Targeted Capacity Expansion:

Meeting the Mental Health Needs of Older Adults

In Iowa
Submitted to 

Substance Abuse and Mental Health Services Administration

Center for Mental Health Services

May 4, 2005

Grant Contact Information:

Lila P.M. Starr

Adult Mental Health Specialist

Iowa Department of Human Services

1305 E. Walnut

Hoover Building, 5th Floor

lstarr@dhs.state.ia.us
515-281-7270

ABSTRACT 

This proposal “Building an effective and sustainable service infrastructure to treat older Iowans with mental illnesses“ addresses the tremendous need to improve the identification of older Iowans with mental illnesses and expand the delivery of evidence-based practices.  The goals of this project are to: (A) establish a viable and sustainable approach to co-locating mental health service providers in primary health care settings, (B) introduce an effective and efficient clinical process to identify older adults with mental health needs, and (C) develop evidence-based approaches to providing care to these individuals. The Division of Behavioral, Developmental, and Protective Services for Families, Adults, and Children of the Iowa Department of Human Services will serve as the lead organization, and coordinate activities among the principal project partners. These partners include the University of Iowa Center on Aging, the Iowa Coalition of Mental Health and Aging, the Iowa Consortium for Mental Health, and four project managers representing locally based service delivery sites in Benton, Black Hawk,  Fremont, Grundy, Jones, Linn, Montgomery, Page, Polk, and Warren counties. During the first 18 months, the project will focus on five objectives that are intended to remove the barriers to establishing a sustainable service model in which mental health providers are located in a primary health care delivery site. In particular, the project will offer a series of public education and professional training forums that will increase awareness about mental health problems among the aging population and describe the benefits of treatment. The project also will identify the structures and processes that are most critical to a successful “co-location” model. These include determining physical space needs, delineating client identification and referral protocol, developing standard evidence-based treatment plans, and defining service reimbursement strategies that will sustain provider efforts. The next 18 months of the project will focus on four objectives concerning the implementation of a successful approach for client identification, referral, and specialty service delivery. In particular, the project will develop a reliable and valid method for identifying older Iowans with mental health needs and then implement a referral process that supports the provision of evidence-based care. The project evaluation team will evaluate the individual outcomes of evidence-based service use. In meeting the three goals and their corresponding objectives, the project will reach two important outcomes. First, this project takes a critical step forward and establishes the necessary infrastructure that will support the provision of evidence-based care to older Iowans with mental illnesses. Second, this project is designed in a manner that will facilitate replication across the State of Iowa. An important desired outcome will be that other local sites can follow on the work completed within this grant, to co-locate health and mental health providers. Another desired outcome will be that this approach can be adapted to establish co-located services in other types of settings commonly used by older adults. For example, future efforts can focus on co-locating mental health specialists in senior centers, meal sites, care facilities, and other settings where seniors can be found.    
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BUDGET 

A. STATEMENT OF NEED

Older Iowans with Mental Illnesses

According to the 2000 U.S. Census, 561,000 Iowans are over 60 years old and this group constitutes nearly 20% of the state population. Only Florida, North Dakota, Pennsylvania, and West Virginia have a higher proportion of older citizens. In regard to the oldest old, Iowa ranks second and barely trails North Dakota in the percentage of citizens over the age of 85. Moreover, Iowa’s aging population is projected to increase by more than 55% over the next 20 years as the Baby Boomers reach and surpass their 65th birthday. By 2025, older Iowans could number almost 786,000 and represent more than 1 out of every 4 persons in the state.

In addition, Iowa is a farming state. 77 of Iowa’s 99 counties have been designated as rural areas (i.e., total population <24,000), and nearly 90% of the state land is farm or forest (US Bureau of the Census, 2000). Many Iowans identify with the farming culture and its corresponding values concerning work, self-reliance and the use of public assistance. This is an important point to consider as nearly 45% of all aging Iowans live within one of Iowa’s 77 rural counties. In fact, within the least populated of Iowa’s rural counties (i.e., total population <8,000), older adults already represent 25% of the county population. 

One of the more prominent challenges presented by population aging in our very rural state concerns the unprecedented number of older Iowans with diagnosable forms of mental illness (US Department of Health and Humans Services, 1999). The Iowa Rural Health Study, an epidemiological study conducted in two rural counties, indicated that 9% of the community-based sample of older adults experienced a significant amount of depressive symptoms, and the diagnostic rate of depression reached nearly 3% (O’Hara, Kohout, & Wallace, 1985). When these rates were applied to the 526,000 Iowans currently over the age of 60 and who are living at home, we estimated that there may be as many as 47,000 older Iowans experiencing significant depressive symptoms and as many as 16,000 older Iowans who live at home and suffer with major depression.

A more recent estimate of psychiatric illnesses was completed as part of a study using a random sample of older Medicare beneficiaries (note: persons over 65 years old). This analysis indicated that 10% of the sample experienced a significant amount of depressive symptoms and 6.5% were diagnosed with major depression (Watanabe, 2003). These prevalence rates, which draw from the entire state population rather than two rural counties, suggested that as many as 29,600 older Iowans may be living at home and suffering with major depression. The same study found that 6.1% of the random sample of older Medicare beneficiaries experienced Alzheimer’s disease, dementia, or some other type of organic psychosis. When this rate was applied to the 526,000 Iowans over the age of 60 currently living at home, we estimated that there are at least 32,000 older Iowans experiencing some type of dementia related illness.

The Online Survey, Certification and Reporting system (Cowles, 2004) indicated that the prevalence of mental illnesses among older Iowans living in nursing facilities has steadily increased since 1995. In 2001, slightly more than 46% of all Iowa nursing facility residents (i.e., skilled nursing & intermediate care facilities) suffered with Alzheimer’s disease and other forms of dementia. An additional 14.5% of nursing home residents experienced some other form of mental illness such as depression. Given that there are approximately 28,000 nursing facility residents over the age of 60, we estimate that the current number of older Iowans living in a nursing facility and experiencing dementia totaled 13,000. The number of older nursing home residents with depression or another type of mental illness (e.g., anxiety, schizophrenia) may number more than 3,500.  

Access and Service Use among Older Iowans with Mental Illnesses


There have been few efforts to target services directly to older Iowans with mental illnesses. The Iowa Rural Elderly Outreach Project (Buckwalter, Smith, Zevenbergen, & Russell, 1991) constituted one of the first. The project, supported with research funds awarded by the National Institute of Mental Health (NIMH) and the Administration on Aging (AOA), was a collaborative venture between a community mental health center (CMHC) and an area agency on aging. This program was modeled after the community gatekeeper program developed by Ray Raschko at the Spokane CMHC. Community gatekeepers (e.g., mental health specialists, postal carriers, other professionals who worked with older adults in home and community settings) were recruited and trained to identify rural older Iowans at-risk for mental illnesses. Any persons who were thought to be at-risk were then referred to an interdisciplinary team for evaluation and treatment. This research demonstration project began in 1985 and served nearly 1,000 older Iowans before being incorporated as a basic service in the CMHC. The Eyerly-Ball CMHC in Des Moines replicated this project, and has continued to provide outreach to older persons at-risk for mental illnesses for more than 10 years. Other efforts to provide targeted care to older Iowans remain limited to inpatient settings at the University of Iowa Hospitals and Clinics and two other community hospitals.

Beyond this, the State of Iowa has never conducted a comprehensive analysis of the access, use, costs and outcomes pertaining to the use of specialty services by older adults with mental illnesses. Nonetheless, a number of basic indicators suggest that access and use of public mental health services may actually be worse for older Iowans when compared to older adults nationwide.

The National Technical Assistance Center for State Mental Health Planning (Demmler, 1998) reported that use of publicly funded inpatient specialty mental health services by aging Iowans was 40 per 100,000 civilians. This service use rate was much lower than the national average, and reflected a continued downward trend within the State of Iowa where inpatient service use rates peaked at 100 admissions per 100,000 civilians in 1990. For persons between the ages of 65 and 74, the use of publicly funded outpatient services was approximately 1,250 per 100,000 civilians, and just under 600 per 100,000 civilians for persons over the age of 75. Again, these rates were comparatively lower than the rest of the country, and reflected a continued downward trend within the State of Iowa where outpatient use peaked in 1990 at 1,800 for those between 65 and 74 years old and just fewer than 1,000 for persons 75 and over


Furthermore, older Iowans constituted only 16% of all publicly funded adult (i.e., 18 years and older) inpatient service users and just 10% of all adult outpatient service users. Both of these rates were lower than would be expected given the size of Iowa’s older population and the prevalence rates of mental illnesses (Iowa Department of Human Services, 1998).  


The Iowa Department of Human Services (DHS) also conducted a qualitative survey of 41 Central Point of Coordination administrators (i.e., county employees who direct the locally based mental health and disability service delivery systems). When asked about the quality of specialty services provided to older Iowans, 20 of these individuals strongly agreed that older Iowans have insufficient access to mental health services and there were few efforts to address their needs. None of the remaining survey respondents indicated that the quality of services provided to older adults were exceptional or above average. In addition, the Iowa Area Agencies on Aging (2005) reported that mental health outreach and service delivery was the second highest unmet need among persons over 60.    

