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President’s Comments (continued from p.1)

Until the Iate 1980's, reimbursement of psychologists’ service under Medicare was so severely limited as to
effectively disenfranchise most older adults from psychological services. Since psychologists (finaily) got paid to do clinical
work with the aged, the ranks of geropsychologists have grown from a rather small group of individuals, many of whom had
academic ties, to a much larger number of psychologists including those in independent practice who may or may not have
had formal geropsychology training. Significant progress has been made toward the goal of providing older adults with
easier and more affordable access to psychological services. The creation of Section II signaled that the rumber of
psychologists with substantive interest in geropsychology had grown to 2 critical mass and that we had began to wield
influence within applied psychology and more broadly within APA.

With satisfaction in our successes, we now grapple with a new set of issues in the coming years. 1. We are only
partly enfranchised as Medicare providers since psychological services require a higher co-pay from clder clients than
medical and some psychiatric services. The many Medicare “carriers” thronghout the country differ in their interpretation of
what constitutes necessary services and some psychologists find it increasingly difficult to provide services to nursing home
patients. Providing psychological services in nursing homes ofien requires doing staff education and systems-level
intervention which are not reimbursable. 2. As we welcome psychology colleagues without geropsychology training into our
ranks, we must develop affordable and accessible training so that they have the required professional knowledge with which
to deliver high quality and ethically sound psychological services to the elderly. 3. We need to develop coalitions within
APA and between our division and other geriatric disciplines to advance the meatal health agenda for older Americans. At a
time of increasing fractions relations within APA and between APA and the other APA, the need for drawing together is ever
more important. 4. Training future generations of geropsychologists is critical to our growth. Many applied graduate
psychology programs still provide little if any training in geropsychology or gerontology. Gero-education will not only better
prepare all psychologists for practice with the growing population of older adnults, but further seed interest in geropsychology
as a specialization. More funding is needed for geropsychology training. It is an iromy that graduate medical education is
funded through Medicare (which primarily reimburses services for the elderly) yet those who provide doctoral and post-
doctoral psychology training have no access to these training monies. 5. More research is needed to undergird our clinical
practice. Increasing numbers of geriatric clinical research scientists are needed to do studies that document that
psychological assessment and interventions lead to tangible improvement in the psychological and functional health of older
people with menta! bealth problems. Research alliances need to be forged with social and community psychologists to
develop prevention programs and systems level interventions with older people.

I find geropsychology to be as interesting and promising a field as I did twenty-five years ago. The one reward from a
career in geropsychology I could not fully see twenty-five years ago was the rich personal and professional relationships that
wounld develop with other persons who shared a common vision of professionai service to the elderly. Clinical
geropsychologists are a wonderful group of human beings and professional colleagues — and I am honared to be President of
Section I1.

Update on the American Psychological Association's Task Force on End

of Life Decision Making and Assisted Suicide:
Dolores Gallagher-Thompson, Ph.D., ABPP

olores Gallagher-Thompson is the representative of 12/I to this group, which has been meeting for over 2
D years to develop a position statement that can be endorsed by the APA Board of Directors on these issues.

The task force'’s work is in its final stages: there will be 2 documents that should be available later in the
year. The first is a report to the Board of Directors in response to their charge to examine these issues and make
recommendations for the membership. The second is called a Resource Guide and it is 2 monograph going into much greater
detail on all of the major points covered in the Board report . including detailed discussion of the pros and cons of
psychologists playing a role in patients' requests for assistance in dying. The Resource Guide is likely to be published by APA
when final revisions are completed, although that is not definite at this point in time. The Board Report and Resource Guide
are potentiafly of great value to clinical geropsychologists whose work increasingly calls upon them to assist dying patients
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Regarding the New 12/I1 and AAGP Task Force:
New collaboration formed between 12/I1 and AAGP (American Assoc. of

Geriatric Psychiatry).
Dolores Gallagher-Thompson, Ph.D., ABPP

nder the leadership of our Section chair, Toni Zeiss, and Soo Borson, M.D., who is chair of the Geriatric

Psychiatry Assn, a new task force was established recently to promote professional collaboration between

these two groups who have much to gain from the development of a closer working relationship. At the last
Board meeting held in Nov at GSA, both Dolores Gallagher-Thompson (new chair of this task force) and Dr. Borson attended
and each spoke briefly about the various specific ways in which they see this collaboration progressing over time. For
example, joint educational programs conld be conducted (e.g., we could propose a pre-conference workshop for next year's
GSA on such topics as the roles of psychologists and psychiatrists in competency assessment; how to do mental health
consultations in primary care settings; integrative treatments for late-life depression, and so on). For a joint educational
program to be successful, we would have to target meetings attended by both groups of professionals so there was some
further discussion about what meetings (besides GSA) might be appropriate. A second area of focus that was discussed was
the need to joimtly lobby for better MEDICARE benefits for mental health. Working together in the public policy arena would
seem likely to be of great benefit eventually to both constituencies. The third, and most heavily endorsed by the BOARD, area
of focus was the idea of publishing a monograph or actual book on empirically supported therapies for older adults’ mental
health problems. *Mental Health Treatments that
Work for Older Adults™ could be our title! Springer Pub. Co. was mentioned as a possible publisher for this work though no
one was identified to follow up at this time.

