management roster is 
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the most comprehensive and could serve as a master control 

mechanism to assure that adequate services are provided in 

each case. 

3. Outreach. With the mental health problems of the 

elderly so hidden by ignorance and prejudice, an active 

outreach program is essential. The Gatekeeper program was 

mentioned earlier. The Maricopa County AAA had experimented 

with a similar program. 

4. Dav Care. This has proven to be a particularly 

effective way of coordinating mental health services to the 

elderly. Existing AAA senior centers and churches can 

provide necessary facilities. Ties with case management are 

usually helpful. Nursing homes and hospitals can be 

encouraged to develop day care programs and include 

appropriate mental health activities through contracts with 

the CMHC's and private service providers. 

5. Outreach to the Health Care Community. This has 

been mentioned in several contexts. Mental health services 

for the elderly need to build on the dominant role the 

health care professional plays in the lives of the elderly. 

Mental health services need to be packaged as adjuncts of 

health care and where practical offered in a health care 

setting. A careful evaluation of possible physical causes 

of mental disorder is essential. Behavioral techniques to 

gain compliance with medical regimens can be a good method 



160 

for gaining support of physicians. Coordinating a 

comprehensive review of life stresses, medication use, 

addiction to food or alcohol, nutrition, exercise and life

style is important with older persons. Host of these 

services can be performed by health care support staff who 

have been trained to be sensitive to the mental health needs 

of the elderly. 

6. Outreach to nursing homes and hospitals. Nursing 

homes and hospitals have a high concentration of older 

people with complex chronic physical and mental conditions. 

Early mental health intervention in hospitals can prevent 

temporary emotional stress from becoming a chronic mental 

disorder, especially with careful follow-up during 

convalescence from the acute physical condition that caused 

the hospitalization. Much of the hospital and post-hospital 

work may qualify as rehabilitation services under Medicare. 

The majority of nursing home patients are there for less 

than six months; that period may be an ideal time to use a 

variety of mental health techniques to build self-esteem and 

social competence that can permit more fulfilling lives when 

the patient returns to their homes and family. 

7. Caregiver support services. As we have seen, the 

myth that the elderly are isolated from family and friends 

is incorrect. Ninety-five percent of persons over 65 are 

living in the community so are 80 percent of those over 85. 
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Eighty percent of those over 65 have a chronic illness that 

requires some support in daily living. The caregivers need 

to be supported in dealing with the tensions of providing 

care and with their own unresolved emotional distress. 

8. Transportation. The elderly are much less able to 

arrange for transportation to mental health centers. Lack 

of transportation is a special problem in rural areas. AAA 

programs do have some transportation services that can be 

tapped. CMHC budgets will have to allow for increased costs 

of staff transportation to make contact with elderly clients 

in homes, senior centers, nursing homes, and churches. 

Recommended SEABHS Actions 

Decisions cit the state level to expand support for 

mental health services to the elderly will take time. There 

are competing demands for the CMI and children that have 

priority. State action is controlled by the budget process. 

SEABHS and other Administrative Entities have more 

flexibility and can begin to take the first steps needed to 

develop a capacity to respond more adequately to the mental 

health needs of the elderly. 

1. Educate SEABHS area staff and advisory boards. A 

series of presentations on the SMI/elderly Task Force 

findings and other background information on the scope and 

nature of the mental health needs of the elderly should be 

developed. The material should be arranged to cover three 
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or four separate sessions so that interest and understanding 

can build over a period of time. The presentations may vary 

in length with one or two sessions for SEABHS and county 

mental health boards and three or four sessions for SEABHS 

contractor staff. Presentations should be arranged for AAA 

and APS case managers in the SEABHS area. 

2. Pilot staff training. At the same time that 

sessions are being held with county mental health staff and 

advisory boards, a small group of 4-8 contractor and SEABHS 

staff should be identified to participate in more intensive 

training. If possible, 2 or 3 AAA or APS staff could be 

included. An internship format should be developed that 

would involve practical assignments and staff discussion of 

what worked and what did not work. A committee consisting 

of a geriatric psychiatrist, a SEABHS or contractor 

supervisor, and someone from the Southeastern Arizona Health 

Education Committee (SEAHEC) could provide guidance. The 

training program could be supervised by a SEABHS or 

contractor staff person or a part-time consultant. 