The need to increase service access and provide targeted care to older Iowans with mental illnesses is great.   

The Initial Planning Process 

In 2001, the State of Iowa conducted a formal analysis of the problems experienced by older Iowans with mental illnesses (The Iowa Mental Health Forum, 2001). The analysis revealed that the state operates a highly decentralized mental health system where the 99 counties are given financial and administrative oversight of public mental health services. Within this decentralized system, each county develops its own management plan that details service goals and objectives (Iowa Mental Health Forum, 2001). In short, Iowa operates 99 independent mental health systems, each with a considerable amount of autonomy in deciding service and population priorities. 

Older adults with mental illnesses do not fare well under such devolved administrative models (Estes, Binney & Linkins, 1994), and this certainly seems exacerbated within a rural state such as Iowa. Since local administrators must juggle competing population priorities with limited financial resources, they often resolve that older persons are not a priority and assume they are being taken care of by some other agency with some other source of money (e.g., Medicare providers, the aging network). The county mental health program administrators also may determine that providing care to older adults requires special staff training and the implementation of somewhat unique treatment models, both of which require an initial start-up investment that usually cannot be supported by the local agency. Targeted service efforts seem to occur only in those places where the demand is high, administrative and clinical staff has made a concerted commitment, or the county has obtained some form of outside support (e.g., a demonstration grant like the Rural Elderly Outreach project).    

The Forum also recognized that the most common places for older persons with mental illnesses to obtain care is within non-specialty, healthcare settings such as primary care clinics and nursing homes. Indeed, Ettner and Hermann (1998) reported that slightly more than 70% of older adults who obtained Medicare Part B services for a primary psychiatric diagnosis were treated by a non-specialist. Only 29% obtained care from a specialty provider in a non-primary care setting. They suggested that the use of non-specialty service providers corresponded with the supply of mental health professionals, an especially important consideration in rural states such as Iowa where the recruitment and retention of mental health professionals is a challenge.   

Based on this analysis, the Iowa Mental Health Forum reached several  conclusions concerning the tremendous need to provide care to older Iowans with mental illnesses. For example, many CMHCs did not provide targeted outreach or service delivery to older Iowans, and formal links between mental health providers and the usual places in which older adults receive care were rare. 

These problems appeared to be even more pronounced within the 77 rural counties.    

Efforts to Build Service Infrastructure for Older Iowans with Mental Illnesses

Following on these analyses, the Division of Behavioral, Developmental, and Protective Services for Families, Adults and Children (DHS), which is the State Mental Health Authority located within the DHS, sponsored a series of statewide educational training programs focusing on older adults with mental illnesses. The programs addressed common mental health problems among older adults, and then reviewed pharmaceutical and psychosocial treatments for these conditions. The goal of these forums was to increase public awareness about mental health issues among older adults and improve provider competency in regards to identification and treatment.

Upon completion of the training sessions, providers and consumers from across the state (N=1,242) were asked to fill out a survey about how to improve the delivery of services to older adults with mental illnesses. There were several notable findings from the survey analysis. First, one of the most commonly identified problems concerning the provision of specialty services was that many older adults and their families were uninformed about mental health issues and often resisted or refused mental health treatment. In Iowa, there is a widespread stigma among older adults about mental illness and using specialty services is not commonly thought of as a care option. 

Second, the survey respondents indicated that the lack of formal identification of older adults who have mental illness was a substantial problem. On one hand, service providers simply have not been trained to reliably identify older persons who may be experiencing a mental illness or are at-risk for mental illness. On the other hand, the respondents saw this as a critical barrier to getting older adults to use specialty care. 

Last, the survey respondents reported that efforts must be made to improve coordination between primary care and mental health service providers. Such    coordination is critical as a substantial number of older adults who use primary healthcare services also present co-occurring symptoms of depression and dementia. This is especially critical within many rural counties where health providers serve as de facto mental health providers.  

 The DHS followed-up on the state-wide training effort in 2004 by providing pilot grants to three CMHCs to develop innovative service programs focusing on older persons with mental illnesses. In particular, the CMHCs proposed to locate a mental health specialist within one or more primary healthcare service settings. The co-located mental health specialist would identify older adults with mental health needs and then offer these individuals supplementary services that included evaluation, case management, and mental health treatment. 

While these pilot projects are still in process, the evaluations completed so far have revealed some critical problems with co-locating mental health specialists in primary care. Two of the sites have had considerable difficulty even gaining access into primary care clinics, and the third site only has established partial access (i.e., mental health provider on-site only two mornings per week). The project administrators suggest the problems with co-location tie to a lack of interest among the primary care providers.   

The evaluations also revealed that the three pilot sites took somewhat different approaches to the identification of older persons with mental illness. While some effort was made to have older adults complete a standard mental health-screening tool such as the Geriatric Depression Scale, the pilot programs were inconsistent in using a standard test to identify older adults who need specialty treatment. Also there was no formal effort to test the reliability or validity of these identification tools by conducting inter-rater reliability checks or comparing the tests with clinical chart data, formal psychiatric interviews, and other methods of formal diagnosis.

The problems with establishing a sustainable infrastructure for service co-location must be resolved before efforts to provide evidence-based care to older adults can be implemented successfully. 

The Iowa Coalition on Mental Health and Aging

In 2005, the Iowa Coalition of Mental Health and Aging (ICMHA) was formed and more than 50 individuals attended the inaugural meeting held in April. The members of the coalition represent primary care, hospital, long-term care and specialty mental health providers; aging, health and mental health program administrators from across the state; policy leaders from the Legislature, the Governor’s office and the Directors of the Iowa Department of Elder Affairs and the Iowa Department of Human Services; and researchers from the University of Iowa. The coalition membership also includes older consumers and representatives from advocacy organizations such as AARP, the Alzheimer’s Association, and the National Alliance for the Mentally Ill. Finally, the coalition recruited a number of national experts to serve as consultants and technical advisors. These include Willard Mays who is the past President of the National Coalition of Mental Health and Aging and Dr. Steve Bartels the Older Adults Representative to the President’s New Freedom Commission on Mental Health (see Bartels, 2003).    

One of the principal objectives of the inaugural meeting was to define the key problems in meeting the needs of older adults with mental illnesses. Interestingly, the Coalition resolved that these problems were not that different from what was defined previously. The coalition identified the primary problems as: (a) the need to improve the knowledge that older Iowans have about mental illnesses and reduce their stigmas about using specialty mental health services, (b) the need to conduct formal training for service providers, (c) the need to establish formal, sustainable linkages between health care and mental health providers, and (d) the need to develop and implement an evidence-based approach to case identification and subsequent treatment.

The coalition also acknowledged that problems with establishing infrastructure must be resolved before efforts to provide evidence-based care to older adults can be implemented successfully. If the State of Iowa cannot establish an infrastructure in which older adults with mental illnesses are identified in a reliable and valid manner, then efforts to deliver evidence-based care will be compromised. 


B. PROPOSED APPROACH

This project will: (A) establish a viable and sustainable approach to co-locating mental health service providers in primary health care settings, (B) introduce an effective and efficient clinical process to identify older adults with mental health needs, and (C) apply evidence-based approaches in providing care to these individuals. 

The project goals will be reached by working within four distinct geographic areas across the state. These areas were selected because they reflect the continuum of urban to rural environments with varying racial and ethnic populations. The first targeted area includes Polk and Warren counties. These are more urban and relatively diverse counties located in the center of the state, and home to the state capitol in Des Moines. The second geographic area includes Black Hawk and Grundy counties located in northeast Iowa along the Cedar River. These counties surround a few relatively large towns (Cedar Falls and Waterloo) and have an equally diverse population. The third area includes Benton, Jones and Linn counties. These are located in east central Iowa along the Iowa River, and surround the metropolitan area of Cedar Rapids. The fourth and most rural area includes Fremont, Montgomery, and Page counties. This area is known to have the highest concentration of rural elderly residents.  These are situated along the Missouri River in the southwest corner of the state, and surround Clarinda, the largest town with a population of just under 6,000. The following table provides demographic information pertaining to the four geographic areas. 

	Central County
	Largest City & Population
	Total County Population
	% age 65+
	Race (Alone or in combination with one or more other races)

	Polk
	Des Moines / 198,682
	374,601
	11.1%
	White:  89.8%

African American:  5.4%

Hispanic:  4.4%

Asian:  3.0%

Native American:  0.6%

Pacific Islander:  0.1%

Other:  2.8%

	Linn  
	Cedar Rapids / 120,758
	191,701
	12.4%
	White:  93.9%

African American:  2.6%

Hispanic:  1.4%

Asian:  1.4%

Native American:  0.2%

Pacific Islander:  0%

Other:  0.5%

	Black Hawk 
	Waterloo / 35,145
	128, 012
	14.4%
	White:  88.4%

African American:  8.0%

Hispanic:  1.8%

Asian:  1.0%

Native American:  0.2%

Pacific Islander:  0%

Other:  0.5%

	Page
	Clarinda / 5,690
	16,976
	19.8%
	White:  96.8%

African American:  1.8%

Hispanic:  1.6%

Asian:  0.6%

Native American:  0.8%

Pacific Islander:  0.1%

Other:  0.7%


Source: U.S. Census Bureau 2000

Within each of the four geographic areas, the following objectives will be pursued.

