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President’s Comments

Interdisciplinary Health Care for Older Adults as a Model for the Future

of Health Care
Antonette Zeiss, Ph.D.

- pmvideabu’iefovelviewoﬁhemlkforthisnewsleuer,andthateﬁ'ortfollowsthseintmdmtmyremarks.
- Manyofmdmdimedthei&a&ﬂhwoddbewm&wbﬂetoaﬂemptmwmishMMomdme
Pmadenualaddrmevcry year, in the Division 12 journal, Clinical Psvchology” Science and Practice. I1do
plantopmpamawmplaeversiontosnbmitwthmjoumaLandIhopethatfomerand Presidents of Section II will do
likewise. Inthemmnﬁme,ifanySecﬁonmemberswwldﬁkeaﬁﬂcopyofthemofmytalk,feelfreetobeintouchwith
me at tmz@icon.palo-alto.med.va.gov.

I examined three inter-related points in this talk: First, since the mental health problems of older adults are often
inucrwovenimmimuymmhumngwmhalmmmncﬁmmeMWforoldrm&oﬁeredbyWﬂim
mwmpixddwﬁmﬁmﬁplemoﬁ@ﬁmmﬂdngmnmmwmwmmmm
mmadM&m.Smnd&eWpﬁnawtwnmo&ldmkhwommgmemmwmmmm
health care system, not just for older adnlts. Third.sstumsbeoomeﬂxestandaxdofcam,CﬁnicalGaopsychdogistsare
mwmmmmmmmmmmammmmmmm
model and making it work. 1 attempted to address these issues by 1) examining some lessons learned from care of older
adnlts,2)uﬁngmbaﬁcmmiplsdmmo&sdonﬂmmwoﬁ,3)mimngmﬁgnsdmmdm'sm&ng
Mmmm,mdﬂsxggsﬁnguagemrmSMMnmmhmmdomerwn&tmﬁeMmmhmmﬁraWﬁsm
work effectively in imterprofessional settings and to share their understanding of such work with others.

xmwmmmmmmdmmncmmmmmmm
health and fanction. There are many ways to explore that assertion. Rather than doing an exhaustive literature review, I will
prmmaamplesofmchmhﬁmshipsﬁommmeofmyownmmhmtwodiﬂ‘aemm:depressioninolderadultsand
sexnal dysfunction in older adults. hm!ypnbﬁshedworkwhhmym,muwinsohn,andcoueagwsatthe
Oregon Research Institute (Zeiss et al., l%),memmhed&erdaﬁonsﬁpsmongphysiealdisease,fumﬁonalimpaimng
and the onset of depression in community dwelling older adults. Considerable prior research has demonstrated a statistical
relaﬁonshipatsinglepointsinﬁmebetweentheprmceofphysimlillnessanddepressioninolderadlﬂts. The meaning of
this relationship, however, has not been clear. Is disease a risk factor for depression (the most common interpretation)? Or is
depraﬁonaﬂd:ﬁctorforbewmingmremaiﬂngphysicaﬂym(asmhmargue)? And if illness is a risk factor for
depression, what is the causal agent in that relationship? (continned on p. 6)

r had the great pleasure of presenting the Presidential Address for Section II at APA in August. I was asked to
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APA David Shakow Early Career Award: Treating Depression in

Disadvantaged Elderly
Patricia A. Arean, Ph.D., University of California, San Francisco

epression in low-income people over the age if 65 is a disabling and costly illness. Rescarchers estimate that

deolder,dimdvmmgedpaﬁemsmeetcﬁteﬁaformjormonandl8°/omeetcntmafor

Dysthymia (Koenig and Blazer, 1992; Aredn & Miranda, 1995; Finch, Ramsey & Katona, 1992). These
disorders are important to treat in older adults because they are highly related to increased disability, pain, suicidality,
placement in long-term care facilities and hospitalization, which leads to poor quality of life (Murphey, 1988; Harris et al,,
1988). Depression is also a costly iliness. Direct medical costs of depressed patients are approximately 50 % higher than non-
depressed controls matched for age, gender and severity of medical problems (Callahan et al 1992, Simon et al 1995, Unitzer
et al 1997). These costs are not only due to mental health utilization, but are due to increases in every component of health
care costs including primary care visits and laboratory, emergency and inpatient utilization (Simon et al 1995). In a study of
2,558d&rmmqmmmmmmmmammmmdfmo@y§m1%oﬁo.talhmlth
care costs (Uniitzer et al 1997). Because of the debilitating and costly consequences of depression in this population,
treatments for low income and elderly primary care patients in under served communities is important to explore (NIH,
1992).

