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MEETING THE MENTAL HEALTH

CHALLENGES OF THE ELDER BOOM
by

Michael B. Friedman, LMSW, Kimberly Williams, LMSW,
Emily Kidder, MPH Candidate, and Lisa Furst, LMSW

America is aging. The baby boom generation has become the elder boom
generation, and the number of older adults in the United States will more than double
between 2010 and 2050 and increase from 13% of the population to 20% (Grayson &
Velkoff, 2010). This has fueled great concern about the viability of the Social Security
system, about the sustainability of Medicare, and about the availability of a workforce to
provide health and social services people of all ages.

There is also widespread concern about the physical health of older adults and
about Alzheimer's Disease. But, for the most part other mental health needs are
overlooked. This is unfortunate for five basic reasons.

First, contrary to the underlying ageist assumptions of our culture, people can live
well in old age; but one cannot live well without mental health. Mental health promotion
and the prevention of mental iliness, therefore, are critical to successful aging.
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Second, mental illness has a terrible impact on physical health. People with
mental disorders are more likely to have physical disorders, and people with co-
occurring physical and mental and/or substance use disorders are at higher risk for
disability and premature death and have far higher medical costs than those with
physical disorders alone (Kilbourne, et al., 2005; Husaini, 2000; Katon, &
Ciechanowski, 2002).

Third, approximately 20% of older adults have diagnosable mental and/or
substance use disorders, including dementia (U.S. Department of Health and Human
Services, 1999). This increases to over 50% of older adults by age 85 (Byers, Yaffe,
Covinsky, Friedman, & Bruce, 2010. Over time, the most common mental disorder is
dementia—the prevalence of which doubles every five years beginning at age 60 (U.S.
Department of Health and Human Services, 1999; Cummings, & Jeste, 1999). But the
range of behavioral health problems also includes:

e anxiety and mood disorders, which often co-occur with dementia in its early and
middle stages,
e psychotic conditions such as schizophrenia and severe mood disorders
e substance use disorders.
Some of these mental and substance use disorders begin early in life; some become
more severe later in life, while others emerge in old age.

Fourth, untreated mental and/or substance use disorders contribute to avoidable
placements in institutions, such as nursing homes, probably driving up the costs of long-
term care ( Friedman, 2009). They also contribute to social isolation and high suicide

rates among older adults (Centers for Disease Control and Prevention, 2007).
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Fifth, all older adults face emotional, developmental challenges, including social
and occupational role changes, diminished—but not lost—physical and mental abilities,
losses of family and friends, and the inevitability of death.

In order to achieve the major goal of community mental health, which is to help
people with mental disorders avoid institutionalization and live where they prefer in the
community, a number of key changes are needed in the systems of care for older
adults. These include (1) supports for family caregivers, who provide 80% of the care
(Spillman, & Pezzin, 2000) for adults with disabilities, (2) housing alternatives to
institutions for those who cannot remain at home without extensive support, (3) home-
based services for those who are able to live in the community but are physically or
psychologically homebound, (4) improved access to mental health and substance
abuse services in community settings, (5) improved quality of services in community-
based and institutional settings (6) increased integration of physical and mental health
care, (7) increased collaboration with the aging services system, (8) enhanced outreach
and mental health education in the community, (9) a larger and more clinically and
culturally competent workforce, (10) increased and restructured mental health financing,
and more.

This chapter focuses on the behavioral health challenges of old age. Part 1
provides a brief overview of the critical demographic shifts and discusses the major
mental and substance use disorders of old age and useful interventions. Part 2
addresses the failure of mental health policy in the U.S. to anticipate the elder boom

and identifies key policy changes needed to meet its mental health challenges.
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Part One: Mental and Substance Use Disorders in Old Age

The March of Demography

Over the first half of the 21 century the number of adults 65 and older in the
United States will more than double from 35 million in 2000 to 88.5 million in 2050. The
greatest growth will take place between 2010 and 2030, when the population of older
adults will increase from 40 million to 72 million (Grayson & Velkoff, 2010).

More important than the growth in numbers is the growth of older adults as a
proportion of the population from 13% to 20% (Grayson & Velkoff, 2010). Because the
working age population will decline by 5% as a proportion of the population (Grayson &
Velkoff, 2010), there are great concerns about the viability of Social Security pensions
and Medicare. There are also concerns about whether there will be enough workers in
the helping professions to provide the care that disabled older adults will need.

In addition, during the first half of the 21st century there will be a vast increase in
both the number and proportion of minorities. The Census Bureau projects that by
2042, minorities will outnumber whites in the United States. For older adults, the
Census Bureau projects that the minority proportion of the older population will grow
from about 15% in 2000 to 20% in 2010 to nearly 30% in 2030 and 42% in 2050
(Grayson & Velkoff, 2010). Although the Asian population will grow at the fastest pace,
Latinos will be by far the largest portion of the minority population.

This demographic change makes issues of "cultural competence” increasingly
important. Can the systems of care for older adults in the United States, which currently
are not adequately responsive to the needs of minorities, develop the capacity to meet

the needs of an ever larger population?

Friedman et al Geriatric Mental Health 4



Mental and Substance Use Disorders Among Older Adults

Approximately 20% of older adults have one or more diagnosable mental and/or
substance use disorders in any given year (U.S. Department of Health and Human
Services, 1999). This does not include people with minor depressions, emotional
distress that does not meet the criteria for a diagnosis as a mental illness, or substance
misuse that does not meet the criteria for abuse. For example, 17% of the population
of older adults drinks excessively (U.S. Department of Health and Human Services,
2009) but less than 2% have a diagnosable alcohol or drug use disorder (U.S.
Department of Health and Human Services, 2009).

Assuming that the prevalence of mental and substance use disorders among
older adults remains constant, the number of older adults with diagnosable mental
illnesses in the U.S. will more than double from 7 million in 2000 to 14 million in 2030 to
18 million in 2050 (Kessler & Wang, 2008; Grayson & Velkoff, 2010).