A1: provide public education forums to the local population of older adults.

A2: provide continuing education to local primary and mental health providers. 

A3:  establish structure and process to co-locate qualified mental health providers in primary healthcare settings and provide follow-on evidence-based treatment.    

B1: implement the RAI-MH to identify older adults with mental health needs  

B2: assess the reliability and validity of the RAI-MH.  

C1: establish a treatment referral process for older adults who are identified with mental health needs.

C2: Implement evidence-based treatments to older adults with mental health needs.     

C3: evaluate project processes and outcomes           

These goals and objectives respond directly to several criteria highlighted in SAMSHA SM-05-012 “Targeted Capacity Expansion: Meeting the Mental Health Services needs of Older Adults.” In particular, we propose to conduct community outreach and education, initiate interagency collaboration, build service linkages, include family and consumers in system planning, facilitate workforce development, identify evidence-based practices that are most relevant to older adults, conduct outreach and pre-service strategies as a way to increase access, purchase and provide direct treatment, purchase and provide wrap-around services, collect data and conduct formal evaluations of the project activities.             

Further, in meeting these goals and their corresponding objectives, the project will reach two important outcomes. First, this project takes a critical step towards establishing the necessary infrastructure that will support the provision of evidence-based care for older Iowans with mental illnesses. Second, this project is designed in a manner that will facilitate replication across the State of Iowa. On one hand, other regions can follow on the work completed here to co-locate health and mental health providers. On the other hand, this approach can be adapted to establish co-located services in other types of settings commonly used by older adults. For example, future efforts can focus on co-locating mental health specialists in senior centers, meal sites, community health centers, and care facilities.  

Our approach is grounded in three distinct perspectives. First, we are closely following on the previous Targeted Capacity Expansion projects conducted within the State of Iowa. These projects focused on Enhancing Iowa’s Capacity for Emergency Response to Mental Health and Substance Abuse Needs and Assuring Better Child Development (Iowa Department of Human Services, 2004a, 2004b). Second, we are following the Targeted Capacity Expansion projects and similar efforts across other states that were designed specifically to improve service delivery to older adults with mental illnesses (SAMSHA, 2005). Last, we are applying principles that have proven to be successful with providing other types of services to older adult populations. Our approach shadows previous efforts to meet the exercise and nutritional needs of older adults (e.g., Cardinal, Esters, & Cardinal. 1996; Prochaska & Velicer, 1997).          

Last, this proposal has been developed in coordination with several other efforts that currently are being conducted within the State of Iowa and are specifically intended to improve the provision of health and long-term care services to older Iowans. For example, in response to the Olmstead Decision, the State of Iowa conducted a formal assessment of the long-term care system and has taken several steps towards providing older persons with disabilities ‘real choices’ to identify and choose health and supportive services that meet their personal preferences for care. The State of Iowa also was selected by the National Governors Association to develop a viable approach to ‘Rebalancing Long-Term Care System towards Quality Community Living and Healthy Aging.’ (Haverland, 2004). As part of this effort, members of the Iowa delegation (i.e., Governor’s Office; the Directors of the State Departments of Elder Affairs, Human Services, Inspections and Licensures, Medicaid, and Public Health; senior legislators from the Iowa House of Representatives and Senate; and representatives from constituency based groups such AARP Iowa and the Area Agencies on Aging) recognized the importance of addressing the needs of older Iowans with mental illnesses. Finally, the state helped to organize the Iowa Coalition of Mental Health and Aging and recently submitted an R24 planning grant that proposed to study how EBPs for older adults with mental illnesses can be included within this larger effort to rebalance Iowa’s system of health and supportive services for older adults. This project, as described in the remainder of this proposal, complements but does not replicate these other important activities.

METHOD

This project will extend over a three-year period. During the first 18 months, emphasis will be placed on conducting public education and professional training as well as defining the structures and processes necessary for establishing a sustainable service co-location. These activities are considered to be the necessary pre-cursors to conducting successful client identification and the subsequent provision of evidence based-treatment. During the second 18 months, the project will focus on the implementation of evidence based client identification and service delivery. In the remainder of this section, we discuss the method for reaching each objective in greater detail. These activities also are outlined in the work schedule featured in Section C. 

A1: Provide public education forums to the local population of older adults.

Inform them about symptoms of mental illness, problems related to not meeting mental health needs, the benefits of seeking treatment, and where to go to obtain treatment.


What prevents older adults with mental illness from obtaining specialty treatment?  Blixen (1988) suggested that older adults may be reluctant to seek out care because of the stigma that has been attached to mental illness. The current population of older adults grew up in an era where psychiatric care was largely custodial and treatment often relied on physical and chemical restraints rather than supportive and curative approaches. The stigma also is based on the common perception that there was little that could be done for older persons with mental illnesses (United States Senate, 1973). Knight, Woods, and Kaskie (1998) added that older adults do not use specialty services because they may not recognize the symptoms that correspond with a late-onset disorder such as depression or dementia. They may interpret psychological symptoms as physical problems, and seek out a healthcare provider.

Arguably, a public education outreach campaign highlighting the importance of identifying mental health needs and seeking treatment would be a critical step towards establishing an effective program in which mental health providers are co-located in primary care settings. Older adults who are familiar with mental health issues may fill out screening questions more accurately or be more willing to discuss their mental health needs with a provider. They may also be more likely to obtain specialty care.    

In fact, researchers have found that educating older adults about the importance of self-care corresponded with improved outcomes for exercise participation and self-management of diabetes. Cardinal, Esters, and Cardinal (1996) and Prochaska and Velicer (1997) argued that individuals go through distinct stages as they make a significant behavior change such as joining an exercise program or managing their diabetes. One of the first and most important stages concerns developing a sense of self-efficacy. If older adults place a value on the outcome that is related to changing a behavior and then they learn how they can reach that outcome, then they are more likely to successfully change their behavior because they believe the outcome is worth pursuing and they know how to get there. If persons do not instinctively ascribe a value to the outcome or learn how to embark on the change process, then public education can play a critical role in the change process 


Following on this, the first objective of this project is to conduct an educational outreach campaign that informs older Iowans about mental health issues and how to seek out assistance. Across the four geographic areas, the education outreach will be carried out in a similar manner. First, public education forums will be conducted within four distinct sites on a quarterly basis. The sites will include local senior centers, local faith based organizations, Area Agencies on Aging, and local healthcare facilities that routinely offer community education programs. Following on the successful marketing approaches developed by Civic Ventures (2002) and other programs that address healthy and successful aging, the education forums will be marketed as opportunities to learn about healthy and successful aging and a part of the forum will focus on what to do when problems such as mental illnesses arise. 


Second, brochures will be developed and distributed at the various sites as well as other locations across the geographic area. These brochures will discuss mental health issues relative to healthy and successful aging. Third, public service announcements will be created and distributed to local radio stations. 


The University of Iowa Center on Aging will administer the educational outreach campaign in conjunction with the Iowa Consortium for Mental Health and other project partners. The Center will adapt the successful training program implemented in 2002 by the Iowa DHS, and follow on some of the best practices employed in educational campaigns conducted by other state coalitions of mental health and aging. The campaign (e.g., forums, brochures, and public service announcements) will be guided by members of the Education and Training Committee from the ICMHA. These individuals also will assist with the public presentations. 

A2: offer continuing education to locally based primary and mental health providers. Topics should include: how to identify older adults with mental

illnesses, engaging in collaborative treatment approaches, and defining the cost

benefits of participating in such collaborations.

Even if older adults recognized symptoms of mental illness and actively sought specialty treatment, Gatz and Finkel (1995) argued that the needs of older adults with mental illness would not be met because of the pervasive lack of primary care health professionals with clinical expertise in aging populations. Family physicians and internists are more likely to overlook symptoms of mental illness. Callahan, Hendrie, and Tierney (1995) reported that more than 75% of a patient sample with cognitive impairment had never been diagnosed with clinical dementia by their primary healthcare provider. Other researchers established that primary healthcare providers rely excessively on pharmaceutical interventions to treat mental illness, and rarely refer older adults with mental health problems to specialty providers (Gottlieb, 1992; Harmon, Crystal, Walkup & Olffson 2003).

Further, the substantial use of primary healthcare services constitutes inefficient service delivery because visiting primary physicians who did not recognize or diagnose mental illness results in significant delays in the delivery of potentially more effective services. Arguably, a more efficient system would increase the capabilities of primary care physicians to assess and treat individuals with mental illnesses as well as hasten the referral to other appropriate services (Sperlinger & Furst, 1994).

A professional training campaign that highlights the importance of identifying mental health needs and providing evidence-based treatment would be another critical step towards establishing a successful partnership between primary care and mental health providers (and a pre-cursor to needs identification and service provision). If primary care providers place a value on the need to work with mental health specialists as a way to improve the care provided to older adults, then they are more likely to support a co-located service model.  