The remaining discussion involved the logistics of how we would begin to work together. Dr. Borson volunteered to
set up a conference call involving all task force members sometime in January, She also noted that the anmual convention of
the AAGP is in Miami in March, and suggested that a meeting be arranged for as many members of the task force as can
attend - however, it is not likely that any of the psychologists on this task force will actually be at that convention, so the
proposed meeting is not likely to occur. Dolores suggested that an email group be formed, to enconrage timely discussion
among task force members and to enable other members of 12/1I than the ones officially on the task force to have input if they
wanted to. Toni indicated that she would assist in this process, which will move forward in February.

Task force members are:
From AAGP: Hugh Hendry, M.D., Indiana Univ. and Barry Myers, M.D., from Cornell Univ. ( in addition to Soo)
From 12/II:  Sara Qualls and Bill Haley.

Editor’s Comments
Suzanne Norman, Ph.D.

reetings! Once again the newsletter refiects a sampling of what’s going on in clinical geropsychology.

Thanks to all who have contributed during the past year; I appreciate your willingness to write articles that
keep us up to date. This will be my last year as editor of the newsletter and we are soliciting nominees for my replacement.
The editorship is a three year term with three editions per year (February, May & October). Knowledge of WordPerfect and
access 1o an assistant (secretarial support or student help) during the production periods is preferable. - Ideatly, I would like to
find someone who could work with me an my final edition of the newsletter in October, 2000 to learn the ropes before taking
over in 2001. This is a great opportunity to get involved in our section, to meet the officers, and learn more about the
growing field of clinical geropsychology. Self nominations are welcome! If you are interested, please contact Greg
Hinrichsen at hinrichs@lij.edu or by phone: 718-470-8184. If you have questions or would like more information, feel free to

e-mail me at: normans@xavier.xu.edu.
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Clinical Geropsychology Exchange- Geropsychological Aspects of Mental

Health Disaster Relief
Victor Molinari, Director; Geropsychology HVAMC

n October of this year, the Director of the Houston VAMC granted a two-week administrative leave to myself
- and five other staff members to fly to North Carolina and assist Red Cross with the provision of mental health
- services to the “victims” of Hurricane Floyd (the word “victims” is in quotes because Red Cross prefers the term
“clients”, since “victims” has unfortunate passivity connotations). I must say that it was a wonderful experience being
associated with the Red Cross. It has a well-deserved reputation as the most beloved organization in the world, with the butk
of the work done by hard-working volunteers with a true sense of mission to seiflessly help others.

As a first time disaster relief volunteer, I was thrust into an operation which offers exciting opportunities for
geropsychologists. Mental health services have been formally implemented by the Red Cross for only about six years, and it
became apparent that the lack of role definition offered distinct possibilities for innovative service delivery, particularly for
those with a geriatric backgronmd.

There are three basic settings at which Red Cross offers assistance: shelters, kitchens, and service centers. The
shelters provide relief for homelessness caused by disasters until clients can find a place to stay; kitchens prepare the food
which is then transported 10 clients via emergency transport vehicles (ERV’s); and setvice centers link clients with support
vouchers for such things as food or rent. Althongh I worked only in a kitchen and service center, I believe geropsychologists
can ply their trade in all three of these venues.

Red Cross is staffied mostly by volunteers, and 65% of them are reported to be over 55 years of age. Indeed I think
this 2 conservative estimate, and 1 suspect that close to 100% of the volunteers from the Baptist Relief mission that prepared
the food at the kitchen where 1 served were over the age of 65 years. These older volunteers clearly found their work
meaningful and most were fully invested in it. Geropsychologists can be of benefit in consulting with them regarding their
. volunteer activities and keeping them motivated when their help may not seem appreciated by some over-stressed clients.
Much of the volunteers’ work involves interacting with overwhelmed individuals, and geropsychologists can teach them state-
of-the-art ways (geared to the unique learning needs of older adnlts) of sensitively addressing their clients’ emotional needs
and identifying those who require mental health consultation.

1 was fortunate to have an ERV driver in his late 60°s who knew well the people he was serving food to and was able
to drop me off to talk with some of them while the rest of the food was delivered. Most of these townsfolk were geriatric and
had to deal with the grief of re-building their lives from scratch after the loss of their homes and possessions. They were
buoyed by the support of churches and their neighbors, but I was struck most by their own indomitable spirit. One man in his
70°s without insurance lost his home, another building he rented, and the only restaurant in the small town which had been
he and his wife’s life dream. When I visited him, his wife and family members were already in the process of removing the
flooded furniture and re-modeling. However, although my ERV driver did great with the clients, be was gruff and frequently
confronted other volunteers regarding not doing their jobs right. I did some counseling with him as we rode on the truck
together that I think was helpful. It turns out that he had recently sustained the deaths of two close family members, and
appeared to turn his grief into angry diatribes.