Representatives of the AAA and APS community and a public 

health nurse might also be included on the pilot training 

program committee. Internship assignments would be 

arranged, as example, to provide experience in outreach, in 

leading groups at AAA centers, in working in nursing homes, 

and in consulting with health care providers. Staff 
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assigned to the training would be expected to devote two 

days a week to the project for several months. 

3. Pilot health care/nursing home projects. Pilot 

projects, should be set up to work with a health clinic and 

nursing home. These could be coordinated by a SEABHS or 

contractor staff member and tied into the pilot training 

program. 

4. Ad Hoc SEABHS Advisory Committee. A SEABHS 

advisory committee should be formed to include CMHC, health 

care, AAA, APS, media, and nursing home representatives. 

Their role would be to review pilot projects, recommend 

other activities and assist in public education and 

presentations to health associations and public officials. 

5. Sponsor training in basic counseling skills. 

Staff shortages are already a chronic problem in the SEABHS 

area. Expanded programs for the CMI/SMI, the elderly, and 

children will require the development of professional staff 

who have personal commitment to live in the rural 

communities in the SEABHS area. Programs should be 

developed with Cochise and Pima Community Colleges and the 

University of Arizona Extension Program to provide persons 

with training in psychology, sociology and basic counseling 

skills. Courses taught in case management, social work and 

counseling could be developed for both full-time students 

and for CMHC staff who want to upgrade their skills and 
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credentials. Courses in basic counseling skills could be 

marketed to teachers, nurses, nursing home staff, and public 

safety and public welfare personnel. Bilingual students 

could be encouraged to participate to increase the number of 

CMHC staff with ability to work with Mexican-American 

clients. Special work/study programs could be designed to 

expand the range of persons available to staff the SEABHS 

contractor programs. 

6. A PHF should be established in the SEABHS area. 

Pressure should be applied to open a Psychiatric Health 

Facility (PHF) in the SEABHS area as soon as possible. A 

PHF would meet a clear current need and provide another 

important staff resource for developing a full range of 

mental health services in the community. These may be of 

limited special benefit to the elderly population, but the 

staff attracted to a PHF could strengthen contacts with the 

medical community and increase their sensitivity to mental 

health needs of the elderly. 

Summary 

This paper has established that there is a serious 

unmet need for mental health services for the elderly. This 

need has been clearly identified in a wide-range of special 

studies, books and articles over the past 20 years. The 

problem is general throughout the United States and is 

especially acute in Arizona where public funding for mental 
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health is so limited. Unfortunately, the mental health 

needs of the elderly have been hidden in a web of ignorance, 

myth, and neglect. The medical, psychiatric, psychological 

and counseling professionals reflect rather than challenge 

the general prejudice that treatable mental disorders in the 

elderly are only normal signs of aging. The fragmented 

nature of the health, mental health and social service 

delivery structure makes it especially difficult to address 

the mental health needs of the elderly because an effective 

response requires support from each of these groups. 

There are solutions. The mental disorders of aging are 

treatable. They respond to the same approaches that work 

for younger adults. There are a few models of successful 

programs. A first priority is to acknowledge that the 

problem exists and educate the various professional 

communities and the general public on the nature and extent 

of the problem. Staff need to be trained to work with the 

elderly. Outreach to the elderly is especially important. 

Services need to be provided at locations where the elderly 

client feels safe and comfortable. Services need to be 

packaged in formats that recognize the prejudices of the 

elderly toward mental health and deal with their fears of 

being institutionalized. Mental health services need to be 

provided through the health care system. 
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The mental health needs of the elderly will be growing 

rapidly as their proportion in the population grows and the 

number of the elderly over 75 and 80 years of age increases 

even more rapidly. The mental health problems of the 

elderly in rural areas will also need special attention. 