Few research initiatives have specifically looked at the role psychosocial interventions play in the treatment of
depression in disadvantaged elderly. The lack of research is surprising given that this population must deal with their
medical illnesses, the stressors of poverty, the complications of having to deal with public sector settings, and a host of other
psychosocial problems. Declining socioeconomic status, the loss of loved ones and social support, and illness can all impact
on self-esteem and coping abilities (Butler et al, 1991; Ruegg et al., 1988). Hughs, Blazer, & George (1988) point out that 2
relationship between age and number of life stressors exits in that older adults were more likely to experience psychosocial
stressors than younger adults and that this is directly related to increased stress and depression. Krause (1987) has shown
that financial strain is related to stress and depression in older adults and Koenig and Blazer (1992) point out that those
patients with the least favorable prognosis are those who are unemployed. Whether such stressors precipitate depression may
be determined by the person’s ability to cope with these problems (Lazarus, 1991). In fact recent research has found that
depressed older adults show deficits in coping skills—deficiencies that may impair ability to cope with the stressors related to
depression, aging, and poverty (Fry, 1989; Schein, Arean, Joseph, Perri, and Nezu, 1990). When the changes associated with
aging are coupled with the stressors of chronic illnesses and poverty, depression can be even more devastating. Therefore,
somatic therapy may not be enough to help these people in coping with daily problems. Sucwlsﬁlltmmnmaqumre
mﬁﬁ@mdﬁmmﬂoﬁd%m@mmwmwmnmwh&mwmwy
ill elderly. Moreover, as Steiner et al. (1991) point out, psychotherapy has other advantages, such as the lack of potentially
mmmmmmmmhmmmummwg& !\dpmva,chmm;case
mmgmtmmmmmwwﬁdmﬂwmﬁcmwcmddwmsmmol@,mw
patient a chance to work with social services to address their basic needs while concurrently working on their depression in
therapy.

mmwmmmwmmsmmommmmmwwmmm
on the treatment of depression in older, disadvantaged elderly. In this stady, 71 older adults, with incomes lower than 20,000
MDmayw,wmimﬁdmmghmmmmmmmdwmmmwmm
(CBT), clinical case management (CCM), or the combination of both interventions. In this ongaing study, participants are
assessed for depression, quality of life, disability, life satisfaction and activity level every 6 months for 2 years. Presented
here are data from the immediate post treatment and 6 month evalnation periods for depression, role fanctioning and social
activity. Data on one year and 18 month outcomes are still being collected.

According to the analysis thus far, utilization of psychosocial intesventions has a significant impact on depression
outcomes, but only slight impact on quality of life and activity outcomes. Treatment effects for depression as measured by the
Hamilton Depression Rating Scale show highly significant decreases in depressive symptoms for the CBT only group
immediately at treatment end, but most people relapse within 6 months of treatment end. (continued on p.10)
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Section I Honors Abeles and Niederehe
Steve Zarit, Ph.D.

TheDisﬁnnghedAcMWMAwmdistedbyammmmofpaﬂMdemofSecﬁmﬂ. Bob Kanight
chaired the committee this past year. Also serving were Mick Smyer and Steve Zarit.

Division 12, Section II Symposium: The Business of Clinical

Geropsychology
Deborah W. Frazer, Ph.D., Moderator

; n’ﬁ',"i"i\ﬂepanelistssl:a:edtl:e:irpem;::ectivesonmechanengasafamreer]:rtwidingpm:hologicalserviwsmol«:ler

Y adults. ImephMCmdmLPhD.,deemnfSenimPvcbhgySavics(almge,mﬂﬁmmwiderof

My mmwmmmwmm),MMmMmmmﬁqdwmﬁngmm
Medicare and Medicaid reimbursement. MeﬁndaFitﬁng,PhD.,PmddemofCompwhensiveGaimicServices(amedim-
mmmmwmmmmmmmmm),mmwm

the field mmmmmwmmmmummmsam
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Clinical Geropsychology Exchange- Research Update
Benjamin T. Mast M.A., Susan E. MacNeill, Ph.D. & Peter A. Lichtenberg, Ph.D., ABPP
Wayne Stdte University, Detroit, Ml

(Editor’s note: Benjamin Mast was our 1999 APA student award winner and a summary of his paper entitled, “Can cognitive
effects of stroke be detected within dementia: A mimic model” will appear in the February newsletter. Congratulations Ben!)

troke and lower extremity fracture are two of the most common primary rehabilitation diagnoses among older

aduits. In scparate lines of research both of these conditions have demonstrated substantial rates of co-

morbidity with geropsychological problems such as dementia and depression (Tatemichi, et ai, 1994;
Robinson, Kusbos, Starr, Rao, & Price, 1984; Johansson & Skoog, 1996; Billig, Ahmed, Kenmore, Amaral, Shakhashiri,
1986). However, in spite of this research evidence, no direct comparisons of the prevalence rates of stroke and Jower
extremity fracture bave been made. As a result, it is still commonly assumed that a geriatric stroke patient is more likely to
present with dementia and/or depression than is a geriatric patient who has a primary diagnosis other than stroke (e.g., lower
extremity fracture). This is most likely due to obvious differences in the nature of the injuries involved (neusological vs.
peripheral injury).