In the service center where I worked for the last few days of my volunteer stint, the prime duty of the mental health
professional was to rednce the tension on the clients caused by the long waits. For older adults, waiting on line can exacerbate
painful medicat conditions and increase already high states of frustration cansed by relatively less education and savvy in
negotiating bureancratic systems. Since older adults in particular dislike asking for what they believe to be “welfare”, it is of
wmmmwmmb&mmdmmqmmmcsmwwchommsmmm
FEMA becanse of their voluntary contributions and tax dollars. As we all know, older adults in particular underutilize
psychological services, so the professional mmst be very savvy in how to proffier mental health interventions so that the client
will not be “turned off” by perceived pejorative connotations. A typical modus operandi is to note their strengths at the outset
and get them to discuss prior ways of how they managed traumatic sitnations. Viewing themselves as “survivors” can enhance
a sense of self-esteem and encourage them not to give up.

Althongh I did not have the chance to work in a shelter, I suspect that there are three areas in shelters where the
geropsychologist can be of great help. Ore, to identify and assist those older adults (particularly those with cognitive
impairment) who are having difficulty in negotiating the loud and over-stimulating shelter environment, and who may need
special assistance in taking medications or filling prescriptions. (continued on p. 5)
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CllnicalGempsyehologyExchange(mﬂmedﬁvmp.l)
Two,tomwMMmmmwmmumﬁm;mmmmmquymmem
if the elder needs to permanently move from a former abode.
SomeofthetownsinNonhCarolimthﬂlvisiwdwesodcvasmedbytheﬂoodthatitwassﬁllunclwwheth@rthcywmnd
hemlmﬂdinga’ifeveryonewonldbebouglnombythegovmmandhavewmve.Suchuncutaintyobviouslymaksit
diﬁwltmplanandd&mﬂsmegiefm.mm,pahapsmmmthmwimmcmhuﬁmitisofgreathelpto
debriefthwevolnnteers(whoaxeﬁ'eqmmlytheﬁ:sttoaniveadisasterscene)abommeirfeeﬁngsmptdingthetrauma
they have witnessed.

Am&zruﬁquw&mmbhﬁssmbeuﬁltdkﬁrmmwmwhkhmmeeﬁmd
mmwmﬁromm.lmmmmmmmmismmmmmmm
healthissmwitholderadnhs.Atthisﬁmemmhoﬁasmcmrmswerwtheqnsﬁmwhethuoldermmshandemh
mmammwmmnmmwmeammmmﬁmwiwm
individual resources of the older adult (e.g., community vs. institutional living) 10 determine outcome.

MmMmelmmﬂmmmhhgwmmﬂyvﬂmﬂe.LMnthhcﬁgbmmge
ofRdeﬁn&wmmbdﬁrm&admmmdmrdMeﬁommwcthgmﬁumyiﬁommy
charity donations. But this work is not for everyone. Since many Red Cross staff did not fully understand what mental health
pmfesionalsdid,wemconstamlyinthepumofed:mﬁngthan.Toginthetmstofthevolunteus,wehadto“become
omof&eboys”aﬁ%hsomeheavyphysicallabor.hnervenﬁonsinstaﬁ-clientconﬂicisisanammmeformemal
lmlthpmfessionals,msmmwammﬂmmekmmmmmmwmmm
rules, Mm,wwmammmmmmw&mmmm
seemed more comfortable with. However, the negatives were far out weighed by the positives of learning a new “curbside™
ammchmammmmmmmwhmommfowedwminkmm’sfmmmwm I was privy
to the wisdom of experience that was exhibited by many of the older volunteers whom we quickly formed close bonds with
andﬁnmwhomllemnedsomnchabmmag'ng

Fortho&inmedinthisdevelopingﬁeld,thmisanexcellentnewmomcegﬁdemblishedbySANﬁiSAwﬂed
“Psycbmdﬂhmfmolderadnltshdisaﬂm”ﬁomwﬁchlhberﬂly&ewfor&kpﬁeoe.hcanbeorderedforﬁeeby
calling toll free 800-789-2647 (invoice #SAA99-3323).