The second objective of this project is to provide training to locally based primary care and mental health providers about mental health issues among older adults. Within the four  geographic areas, the professional training project will be carried out in a similar manner. First, providers will be identified through the Iowa Association of Family Practice, the Iowa/Nebraska Primary Health Care Association, Area Agencies on Aging, and the local Central Points of Coordination (i.e., the administrative home for county based mental health service delivery systems) and the local site managers. Second, these individuals will be sent informational brochures that discuss mental health issues relative to primary care practice. Finally, these individuals will be invited to the accredited training programs that will be conducted within the local area. 


The University of Iowa Center on Aging will administer the provider training effort in conjunction with other project partners. The Center will follow on the successful training program implemented in 2002 by the Iowa DHS, and also employ best practices featured in the provider training efforts conducted by other state coalitions of mental health and aging. The training forums will be developed in coordination with the members of the Education and Training Committee from the Iowa Coalition of Mental Health and Aging. Members from the coalition also will be recruited to administer the professional training forums. 

A3: establish a sustainable structure and process to co-locate qualified mental health providers in primary healthcare settings and provide follow-on evidence-based treatment; recruit at least three qualified mental health providers to be co-located within a local primary care setting for no less than one day per week.    

In 1998, the Substance Abuse and Mental Health Services Administration (SAMHSA) defined a specific need to support the development of EBPs for the older adult population and funded a six year, multi-site research study that focused on the provision of care to older persons with mental illnesses in non-specialty, primary care settings (aka, the PRISM-E Study).  


Since then, several research groups have reported their efforts to improve the provision of mental health care within primary care settings. For example, Bruce et al. (2004) reported that the integration of a depression screening protocol in primary care settings corresponded with reductions in suicidal ideation and other depressive symptoms. The initial results of the PRISM-E project (Substance Abuse and Mental Health Services Administration, 2005) suggested that the provision of mental health care to older adults in primary care settings could be improved with co-located case coordinators. 


Following this line of research, the Iowa DHS funded three pilot projects to co-locate mental health specialists within primary care settings as way to improve care provided to older persons with mental illnesses. As discussed previously, the projects have experienced various level of success in establishing a sustainable infrastructure. While some of these problems are thought to be related to the lack of education and training outreach (see objectives A1 and A2), another critical barrier to successful co-location relates to structure and process.


An effective and sustainable service co-location must consider how organizational structures, such as the physical ability to co-locate mental health providers, will affect the delivery of mental health services. If a sufficient amount of space is not allocated for co-located mental health professionals, then problems may occur. Successful co-location efforts also must garner adequate Medicare and Medicaid reimbursements to cover service costs. For example, the co-location of mental health provider in a primary care practice s likely to correspond with increased costs and Bartels (2003) cautioned that current Medicare policies do not necessarily provide adequate reimbursement for the way in which some co-located services are delivered. Another key procedural component will be to determine when exactly a mental health-screening tool should be administered (e.g., upon arrival at the clinic, while waiting to see the primary care provider or after the primary health care examination). Another procedural issue concerns how a treatment referral will be made to those older adults who are identified with mental health needs. These structural and procedural issues must be resolved as a precursor to conducting successful needs identification and service provision. 


The third objective is to determine what structures are most critical to service co-location. This objective also involves defining the processes that allow primary care and mental health specialists to work collaboratively to identify older adults with mental illnesses, make successful referrals to use evidence-based services, and then provide evidence-based care.    

 
This objective will be accomplished in three steps. First, the project director 

and the four local site managers will conduct formal interviews with a sample of the  health and mental health providers who attend the professional training sessions (see Objective A2). These interviews will focus on defining key challenges in co-locating services especially in terms of contextual differences across the counties (e.g., we suspect co-location in rural counties may be more difficult than within urban counties). The interviews also will collect information about the best ways to address these challenges. 


Second, the project director and the four managers will interview members of the Service Provider Committee of the ICMHA, and develop a best practice approach for establishing co-located services across the three geographic areas. These approaches will then be reviewed by consultants to the ICMHA who are national experts in service delivery and reimbursement. Finally, the best practice approach will be presented to the Medicare Local Medical Review Policy Committee and the Iowa Medicaid program to determine the correct process for maximizing service reimbursements.     
       


Third, once a best practice for establishing a structure and process is identified, the project director and four local project managers will complete a memorandum of understanding between no less than three qualified mental health service providers and locally based primary health care providers. The expectation is that these co-located providers will provide direct services over the remaining 18 months of the project period.

B1: implement the RAI-MH as the clinical tool used to identify older adults with mental health needs; the tool will screen for depression, dementia, substance abuse and other mental health needs in a reliable and efficient manner  
Beyond the multi-site PRISM-E research study, SAMSHA funded nine Targeted Capacity Expansion (TCE) programs for older adults in 2002. These programs have worked to provide effective, evidence-based mental health services to older persons in a variety of service locations including primary care and nursing homes. One program in upstate New York, the Senior Outreach Program, provides mental health services to older adults through a mobile outreach team that can be placed in a variety of settings including non-specialty, primary care. Another TCE program, the Senior Behavioral Health Service, is located in the San Francisco Bay area. This program serves older adults living in residential care facilities and offers early intervention for mental illnesses and treatment for ongoing cases of depression and behavioral problems associated with dementia. 

While these projects used a variety of reliable screening and assessment tools, they collectively fell short on two key points. The assessment tools varied from one project to the next, and most of the individual tools were designed to assess a particular set of symptoms or diagnosis (i.e., depression or dementia). This is problematic. In developing a service infrastructure, efforts must be made to facilitate replication from one site to the next. If there is no standard assessment tool or if the tool has to be modified to accommodate local, contextual differences, then replication across different service sites becomes more difficult. Further, if the tool’s applications are limited to a specific set of symptoms or diagnoses, then it does not constitute a valid screening device for the range of all mental health needs experienced by older adults.   

In this project, we propose to use the Resident Assessment Instrument – Mental Health (InterRAI, 2005). The RAI-MH is a reliable and efficient instrument used to detect a wide range of mental health problems experienced by older adults, and it is designed to identify individuals who are most likely to need a formal assessment and specialized treatment plan. In other words, it is intended for use with older persons who may have mental health problems but who are not currently diagnosed with a psychiatric disorder or using a specialized service—as are most older individuals who appear in primary care settings. 

Another important feature of the RAI-MH is that it was developed in coordination with existing mental health screening tools such as the Brief Psychiatric Rating Scale and the CAGE alcohol screen, and the RAI-MH has been tested across a number of sites with a variety of aging populations (Hirdes et al., 2002). Further, the RAI-MH was developed in coordination with a process and outcomes tool so that more effective service evaluations can be conducted.

The fourth objective of this project is to train the co-located mental health providers to apply the RAI-MH in primary care settings. This training will occur within each of the four  geographic areas and include all providers who have agreed to be involved in the project. The training will be conducted by the project director in partnership with the four local managers and members from the ICMHA Service Provider Committee. Prior to training the local mental health providers, the project director, the site managers, and the coalition members will undergo a formal training session with InterRAI, the organization that administers and oversees the use of RAI-MH.        

B2: implement the RAI-MH as the clinical tool used to identify older adults with mental health needs. Assess the reliability and validity of the RAI-MH.  

While the reliability and validity of the RAI-MH has been established across a number of locations with a number of populations (Hirdes et al., 2002), it is nonetheless critical to test the reliability and validity of the instrument as it is applied to older Iowans by mental health providers who are co-located in primary health care settings. A supportive and sustainable infrastructure that provides specialty treatment to older Iowans with mental illnesses must be based on an assessment tool that can be applied reliably by qualified mental health service providers is Iowa.   

The fifth objective of this project is to establish the reliability and validity of the RAI-MH within co-located service settings across the four geographic areas. For the purposes of this project, test-retest and inter-rater reliability are the most critical. Test-retest reliability will be measured by having the mental health providers conduct the RAI-MH on no more than 30 older adults who consent to complete the screening process prior to visiting the primary care provider and then again upon completion of their office visit (note: the RAI-MH takes less than 10 minutes to complete). The inter-rater reliability will be estimated by having two mental health providers score the RAI-MH on no more 30 individuals who consent to participate in the project. The reliability testing will be overseen by the project director in partnership with local managers and the project evaluation team.     

The validity of the tool will be assessed in two ways. Older individuals who are identified as having mental health needs will be referred for specialty treatment, and as part of this treatment, these individuals will receive a more formal diagnostic assessment. The results of no more than 30 of these formal diagnoses will be compared to the RAI-MH screen to determine validity of the initial assessment. In addition, the total number of individuals who are identified by the RAI-MH to have a mental health need will be compared to the total number of individual who completed the RAI-MH. The validity of the screening instrument will be considered relative to the expected rate of mental illnesses among older adults within each county.   

C1: establish a treatment referral process for older adults who are identified with mental health needs.