GRAPH 1

Projected Growth of 65 and Over Population with Mental
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Given the shortage of geriatric mental health services now, it is doubtful that so
much growth can be handled without higher than proportional growth of mental health
professionals, as well as restructuring provider roles so as to get the most possible from
paraprofessionals and volunteers.

A heterogeneous population

Older adults with mental disorders are a heterogeneous population, most of
whom live, and want to remain, in the community. They include:

o People with long-term psychiatric disabilities who are aging

o People with psychotic conditions that develop in late life

o People with dementia, most commonly Alzheimer's Disease

o People with mild to severe mood and/or anxiety disorders

o People with substance use problems, primarily alcohol and prescription drug misuse
but also some abuse of illegal substances and some people with lifelong addictions

o People whose behavior is challenging to their caregivers

o People with emotional problems adjusting to old age.

PREVALENCE OF MENTAL DISORDERS AMONG YOUNGER AND OLDER ADULTS (U.S.
Department of Health and Human Services, 1999)

Type of Disorder Ages 18-54  Ages 55+
Any Disorder 21% 19.8%
Any Anxiety Disorder 16.4% 11.4%
Any Major Mood Disorder 7.1% 4.4%
Schizophrenia 1.3% .6%
Severe Cognitive Impairment 1.2% 6.6%
(Mostly dementia)
Anti-social Personality 2.1% -
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While the overall prevalence of mental disorders is roughly the same among
older and younger populations, the mix of disorders varies significantly. Perhaps most
surprising is the decline in major mood disorders as people age.

Lifelong and Late Life Disorders

It is common and often useful to distinguish older adults with lifelong mental
and/or substance use disorders from those with late life disorders. However, with the
exception of dementia, most people with mental illness in old age have had mental
illness earlier in life as well (Kessler, et al., 2005). Often it has not been severe enough
to be a major problem. Typically something happens in later life that exacerbates the
disorder such as death of a spouse, job loss, or serious physical iliness or injury.
Therefore, it is often more useful to distinguish among people with long-term psychiatric
disabilities, people with long-term mental disorders exacerbated in old age, and people
with late life disorders.

People With Long-Term Psychiatric Disabilities Who Are Aging

Mr. C., who just turned 75, has suffered from severe mental illness since his early 20’s. He lived
in a state hospital for many years, moved to a single room occupancy hotel (SRO) during
deinstitutionalization, became homeless when SROs were converted to luxury housing, but
eventually was housed in an apartment where case managers check in as needed. In the
beginning his parents provided extra supports and advocated on his behalf, but they died ten
years ago, and his siblings do not live nearby. As he has aged, he has become increasingly
obese. Now he has diabetes and arthritis and the beginnings of dementia. His case manager has
been unable to arrange good medical care or to find appropriate housing in the community. He
has begun to consider referring him to a nursing home. Mr. C’s fate will become increasingly
common as more people with serious and persistent mental illness become elderly.

The population of older adults with serious long-term psychiatric disabilities is a
very small portion of the general population—about 1% (McAlpine, 2003). But these are
the people who have been the traditional, primary responsibility of the public mental

health system. They include people with schizophrenia and people with severe mood
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disorders, such as bipolar disorder, which are "treatment refractory”, i.e. do not respond
to treatment. Many--if not most--of this population have had (or currently have) co-
occurring substance use disorders. Most people with severe, persistent mental
disorders experience functional limitations (disabilities) related to their illnesses. Over
time a significant number of people with long-term psychiatric disabilities “recover”
(Anthony,1993). Some become asymptomatic, while others may continue to experience
symptoms of schizophrenia or a major mood disorder but become more able to function
independently and develop lives that they find satisfying and meaningful. Some
‘consumers,” as they are often called, have become important leaders in the field of
mental health.

One of the reasons that the prevalence of serious and persistent mental iliness
declines with age is that the life expectancy of people with serious mental illness is
considerably lower than the general population. Reports range from 6 to 32 years
(Colton & Manderscheid, 2006; Dembling, Chen, & Vachon, 1999; Piatt, Munetz, &
Ritter, 2010). A major reason for lower life expectancy is poor health. People with
serious mental illness are at high risk for obesity (related in part to their anti-psychotic
medications (Tiihonen, 2009)), hypertension, diabetes, heart disease, pulmonary
conditions (many are heavy smokers), and communicable diseases, particularly
hepatitis and HIV/AIDS, that are related to histories of drug abuse, of hard and
dangerous periods of homelessness, and of being victims of crime. They are also at
high risk for suicide and for accidental deaths, especially overdoses of their medications

as well as falls.
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The greatest need of people with long-term psychiatric disorders is support to live
in the community, especially stable housing as well as cash and in-kind public
assistance. Parents provide housing, financial assistance, and other supports for many
younger adults with long-term psychiatric disabilities; but as the parents age, become
disabled, and ultimately die, they can no longer provide for their now aged children.
Supplemental needs trusts can help but usually to a limited extent; and unless a sibling
is willing and able to take over for the parents, older adults with continuing psychiatric
disabilities will need supports to remain in their homes or alternative supportive housing
arrangements to avoid institutionalization.

A broad range of mental health services organized into a comprehensive system
is also necessary for this population. This includes psychiatric rehabilitation (especially
employment opportunities, activity, and social interaction); outpatient treatment in clinics
and day programs; inpatient treatment (preferably in local general hospitals);
specialized crisis services (mobile crisis teams as well as emergency rooms); outreach
programs such "assertive community treatment”; and case management.

A "recovery" orientation is as essential to work with older adults as with younger
populations. Often, however, recovery goals for older adults should not emphasize
employment, because for many (but not all) older people employment is no longer a
personal goal. Older adults with psychiatric disabilities do, however, have other
important goals such as serving as volunteers, enhanced socialization, improved
relationships with their families, enhanced connections with houses of worship,
improved management of their physical health conditions, and stable housing in the

community that addresses declines in physical and cognitive capacity. The critical point
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is that older adults with long-term psychiatric disabilities can lead lives that they find
satisfying and meaningful, and services should be organized in ways that help them do
so.