APA 1999 Student Award Winner: Can Cognitive Effects of Stroke Be

Detected Within Dementia: A Mimic Model
Benjamin T. Mast, MA, Susan E. MacNeill, Ph.D., ABPP, Peter A. Lichtenberg, PhD., ABPP

nmmmmmmcmmqmmmmﬁveaﬁmmmmm
I dementia (i.e., vascular dementia). mvaswlatdemenﬁaoomhasbeenthesumeaofmnwmsyalmostsime

itsinnoducﬁonasmn]ﬁﬁeinﬁmtdcmmﬁa(MH))byMnskiinlWQ This controversy has intensified recently
with the release of two separate neurology studies (Hulette et al, 1997; Nolan et al, 1998) which sought to examine the
Wwammmdﬁmwmw&m.MdmmSmmmwm
mcumﬂnydwawmmmmmmmmmrwmwwmm(mmm
Msmmmmmwmmmwmammmmm. The purpose of the
cnnentstudywastopmvideamumpsychologialpmﬂkl&th&aﬂopsy@ndiesbyexmdﬂngwgni&veeﬁmfmme
construct validity of vascular dementia. Bymmmaﬁngasuucuualeqnaﬁonmodelingf;ameworkwcsougmtodeternﬁne
wmmmmmmmmmmmmmmumum;formmmmm

METHODS
Procedures. Figure 1 wmmsagnphicalrepmsemaﬁondthemCmo&linwpomedinthispaper. AMIMIC
mode] (Muthen, 1989)Easpedﬁcwpeoﬂmemvmiablemddwmwmdmmmy(l)mmefamrmofa
group of tests, while (2) examining the influence of observed exogenous variables (e.g., stroke, age, depression) upon the
latent factors (e.g., dimcnﬁomdglowimpairmt)and(B)emmRmeeﬁemdmseexomvmiaNmnmnme
individual msmmebmayaﬁaMMngformdiﬁemmglowimmkmt(mnﬁmwdonp.6)
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Student Award (continued from p. 5)
The analyses in this paper occurred in two steps. First, the direct effects of stroke upon the dimensions of global cognitive
impairment represented by the latent factors were estimated.

Second, group differences on individnal tests were estimated afier controlling for group differences in global
cognitive impairment via the latent factors. Paths a, b, and ¢ represent latent mean differences on organizational memory,
ateution/mental flexibility, and logical/contextual memory between two groups of demeatia patients (i.e., those with clinical
evidence of cerebrovascular pathology and those without clinical evidence of cerebrovascular pathology; referred to as
“stroke” or “no stroke”) . Path d represents the effect of stroke upon individual tests (c.g., Fuld retrieval scores in this figure)
after controlling for giobal cognitive impairment (via the three latent factors). Path e controls for any effect of global
cognitive impairment upon Fuld retricval scores before an examination of group differences on that specific test. In this
study, all tests were examined for differences between the stroke and stroke groups, after controlling for the latent variables
associated with them, thereby obtaining a multidimensional control for global cognitive impairment.

Participants: A total of 217 geriatric patients from a large urban rehabilitation hospital were included in this study.
All patients met DSM-IV criteria for dementia. The mean age for the stroke (1=65) and no stroke (1=152) groups were 78.4
and 79.9 years respectively (t = 1.31 (214), p = .193). There were no significant differences in the level of formal education
between the two groups (8.6 years in stroke groups vs. 9.2 years in no stroke groups; t = 1.01 (215), p = .314). In addition,
there were no differences by race (chi-square = 1.21 (1), p=.270), or gender (chi-square = 3.50 (1), p = .06).

memnsedmmgnmmﬁummemsmkmhw
(NSRP) test battery (Lichtenberg, Ross, Vangel, & Youngblade, 1998; Lichtenberg, 1998). They included the Fuld Object
Memory Evaluation (Fuld, 1977), the Mattis Dementia Rating Scale (Mattis, 1988), the Visual Form Discrimination Task
(Benton et al, 1983), and the Logical Memory subtests (immediate and delayed) of the Wechsler Memory Scale - Revised
(Wechsler, 1987). RESULTS / DISCUSSION

In this study, stroke was not significantly associated with any of the latent factors pictured in Figure 1 (i.c.,
attention/mental flexibility, organizational memory, or contextnal/logical memory). In addition, stroke was not significantly
associated with nine of ten individual tests. Only the DRS memory subscale showed a small, yet significant relationship with
stroke. The goal of this study was to provide a psychometric parallel to the neurology studies investigating evidence for
vascular dementia  The neurology studies described above (Hulette et al, 1997; Nolan et al, 1998) found that little evidence
for pure vascular dementia existed upon autopsy. The findings of the current study are largely consistent with the findings in
the nearology literature, but are unique in that psychometric data were used. The current study suggests that for the most part
unique, independent effects of stroke upon cognitive abilities could not be detected in dementia syndrome. Therefore, from a
seuropsychological perspective, these data do not provide support for the construct validity of vascular dementia.