It is our contention that all older adults admitted for medical rehabilitation, regardless of diagnosis, may be at risk
for such geriatric problems such as dementia and depression. The risk for these geropsychological problems may be
increased by the presence of co-morbid medical ilinesses among geriatric patients. Most older adults seen in primary care
clinics suffer from at least one chronic medical illness, and it is estimated that over 60 percent of older medical patients suffer
from mnitiple chronic medical illnesses (Stewart, et al., 1989; Cambell, et al., 1994). Chronic medical illnesses such as
diabetes, cardiac disease and lung discase have been associated with cognitive deficits, longer lengths of stay, greater physical
disability, and generally poarer outcomes following rehabilitation. In addition, many of the co-morbid conditions experienced
by older adults have some degree of mmilti-system involvement, influencing most major organs such as the brain, heart, and
kidneys. Therefore, although stroke and lower extremity fractures are central aspects of disabling conditions among older
medical patients, they are accompanied by similar muiti-system influences. We contend that dementia and depression are
part of this constellation of co-morbid conditions, and as such, can be considered to be as important as the primary medical
diagnoses. On this basis, we hypothesized that the rates of dementia and depression will not differ between stroke and lower

One hundred and ninety-eight lower extremity fracture patients and 101 stroke patients were administered the
Normative Studies Research Project test battery which included the following measures: The Logical memory subtests of the
Wechsier Memory Scale-Revised, Fuld Object Memory Evaluation, Mattis Dementia Rating Scale, Boston Naming Test,
Visual Form Discrimination Test, Hooper Visual Organization Test, and the Geriatric Depression Scale (GDS).

The prevalence rates of dementia were examined among both stroke and lower extremity fracture patients.
Following the procedures utilized in the Nun Smdy (Snowdon, et. al.,, 1997), patients were determined to have dementia if
they (1) scored in the impaired range on at Ieast one measure of memory, (2) scored in the impaired range on any additional
domain of cognitive functioning (attention, language, visuospatial), and (3) had at least one impairment in activities of daily
living. The prevalence of depression was examined among demented and non-demented stroke and lower extremity fracture
patients as well. Overall, there were no significant differences in the prevalence rates of dementia between these two groups.
Among all patients who had complete GDS scores, there were no significant differences in the prevalence of depression.
Among demented patients there were no significant differences in the prevalence of depression.

Despite admission to rehabilitation for different diagnoses (neurological vs. peripheral injury), no significant
differences were observed between these two diagnostic groups in their rates of dementia or depression.  In our
conceptualization, whether the individual has suffered a stroke or lower extremity fracture becomes less important because
both are characterized by considerable medical co-morbidity as well as substantial rates of dementia and depression. For the
purposes of medical rehabilitation it is important to recognize these co-morbid conditions early so that treatment and
discharge planning can focus on the constellation of symptoms rather than solely upon primary diagnosis. Given that past
research has shown that both depression and dementia adversely affect rehabilitation outcomes, it is important to recognize
and address them early within the rehabilitation stay.
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Division 12 Update
William E. Haley, Ph.D., Section [T Representative to Division 12 Board

Y heDivision12(SxiayofCﬁmesychdogy)BoardofDimaommmmnm,Odomdoanbc12”and

T 3™. The site is important for Division lemseofthehistoﬁcalsigniﬁmmeofvisiﬁngthehom:oﬂhe

cmfam&mmﬁdwdwdomemofthsﬁenﬁn—pmﬁﬁmmdeldchimlwychdoywym
ago. Bouldwisalsonmewonhybecauseitisthehomeofbr.Edeighead,theDMsionPrddemfortheyearzooo. Since
mhstSecﬁoanewsleuer,ﬂnBomdalsomethﬂiﬁ:gNwaScoﬁawermemmer.