Rural values are distinct and are often in conflict with the 

values of the educated, urban, middle-class professional 

staff imported to provide health and mental health services. 

In Arizona, and especially in the SEABHS area, the mental 

health needs of elderly minorities need to be given 

priority. 

Arizona is beginning to address the mental health needs 

of the elderly in its planning process and in its response 

to external pressures from the courts and federal 

requirements. The SMI/Elderly Task Force can provide an 

important source of advocacy for the mental health needs of 

the elderly. This paper has been concerned with identifying 

that a problem exists and trying to find if there are 

appropriate solutions. In Chapter 2, a review of the 

literature identified the general nature of the mental 

health needs of the elderly and the roles of the CHHC's, the 

medical community and the social services agencies in 

meeting those needs. In Chapter 4, the problem was more 

clearly defined. Specific recommendations in this chapter 

have focused on steps that Arizona and the SEABHS area can 
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consider to build an effective response to the mental health 

needs of the elderly. The work of the SMI/Elderly Task 

Force and this paper are only first steps in a long process 

to overcome decades of neglect. Pilot programs are urgently 

needed to begin to provide needed services and start to 

build staff skills to meet the special mental health needs 

of the elderly. The state needs to make special provisions 

in its planning process for identifying the mental health 

needs of the elderly and for initiating a comprehensive 

needs survey. It is most important that practical pilot 

program be started at the community level by the CMHC's to 

begin to build close cooperation with AAA's and the local 

medical community and to build local staff with competencies 

in responding to the mental health needs of the elderly. 
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The large number of public agencies and jurisdictions 

involved in providing public mental health services in 

Arizona have created a bewildering number of special 

acronyms that form a unique language. The following 

glossary provides a brief description of the terms in this 

paper that may need interpretation. 

1. AAA. Area Aging Agency. V.ese are the local 

public bodies in Arizona that were formed to provide 

nutrition, transportation, case management and home care 

services. They are largely funded under Title III of the 

Federal Older Americans Act. 

2. Administrative Entities. These are private non

profit agencies set up in nine areas of Arizona to serve as 

a managing agent for state and federal community mental 

health programs. The services are provided by local non

profit agencies on contract with the Administrative 

Entities. 

3. AHCCCS. Arizona Health Care Cost Containment 

System. This is the Arizona version of the national 

Medicaid program that is designed to provide basic health 

care for qualifying low income families. 

4. ALTCS. Arizona Long-Term Care System. This is a 

separate program to provide nursing home and home based 

health services for low income families. It is closely tied 
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to the AHCCCS program and receives federal Medicaid 

reimbursement. 

5. APS. Adult Protective Services is a unit of the 

Arizona Department of Economic Security which provides case 

management for adults who are incapacitated and need crises 

assistance. A high portion of their case load are the frail 

elderly. 

6. ARTS. Adult Residential Treatment System, is a 

Florida program for severely mentally ill adults. It 

provides for four levels of residential care in communities 

across the state to meet the need for varying degrees of 

support. 

7. BHCE. The letters stand for the proposed 

Behavioral Health Council for the Elderly. The Council 

would provide public advocacy and oversight to improve 

mental health services for the elderly in Arizona. 

8. Checklist. The checklist for chronic mental 

illness determination was established by the DBHS to set 

criteria for identifying persons who qualify for public 

mental health services as CMI. 

9. CLPI. Center for Law in the Public Interest. This 

private non-profit legal agency has taken a leading role in 

demanding more adequate services for the CMI. They were 

successful in getting a court order to mandate substantially 

increased funding for the CMI. A recent state proposal in 
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response to the court mandate was challenged by the CLPI in 

January 1990. 

10. CMHC. Community Mental Health Centers were 

established as a result of federal legislation in 1963 to 

provide a broad range of community mental health services. 

Local mental health agencies throughout Arizona receive 

state and federal funds and serve as CMHC 's .  