In addition, this study demonstrates a flexible methodology which can be incorporated into geropsychological
assessment research or other areas of assessment research in which controlling for giobal impairment or functioning is

warranted (References listed in this brief summary Y Fua
are available from Benjamin Mast, b.mast@wayne.edu.) Retrieval
Fuld Storage
s DRS initiation
DRS memory
Age
Attention/ _ | DRS attention
- Flexibility
o DRS construct.
Depression DRS conccpt.
---------- Contextual/
""""""" Logical
Memory VFDT
\ WMSR}
WMSRII
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National Coalition for Mental Health and Aging Conference

November 15, 1999
Jiska Cohen-Mansfield, Ph.D.

he National Coalition on Mental Health and Aging Special Conference was devoted to identifying existing

and emerging challenges to the delivery of quality mental health care for elder persons, and to formulate

rewmmendaumsand«kvdopmomwwaysmwm&chﬂmmthemmnenm The
Coalition considered the 1995 White House Conference on Aging resolution on mental health and aging in light of current
issues and best practices.

Review of the Relevant Recommendations of the 1995 White House Conference on Aging Conference, Margaret Gatz, Ph.D.
University of Southern California, of Psychology.
~Ihmwﬁchmhpomml?&?tmmznfu?;wddnmmemmmhwmﬁmatheyshouldincludethe
following: consumer involvement, cutreach, ethnicity and culture, and prevention. o
~Thereisaneﬁﬁrwbﬁce@aﬁmmga:ﬁngaﬂddemddage,wmmmisiswhaemdesmmvﬂm

Dorfman - outreach for depression can be effective. ) .

- People's life conceptions reflect their life experiences. Rm&mﬂ&w&smhm;hammmmm. It
is not clear if this is true for late-life disorders. WeWMmmmwmmmmm.
~Fum:eiss1minclude:Mq,mmmdmaw%mmmuw-ammmmm
hygiene, and proliferation of gnidelines and consensus statements.

Presentations on the Issues Addressed in the Recommendations . )
Interventions to Improve Access to Mental Health Care, Laura Trejo, MSG, MPA Coordinator, Countywide Older Adult
Services, Los Angeles County Department of Mental Health. . i . .
Thereis a need for affordability to consumers and to the system, along with comprehensiveness of services. Frail
and isolated older aduits are usually inappropriately served, getting only one piece of the services they require. Many
practice guidelines have not reached the practitioners in the field. Thﬁeluvetobepresequmashonfomatmth. :
applicable langnage in order to be accessible to the practitioners. Badcimmmhachpchngfqmwlmmm;
and cause misdiagnosis and treatment. Ageﬁmﬂcmﬁngmmwlwsmmfmsmmywmmm
is provided. Professionals are extremely ignorant in working with the elderly and resistant to leaming new materials. We
need to share the vision of why this is important. We need to educate the public about the wisdom of investing in services for
the elderty.

The Hartford Model of Professional Training, Christopher Langston, Ph.D., Program Officer, John A. Hartford Foundation.
Mandate: increase access 1o cars for the elderly. Need to consider the whole person. Fragmentation is 2 major

problem. Most of the past work of the Hartford fonndation was in training of geriatric physicians. There is a shortage of
geriatrically competent faculty. The Hartford Foundation heiped in providing faculty with mid-career retraining. However,
the pool of such competent persons was exhausted rather quickly. Another project supported persons such as residents, junjor
faculty and fellows in working in geriatrics. Given the current realitics of the number of available geriatric specialists, it
seemns that these specialists will not provide all the needed services, but will lead and train others who will actually provide
the services. New geriatric training programs include CD ROM's with basic information on curricula and best practices. The
m@msmmmmmrmﬁmmwmmwmm@mmqmc
interdisciplinary teams training in various universities and medical centers. Snmllg.mupsandmacuvehjam}nglst.he
most effective method for teaching for these faculty members. WWFomdanonhasdsoﬁmcqumng
studies. Most recently they have started working with social work. They awarded a grant to the council on social work
education, as well as grants to promote social work specialists and promote geriatric/social field work. They have funded five
sites of project "Impect” for treating depression. The basic underlying idea is that of integrating the contimuum of care
between the home, office, bospital/emergency room, and nursing home. (Contirues on p. §)
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Conference (Continned from p.7)

Involving Consumers, Caregivers and Families in Planning for Services, Lissa Abrams, Assistant Director, Adult Services
Division, Maryland Mental Hygiene Administration.

Components of services developed: Network development, payment authorization and service utilization, data
collection, evaluation of the public mental health system (including consumer satisfaction), developing incentives to those
mmmmmeadammmdammﬁomgmmumwmmgmmm
ﬁddayﬁ@cmﬂh&hbmelduwﬁm-mmﬁymﬁhnhhmmwﬁmmm
umngmdw&ymmwwsmMmﬂﬂmmMM(Mmyma&ewmmﬁvem
their community. ), miormmwmmmgmmwwemammﬂmmm«hwﬁnghmﬁngﬂwm
people are identified, they are able to direct them to services.), aging caregivers: planning for the future of caregivers who are
aging,

From Research to Practice, Barry D. Lebowitz, Ph.D., Chief, Adult and Geriatric Treatment and Preventive Intervention
Research Branch, National Institute of Mental Health.