Anti-psychotic medications are useful for most people with long-term serious
mental illness, even those in "recovery”. However, the side effects of these medications
can be particularly dangerous for older adults--especially to those who also develop
dementia. Because this population is somewhat more likely to develop depression,
anti-depressant medications may also be helpful.

Typically older adults react differently to medications than younger adults. For
this reason, doses of psychiatric medications for older adults must be monitored very
carefully and adjusted (usually down) as reactions to them change.

As they age, people with psychiatric disabilities are even more likely than other
older adults to develop serious, chronic physical conditions for which routine treatment
is necessary. Eventually many develop physical disabilities and/or dementia, which will
result in their needing additional care--especially home-based care--to be able to live in
community settings. In general, housing designed for adults with long-term psychiatric
disabilities does not build in the capacity to deal with serious, chronic physical
conditions. As a result, many older adults with psychiatric disabilities end up in long-
term health care programs not designed to meet their mental health needs, including

adult medical day centers, assisted living, and nursing homes.
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Late Life Psychotic Conditions

Ms. F. had lived with her mother all her life and never had a significant love relationship,
but she had had a responsible job and many friends despite occasional periods of major
depression. She became depressed more frequently after she was forced to retire but
continued to have an active social life and took good care of her mother, who was in her
90s and increasingly disabled. When Ms. F. was 70, her mother died. Shortly after that
she became acutely psychotic, experiencing both hallucinations and delusions. After a
brief stay in psychiatric unit of a local general hospital, she recovered and returned
home. Over subsequent years she had similar psychotic breaks from time-to-time.

She had good home health aides, but they were not prepared to deal with her mental
condition, and the nephew who took responsibility for her care simply burned out after
too many crises in the middle of the night. Ultimately she could not manage in her
home and was placed in a nursing home where she lived, mostly unhappily, until she
died about 5 years later.

People of any age, including older adults, can develop psychotic conditions, i.e.,
extreme disruptions of mental functioning that usually make people incapable of
carrying on life as they ordinarily do. Hallucinations, delusions, loss of a sense of
reality, and irrational thinking processes are all characteristic of psychotic episodes.

Psychotic conditions can be (1) transient, a one-time event that never recurs, (2)
recurrent, characterized by relatively short periods of psychosis and normal functioning
in between, or (3) chronic, shifting between acute phases and phases of poor
functioning.

Older people who experience transient or recurrent psychotic episodes need the
same sort of treatment that younger people do, including crisis management and
outpatient and inpatient services. Transitional services such as partial hospitalization
and a stay in a community residence may also be helpful, although it is generally best
for people to return to their homes as rapidly as possible and to provide supports there.
This is easier said than done because of the shortage of in-home workers with

competence regarding mental illness. Often family members must be caregivers during
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the process of recovery, creating considerable family burden. Support for these
caregivers is often key to avoiding institutionalization.

Older people for whom late onset psychotic conditions become chronic are
virtually indistinguishable from people with long-term psychiatric disabilities and like
them need integrated physical and behavioral health services. They also can often
benefit from the kinds of rehabilitation programs that serve those with lifelong
conditions. Unfortunately, eligibility rules for these programs often exclude people who
have not had a long history in the mental health system. This is one reason why it is not
uncommon for older adults who develop long-term psychotic conditions to be treated in
the long-term health care system, often rapidly ending up in nursing homes.

Psychotropic medications are generally used during a psychotic episode and
sometimes continued in the hope of preventing relapse. For older adults special care
must be taken with regard to dosage, especially for those who also have dementia, for
whom anti-psychotic medications can be lethal.

Dementia

Mr. V. began to experience confusion when he was 80, but he was able to hide it from
his family and friends. He loved woodwork and made almost daily trips to the hardware
store. Once he forgot where he was going, got lost, and became very frightened. It
happened again. He began to make excuses for not going out at all. Over time he
found it impossible to do crossword puzzles and began to display angry frustration. The
family doctor diagnosed him as in the early stages of dementia. In fact, Mr. V. was also
depressed, as are approximately 25% of people with dementia. With treatment for the
depression, he might have overcome some of his cognitive impairment and recovered a
better quality of life.

Dementia, of which Alzheimers’ disease is the most common form, is the most
feared of all the possible mental disorders of old age, in part because it is increasingly

common as people age, in part because it takes such a terrible toll on people’s lives,
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and in part because there is no recovery. There are medications that can slow the
process of deterioration; but so far, that process is inexorable. The greatest hope for
the moment is that deterioration can be slowed enough so that older people die of other
conditions before they reach the end stage of dementia.

During the early and mid-stages of dementia when normal functioning is
possible, though to a decreasing extent, it is not unusual for people to develop
depression and/or anxiety disorders. Fortunately, both depression and anxiety are
treatable in people suffering from dementia (Draper,1999; Snowden, Sato, & Roy-
Byrne, 2003; Kraus, et al., 2008). And, since both depression and anxiety produce
cognitive decline, successful treatment will improve the functioning of the person with
dementia. It will not cure or stop the decline due to dementia, but it will help people to
lead far better lives in the time they have.

Many people with dementia exhibit "behavior problems" such as refusal to follow
through on treatment, wandering, verbal abuse toward caregivers, dangerous
forgetfulness, and more. (We discuss behavior problems later in the chapter.) In
general, non-pharmacological interventions based on a sense of the humanity of the
person with dementia can be helpful and are preferable because of the risks of
psychiatric medications for this population. Unfortunately, there is considerable
evidence that anti-psychotic medications are overused to control behavior (Gill, 2007),
and this should be monitored carefully wherever people with dementia get care. When
psychiatric medications must be used for the treatment of psychotic, mood, or anxiety

disorders, medication monitoring to ensure appropriate dosage is critical.
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In addition, it is important to understand that the dread of dementia is in part in
the mind of the beholder. There are those who find people with dementia to be more
emotionally open and more willing to take interesting creative risks (Zeisel & Raia, 2000;
Zeisel, 2009). People with this perspective about those with dementia can help them
make different, but meaningful, lives for themselves.