 
Snowden, Masland, and Mayberg (2002) reported that the use of specialty mental health services increased when the start of treatment was tied closely to the initial assessment; service use decreased when the time between the needs assessment and the start of treatment was longer. Following on this, the co-located health and mental health providers must develop a method so that when older individuals with mental health needs are identified, then specialty treatment can begin immediately. In designing the structure and process of service co-location (see Objective A3), processes will be established so that the results of the RAI-MH are reported to the primary care physician. If an older adult is identified as having a mental health need, then the primary care provider will encourage the person to initiate treatment and ask the older adult to schedule an appointment before leaving the office. Older adults will be allowed to schedule appointments in their own home, the primary care office, or the mental health provider’s office. 

The sixth objective of this project is to establish a referral process that connects older adults to specialty services. The principal agents involved are the health and mental health providers. The processes that facilitate reaching this objective are established in Objective A3.  

C2: implement evidence-based treatments to older adults with mental health needs; establish sustainable and efficient method to provide treatment. 

Buckwalter, Smith, Zevenbergen, and Russell (1991) reported that service outcomes were improved for older adults who received targeted geriatric case management. Since then, assertive community treatment has been empirically well established for adult patient populations. In addition, there are at least three well-established clinical treatment protocols specifically designed for older adults (Bartels et al., 2003). These include: (a) pharmacological treatment of major depression, (b) psychosocial treatment for major depression, and (c) psychosocial management of behavioral problems in dementia. 

According to Bartels et al., there have been 8 meta-analytic studies that have supported the effectiveness of anti-depressant medication for older persons with depression. There have been 7 meta-analytic studies that support the effectiveness of psychosocial treatments for depression among older adults (Bartels et al., 2003). Cognitive, behavioral, and cognitive-behavioral therapy have the strongest amount of support, and were effective in decreasing depression scores and improving psychological well being. Other interventions such as interpersonal and brief dynamic psychotherapy were considered to be only somewhat efficacious. Behavioral reinforcement and environmental modifications have been well established as effective ways to reduce problematic behaviors among persons with dementia. 


In the ongoing evaluation of the three pilot programs in Iowa, the individual providers reported that they have offered a combination of case management, psychosocial treatment, and pharmaceutical therapy to older persons who were identified with mental health needs. However, the treatment approaches have varied from one individual provider to the next, and the treatments vary from one site to the next. 


In reaching the seventh objective of this project, the mental health providers will apply a standardized, empirically based treatment plan to older adults who screen positive for a mental health need. While the responsibility for implementing the seventh objective falls squarely upon the mental health providers, their success will depend on the set of standard treatment plans created by the project director, the four site managers, and the ICMHA Service Provider Committee (see Objective A3). 

These treatment plans will feature a combination of the core activities of Buckwalter’s Rural Elderly Outreach Program (which has since become a national standard) and the particular clinical treatments that have been well established for older persons with depression and dementia. In those cases where individuals are diagnosed with something other than depression or dementia (e.g., anxiety, alcohol abuse, sleep disorder) the standard treatment plan will combine community outreach with the best practices (but not empirically validated) that were identified by Gatz et al (1998), used by other SAMSHA TCA sites, and endorsed by the members of the ICMHA Service Provider Committee.  

Given the expectation that each site will recruit three qualified mental health providers who will work in a co-located setting at least one day per week, we estimated that a total of 25 RAI-MH screenings would be conducted each month by each provider across each of the four geographic areas (25x3x4=.300). Extending these assumptions out over the 18-month project period, we estimated that approximately 5,000 screenings would be conducted. Using prevalence estimates and Milazzo-Sayre et al.’s (2001) service use data for older adults with mental illnesses, we then estimated that approximately 1,000 (20%) of the older adults who completed the RAI-MH would have a mental health need and 240 of these individuals would seek specialty services. So, within each geographic area, we estimated that a minimum of 60 older adults would be provided direct services during the 18-month project period. 


C3: evaluate project processes and outcomes. Determine if proposal met goals and objectives, and if individual mental health needs were improved through identification approach and evidence-based service delivery
Mechanic (2001) suggested that service outcomes are affected by the implementation of administrative oversights and performance monitoring such as peer-review or outcomes based evaluation of provider activities. The evaluation of this project, in general, and the individual outcomes of service provision, in particular, are discussed further in Section D of this proposal. 

ADVISORY BOARD & KEY PROJECT PARTNERS


This project will rely extensively on the input provided by members, consultants and technical experts affiliated with the Iowa Coalition of Mental Health and Aging.   

Some of the key members of the Iowa Coalition include Dr. Kathleen Buckwalter from the University of Iowa. Dr. Buckwalter is the Associate Director of the Gerontological Nursing Interventions Research Center, and has established a reputation as one of the nation’s leading clinical researchers focusing on the improvement of mental health services for older adults. Dr. Buckwalter's research has been funded by several branches of the National Institutes of Health including the National Institute on Aging, the National Institute of Nursing Research, and the National Institute of Mental Health. In 1999, Dr. Buckwalter was elected to the Institute of Medicine. Most relevant here, Dr. Buckwalter designed and directed the Iowa Rural Elderly Outreach Project, and has been an integral part of developing EBPs in geriatric nursing care. 


Other key coalition members are Directors Kevin Concannon from the Iowa Department of Human Services and Mark Haverland from the Iowa Department of Elder Affairs. These leaders and their designated staff will provide valuable counsel regarding development of the service infrastructure and the implementation of evidence-based treatment. 

Other notable members of the Coalition are the directors and staff from the Iowa Academy of Family Physicians, the Iowa-Nebraska Primary Care Association, the Iowa Nurses Association, the Iowa Psychiatric Society, and the Iowa Psychological Association. Also, coalition membership includes older adult consumers and representative from advocacy groups such as the AARP, the Alzheimer’s Association, the Olmstead Real Choices Consumer Taskforce, the Mental Health Planning Council, and the National Alliance for the Mentally Ill.   

Among the Coalition’s national consultants, Dr. Steve Bartels, an associate professor of psychiatry at Dartmouth Medical School, will provide input on the development of EBPs specifically targeted for older adults. Dr. Patricia Arean, an associate professor of psychiatry at the University of California at San Francisco, will  provide information about service management for treating depression in older primary care patients. Dr. Martha Bruce, a professor of sociology in psychiatry at Cornell University, will provide consultation concerning her work that identifies depressive symptoms among older primary care patients, and the provision of health and supportive services to older adults at home in the community. . 

Expert technical assistance also will be provided to the coalition by Dr. Michael Flaum from the Iowa Consortium for Mental Health (ICMH). Since 2003, the ICMH has worked with Lila Starr and others at the Iowa Department of Human Services to implement evidence-based mental health practices across the entire state.  During the current fiscal year, ICMH was contracted to provide technical assistance to 42 CMHCs to develop evidence-based practices as mandated by the State of Iowa. For this project, the ICMH will help in designing an effective process to identify and treat older adults with mental health needs, and also assist with the development of evidence-based  treatment plans (as discussed under Objectives A3, B1 and C2).  

C. PROJECT SUPPORT
Organizations and Resources 

Division of Behavioral, Developmental and Protective Services


The Iowa Department of Human Services, Division of Behavioral, Developmental and Protective Services for Families, Adults and Children is the chief organizational partner. The DHS has a well-established record of developing and implementing projects that address the needs of differing populations of individuals with mental illness. A few of these projects include Enhancing Iowa’s Capacity for Emergency Response to Mental Health and Substance Abuse Needs, Iowa’s Real Choice Systems Change effort, implementation of the annul PATH program -- Projects for Assistance in Transition from Homelessness, Assuring Better Child Development program, and the annual CMHS PPBG application and State Plan for the mental health system. The DHS will host day-to-day operations, and specifically coordinate the implementation of the screening instrument and evidence-based treatment across the three counties. 

The DHS has the resources necessary to implement successfully the proposed project. These include computer facilities, information resources, and communication technology. The Division is housed at the Hoover State Office Building, on the Iowa State Capital Complex, in close proximity to the central offices of all the agencies in State government, as well as the Governor’s office and the State General Assembly.  

The University of Iowa Center on Aging 

The University of Iowa Center on Aging will assume responsibility for the education and training component of the project. Since its formation in 1990, the Center has served as an interdisciplinary, University-wide resource and focal point for aging-related interests and activities. That recently was called upon by the State of Iowa to lead the improvement of the health and well being of older Iowans. 

The Center has a well-established record of public education and professional training. In the past year alone, the Center hosted or assisted in the coordination of over 30 educational events including invited faculty presentations, interdisciplinary research seminars, a graduate fellowship program in aging, and the annual Midwest Conference on Health Care in the Elderly.

The Center on Aging has the resources necessary to implement successfully the proposed educational outreach. These include computer facilities, information resources such as the University of Iowa’s Hardin Health Library, and communication technology. 

Key Project Staff 

Lila Starr

Ms. Lila Starr will direct the project for DHS. Ms. Starr has been the Older Adults Program Representative within the Division of Behavioral, Development and Protective Services (DHS) of the Iowa DHS since 2000, and she served on the Board of Directors of the National Association of State Mental Health Program Directors Older Persons Division. She continues to serve as Iowa’s representative to the Older Persons Division and also serves as Iowa’s representative to the Adult Services Division of NASMHPD. Ms. Starr received a B.A. from the University of Northern Iowa with a Minor in Gerontology, and has been working for the DHS since 1984. During her tenure as Adult Mental Health Specialist, Ms. Starr initiated a statewide training program in aging and mental health. She also has administered three pilot programs within local community mental health centers that improved the provision of care to older Iowans. Her commitment to older Iowans with mental illnesses is most notable given that her primary roles and responsibilities within the DHS entail working on the implementation of adult (under 65) public mental health services and directing the Olmstead Decision taskforce. 