DuringthepastlOymtbepeoplemmeagingﬁddmvedﬁumbdngmzmmofkmwhdgemwngme
produces of knowledge, from importers to exporters of concepts, theories and methods, and from peripheral to central roles in
science, policy, practice. Imwsamhasmmbidityammwmedmoﬂmﬁdds.kwchmsmwﬂifuaﬁng
Emerging issues include: Genetic medicine, biology of brain diseases, new approaches to pathogenesis, advanced
instrumentation and computers, new strategies for prevention, and new avenues for development of therapeutics. Emphases
for FY 2000: exploiting genomic discoveries, interdisciplinary research, reinvigoration of clinical research, and elimination
of health disparities. Challenges for the future: Eroding academic research infrastructure, distorted research career pipeline,
growing public ambivalence, and over-reliance on public funding sources.

Substance Abuse and Mental Health, Jennifer Fiedelholtz, Public Health Analyst, Older Adult Issues Coordinator, Office of
Policy and Program Coordination, Substance Abuse and Mental Health Services Administration.

An estimated 2.5 million older adults have alcohol related problems (Schoenfield et al., 1995). Whereas there is
some acknowledgment of the relationship between substance abuse and mental health problems, most projects deal with one
or another. Substance abuse interacts with the multiple medications taken in late life, and with the problems related to
declining health and limited resources. Policy issues related to substance abuse tend to get attention only when directed
towards young adults. Wewwwmmmdmmmmmmmmw,
screening and detection of problems related to substance abuse in the elderly, and then develop the services and interventions
to handle the identified problems.

Alice P. McNeill, Assistant Vice President, National Council on the Aging.

NCOA is trying to build a Vital Aging Network, which will connect senior centers, adult day care centers and other
community based organizations aronnd the country to exchange information and program ideas electronically. The network
will be used to promote awareness of issues and building services to address them.

Integrating Primary Care with Behavioral Health Care, Christopher Colenda, M.D., Chair, Department of Psychiatry,
Michigan State University and Chair, American Psychiatric Association's Council on Aging.

Primary care is where most of the mental health problems are seen in the elderly. Linkages between mental health
and medical delivery models, inter-related health problems, need to increase detection, need to increase prevention, and need
to decrease stigma. In a study by Morgan (1999), of the 56% recommended for psychiatric treatment, 61% dropped out of
treatment and did not find treatment helpful. 53% of primary care physicians were confident they could evaluate depression
and close to all could prescribe an antidepressive. Abont half felt that a psychiatric consultation was helpful, but only 11%
routinely referred to a psychiatric consultation. Primary care physicians under treat depression.

Aging, Mental Health/Substance Abuse and Primary Care: The Collaborative Study of SAMHSA, VA, HRSA & HCFA.
Overview: Paul Wohlford, Ph D., Program Director for Aging/PC, Center for Mental Health Services (CMHS) SAMHSA

Most mental health services for older adults occur in primary care settings rather than in specialized mental health
settings. (Continues on p. 9)
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Conference (continued from p. 8)

This was the basis for the study undertaken by the Center for Mental Health Services (CMHS) in SAMHSA to compare the
carve in (integrated model) and the carve out (referral) methods of providing mental health services.

It is a cooperative agreement. CMHS has also been instrumental in developing a consumers organization for elderly persons
who suffer from mental health problems.

Jeanette Takamura, Ph D, Assistant Secretary for Administration on Aging, Department of Health and Human Services

A major issue is where service providers will be found for the growing older population. A larger proportion of
older adults will be minorities with special needs, such as langnage barriers. There are issues regarding reimbursement and
acoess to services. Frequently it is not only the older person who is suffering, but his’her whole family. Even though older
adults see physicians more often than any other segment of the population, depression frequently goes undetected. Suicide
rates are also highest in this population. There is a need to plan for a life-course, including appropriate housing, commmunity
involvement, access to services, activities in retirement, etc.

Development of Action Items, Nancy Coleman, MSW, Director, Commission on Legal Problems of the Elderly, American Bar
Association - Facilitator