Finally, it is important to keep in mind that family members are the primary
caregivers of older adults with dementia, and they are at high risk for mood and anxiety
disorders as well as for physical illnesses. They frequently “burn out” because of the
stress; and, as a result, a significant number of older adults go to nursing homes who
could remain in the community if their families were given appropriate supports--
including individual counseling at convenient times and places, crisis intervention, family
counseling, access to caregiver support groups, and respite care. Studies indicate that
providing this kind of support for family caregivers can defer placement in nursing

homes 18 months or longer (Mittelman, Haley, Clay, & Roth, 2006).

Depression

Mrs. S was 81 when she stopped playing bridge and going to theatre with her friends. It
just wasn’t fun anymore. She became more and more withdrawn and did not take much
interest in her children or her grandchildren. Her daughter persuaded her to go to a
psychiatrist whom she told that she did not have the energy she used to have and that
she had trouble concentrating. She said that she did not think she was useful to anyone
and that “it’s all downhill from here.” With anti-depressants and cognitive therapy, she
soon resumed cards and theatre and other pleasurable activities. She was lucky. Many
older adults refuse to seek psychiatric help because they are embarrassed, because of
their lack of knowledge about mental iliness, or because they cannot find good
treatment due to shortages of geriatric mental health professionals, cost, travel, and
other obstacles.

It is widely believed that depression is common in old age. In fact, however, a

majority of older adults probably never experience depression; and epidemiological
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studies consistently show a decline of major depressive disorders in old age (Blazer,
2009; Byers et al., 2010)." It may or may not be that older adults are more likely to
experience sadness, but sadness and major depression are not the same. A diagnosis
of major depression requires the presence for a period of at least two weeks of one of
two cardinal symptoms and a total of five symptoms altogether. The cardinal symptoms
are (1) profound sadness with a sense of hopelessness and (2) a lack of interest or
pleasure in people or activities that have been a source of interest or pleasure in the
past. While persistently sad mood is the symptom most commonly associated with
depression, there can be depression without sadness, in which the predominant
symptom experienced is the loss of the capacity to experience interest or pleasure in
activities formerly enjoyed (Gallo & Rabins, 1999). Additional symptoms of depression
include: disturbances of activity, eating, or sleep; rumination or inability to concentrate;
irritability, and others. The most dangerous symptom is recurrent thoughts of death
and/or suicide. Older adults are far more likely to complete suicide than younger
people.

Fewer than 5% of older adults have a major depressive disorder in any given
year (Blazer, 2009). Minor depression is more common, affecting 8%-20% if older
adults each year (U.S. Department of Health and Human Services, 1999). The

likelihood of having major depressive disorder is greater among those with chronic

* There are three major theories about the apparent decline in major depression. One is that is that there
isn’'t really a decline. The apparent decline is due to inappropriate diagnostic standards for older adults or
reflects the fact that epidemiological studies are done only with people who live in the community and
don't include institutionalized populations. A second theory is that the prevalence of depression varies
from generation to generation. The current generation of very old people has weathered very tough
times—The Depression, World War Il, and more. Will the next generation of older adults have as much
resilience as the current generation? A third theory to explain the apparent decline of major depression
as people get older is that people with serious health conditions who are also depressed are at higher risk
for disability and/or premature death than those who are not depressed. A significant number of people
with depression just don’t live to be old or are in institutions.
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physical conditions, still greater among those needing home health care (Hybels &
Blazer, 2003), and greater still among those in institutions such as nursing homes
(Blazer, 2009).

Although not as prevalent as widely believed, depression is dangerous. It has a
negative impact on physical health, is correlated with premature disability and death,
contributes to social isolation (see the end of the section on anxiety), and also
contributes to the high rates of suicide among older adults (see next section).

Depression appears to be highly treatable. An extensive evidence base
indicates that the use of medications and psychotherapy together is most effective but
that the use of medications or psychotherapy alone can also be effective.
Psychotherapies with research support include cognitive therapy, cognitive-behavior
therapy, problem solving therapy, and interpersonal therapy.

Many people with mild or moderate major depression get treatment from primary
care physicians, who--unfortunately--provide minimally adequate care for less than 15%
of the people they treat (Wang et al., 2009). However, there are a number of evidence-
based approaches to providing effective treatment of depression in older adults in
primary care practices, including Improving Mood: Promoting Access to Collaborative
Treatment (IMPACT) (Untzer er al., 2002) and Primary Care Research in Substance
Abuse and Mental Health for the Elderly (PRISM-E) (Bartels, et al., 2004), among
others (Oxman, Dietrich & Schulberg, 2005). All of these approaches provide a care
manager to follow up with the patient to be sure they are adhering to treatment and, in

some cases, to provide brief counseling such as problem-solving therapy as well.
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Of course, for those with severe or psychotic mood disorders, inpatient care,
partial hospitalization, crisis intervention, and other services will be necessary.

Non-professional interventions are also helpful for older adults with major
depression. Being active and involved with other people can make a big difference.
Physical exercise also seems to be helpful. And for many people depression is linked
to concrete or psychosocial problems, such as lack of adequate income, isolation and
loss of a loved one. Addressing these external "causes” of depression can also be
enormously helpful.