Divisim12is&epﬁmmyvdwfor&zsdmﬁ&macﬁﬁowmdelofcﬁﬁmlpsychbgyﬁ&hﬂ&aﬁisa
sﬂongandsuppor&veallytordinimlgempsychology. The bealth of the Division is important to the future of our section.
&vmmmmmwn&mmdnwmmmMmdmfamﬂmbm:

Changes in the Sections; Secﬁonslde(ChﬂdCﬁnicalandPedianim)amofﬁciallyendingmehﬂatusas
Sections of Division lZandbeoonﬁngnchPADivisionsasofJannary 1, 2000. Because these have been the largest
Secﬁong&erekgwmmimwbmnwhmtﬁswiﬂmnformmbmhipﬁgmfmmwmn 12, and for allocation of
program hours for the convention. lheworstcasesoenaﬁofonheDividonismmanwmescfomSecﬁmmbmfaﬂm
renew their Division 12 memberships. Evenwithmnsmhawasmphiclmthuewiuceminlybesomedmp-oﬂin

Leadership: Dr.Tmoumd&wmmmemmmmbnﬁd&aimmuwmzmo,mdm.xam
Calboun will become President-elect. ThmwasagreatcbalofdisumﬁonmbothBoardmeeﬁngsabomthcimpommeof
mmmmmmmnmmcmw. I’ﬁstoncallyfewfemaleandethmc

Division awards: mwﬁmmﬂyhxfmnmaimawmdgmofwmchmgﬁus;ﬁmkvelpsychologias,mmo
of which honor early career contributions. Mwasconsensnsthatthefmmatforhomﬁngﬂmeindividualsshouldhe
rvvisedinordertomovethemhthatwasapparemdnﬁngme l999msionatAPA,andwinaeasethemmberatwnding

elz izatiops: Division lmeﬂorsand/mmainminsdosetelaﬁonshipswithaﬁrmalalphabet
soup of organizations includi BPACEMA,CAPP,ACP,mdAPAGS.Duﬁngtwemmeeﬁngsﬂmehasbeenamdeal
of discussion given to Division 12’stdaﬁomMpwdthmeAmdemyofCﬁmesychow,whichadnﬁnmmeABPP
mmmmmammmwmlzmmmsﬁmwimmm. (Continued on p.10)
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UPDATE from CONA and APA Aging Office
Weldon Bagwell

PA's Office on Aging is working on a new web based resource guide on the topic of Sexuality and Aging
that will be introdnoed by Toni Zeiss. It will include listings of current journal articles, books, videos, and
‘A organizations on this important subject. Look for it soon at: http://www.apa. org/pi/aging/homepage. html
which is APA's Aging Office homepage. Committee on Aging (CONA) member, Margaret Gatz, PhD, will participate and be
the discussant at the Nov 15, 1999, National Coalition on Mental Health and Aging Conference. This meeting will consider
the 1995 White House Conference on Aging resolution on mental health and aging in light of current issues and best
practices. The special meeting of the coalition is being held in recognition of the UN International Year of Older Persons.

President’s comments (continued from p. 1)

Based on experience working with older adults, 1 hypothesized that impairment in independent function, such as loss
of ability for self-care, recreational activities, mobility, hearing or vision, would be the actnal risk factor for depression.
Older adults are more likely to lose function when they have physical illness, accounting for the observed relationship
between disease and depression. However, we argued that illness in the absence of impairment should not be a risk factor for
depression.

We tested these hypotheses in a sample of 680 older adults who were not depressed when initially interviewed and
who were followed over a period up to four years. Four groups were differentiated: healthy, without impairment of function;
physical ill without impairment of function; healthy, with loss of function; physically ill, with loss of function.

Survival curve analysis revealed that functional impairment carried the day in predicting depression. The two
groups who had lost some aspects of independent fanction were significantly more likely to develop an episode of major
depressive disorder. The two groups without functional impairment developed the lowest rates of depression. In addition,
loss of fanction had an incremental relationship 10 the likelihood of becoming depressed: the greater the level of impairment,
the higher the likelihood of becoming depressed. There was no such relationship for number of diagnosed illnesses.
However, a minority of all of the older adults in this study never became depressed, even when faced with physical disease
and loss of function. For instance, in the most at risk group, those who had loss of function without current disease, over
70% never became depressed during the follow-up period.  These findings fit repeated research demonstrations that adults
who live to old age are particularly hardy people, with a lower incidence of anset of new depression than almost any other age
group.

Another strand is also emerging from the Oregon Research Institute data set. We are exploring a conceptualty
different issue — one usually called the “continuity hypothesis™ of depression. This question explores whether diagnosable
depression is best thought of as falling on a continunm with limited depressive symptoms or whether it represents a
categorically distinct category, as using the diagnostic approach of DSMIV directs us.