Topics for action plans included the following: research, prevention, PR, financing and reimbursement, coalition building,
strategy on looking at the surgeon general report, mmiti-disciplinary work, and consumers and families. Educate to change
attitudes and behaviors: use social marketing/pr., focus groups, use older adult celebrity as spokesperson, establish common
lexicon, state value of older person, educate older aduits about what to expect from mental health service providers, normal
aging vs. memal illness, use elderly as consumer advocates, grassroots education, and technology. Prevention: We need to
develop and test models of primary, secondary, and tertiary prevention using a variety of approaches which recognize that
different strategies will work with different sub-populations (i.e., ethnicity, culture, language, gender, disability, rural/urban,
sexual orientation, caregivers, etc.) We must develop funding mechanisms for these prevention programs. Edncation: PACE
as an educational model, CE requirements for those getting Medicare reimbursement, aging/MH curriculum requirement for
all professional students, need for interdisciplinary competencies, use needs assessment in designing continning edncation
programs, identify good models for education, how to use consumers in education, develop fundable strategies for aging/MH
in edncation, and how to reach to groups and professionals for education. Surgeon General's report: Review report, find out
who has reviewed; coalition to review for integration of older adults issues thronghout report; assess action steps, if any and
develop additional steps, and capitalize on it. Send letter to Secretary on Heatth Funding: better blending of Medicare and
Medicaid, major federal initiative to meet the needs of older adults based on best practices, prescription benefits, benefits need
to go beyond current care, need cost analysis, and greater accountability to HCFA of carriers. Research: promote research
agenda concerned with clinical intervention and services (research that takes a public health approach), promote a research
agenda to examine health behaviors related to mental health issues, develop a cadre of well trained researchers to meet the
current and future needs of an aging population, and a coalition to take shared leadership in disseminating mental health
research findings. Coalitions: Continue to build coalitions by training and expanding to additional states and local
communities. Stady impact of coalitions. Disseminate information through net, conferences, and meetings. Support older
adult mental health consumer self advocacy. Link national, state, and local coalitions.

Notes for the conference - Jiska Cohen-Mansfield, based on comments by: Brian Carpenter, Deb Frazer, Margie Norris,
Mick Smiyer, and Nicholas C. Stilwell

Problems in delivery of mental health services to older persons

- 50% copay for outpatient mental health services effectively makes mental bealth services unavailable to many older adults
who are on a limited fixed income.

- Many Medicare carriers do not pay for any psychological services if a person has a diagnosis of dementia, an overly
restrictive and inappropriate limitation, Many reimbursement agencies balk at the idea that a “talk therapy” can be useful for
someone with dementia. Certainly in cases of mild impairment, and even in cases of moderate impairment, I have seen clear
benefits for patients who receive psychotherapy, even if it isbrief. Even given limitations in memory, patients can obtain
lasting benefit at an emotional, perhaps mostly implicit level. (continmes on p. 10)
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Conference (continmed from p. 9) -

Having a trained professional who is knowiedgeable about dementia and emotional disorders work with an older aduit can
-mmmmmmmmmmmmmmummmmmm.
interventions, reviewing charts, preparing environmental aids — these are tasks we cannot bill for because they are often not
done in the presence of the patient, even though the aim of these tasks is to benefit the patient. With patients who have
dmmmmmmwmmmmmmmmmm@mmmmm
around them, yet those interventions are different from traditional, face-to-face psychotherapy.

- The low level of training and expertise of people who make reimbursement decisions. Often the decision about whether to
pay for a service is made by someone with little training in psychotherapy and perhaps litle awareness of the research and
clinical literature in geriatrics and gerontology. Providers should fee! confident that the people who make decisions about
what to pay for are knowledgeable. G

- Lack of services for mentally ill nursing home residents, where there are large behavioral health needs. This is related to the
next point:

* Managed mental health care is a disaster in nursing homes - the big companies (Magellan, etc.) are not prepared to do
on-site service, and the local facilities ofien contract with providers who are not on, and cannot get on, the HMO panels. The
"Evercare” type model tends to deny access to psychological services. Behavioral management is a huge one in these
facilities, and the MH providers are not reimbursed for it. Also, Managed care companies or the mental heaith carve out
agencies are making it increasingly difficult to provide mental health services to Medicare patients. In long-term care in our
area the carve out is an organization that does not provide services in facilities and does not have geropsychologists on panel.
When a patient in a facility is referred the carve out will not provide out of network coverage and they may be able to send in
a psychiatrist on panel to do an evaination but they will not pay for therapy services in the nursing home provided by
geropsychologists. Many panels are closed and do not have persons trained in geropsychology. The carve out is
WmmmwmmmwMgmmwummdmmw
associated with lack of treatment.

- Managed care Medicare (Senior Blue BC-BS) does not pay for neuropsychological evaluation, which can be critical for
determination of appropriate level of care. CT scans do not show a high correlation with cognitive impairment across the
range of dementias yet they cost more and would most likely be reimbursed by the insurance company.

- There is no system providing appropriate services to the elderly chronically mentally ill. Many are finding their way into
dementia special care units, where the staff are totally unprepared for them. They are often denied access, because staff are
afraid of taking them on, without appropriate staff training, ratios. and MH professional team leadership or even back-up.
These are the people who used to live out their lives in state hospitals, but have been de-institutionalized into the community,
and are now becoming elderly.

- Lack of information about iess-regulated settings (¢.g., assisted living settings and low income housing projects) where the
mental health needs may be substantial.