Suicide:

Mr. A, who was 86, completed suicide shortly after his wife died and he was diagnosed with
cancer. He had seen a doctor days before, but the physician did not notice that he was
depressed, let alone recognize that he was at risk for suicide. It is a sadly common story. Older
people complete suicide 50% more often than younger people, a rate which rises to nearly
500% higher in white men over the age of 85 (Centers for Disease Control and Prevention,
2007). And most have seen primary care physicians shortly before they commit suicide
Schmutte, O'Connell, Weiland, Lawless & Davidson, 2009).

Depression contributes to the high rate of suicide among older adults, who
complete suicides 50% more than the general population or even teenagers and young
adults (Centers for Disease Control and Prevention, 2007). Suicide among older adults
is primarily a white male phenomenon, and it increases with age. White men 85 and
older complete suicide nearly five times as often as the general population.

Although depression is probably the most common cause of suicide, there are
older people who chose to take their own lives who do not meet diagnostic criteria for
major depression (Conwell, et al., 1999). In fact, Oregon’s assisted suicide law is in
part based on this fact (Chin, Hedberg, Higginson & Fleming, 1999). There, people who

want assistance taking their own lives have to be examined and found not to be
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mentally ill and to be able to make rational decisions by a psychiatrist before the

assisted suicide can proceed legally.

GRAPH 3

Suicide Rates Per 100,000 By Age (2002-2007)
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In addition to depression, other risk factors for suicide among older adults, co-
morbid medical conditions, particularly those which cause pain and decline in physical,
social and/or occupational functioning, social dependency or isolation, family discord or
losses, inflexible personality or rigid coping styles, and access to firearms. Those who
have a history of suicide attempts are at particularly high risk, especially if their suicide
attempt has been planned rather than impulsive (Conwell, 2001).

Suicide prevention efforts should include improved identification of risk by
primary care physicians and others who come in contact with older adults seeking help
for one reason or another. This is not easy because people with depression are often
very skilled at hiding their emotions. The use of effective screening tools for
depression--such as the PHQ-2 or 9--is preferable to relying on a physician's perception
alone. Providing treatment for those who are depressed can be helpful as a measure
to prevent suicide. Additional effective prevention efforts to target high risk groups
include optimizing functioning and minimizing physical pain in primary care and home
health as well as decreasing social isolation and increasing social supports.

Crisis call centers can play an important role in efforts to prevent suicide (Gould,
Kalafat, Munfakh & Kleinman, 2007; De Leo, Buono & Dwyer, 2002; Mishara et al.,
2007). The National Suicide Prevention Lifeline (NSPL) provides a single telephone
number that connects to about 150 call centers around the country. It should be well-

publicized everywhere--1-800-273-TALK. NSPL has also introduced a number of

on-line tools, using the power of social networks to reach people considering suicide.
They probably do not reach many older adults now, but the new generation of older

adults will undoubtedly be more computer savvy than the current generation.
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Mass public education campaigns (Conwell, 2001) and accompanying toolkits,
such as the Suicide Prevention Education and Awareness Kit (SPEAK) in New York
State, can also be useful in improving awareness and reducing shame about seeking
help.

Anxiety

Mrs. P is 76 years old. She has been a “worry wart” all her life, but since her husband died she
has become so anxious that it is difficult for her to manage the basic routines of her life. She
can’t concentrate or make day-to-day decisions. She feels restless almost all the time. She has
trouble sleeping because her mind fills with worries. She goes to her doctor frequently with
complaints about headaches and stomach problems. There is no physical explanation for her
symptoms; and she spends much of her time with the doctor talking about her many worries.
These include her feeling that no one will enjoy her company, that she’s just not fun. She
doesn’t want to burden people with her presence and so has become increasingly socially
isolated. Left alone with her thoughts, she becomes even more worried. This form of
“generalized anxiety” is not uncommon among older people.

Mrs. C lived alone in the apartment in which she and her husband had raised their children.
She had always been a bit distrustful. The butcher put his thumb on the scale. A teacher had it
in for a daughter who wasn’t doing well in school. After her husband died, her suspiciousness
grew into paranoia. (Many serious mental disorders in old age are exacerbations of an
underlying character trait or minor mental illness that are triggered by an adverse event such as
the death of a spouse or poor health.) Mrs. C came to distrust even her daughter, accusing her,
for example, of stealing her diamond ring, which she had simply misplaced. Her daughter was
tolerant to a point but eventually arranged for help in the home in part so she didn’t have to face
her mother’s abuse every day. “You say my daughter sent you,” the mother yelled through the
door. “l know you’re from the CIA.” She did not open the door. Eventually, Mrs. C had to go to
the hospital for treatment of pneumonia. Her daughter and the social worker agreed that, given
her growing physical disabilities and the difficulties she presented at home, she should be in a
nursing home. Mrs. C never went home again, a not uncommon fate for people who cannot
accept help in the home.

Anxiety disorders are the most prevalent mental illnesses among older (and
younger) adults, affecting over 10% of those 65 and older (Byers, et al., 2010). There
are a number of different types of anxiety disorders, including generalized anxiety,
social anxiety, phobias, obsessive-compulsive disorder, and post-traumatic stress

disorder. Many anxiety disorders are treatable in much the same way that depression
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is treated, including psychotherapy, supportive interventions, and psychotropic
medications.

Although anxiety disorders can be relatively mild and cause limited disruption in
an older person's life, too often they are major causes of social isolation and
unnecessary institutionalization. This is particularly true when anxiety takes the form of
paranoia, which can range from suspiciousness to paranoid delusions such as the belief
that a neighbor is a spy. Such paranoid ideation can lead to a rejection of help,
increasing the likelihood of institutionalization.