Ms Starr will be the project director, and be responsible for day-to-day supervision of a full-time project assistant as well as providing direction to three project managers. The project director will assume responsibility for day-to-day operations, coordinating activities between the co-location project sites, University of Iowa Center on Aging, Iowa Consortium for Mental Health, and the Iowa Coalition for Mental Health and Aging. 

Site Managers: Tom Eachus, Mary Anne Gibson, Kathy Koehn, and Vivian Mogensen 

The four site managers will partner with the DHS, the University of Iowa Center on Aging, the Iowa Consortium for Mental Health, and the Iowa Departments of Human Services and Elder Affairs and will be involved significantly with reaching the three project goals. These individuals were selected as local partners for three reasons. First, they are employed by  CMHCs that meet the site selection criteria as defined in SAMSHA SM-05-012 “Targeted Capacity Expansion: Meeting the Mental Health Services needs of Older Adults.”  Second, their organizations reflected four distinct geographic areas that captured the continuum of urban to rural environments with varying racial and ethnic populations. Third, these individuals have established expertise in delivering specialized mental health services to older Iowans, and are most ready to implement the project as proposed.  

During the first 18 months, the site managers will be involved with implementing the five objectives that are intended to remove the barriers to establishing a sustainable service model in which health and mental health providers are located at the same site.  In particular, the site manager will assist in providing a series of public education and professional training forums that are intended to increase awareness about mental health problems among the aging population and describe the benefits of treatment. The site managers also will contribute to the identification of the structures and processes that are most critical to establishing a successful “co-location” model. These activities include determining physical space needs, delineating client identification and referral protocol, developing standard evidence-based treatment plans, and defining service reimbursement strategies that will sustain provider efforts. The site managers will help determine acceptable provider charges for the different services that will be implemented (i.e., identification and treatment), establish a process for submitting service claims to the appropriate insurance agency (e.g., Medicare), and reconciling difference between provider charges and paid claims. The site managers also will recruit no less than three qualified mental health providers and negotiate memorandums of understanding with local primary care clinics that will allow the mental health providers to work on-site at least one day per week. 


During the next 18 months of the project, the site managers will focus on the four objectives concerning the implementation of a successful approach to client identification, referral and specialty service delivery. In particular, the site manager project will help to implement a reliable and valid method for identifying older Iowans with mental health needs, monitor a referral process that supports the provision of evidence-based care. Most important, the site manager will assist the mental health providers in processing service charges and reconciling paid claims.  

Julie Bobitt

Julie Bobitt, M.A, will serve as the education and training coordinator. She will prepare and disseminate materials and will travel to three sites across the three geographic areas on a quarterly basis to give presentations to older adults. Ms. Bobitt will also be responsible for designing promotional materials to be sent to providers and will coordinate provider trainings in each of the three areas on a quarterly basis.

Ms. Bobitt is the Education Coordinator with the University of Iowa Center on Aging, and has led the education and outreach efforts for the past two years. She has coordinated numerous interdisciplinary education opportunities for students, educators and the public, participated in state-wide educational efforts with a consortium of aging programs representing five universities, exhibited and/or presented at multiple regional, state and national conferences, and served as project manager for two statewide grant contracts. She will be drawing on her work experiences with many local and statewide health-care agencies and aging-related organizations to successfully implement the education and training component of this project.    

Brian Kaskie

 Dr. Brian Kaskie will provide additional leadership to the project, and specifically assist with project evaluation. Dr Kaskie is an Assistant Professor of Health Management and Policy in the College of Public Health at the University of Iowa. His research has focused on the development of policies and provision of services to older persons with mental illnesses. He analyzed Medicare mental health policies and studied variation across Medicare local medical review policies. He also evaluated the impact of managed behavioral healthcare on access, use, and costs of older Medicaid beneficiaries in California and Colorado. Dr. Kaskie participated in the White House Mini-Conference on Aging and Mental Health, initiated the San Francisco Bay Area Coalition on Mental Health and Aging, and currently serves on the Aging and Public Policy Committee of the American Psychological Association. Dr. Kaskie has conducted a number of evaluations. Most recently, he has been involved in a formal evaluation of Iowa’s long-term care system 

Joseph Cavanaugh

Dr. Cavanaugh is Associate Professor of Biostatistics in the College of Public Health at the University of Iowa. He will provide consultation on design, collection and statistical analysis of project data. Dr. Cavanaugh has expertise in discrimination and classification, linear models, missing data applications, model selection/modeling diagnostics and time series Dr Cavanaugh has consulted a=on a number of projects for the State of Missouri as well as the State of Iowa. Most recently, he has provided assistance to the Iowa Workforce Seniors Study. In that role, he has conducted basic and advanced statistical analysis that involved multi-dimensional of survey response items and applying multi-nomial logistic regression.  
Dr. Michael Flaum


Dr. Flaum is a psychiatrist and Director of the Iowa Consortium for Mental Health at the University of Iowa.  His experience as a practitioner and frequent trainer and consultant to the State Mental Health Authority will make him an invaluable trainer and consultant on this project.  Dr. Flaum will also provide direct supervision of one FTE, project assistant, to be hired to work at DHS in Des Moines, providing hands on capacity to implement this project.   

Project Schedule and Logic Model 


These items have been inserted at the end of the narrative.

D. EVALUATION 


The evaluation will focus on processes and outcomes as they relate to the three project goals. The evaluation will consist of both qualitative and quantitative methods. The purpose of the evaluation will be to: (a) determine how well the individual sites reach objectives A1-C2; (b) identify points where the sites varied significantly, and (c) determine what could be done to improve future efforts. The evaluation will be directed by Brian Kaskie and Joe Cavanaugh from the University of Iowa. In the remainder of this section, the methods of evaluation are described in further detail. 


Following on the requirements outlined in SAMSHA SM-05-012 “Targeted Capacity Expansion: Meeting the Mental Health Services needs of Older Adults” the evaluation team will submit an annual report to the agency that assesses project status especially in terms of the adherence to the proposed goals and objectives. The evaluation team also agrees to comply with 

SAMSHA’s project evaluation requirement and use the web-based submission formats to provide specific data on annual project performance.    

Co-Locating Health and Mental Health Services


This goal will be reached by conducting an education and training outreach effort and by working through structural and procedural issues that relate to establishing a co-located service between health and mental health providers.


In terms of procedural issues concerning the education and training effort, members of the evaluation team will periodically (i.e., at least once each quarter) attend project staff meetings that concern program and brochure development, site selection and scheduling, and brochure distribution and program recruitment. The evaluation team will observe and record the activities that were pursued relative to these objectives.


The outcomes of the training and education effort will be evaluated in two ways. 

First, the number of attendees will be totaled and compared to the population in the geographic area. This will provide some idea of the percentage of older adults and locally based health and mental health providers that were involved in the outreach. Second, the education and training participants will complete a brief evaluation of the program. This information will be collected by the director of education and training, and de-identified surveys will be provided to the evaluation team. Responses will be compiled into a secured database at the University of Iowa. 

The evaluation team then will conduct a series of statistical analyses focusing on attendance and participant satisfaction ratings. Summary statistics will provide a quantitative description of the individuals who participated in the education and training programs (e.g., mean age, gender, professional status, level of satisfaction with training). Particular attention will be focused on the diversity of program participants in terms of age, race, ethnicity, gender, and residential status.  

Linear regression models will identify variables that distinguish individuals who rated the education and training sessions more positively, and determine if differences relate to age, race, ethnicity, gender, professional status or some other individual level characteristic. Then, group comparisons will be conducted to determine if differences in the education and training occurred across the three different sites. The results of these statistical analyses will be shared with the project director and the site managers. If the education and training programs differ significantly, then the evaluation team will focus on what made one program more effective than the others. Based on the analyses, the evaluation team will develop a best practice approach for future education and training outreach efforts.        

The activities pertaining to establishing the structure and processes for service co-location will be monitored by evaluation team members who will periodically attend staff meetings (i.e., once each quarter). The evaluation team will observe and record what the staff did in terms of working out structural issues such as providing adequate space for the mental health provider, and how certain processes were established. These include defining the implementation of the identification process, the treatment referral process, and the reimbursement process.   


The outcomes of the service co-location effort will be measured by the number of memorandums of understanding that were reached by the 18 month of the project period. Another outcome measure will be to compare the total number of co-located service sites with the number of potential sites across each geographic area. This will provide a basic estimate of service coverage in each geographic area. Based on the analyses, the evaluation team will develop a best practice approach for establishing sustainable structures and processes across other sites. 

Establishing the Identification Process

This goal will be reached by training mental health providers to use the RAI-MH, implementing the identification tool in a reliable manner, and establishing the validity of the assessment. 