To approach this question we used the fuil sample (N = 1,005) from which the earlier set of adults not depressed at
initial interview were selected. For this research, we divided this sample into five groups: on¢ group meeting criteria for
Major Depressive Disorder and four subgroups of those not meeting criteria; the four subgroups are based on the level of
depressive symptoms reported on the CES-D: low (0-5), slight (6-10), moderate (11-15), and high (16 or greater). The
sample was also divided into five groups based on the number of clinical symptoms reported during a diagnostic interview: 0,
ore, two or three, four, and those meeting full MDD diagnostic criteria. :

Data on a broad spectrum of measures covering psychological and social functioning: major and minor stressors,
fanctioning, behavior problems, and emotional reliance on others were examined in relation to the five groups. Note that in
this study, we are still interested in how the mental health problems of older adults are interwoven with other changes in
health and function, but this time we are looking at psychosocial health and function, not physical health and function.

Discriminant function analysis was used 1o exantine the relationships between psychosocial variables and depression
status using the five groups described above. One significant discriminant function was extracted, accounting for 87% of the
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President’s comments (continued from previous page)
i amngthegrmpsbasedmCES-DmesmdSS%ofthewﬁmbasedmdiagmﬁcsympwms To test the
cpnﬁ;m?qhypmhgdgwammimdmmmmthedm&mﬁmfmm&ﬂw.ﬁvem. The significant

Soﬁrsogood,butthaeisonewmt, andit’srelatedtoanmhaofmyopeningasserﬁons:thzhudisciplimy
mmamnmmgmmwmmgmmemnhmmmmmmm. The caveat

Inlcrdisciplimryteamcarejuasnmhasolderaduhsdo.
Aﬁnﬂmmpbdimwaﬁomhixmngmmddumthsedwmchﬁmﬂummhmm
oondnaedforabmnlSywsmWMmmd&rmmmewmomesdﬁmuycﬁnicmVAPﬂoMm,
the Andrology Clinic. Q:rtypimlmﬁuusmddua&hs(akhougbwewetheﬁﬂadﬂtagespemm);meymnmﬂly
male;mdmeyumanymmwimuzcﬁmproblems(andoﬁmmbersumdmouemsasww).
htheﬁlammawﬁmpmblmitiswmamms&emmsoﬁhefoﬂowﬁgwpe: “We used to think that

Among our clearest results is a finding replicated in each data review: 80% of our patients report medical probiems
mmumdmmmmmmmmm—;mukemmm Howpva,itisalsotme

treatment that is responsive to all their concerns.

And, just as with my last example, this is not only true for older adults. It may be more likely that an older adult will
mmmmmmmmwmmmawmﬁmauwm
maybebausuvedbymcﬁvingmmandummﬁmmlm“discipﬁnmym And we who are Clinical
Geropsychologists know how to do that.

Infaa,mhoﬂdgetmbeddedmmeSmndardsfmhoﬁdacymcwmlGﬂthogy,whkhmognm
theimporlanceofooordimtedmwiththefollowing: “Inmdiscipﬁnarywamapproachsand,evenintheprivatem

A lot of meaning is packed in those few words. To say that a group of health care providers is a "team" says very
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President’s comments (continued from previous page)
listle. Agmupﬁmisatamshamacommonwotk-p!aceandsetofpaﬁembutwamsdifferonmanydimensions(wss&
Steffen, 1998). To clarify, I will briefty contrast two kinds of teams: Interdisciplinary vs. multidisciplinary.
mﬁsdmmmmw&mmbemmmmanmmm;aMhdm
available to patients. Interdisciplinary teams work collaboratively. On an Interdisciplinary team, the group as a whole takes
responsibility for program effectiveness and team function. Leadership fimctions are shared among members; all team
members are assumed to be colleagues; and there is no hierarchical team organization.
hdividﬂteammzmbaswoﬂ:movmumgsforammmmﬁmmaﬁmwgmma
conceptualization of the relationships among biological, psychological, and social aspects of the case. This approach goes by
the awkward but useful title, the "biopsychosocial® model. That conceptualization is used to formulate shared team goals and
to plan how team members will work together. Team members implement the plan, either individually or collaboratively as
necessary, and evaluate progress. Those evaluations become new assessment data, which are brought back to the team to
revise goals or strategies for reaching them. This process is repeated as often as necessary until goals are achieved.

