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D emographic changes, restrictive rules for inclusion in
managed healthcare insurance panels, and improve-
ments in Medicare reimbursement are powerful factors attracting
ever increasing numbers of psychologists in the United States to
work with older adults. Current population trends are responsible
for a pool of older clients; e.g., in 2006 the first of the Baby Boom
generation meets the age requirement to enroll in Medicare as
their primary healthcare plan. Recent census data indicate the
fastest growing age group is the older adult age 85 and beyond.
Directly linked to this group are adult children and family caregivers
who seek psychological services and consultations for them-
selves as well as their parents. Also impacting psychology prac-
tice patterns are managed healthcare regulations that limit access
to younger patients by restricting provider enroliment in many
managed care panels, making it unlikely for new psychologists
to participate, Added to the mix are low reimbursement rates
from managed care plans, cutbacks in state Medicaid reimburse-
ment for mental health services, and greater competition from
other mental health professionals to provide assessment and
psychotherapy. Such economic forces make it increasingly likely
that larger numbers of psychologists who work in traditional pri-
vate practice as well as integrated primary care settings will wel-
come referrals for older adults and consider marketing their serv-
ices to this age group.

This paper illustrates a model of service delivery designed to
meet the behavioral healthcare needs of community-residing
older adults and their family members in a mid sized town in
northeast Ohio. Founded by the senior author more than 12 years
ago, the Center for Healthy Aging is a free-standing niche pri-
vate practice with no outside funding. The center is modest in
size, currently staffed with two full time clinical psychologists with
a geropsychology specialty, one part-time therapist and occa-
sional medical students or psychology frainees assisting in patient
care. We offer focused, cost-effective behavioral health services
that have proven to be well accepted by the consumer and are in
compliance with Medicare and other third party payer regulations.

The array of services provided at our center includes
cognitive/memaory evaluations; individual, couple, and group psy-
chotherapy; family consultations: health and behavior Interven-
tions; cognitive fitness/memary enhancement classes; and con-
sultation and training programs for professionals. By working
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closely with local primary care physicians, we believe this is a senv-
ice delivery model that can operate and thrive in many commu-
nities. The types of services illustrate opportunities open to psy-
chologists whao wish to expand their work to older adults, either
as an adjunct to a general private mental health practice or by of-
fering services to primary care practitioners in their offices.

Meeting the Psychological Needs and Requests of
Older Adults, Their Families, and Their Physicians

Many comman issues that motivate younger and middle age
adults to consult a psychologist such as career and marital stress,
parenting problems, or contemplation of divorce are not the typ-
ical ones that bring older adults to therapy (Cummings, 1998).
Common problems or themes motivating older patients for treat-
ment include social isolation and loneliness, traumatic events
(Hyer & Sohnle, 2001), adjustment to retirement and/or reloca-
tion to a retirement community, bereavement and widowhood
{Kastenbaum, 1998), adapting to physical changes and health
problems (Schulz & Heckhausen, 1996), and coping with the
disability of a spouse. Our experience at the Center for Healthy
Aging corroborates that these issues are the most commaon rea-
sons that our alder patients seek treatment. Such stressors and
life transitions can trigger depression and anxiety, with estimates
of twao million older adults having a major depressive iliness and
anather five million with minor depressive symptoms that can
impact physical health and guality of life (Alexopoulos, 2000
Steffens et al., 2000).

Although our center focuses on older adult care, to remain eco-
nomically viable our clinicians also work with younger and mid-
dle age adults. However, approximately 65 to 70% of our cur-
rent patients are over age 60. An analysis of the 139 new referrals
of older adult patients, age 61 to 91, from January 2005 to March
2008, revealed that only a small percentage (5%) requested
treatment on their own accord. Most referrals of older adults
came from primary care physicians (over 80%:), with adult chil-
dren the next most frequent source of referral,

We believe that co-locating with primary care physicians is the
most effective way to deliver behavioral healthcare services (O'-
Donohue, Cummings, & Ferguson, 2003). However, this has not
been practical in cur situation. Therefore, we do the next best



A MODEL OF SERVICE DELIVERY:
MEETING THE BEHAVIORAL HEALTHCARE

NEEDS OF COMMUNITY RESIDING OLDER ADULTS

Paula Hartman-Stein, Ph.D. and Leslie McClure, ADR

thing: we work diligently to communicate, usually in writing, at
the beginning of treatment with our physician referral sources,
and we send progress notes several times during the intervention
process, Feedback from our referral sources has been positive,
and currently we have 18 primary care physicians who regularly
refer to our center.

Because the majority of older adults referred to our center had
not been consumers of mental health treatment in the past, our cli-
nicians spend time explaining how assessments or behavioral
health interventions can be of value to them and their families.
We assure our patients that we will become partners with them, and
treatment will not be profracted, but only what is necessary to re-
duce their emotional distress or help them to cope better with their
medical problems. We have found that our older patients are cost
conscious, even when they have minimal out of pocket costs (Hari-
man-Stein, 1999). This approach fits well with the Medicare require-
ment of providing only services that are medically necessary.

Cognitive/memory evaluations were the most commanly requested
services (B0% of new referrals). Suspected dementia ar con-
cerns about mild memary inefficiency prompted most referrals

(83%). A smaller number of patients (11%) had a prior dementia
diagnosis, but a consultation was sought to provide an opinion re-
garding the level of supervised care needed, recommendations
for the least restrictive but safe living arrangement, or to develop
a treatment protocol for a behavior troubling to the family, such as
aggression, wandering, or withdrawal from activities. Our clini-
cians conduct a relatively brief cognitive assessment with such
cases (one to two hours total including write up of the case) be-
cause the main focus is to aid the families in developing strate-
gies to manage problematic behaviors. Finally, 5% of referred
assessment cases were for legal purposes to answer guestions
regarding the individual's capacity for financial or healthcare de-
cision-making or the ability to make a valid contract such as a
prenuptial agreement or change in a will.

About 25% of patients initially referred for cognitive/memaory eval-
uations opted to choose one or more of the available treatments
such as individual or group psychotherapy to mitigate depres-
sive or anxious symptoms, Interventions to assist with coping
with early dementia, or for cognitive fithess/memory enhance-
ment programs, a relatively new offering that is not covered by
Medicare or other third party payers.

Dr. Hartman-Stein addresses a session of the Memory Enhancement Program at her offices in Kent, Ohio.
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