Social Isolation

Severe anxiety and depression, which frequently co-occur, often contribute to
social isolation. In research studies and policy reports, living alone is frequently a proxy
for social isolation, but that is a mistake. Social isolation does not mean living alone; it
means being largely cut off from the outside world. People who are socially isolated
have generally lost their relationships with family and friends, do almost nothing that
gives them pleasure, and may not leave their homes except for doctors’ visits or
perhaps to buy groceries. Of course, some people are isolated because of physical
problems, but many people are isolated because they are too depressed to rouse
themselves or too frightened to leave their home. Frequently they are caught in a
vicious cycle. Contact with people and activity would lift their spirits and calm their
fears, but they are too depressed or anxious to do what would help them most. And
they become increasingly depressed and/or anxious because of their isolation.
Breaking the cycle of isolation is exceedingly difficult. Often it requires persistent

outreach and great patience (Brennan, Vega, Garcia, Abad, & Friedman, 2005). And
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this is made all the more difficult because outreach services of this kind are usually not
funded.

Substance Use Problems

Alcohol and Medication Misuse and Abuse

Mrs. J. is 75 years old. She has lived alone since her husband died. At first she kept up the
relationships she and her husband had had together, but over time she began to feel like a third
wheel and stayed alone more and more. She began to drink in the evenings to comfort herself
and to help her fall asleep. One night she fell and broke her hip.

Mr. L. retired with nothing to do and barely enough money to live on. Travel and other
retirement activities were not financially possible for him. He began hanging out with his friends
at the local bar. Over time a couple of beers sipped slowly became a pitcher or two. He got
drunk often and became a hazard to the highway when he drove home from the bar. His
relationship with his wife became more and more troubled.

Mrs. S had arthritis and was in constant pain. It was intolerable, and she would do anything to
make the pain go away. She went to different doctors and got different prescriptions for
painkillers. She bought whatever she could over-the-counter. She became addicted to opioids
and damaged her stomach with the excessive doses of aspirin, Tylenol, and ibuprofen.

Stories like this are sadly common. In fact, alcohol and prescription drug misuse affects over
15% of older adults. Few substance abuse programs are geared to meet their needs.

Lifelong Addiction

Mr. R had been a hardcore drug addict most of his life. He had robbed people to support his
habit, been in and out of prison several times, and had been on the verge of death more than
once from injuries and ilinesses that are a typical part of a life on the street. But somehow he
survived. When he turned 65, he looked back on his life with horror. He saw lost opportunities
to have a meaningful life as well as lost relationships with his parents, siblings, and his own
children. He wanted to redeem himself; he wanted to resurrect long lost relationships. Some
people like Mr. R manage to revive relationships with their family and to begin a different way of
life. Some burned their bridges long ago.

Misuse and abuse of alcohol is the major substance use problem among older
adults. The misuse or abuse of prescription and over-the-counter medications is also a
significant problem. Both are more common than misuse or abuse of illegal
substances. According to the study most often used in policy reports, 17% of older

adults consume more alcohol than recommended by the U.S. National Institute on
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Alcohol Abuse and Alcoholism (NIAAA) and/or misuse medications (Blow, 1998).
SAMHSA reported that in 2002 "12.2% of older adults reported binge alcohol use and
3.2% reported heavy alcohol use". This report also noted, " Among older adults, 1.4
million (1.8%) used an illicit drug during the past month. Marijuana was the most

commonly used illicit drug (used by 1.1% older adults), ...." (Substance Abuse and

Mental Health Services Administration, 2005).

Although illegal drugs have not been used much by the current generation of
older adults, it is widely expected that when the baby boomers (the generation of
“drugs, sex, and rock and roll”) become the elder boomers, there will be increasing use
of illegal substances among the elderly. And, because physical changes in the body as
one ages reduce tolerance for alcohol and other substances that are used
recreationally, the potential growth of older people who have been recreational drug
users is a matter of concern.

Many older adults who misuse or abuse substances are people who under or
over-utilize medications. Some people can’t afford medication, so they take less of it.
Some people can’t remember to take their medication and end up under or over-dosing.
Some people just don’t like to take medications. Some people cannot tolerate incessant
pain or other physical suffering and medicate themselves with anything they can get
their hands on that seems to help, often creating significant iatrogenic health and mental
health problems for themselves.

Among older adults the onset and course of substance misuse or abuse varies.
Some older adults began abusing substances earlier in life and have been using most

of their lives. Some early-onset abusers are hard core substance abusers who survive
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into old age, curtailing their addictions as they age. This includes people in methadone
programs who are aging, and it also includes survivors who find new hope as they age
and who want to make restitution and to build new lives for themselves. Few older
adults are late-onset substance abusers. Rather, most are intermittent abusers who
misused a substance when they were younger and are now returning to that substance
in their later years perhaps to cope with developmental challenges. In addition, there
are older adults who were recreational users when they were younger, and the ‘use’ of
alcohol and/or drugs becomes misuse/abuse in later life due to age related physical
changes.

A number of different types of services are useful for people who misuse or
abuse substances. Brief interventions, including counseling and public education
(especially regarding reduced tolerance for alcohol, medications, and illegal drugs),
particularly in primary care has shown to be effective. An evidence-based approach
called "Screening, Brief Intervention, Referral, and Treatment” (S-BIRT) is fundable
through Medicaid. It can be used in emergency rooms and primary care practices as
well as in mental health and substance abuse clinics.

Motivational interviewing is an important component of S-BIRT. It is also useful
for primary care providers who identify substance use issues and want to help their
patients change their behavior or lifestyle.

Other types of useful services include outpatient treatment, outpatient and
residential detoxification, outpatient and residential rehabilitation, and mutual aid/self-

help groups such as Alcoholics Anonymous. Integrated treatment for those with co-
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occurring mental and substance use disorders and for those with co-occurring physical
and/or behavioral disorders is especially important but not widely available.

There are a number of medications for addiction that appear to be helpful.

Substance abuse programs need to be tailored for older adults, but while age-
specific treatments, including peer-self help groups appear to be particularly helpful for
older adults, they should be given a choice of being in programs only for people of their
age or with younger people as well.

Whether confrontation style interventions work for older adults is a matter of
controversy. And whether the goal of treatment is abstinence or harm reduction is
extremely controversial.