Other changes in mental health and aging:

- Growing importance of decision-making capacity assessment and interventions at the intersection of clinical practice and
legal jurisdiction

- Increased intervention research in dementia and in the nursing home. However, most of this research is still preliminary,
and is not transiatable to practice, because of the complexity of this population and its caregivers. We still do not know how
to address seemingly simple issues in the frail elderty. There is need for much knowledge on the individual, group, and
system levels. ;

- Insufficient work on mental health prevention work in the elderly.
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Postdoctoral Training In Clinical Geropsychology in the

VA System
Antonette Zeiss, Ph.D., VA Palo Alto Health Care System

The Department of Veterans Affairs has been an important source of post-doctoral training in
Clinical Geropsychology. Last year, all existing sites had to re-apply in order to remain training sites;
successful sites were awarded two postdoctoral slots. Previously, there were ten sites, each with one
Clinical Geropsychology Postdoctoral slot. In the latest VA application process, sites were free t0
designate whatever training emphasis they chose. The table below shows the current situation for Clinical
Gmymdoym-&aommgmmaﬁamemanmmMMyMeomdafor
each of the emphases. Thus, there now are six sites with at least one clearly designated Geropsychology
Postdoctoral position, with a total of eight slots. Other VAs (not shown in the table) were awarded
postdoctoral positions, but the table shows only VAs with Geropsychology slots. Some of the other VAs
do offfer related training, such as in Heaith Psychology or Neuropsychology. The stipend for the postdocs
at VA sites is now set at $37,000 per vear.

ltisn“clwwhythcnanofs!otsdedicatedmCﬁﬁalGempsychohgydecmd There
wasnodecisionmredneesupportforGempsychologyatthenaﬁonallevel;infact,geﬁmicmrerenminsa
national priority for VA health service delivery and for training. Some sites that previously had
Gempsychologypostdoudidnotsubnﬁtapplimﬁonsthisﬁmearomd;othusmaynothavesucwssﬁxlly

All VAs that were awarded postdocs must obtain APA accreditation for the postdocs within two
years. Ifanydonotmkeitﬂmughtheaweditaﬁonmcess,thmmbablywillbeanothermdof
applications invited in order to redistribute the siots from those sites. Also, if additional training money
becomes available for other reasons, those funds might be used to generate more postdoctoral slots rather

Asthisp'ocssprooeeds,lencomagemyoiyouwhoworkinVAsorwhoworkwithmbyVA
sites to consider opportumities you could provide for Climical Geropsychology Post-doctoral training.
When and if another round of invitations to submit proposals is sent out, it would be nice to see some
additional strong Geropsychology proposals. There generally is not 2 lot of time to develop a proposal
aﬁertheReqwstforSnxbmisﬁonsgoesoutfromVAlmdqnamsoit’snicetohavedonesomeplanning
ahead of time. Iwouldbehappytoworkwithanyonewhowamstolaythegomdworkforsubmim‘nga
pmpom,andl’msutethatothersonthelistomeiningDirectorsinthetablebelcwalsowmﬂdbegladto

provide advice and guidance.
Table 1 Current VA sites offering Postdoctoral training in Clinical Geropsychology
. Location Director of Training E-mail Address Aresa(s) of Emphasis
of Director of Training
Brockion, MA  [Michele Karel, Ph.D. Karel@Boston va gov Geropsychology
Houston, TX | Victor Mokinari, PhD.  [Molinari. Victor@Houston.va.gov  {Geropsychology,
Substance Abuse/Dual
Di .
Milwaukee, WI |James Hart, PhD. J; wankee.va.gov | Geropsychology,
Rehabilitation of
Seriously Mentalty Il
Palo Alto, CA | Antonette Zeiss, Ph.D. | Antonette. Zejss@med va.gov Geropsychology, Health
Psychology
Pittsburgh, PA * | Bernadette Lauber, Ph.D. ela medvagov |Geropsychology
San Antonio, |Stephen Holliday, Ph.D., en. Holli va, Geropsychology, Health
X ABPP Psychology,
’ Neuropsychology in
collaboration with
university
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Did you know...

If you need to change your address for the newsletter please contact:Barry
Edelstein at e-mail: u2 1b4@wvnet.edu or by phone: (304) 293-2001, ext. 661.

Stay connected with your colleagues in clinical geropsychology by joining our
e-mail network. Simply send an e-mail to Barry Edelstein at u21b4@wvnet.edu
(Be sure to include your name, e-mail address, and express your interest in joining

the 12/2 e-mail network).

Dms:on 12, Secuon 2 has a web-s|te Check it out at

Encourage your colleagues and students to join Division 1Z3*Section 2. Contact
Michele J. Karel, Ph.D., Psychology Service, 3-5-C Brockton VAMG, 940

Belmont Street, Brockton, MA 02301, e-mail: Michele Karel@med=ra gov; or

phone: (508) 583-4500, ext. 3725 regarding membership.

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

Xavier University

3800 Victory Parkway

Cincinnati, Ohio 45207-6511
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