In terms of procedural issues concerning the training effort, members of the evaluation team will attend the training sessions across the three geographic areas, and observe and record activities. The outcomes of the training effort will be evaluated in two ways. First, the number of attendees will be totaled. Second, the mental health providers who participated in the training sessions will complete a brief evaluation. This information will include a self-assessment of the provider’s capacity to apply the tool effectively and efficiently. 


The reliability of the tool will be assessed by having each mental health provider 

conduct two assessments on no more than 30 individuals. These assessments will be completed at the start and at the end of the primary care visit. Copies of the provider assessments will be provided to the site manager who then will provide de-identified copies to the evaluation team. The assessments will be entered into a secured database at the University of Iowa, and a test-retest reliability score will be determined by the percentage of agreement on individual items 


Inter-rater reliability will be evaluated by having two mental health service providers concurrently conduct the RAI-MH on no more than 30 individuals. The assessments will be de-identified before being shared with the evaluation team and entered into a secured database at the University of Iowa. The inter-rater reliability score will be determined by the percentage of agreement on individual items 


The validity of the RAI-MH will be evaluated in two ways. First, within each county, the evaluator will compare the results of the needs assessment for no more than 10 persons who screen positive with the results of the subsequent diagnostic interviews. The validity will be determined by comparing the identified need with the formal diagnosis. For example, if the RAI-MH suggested that a person may be experiencing problems related to depression, the validity of this would be supported should a formal diagnostic interview confirm that a person experiences some type of depressive disorder. The information on individual assessments and subsequent diagnostic interview will be collected by the site manager, and then de-identified before being given to the evaluation team who will enter the client information into a secured database. 


Validity of the identification tool also will be estimated by comparing the percentage of clients who screen positively for a mental health need with the expected prevalence rates for the individual county. It is expected that the percentage of clients who are identified with a mental health need would equal the expected rate of mental illness as estimated by the ICMHA.


The evaluation team will report back to the site managers about the reliability and validity of the identification process. If reliability scores are unacceptably low or the validity of the assessment appears questionable, then corrective measures will be pursued.   

Last, the evaluation team will conduct a series of statistical analyses on the results of the RAI-MH assessments. Summary statistics will provide a quantitative description of the individual assessments (e.g., means scores, deviations, frequencies of particular need scores). Linear regression will be used to identify variables that distinguish individuals who have a high number of needs from those that few or no mental health needs. For example, the analyses will determine if a person’s age, gender, race, ethnicity, living situation or health status corresponded with having a greater number of mental health needs. Then, group comparisons will be conducted to determine if differences occurred across the three different areas. The results of these statistical analyses will be shared with the project director and the site managers. Based on the analyses, the evaluation team will develop a summary narrative that describes a best practice approach for client identification.   

Providing Evidence-Based Treatment 


This goal will be reached by establishing an effective service referral process and then providing a standardized treatment protocol. In terms of evaluating the procedural issues concerning the referral process, members of the evaluation team will periodically (i.e., once a quarter) meet with the health and mental health providers as well as observe their activities to evaluate the referral process. 


The outcomes of the referral process will be evaluated in two ways. First, the providers will record the time it takes for an individual who was identified as having a mental health need to schedule the first treatment session. Second, the referral process will be evaluated in terms of the percentage of individuals who actually attend this session. This information will be collected by the mental health providers, who will pass information on to the site managers, and then de-identified data will be passed on to the project evaluators who will enter the data into a secured database at UI. 


The evaluation team will conduct a series of statistical analyses on the referral data. Summary statistics will provide a quantitative description of those older adults   who appeared for treatment (i.e., a successful referral). Logistic regression will be used to distinguish individuals who appeared for treatment from those who were referred but never initiated treatment. Then, group comparisons will be conducted to determine if referral success differed across the three geographic regions. The results of these statistical analyses will be shared with the project director and the site managers. Based on the analyses, the evaluation team will develop a best practice approach for establishing an effective, sustainable service referral process across other sites. 

            The delivery of evidence-based treatment will be evaluated along three dimensions. After providers pass along de-identified data summarizing individual treatment sessions, the project evaluators will conduct a quantitative analysis describing where treatments were provided, how many treatment sessions were completed for each individual, and what sort of services were provided. These descriptive statistics also will distinguish treatment services by individual diagnosis and other individual-level information such as age, gender, race and ethnicity. Group comparisons will be made to determine if these treatment approaches varied across geographic regions. Based on the analyses, the evaluation team will develop a summary narrative that describes the most common approaches to providing evidence-based services to older Iowans with mental health needs. 

Next, as part of providing evidence based treatment, the mental health providers will conduct an RAI-MH outcomes assessment after 90 and 180 days of treatment participation (approximately 10 session intervals). Individual outcomes assessments will be de-identified and entered into a database at UI. The project evaluation team will analyze the outcomes scores in three ways. Summary statistics will describe the outcomes at the individual level and specifically focus on the magnitude of individual change over the treatment period. Linear regression will be used to distinguish individuals who appeared to improve during treatment (i.e., as indicated by a positive change score on the outcomes evaluation) from those who exhibited no change or a decrease in their RAI-MH outcomes score. Group comparisons will be conducted to determine if treatment success (indicated by positive change scores) differed across the three geographic regions. The results of these statistical analyses will be shared with the project director and the site managers. Based on the analyses, the evaluation team will develop a summary narrative that describes the effects of providing evidence-based treatment to older Iowans.           

Finally, the project evaluation team will determine the feasibility of the service financing approach that was implemented across the three geographic areas. This particular analysis will involve two steps. The evaluation team will examine the charges that providers submitted to conduct client identifications as well as the charges they submitted for individual treatment sessions. These financial statements will be provided to the evaluation team by the local site managers and entered into a secured database at UI. The team will complete summary statistics that provide a quantitative description of the charges. Linear regression will be used to distinguish individuals with higher charges, and then a group comparison will determine if service charges varied across the sites. In addition, the evaluation team will interview the health and mental health providers to determine the adequacy of the allowable charges for client identification and service delivery. Based on the analyses, the evaluation team will develop a summary narrative that describes the charges for identifying older adults with mental health needs and then providing evidence based services. The summary also will consider how these charges varied across individuals and across geographic areas. The evaluation will determine whether these charges were sufficient to cover the provider’s costs and if they provided enough incentive to providers to continue to identify and treat older Iowans with mental illnesses. 

Second, the evaluation team will examine the claims that were submitted by the local site manager and eventually paid by the designated insurer (e.g., Medicare or Medicaid). The de-identified paid claims will be provided to the evaluation team by the local site managers and entered into a secured database at UI. The team will complete summary statistics that provide a quantitative description of the paid claims, determine if paid claims varied across individuals, and determine if paid claims varied across the sites. Most important, the paid claims will be linked to the individual provider charges and the evaluation team will identify the discrepancies between what was charged and what was paid for by the insurers. Based on the analyses, the evaluation team will develop a summary narrative that describes the congruencies and gaps between charges pertaining to client identification and treatment and the actual claims paid for these direct services.   

Summary  

The evaluation team will produce a 40-50-page report that summarizes the statistical analyses that were just described, and considers best practice approaches to establishing a service infrastructure and delivery evidence based services. In particular, the final report will discuss (a) education and training outreach efforts,  

(b) sustainable structures and processes for service co-location, (c)  client identification; (d) client referral, (e) the most common approaches to providing evidence based care  to older Iowans with mental health needs, (f) the individual outcomes associated with receiving these evidence based services; (g) the adequacy of provider charges and (h) the critical gaps between these charges and paid claims. This report will pay particular attention to matters pertaining to the diversity of program participants in terms of age, race, ethnicity, gender, and residential status.  


The evaluation team will present their findings at national meetings such as the annual meeting of Mental Health Services Researchers and the annual meeting of the Gerontological Society of America. The evaluation team also will submit a series of manuscripts for publication in peer-reviewed journals such as Administration and Policy in Mental Health, the Journal of Behavioral Health Services and Research, and the  Journal of Mental Health Policy and Economics.