Role maps are helpful for understanding the contributions of each team member. In such maps, an oval appears for
cach profession on the team, indicating the skills and responsibilities of that profession in providing care for patients served
by the team; each oval overlaps with others. Within each discipline's oval are listed the components of their role. In the
unique, non-overlapping part of each oval appear clinical responsibilities assumed only by that discipline. In areas of
overlap, clinical responsibilities appear that either discipline might perform or that two team members might perform as co-
therapists. There might also be areas where three ovals overlap. In those intersections appear tasks which several team
members might perform; for example, on some teams, Nursing, Medicine, or Psychology might all perform cognitive
screening. Team role maps provide several kinds of information. They delineate services patieats could receive from the
:eam;mmmmmmmmwmmmwmmmmmmmmmﬂy-
mmm;mmmdmmimmms‘mﬂm;'mmwwmwpﬁmmymemem
speaking each other's language.

For contrast, consider how a Multidisciplinary team functions; the term Multidisciplinary is often used as if it were
synonymous with [nterdisciplinary, but they differ in crucial ways. A multidisciplinary team also has members from more
than one discipline, bat bere each discipline does its own assessment, generates its own treatment plar, implements the plan,
evaluates progress, and refines the pian based on its own evaluation. Team members share information with each other, but
there is no attempt to generate or implement a common plan,

Multidisciplinary teams are hierarchically organized: there is a designated program "Chief*, who is usually the
highest-ranking professional (commonly an M.D.). That leader is responsible 1o oversee the program, chair meetings,
resolve conflicts, and allocate case load - whether they have the requisite skills or not. Other team members feel responsible
only for the clinical work of their own discipline; unlike Interdisciplinary team members, they need not share a sense of
responsibility for program function and team effectiveness.

When used in appropriate settings, well-fanctioning Interdisciplinary Teams provide cost-effective care. First,
Interdisciplinary teams generate more comprehensive and creative interventions, since the ideas and knowledge of a group
can be brought to bear, and team members can stimmulate each other’s ideas. Second, problems don't fall through the cracks.
Third, Interdisciplinary teams reduce duplication of services compared to Multidisciplinary teams. Fourth, team members do
not provide conflicting information or interventions to the patient. Finally, Interdisciplinary teams can reduce institutional
costs, because they increase staff morale and reduce staff turnover.

While there is a need for more research to examine each of the elements of this argument, the evidence available
does support the cost-effectiveness of the Interdisciplinary team approach. 1 was actually delighted in preparing this talk to
discover a growing, solid body of evidence supporting the effectiveness of interdisciplinary team care — much greater than
just 2 years ago when 1 gave a previous version of this talk. Full references and information are available in the longer report.

Interdisciplinary teams have been the standard of care for geriatric settings since the early 1980s. They also have
been used in pediatric care, rehabilitation, and some mental health settings, especially inpatient programs. In the 1990s, this
model of care began to expand dramatically, and one of my basic contentions is that it is becoming a common standard of
care, as the review of recent literature on team care outcomes also suggests. Clinical Geropsychologists are in a special
position to take a leading role in offering guidance about this system of health care and how to make it work.

In the United States, this shift has occurred most dramatically in the movement to primary care. Primary care has
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President’s comments (continued from previous page)
beenwncepmalizeduinuinsicanylnmdisdpﬁnaryinnm. APA recognized this, and recently produced a task force
mwmmwammmmmamm@mmmﬁm
“InterprmssionalHalﬂnCareSavioeinPrimaryCareSetﬁngs: Impiications for the Education and Training of
Psychologists.”

W&Mdmmgmmmwmmm;aﬁmmﬁmmmwm
mmmhmmmmmmwmsmmcmmmxw,
England, Finland, France, W,MMMMLIW,NMW,MWMA&M,
Sweden, Switzerland, and the United States.
Thegrowingimponmofmelmadisdpﬁm:ymmoddismngﬁzedmdembeddedmme 1995 report of the Pew Health

MthmwotkmwhomeetthechmgingmeckoﬁheAmmimbmhhmsym The 1995 report provided a sweeping
overview of fundamental changes in American health care. Elcmzmsmlatedtowammaree:qnemdsu'onglyinthis
report.

dememaMemmemgderdmmmmmm
United States. hﬁcmlyl%VAkm&ldmshiﬂedﬁommhnmmwpimmymcﬂemdmmgh
Interdisciplinary settings. A large portion of VA's training budget was re-allocated in 1993 to the PRIME program, which
Maﬁﬂmd‘h&l&mm&smm&dﬂmmymmymmg& More recently, a VA task force re-
examined all funding for associated health professional training. That task force generated a proposal, in which there is a

mnhnplemmaﬁonofthiswoposalisstiuomdng,hnevmny,evexquwforVAfundingformchologmes,
social work interns, etc. is likely to need to be supported by a plan describing the nature and extent of Interdisciplinary
training to be provided.
mmwammlmmmmmmamsmmm&dmm
oﬂyﬁrommmmmgmmwmmmaﬁlmmmmwwmmmmﬁm
Howevet,ldwknowthtmnymofthehalthmsyﬂemmhavingdiﬁmhyﬂymgmmakemisml. Twenty years