Behavioral Problems

Mrs. S. was a “hoarder”. Her apartment was beyond cluttered. Old newspapers, old clothes,
mementos of her 81 years were everywhere. It was so crowded that she, a very small, thin
woman, could barely walk from bedroom to bathroom to living room to kitchen. All the rooms
were filled. She stopped cleaning, stopped washing dishes. Cockroaches took over the
apartment, and a stench developed that was so bad that her neighbors called the police, who
called the Health Department, which ordered her to clean up. When she didn’t, Mrs. S was
referred to Adult Protective Services (APS). The worker tried to persuade her to clean up and
threatened to have it done for her. She did nothing. A cleaning service came in and took away
the stuff of Mrs. S’s life. She became emotionally distraught. Mrs. S was lucky a good worker
from a mental health organization got involved and helped her weather what she experienced
as an assault on her life. Often, people like Mrs. S. get moved to nursing homes because APS
workers have no other resources.

Older adults with dementia or other forms of mental illness often have “behavior
problems”. These include refusal to accept, resistance to, or inability to follow treatment
regimens; verbal, or occasionally physical, abuse of family and/or paid caregivers;
sexually inappropriate behavior; wandering; dangerous behaviors such as smoking in
bed or not turning the stove off; and maddeningly annoying behaviors such as constant

complaining, asking the same question over and over again, or refusing to bathe.
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Older adults with such problems frequently become socially isolated and alienate
caregivers. Many end up in nursing homes because home-based care becomes
impossible. And in institutions the people most difficult to the staff are often restrained
chemically or physically because appropriate non-pharmacological interventions are not
available.

Understanding that behavior problems are not in the person said to have the
problem but in the relationship between the person and his/her caregivers is key to
being able to help them. Sometimes finding a good match is all that is needed, but
special training for both formal and informal caregivers is very important. This should
include information about mental disorders, behavior management techniques, and
practical methods of humane intervention based on appreciation of the individuality of
each person whose behavior is troublesome to caregivers.

Emotional Problems Adjusting To Old Age

Dr. A had been the Chairman of the Department of Cardiac Surgery at a major medical school.
He believed that he should not continue to operate after the age of 60 and that, if he did not
practice, he could not be an effective chairman, so he retired at 63. He had consulting work that
kept him busy. He had very close family and friends, but he missed day-to-day contact with
colleagues and ultimately he realized, as he put it, “I'm not a star anymore.” He wanted the
admiration and respect of others. He became depressed. Over time, Dr. A found a role as a
mentor to students at a nearby community college who were interested in careers in health
care. This helped him to weather the often painful transition to retirement. Increasingly, "civic
engagement" is being recognized as a way to support the mental health of older adults and to
provide help to younger and older people that otherwise would not be available.

Mr. F. had lost many family members and friends by the time he was 67. He had other people
in his life and did not become isolated, but he found that people popped up in his mind like
ghosts when he passed a restaurant where they used to meet for dinner or on the tennis court
where they used to play or on the highway when he passed a town he used to go to for family
get-togethers. The ghosts were bittersweet. He felt happy to be in their presence again but sad
that they were just figments of his own imagination. Sometimes he felt called to join them, and
more and more he thought that he too soon would be dead. It always made him a little tearful,
though the tears were as invisible to others as his ghosts. Sometimes he worked at being ready
to die; usually, however, he was so involved in real life that the idea of death surprised him. He,
like all older adults, needed to come to terms with the fact of mortality. Some do it through their
religious or spiritual experiences. Others do it without religion. It is often not an easy process.
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Old age is a stage of life that, like all stages, has its emotionally difficult
developmental challenges. People with or without mental illness have to face these
challenges. Most people make the emotional transition with some pain but without
developing a diagnosable mental disorder; others develop diagnosable disorders or live
in an unsettled state between an earlier phase of life and old age.

The major developmental challenges of old age are: major role changes such as
retirement, loss of status (common in Western cultures but not in some others where
elders are revered for their wisdom), reduction (but usually not complete loss) of
physical and mental capacities, the development of chronic health problems, loss of
family and friends, and coming to terms with death.

Many people react to this list with the sense that getting old must be depressing.
Not so. Most older people find a new meaning in their lives, new sources of
satisfaction, ways to cope with physical and mental decline, and ways to handle
mortality without denial.

Weathering the transition to old age successfully depends on good retirement
planning; keeping active and involved with others; having access to good health care
and to recreation, among other things. For many a connection with a religious group is
important. In addition, during this time of life, group and individual counseling is useful
to many people.

The range of what is needed to promote "positive aging” has led to a number of
different models for "age-friendly" or "livable" communities, efforts to make
neighborhoods/towns/villages better places for older people to live. Unfortunately

attention to mental health and substance use issues is rarely included in these models.
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The Geriatric Mental Health Alliance of New York has developed a guide to help
community planners to include mental health promotion and treatment (Williams &

Friedman, 2010).

Part Two: Needed Policy Changes

The American society is poorly prepared to respond to the social needs that will
emerge due to the vast growth of the population of older adults over the next two
decades. It is even more poorly prepared to meet the mental health challenges of the
elder boom. Changes are needed in the size and structure of the mental health and
substance abuse systems in both the public and the private sector. Changes are also
needed in the health system--in primary care, specialty care, and long-term care. The
aging services system also needs to pay considerably more attention to issues of
mental illness and substance misuse among older adults, as well as to take advantage
of opportunities to promote good mental health in old age.

What follows is the 12 Point Agenda for Change developed by the Geriatric
Mental Health Alliance of New York. There are other advocacy agendas related to
geriatric mental health that are available as well.”

A 12-POINT AGENDA
FOR IMPROVED GERIATRIC MENTAL HEALTH POLICY

1. PROMOTE MENTAL HEALTH: Pursue opportunities to promote mental health and
to prevent the development or exacerbation of mental and substance use disorders
in old age. Itis particularly important to build this goal into the health care delivery
system and into the efforts to modernize the aging services system and to develop
"age-friendly" communities.