11. DBHS. The Division of Behavioral Health Services 

is a part of the Arizona Department of Health Services. It 

coordinates public mental health services throughout Arizona 

through the Administrative Entities, the CMHC's and the 

Arizona State Hospital in Phoenix and the Southern Arizona 

Mental Health Center in Tucson. 

12. PES. The Arizona Department of Economic Security 

manages a wide range of programs that include social 

services, AFDC, employment services and unemployment 

insurance. The AAA and APS programs are included in DES. 

13. DHHS. The U. S. Department of Health and Human 

Services provides funding and policy guidance for most of 

the health, mental health and social service programs at the 

state and local level. 

14. DSM-III-R. The Diagnostic and Statistical Manual 

of Mental Disorders is published by the American Psychiatric 

Association and serves as the standard for defining mental 

disorders. The current edition was published in 1987. 
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15. GRTS. Geriatric Residential Treatment System is a 

comprehensive residential and treatment system for the 

mentally ill in Florida that is focused on older adults. 

16. HCFA. The Health Care Financing Administration is 

a major component of the U. S. DHHS that directs the 

Medicare and Medicaid programs. 

17. MHTC. This is a proposed Mental Health Training 

Center that would be managed by a consortium of university 

departments in Arizona to encourage more effective training 

programs for mental health professionals. 

18. NIMH. The National Institute of Mental Health is 

another agency within DHHS that provides funding for the 

CMHC program and for research on mental health issues. 

19. QAA. The Older Americans Act is the federal law 

that provides funding for the state and local Area Aging 

Agencies. 

20. OBRA 1987. In the Omnibus Budget Reconciliation 

Act of 1987 the U. S. Congress established the Preadmission 

Screening and Annual Resident Review (PASARR) program. 

PASARR requires a review of all current and new nursing home 

admissiors to establish the need for appropriate mental 

health services. 

21. PASARR. See the definition under OBRA 1987, 

above. 

22. PCP. Primary Care Physician. 
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23. PHF. The Psychiatric Health Facility program is a 

new Arizona initiative to locate small mental health 

treatment facilities throughout the state to begin to 

decentralize acute public mental health care. 

24. PL99-660. This federal law was enacted in 1986 

and established a requirement for each state to develop a 

comprehensive mental health services plan. Grant funds were 

provided for three years: 1988, 1989 and 1990. The Arizona 

Comprehensive Mental Health Service Plan was developed under 

this requirement. 

25. REF. Arizona has established a new pilot program 

to develop Reentry Facilities in several areas throughout 

the state to provide a residential setting to help the CMI 

move from the Arizona State Hospital back into their home 

community. 

26. SEABHS. The Southeastern Arizona Behavioral 

Health System, Inc. is the Administrative Entity funded by 

DBHS that coordinates public mental health services in the 

four-county area of southeastern Arizona. 

27. SEAHEC. The Southeastern Arizona Health Education 

Center coordinates programs to bring more health 

professionals to rural southeastern Arizona. 

28. Title XX. Is the title of the federal law that 

provides social service block grant funds. 
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GROWTH OF ELDERLY POPULATION IN ARIZONA 

AND SEABHS AREA 

County 1980 1988 % + 2000 % change 
1988-2000 

Cochise 65+ 8,779 12,321 40% 17,106 95% + 
Total 85,686 102,410 20% 129,029 51% + 

Graham 65+ 2,244 2,952 32% 3,917 75% + 
Total 22,862 24,825 9% 26,337 15% + 

Greenlee 65+ 713 794 11% 863 21% + 
Total 11,406 9,529 16%- 9,101 25% + 

Santa 65+ 1,917 2,779 45% 3,717 94% + 
Cruz Total 20,459 30,142 47% 39,792 94% + 

Total 65+ 13,653 18,846 38% 25,603 88% + 
SEABHS Total 140,413 166,906 19% 204,259 45% + 

Arizona 65+ 310,000 470,000 52% 655,000 111% + 
Total 2,720,000 3,605,700 32% 5, 335,100 96% + 

Source: Arizona Statistical Review. 1988 Valley National 
Bank Publication. 
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