actually knowing how to do it, we have learned a lot. I want to turn now, briefly, to recommendations for how Clinical
mmmmmmmemmamwmwmmdnnWmmm
expertise for interdisciplinary work.
nmmmmwmmmymmmmmmwwmmmm
Interdisciplinary care. Iurge you to be leaders in that process. Let your colleagues know about skills yon have that can help
mmmmwmm-mwmmmmmmmmm
ewmmﬁmmmmmmmmmmmmmmwwammg
Teﬂmpkmnwmmwhhmmdmmmwwmmmmmmmimmma
collaborative model.
Ammmmmmmmmmmmwmwmmmmm
transformed world of health care. Tw@emmhdogy’semwaﬁomlmodelsmmmdedmsingledisciplimmmdm
Wmmmmmmnhmmﬁuum&wdmﬁmymmmmwam.m
mmmmﬁmmaummmwmkmwmm;mmmmmm
concepts in their carricula, syllabi, and practicum expericaces. Ihopeyouwillhavewenmmmuonymn'eoﬂmin
mmwmmmmmﬁmmwm@lmmmmm I assure you it
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President’s comments (continued from previous page)

mﬂdmahitmhmﬁrmmmmeyMﬁwammMpmthymwoﬁngwhholmms
or with other parts of the age spectrum.

Inaddiﬁon,memchoppormmminlnwdiscipﬁmrymabumd While a wonderfully expanding set of data
supponlmu'cﬁsciplimrymms,majorqnwmsremaintobeuplmed What are the best methods for developing productive
teams? How do we assess the level of coordination in team care? Which patients benefit the most from iscipli
care? Whmmtheeompomofmﬂmamhasicandesmﬁalmposiﬁveomoomes? These are questions for which
cmwsammxmmmﬂdgmmmmmmmmmwmmm
approaches are best included in the team repertoire.

Mmsmmmmmmmwmmmmmmwm
Msdﬂimylhhgs&m@ﬁma%&&ﬂm”mwhkhmaembemﬁwmmmmw
of the biopsychosocial model. Mmmkmkmbemsmshowingommmwacﬁﬁomhowmdevebpmch
mnmmmmnmmmmmwmmmmemfmﬂymwmdme
health care network.

mmmwmwmmwmsmxmmmwsmwmmmm
create”. WMWmmmedmmmMsmdmummhm,lm

Clinical Guowdwlogiasmbamﬁghmwi&mmmmmemisdpﬁnmymm There are a lot of
struggling health care providers out there who could use it.

APA Early Career Award (continued from p. 2)
Howcver,ifmﬁmrwdvedCCMdmaahmorwmhmﬁomchangeinmeasmMmﬂmw
WM&@M&GmmdemwmmmbﬁMngmmmwmm
dgniﬁmmlymddunapoaaémmhasmmbmumdsformdﬁvechmgsmanummhdw.

In summary, pmﬁnﬁmrydamﬁommismﬂnggedsmmoldﬂ,disadvmmgedadmsdeaﬂybemﬁtﬁom
psychosocial mmwmmsmmmmmmm.mw«m
mmmmmwmnmmmmmmﬁmam-mm.mmmm
Wemmmmmmﬁmfmmmmmwmwemmmknm&mem&mk
mdmdbymdrmdmwoumsmdmmdmmugymlmmwmnBﬁkdy
M&eh&de&aﬁrﬂmmm@ﬁn%mk@emumnmmmmm
ofimpact.bongtamﬁndingsmaybemorepmnﬁsing.

Division 12 report (continued from p. 5)
msmdMMgamﬂmem&ﬁMMMWMﬂl@mmmﬁaﬁmy
i Wmlp’ o

with
Final comments: ImgeaﬂeligﬂﬂemembmofSeeﬁonHtobecomemunhersofDivision 12 (information is available at the




APA Division 12, Section II
Clinical Geropsychology

NEW MEMBER APPLICATION

Please complete the following information (print clearly or type):

Name :

Address:

Phone: FAX:

*e-mail:
*All nevw members with e-mail addresses are automatically subscribed to the Division 12, Section 2
Clinical Geropsychology listserver (inernet network). If you would prefer NOT to be subscribed, please
check here

Section II Membership Status (Circle one):

Divisional Affiliate Associate Student

DUES
Divisional, Affiliate, Associate Dues are $10.00 (U.S.)
Student Dues are $5.00 (U.S.)