" (1) The American Association of Geriatric Psychiatry: http://www.aagponline.org/advocacy/agenda.asp
(2) The Older Women’s League: http://www.mentalhealthweek.org/Policy Recommendations.html
(3) Alzheimer’s Association: http://www.alz.org/join_the cause advocacy.asp
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2. SUPPORT AGING IN THE COMMUNITY: Provide supports to enable older adults
with mental disorders to live where they choose—usually in the community. It is
particularly important to provide housing alternatives to institutions for older adults
with co-occurring serious physical and mental disorders, including supportive
housing and in-home care.

3. PROVIDE FAMILY SUPPORT: Provide support for family caregivers, including
those who care for aging spouses or parents with mental disorders, older adults who
care for grown children with mental disabilities, and grandparents raising
grandchildren. This should include tax benefits as well as services such as
counseling, psycho-education, support groups, and respite.

4. IMPROVE ACCESS TO MENTAL HEALTH AND SUBSTANCE ABUSE
SERVICES: To improve access to these services, it will be necessary (a) to increase
the amount of service available in both the public and private sectors. In addition,
(b) it will be very important to make services more affordable, mobile, and available
in home and community settings such as senior centers, senior housing, naturally
occurring retirement communities (NORCSs), and houses of worship.

5. IMPROVE QUALITY: The quality of mental health and substance abuse services
for older adults needs vast improvement in both community and institutional settings
and in both the public and the private sectors. This must include improved
identification and treatment of mental health and substance use problems by health
and aging services providers as well as mental health and substance abuse
providers.

6. INTEGRATE MENTAL HEALTH, PHYSICAL HEALTH, AND AGING SERVICES:
(a) It is important to integrate screening for and treatment of mental and substance
use disorders into primary and specialty health care if only because those with these
disorders are likely to also have chronic physical health conditions and to be
reluctant to go to specialty behavioral health settings. The emphasis on the
development of comprehensive "medical homes" and "accountable care
organizations" in federal health care reform creates an opportunity to focus on real
integration of meaningful behavioral health services in primary care. (b) Itis
particularly important to improve identification and treatment of mental, substance
use, and behavioral disorders in long-term care, i.e., in home health care, adult
medical day care, assisted living, and nursing homes. (c) Aging services settings
such as senior centers, senior housing, naturally occurring retirement communities
(NORCs), meals-on-wheels, case management, etc. are should routinely engage in
screening for and treatment of mental and substance use disorders in partnership
with mental health, substance abuse, or health care organizations. They should also
emphasize mental health promotion.

7. PROMOTE CULTURAL COMPETENCE: Minority elders will increase from 15 to
25% of the older population over the next two decades. Services need to be
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adapted in response to cultural differences. It is particularly important for services to

be provided in their native languages.

8. PROVIDE PUBLIC EDUCATION: (a)More extensive efforts are needed to combat

stigma, which causes reluctance to acknowledge or get help with mental or
substance use disorders. (b) Education is also needed about mental illness, the

effectiveness of treatment, and where treatment is available. Expanded information
and referral services specifically related to older adults would be of great value. (c)

It is particularly important to combat ageism, which results in the expectation that
depression and other mental disorders are unavoidable among older adults. and
ignorance about mental illness and its treatment.

9. ADDRESS SOCIAL/ECONOMIC ISSUES: Older adults with mental or substance
use disorders often face social and economic problems such as social isolation,
inadequate income, and poor housing. Itis important to help them address these
kinds of problems as well as to provide treatment for their mental and physical
disorders.

10. WORKFORCE DEVELOPMENT: The current shortage of clinically and culturally

competent providers will almost certainly get worse as the elder boom takes place.

There are two distinct issues to address--size and quality. (a) To build a bigger
workforce there need to new incentives to attract new workers. (b) There should
also be more initiatives to develop both paid and volunteer helping roles for older

adults themselves. (c) Enhanced professional and paraprofessional education and

training are also critical to building the workforce of the future.

11.DESIGN NEW FINANCE MODELS: Currently (a) there is not enough funding for
geriatric mental health services in both the public and the private sectors. In
addition, (b) financing models need to be restructured so as to support services in
home and community settings, support integrated service delivery, encourage the
use of state-of-the-art practices and service innovation, go beyond the medical
model, broaden Medicare coverage to include essential services such as case
management, and to facilitate pooling funding across service systems.

12.PROMOTE PUBLIC AND PRIVATE SECTOR READINESS: (a) Neither plans nor

structures have been created in government agencies to prepare for the mental
health and substance abuse challenges of the elder boom. Planning and the
clarification of responsibility for developing needed services should happen
immediately. (b) The workplace can play an important role through programs to
promote mental health among older workers and those who about to retire and
through efforts to support workers who are responsible for the care of older adult
family members.
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Conclusion

In the first half of the 21st Century, the population of older adults (65 and over)
in the United States will more than double. Overall about 20% of this population has a
diagnosable mental or substance use disorder, and this rises to over 50% by age 85
largely because of the significant increase in dementia as people age. Thus, increasing
longevity will result in disproportionately large increases in the numbers of older adults
with mental health and/or substance use problems, creating an alarming challenge to
the community mental health system, which is not prepared to meet this challenge if
only because the current and projected workforce is much too small and is not
adequately educated or trained in geriatric mental health and/or substance use
problems.

This chapter has provided an overview of the demography and epidemiology of
the elder boom as well as an overview of the mental and substance use disorders of old
age and of helpful interventions. In addition, it has provided a brief overview of the
shortcomings of current public policy with regard to geriatric mental health and a call to
action built on a 12-Point Agenda for Change.

Time has run out for our nation's service systems to prepare in advance for the
elder boom. Now we will have to confront the challenges of this vast demographic
change while it is underway. We hope that our nation--which, as we write this, is under
€enormous economic stress--is up to the task.
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