1998 Membership Dues$

Signature: Date:

Please make your check (in U.S. dollars) payable to:
APA Division 12, Section IT

Mail this form, along with your check to:

Bernice A. Marcopulos, Ph.D.
Section I Membership Co-Chair
Neuropsychology Lab

Western State Hospital

Box 2500

Staunton, VA. 24402-250

Please complete the member information on the reverse side



MEMBER INFORMATION

Name:

APA Status (check one): Fellow Member Associate

APA Division Affiliations:

Primary Professional Position and Institutional Affiliation:

Date of Birth: Highest Degree/Date:

(from) University/Major Field

Current Employment Status: Full Time _____ Part Time ___ Not Employed -
Primary Work Setting: University (Academic Dept.) __ Medical School e
Mental Health Center __ Other Hospital ____ Private Practice

Other

Percentage of Time Spent In: Research Clinical Service
Teaching Clinical Training/Supervision

Administration Other

Other Psychological and Gerontological Organizations to Which You Belong:

Primary Areas of Interest Within Geropsychology:

Would you be interested in serving on Section Committees? Please rank the
following in order of your preference (1 = most preferred. If you prefer not to do
committee work, leave blank):

Membership Program

Nominations/Elections Ad Hoc Committees



APA Division 12, Section II (Clinical Geropsychology)

As many of you know, approximately 17% of the population will be over the age of 65 by
the year 2000. Psychologists are responding to the needs of a growing older adult population by
training professionals in the emerging field of clinical geropsychology. In 1993, the Clinical
Geropsychology Section of Division 12 was created.

What is Division 12, Section IT?

Clinical Geropsychology is a subspecialty of APA’s Division 12 (Clinical Psychology).
The members of Section II all share a common interest in clinical aging issues (e.g., intervention,
psychopathology, diagnostic issues, legislation). The Section boasts a membership of over 300
individuals from numerous disciplines (e.g., Clinical, Counseling, Developmental, Health).

Who can belong?

Anyone with interests in aging issues. In order to join, you need to first become a student
affiliate member of APA. The Section is particularly interested in increasing the number of
graduate student members.

Benefits of Membership:
*Subscription to Section II newsletter (3 times/year)
* Annual Student Research Award and Travel Award Competition
*Compendium of Geropsychology Graduate Programs (predoctoral and postdoctoral)
*Access to Section web page and email chat group
*Partnership with Division 20 (Adult Development and Aging)

Further, there are exciting new professional opportunities for individuals pursuing study of
aging populations. APA recently approved a proposal to recognize Clinical Geropsychology as a
proficiency in professional psychology. From the very beginning, Section II has worked in
conjunction with Division 20 and other APA interest groups to support and contribute to such a
proposal.

Cost?
$5.00 annual fee.

Annual Event:

A Student Discussion Hour is held annually at APA in the Hospitality Suite for Division
12. This is a chance to meet and talk with Section II's leadership about issues in the developing
field of clinical geropsychology.

Contact Information:

For student membership applications, questions, or suggestions, please contact the
Student Liaison: Natalie Denburg, Ph.D., Neuropsychology Fellow, Department of Neurology,
#2007 RCP, University of Iowa Hospitals and Clinics, 200 Hawkins Drive, Iowa City, IA 52242,
(319) 356-2671. Please send all email inquiries to; natalie-denburg@uiowa.edu



Section II Program for APA Convention in Washington, D.C.
William E. Haley, Ph.D.

Section II has 5 hours of program time, 2 of which are devoted to our Presidential Address and
Business meeting. If you have any ideas concerning special symposia or invited addresses that the Section

should sponsor, please contact me at w_halﬂ@ghmlmysﬁm Most presentations by Section
members will be handled via the Divisional review process, but if you feel that there are some sessions of
special interest to Section members, let me know as soon as possible.

Did you know...

If you need to change your address for the newsletter please contact Kathy Riley at e-mail:

kriley@aging coa uky.edu or by phone: (606) 257-3921.

Stay connected with your colleagues in clinical geropsychology by joining our e-mail network. Any |
member of Division 12, Section 2 may join the e-mail network by simply sending a note |
(including your name, e-mail address, and expressing your interest in joining the 12/2 e-mail §

network) to Barry Edelstein at u21b4@wvnivin wvnet.edu.

ThankstoRebeocaAllen—Bmge Ph.D., Division 12, SecuonZhasaweb-stte
Check it out at http.//bama.ua edu/~appgero/aps

Clinical Geropsychology News
Newsletter of Section I, Div. 12, APA
Suzanne Norman, Ph.D., Editor
Department of Psychology

Xavier University

3800 Victory Parkway

Cincinnati, Ohio 45207-6511