C. Work Schedule

	Goal
	Obj
	Activity                               Year-Quarter
	1-1
	1-2
	1-3
	1-4
	2-1
	2-2
	2-3
	2-4
	3-1
	3-2
	3-3
	3-4

	A
	
	Co-locate mental health service providers in primary health care
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	A1
	Public education outreach 
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	A2
	Professional training
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	
	- program and brochure development
	 
	
	
	
	
	
	
	
	
	
	
	 

	 
	
	- site selection and scheduling
	
	 
	
	
	
	
	
	
	
	
	
	 

	 
	
	- brochure distribution 
	
	 
	
	
	
	
	
	
	
	
	
	 

	 
	
	- program implementation
	
	
	 
	 
	 
	 
	
	
	
	
	
	 

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	A3
	Service co-location logistics
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	
	-interviews w/ providers and consultants
	 
	 
	 
	 
	
	
	
	
	
	
	
	 

	 
	
	-define identification protocol
	
	
	 
	 
	 
	 
	
	
	
	
	
	 

	 
	
	-define treatment protocol
	
	
	 
	 
	 
	 
	
	
	
	
	
	 

	 
	
	-define claims and billing strategies
	
	
	 
	 
	 
	 
	
	
	
	
	
	 

	 
	
	-obtain MOUs
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	B
	
	Identification process
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	B4
	Conduct RAI-MH training 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	
	-training provided by InterRAI
	
	
	
	
	 
	 
	
	
	
	
	
	 

	 
	
	-project staff train providers
	
	
	
	
	 
	 
	
	
	
	
	
	 

	 
	
	-begin client identification
	
	
	
	
	
	
	 
	 
	 
	 
	 
	 

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	B5
	Evaluate reliability and validity of RAI-MH 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	
	-test-restest
	
	
	
	
	
	
	 
	 
	
	
	
	 

	 
	
	-Inter-rater
	
	
	
	
	
	
	 
	 
	
	
	
	 

	 
	
	-diagnostic convergence
	
	
	
	
	
	
	 
	 
	
	
	
	 

	 
	
	-estimated prevalence
	
	
	
	
	
	
	 
	 
	
	
	
	 

	 
	
	-adjustment of identification process
	
	
	
	
	
	
	
	
	 
	 
	
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	C
	
	Provide evidence-based treatment
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	C6
	Define referral process (see A3)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	
	-determine timing
	
	
	
	
	 
	 
	
	
	
	
	
	 

	 
	
	-define service logistics
	
	
	
	
	 
	 
	
	
	
	
	
	 

	 
	
	-initiate service referrals
	
	
	
	
	
	
	 
	 
	 
	 
	 
	 

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	C7
	Provide evidence based treatment
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	
	-define treatment protocols (see A3)
	
	
	
	
	 
	 
	
	
	
	
	
	 

	 
	
	-initiate treatment 
	
	
	
	
	
	
	 
	 
	 
	 
	 
	 

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	C8
	Evaluation
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	
	-education and training, co-location
	
	
	
	
	 
	 
	
	
	
	
	
	 

	 
	
	-reliability and validity 
	
	
	
	
	
	
	 
	 
	
	
	
	 

	 
	
	-client Identification & referral
	
	
	
	
	
	
	 
	 
	 
	 
	 
	 

	 
	
	-treatment provision & outcomes
	
	
	
	
	
	
	 
	 
	 
	 
	 
	 

	 
	
	-claims & reimbursement analysis
	
	
	
	
	
	
	 
	 
	 
	 
	 
	 

	 
	
	- final report
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F. BUDGET JUSTIFICATION

Project Director 


The project director will allocate 20% FTE for the three years of the project. Her efforts will be supported by a clerical staff member from the DHS. She also will be supported by a consultant and an administrative assistant from the Iowa Consortium for Mental Health. The Consortium staff have considerable expertise with implementation of mental health services programs and have an established history of successful partnership with the DHS. The project director also will oversee the allocations pertaining to the annual SAMSHA site visits. 

Training component

The first six months of the project will be used for preparation and an overnight site visit to each of the 4 areas.  The quarterly training sessions will be held once per quarter in the second half of 2006, and once per quarter in the first half of 2007, in each of the 4 counties, for a total of 16 training session trips.  Each training trip will include training sessions at 3 locations in each county, for a total of 12 training sessions per quarter.  Professional and Scientific salary and Merit salary was calculated using 3% increase the next year.  

Consumer training sessions

Julie Bobitt will travel to each county one time each in the first half to make contact with the appropriate local organizations for a total of 3 one-night planning trips.  She will then travel during each quarter beginning in the third quarter and through the second quarter, for the training sessions, a total of 16 training trips (4 county sites x 4 visits over the course of four quarters = 16 trips).  Each training trip will include a two-night stay in two locations, and a 3-night stay in the third location for a total of 28 nights.  The mileage was calculated by using the distance from Iowa City to each of the following sites: Des Moines, Clarinda, and Waterloo.  The daily rates for renting a UI Motor Pool car and their mileage charge were used to calculate the travel expense, $25 per day, $0.15 per mile.  The hotel rate for Des Moines was used for 8 nights, and hotel rate for “other” was used for the remaining 20 nights.  All days used the UI meal allowance of $26 per day for in-state travel.

We estimated 20-25 attendees at each consumer training session, with 3 presentation locations in each of the county sites, and four times per year for a total of 900 community member contacts.  We included printing costs at $0.05 per page, estimating 40 pages per attendee, to obtain a printing estimate of  $1, 800.  Materials for handouts at these consumer-training sessions were included.

We estimated that 900 brochures would be distributed through the consumer training sites, in each of the three site counties.  An additional 750 brochures will be mailed to the professional contacts in the counties.  Costs were split between the two calendar years. Associated mailing costs, a computer, computer support and telephone costs were included.

Professional conference

Costs associated with the professional conferences are described as follows.  Julie Bobitt will perform the Event Planning and promotion functions with secretarial assistance.  The CME Certification, Registration Processing and Financial Accounting will be performed by the University of Iowa Continuing Medical Education Division, and cost estimates were obtained from their website.  We plan to hold 12 conferences, one per quarter in each of the 3 site locations.

UI CME Division service costs per conference:
CME Certification





350

Credit Certificates ($7 x number attending, est. 20)

140

Registration processing




500

Financial Accounting





250

Total services




       $1,240 per conference

Facility rental was estimated at $200 per professional conference, and lunch was estimated at $15 per attendee with approximately 20 attending each conference, for a total of $500 for food and facilities for each professional conference.  Honoraria and travel expenses for the conference presenters are estimated at $500 per conference.

Fees charged to the professional attendees will be $50 per registration, with approximately 20 registrants per conference and an approximate amount of $ 1,000 income per conference.  Professional conferences will be held quarterly, with two conferences to be held in the last half of 2006 and two in the first half of 2007, in each of the 3 site locations, for a total of 12 professional conferences. 

Evaluation component


Faculty salaries for future years are calculated using 3% increases each year from current 2004-05 fiscal year salary.  RAII salary is increased by 3% each year. Grad RA salary is increased 1.5% from FY05-06 to calculate FY06-07, and increased by 3% in future years. Fringe benefit rates are from the university web page for FY05-06 and FY 06-07, future years are adjusted by adding 3% each fiscal year.  Tuition used is actual value for UI FY05-06 and FY06-07.

To determine the calendar year 2006 budget, the salary, fringe, and tuition totals were calculated based on adding together one half of FY05-06 values and one half of FY06-07 values.  Future year budgets are calculated by increasing the year 1 budget by 3% to obtain year 2, and increasing the year 2 budget an additional 3% to obtain year 3.

The RAII would perform database construction and management, survey instrument design, statistical programming and pilot testing of the design during year 1, in preparation of the data collection and analysis to be performed in years 2 and 3.  Joseph Cavanaugh, PhD, would design the analyses, and also would supervise the RAII.

Members of the evaluation team will travel to each of the site location once each quarter, for a total of 12 overnight trips.  The mileage was calculated by using the distance from Iowa City to each of the following sites: Des Moines, Clarinda, and Waterloo.  The daily rates for renting a UI Motor Pool car and their mileage charge were used to calculate the travel expense.  The hotel rate for Des Moines was used for 4 nights, and for “other” was used for the remaining 8 nights.  All days used the UI meal allowance of $26 per day.

Direct Service Delivery 


The four sites will receive an annual allocation that is intended to cover the time and effort of the designated site manager as well as the any related costs for project administration (office supplies, telephone, etc.). These allocations will steadily decrease after the first year, when site managers become less intensely involved with assisting in the education and training, and planning co-location structure and processes effort.  


Beginning in the second year, the sites will receive funds to pay the costs associated with providing direct services to older adults. The direct service allotments reflect the estimated costs for conducting the RAI-MH screenings and then providing treatment to those older adults who end up using specialized services. As discussed in the narrative, we assumed that each site would screen approximately 1,000-1,250 older adults over the 18-month project period and approximately 60 – 70 of these individuals would end up receiving specialized care. At the most basic level, we allocated approximately $20 for each screening and approximately $600 for each client who sought specialized care. These numbers were based on the average annual allocation for older adult consumers in California and Colorado (research conducted by Kaskie).   

Since the goal of this project is to establish a sustainable service model, the site managers will actively seek to obtain reimbursement for services delivered. If successful and Medicare reimbursement can substitute for provider identification and treatment charges, our project monies can be expended to contract additional mental health providers, increase the number of screenings, and provide evidence based care to a greater number of older Iowans.     

G. BIOSKETCHES

H. HUMAN SUBJECTS 

    
The proposed project involves human participants. The project poses no foreseeable risks to participating in this study. There may be some personal benefit to participating in this research.  As part of participation in the education and training programs, participants (i.e., older adults, health and mental health providers) will be asked to complete a written survey. As part of their participation in direct service delivery, older individuals will be asked to partake in a clinical treatment process that involves a needs assessment and possible use of specialty services. The processes and outcomes related to individuals participation in either the education and training or direct service delivery will be subject to a formal evaluation. In addition, the data collected to conduct the evaluation will be de-identified and secured at the University of Iowa, College of Public Health. 

If the project receives funding, all of these activities pertaining to human subject participation will be subjected to the University of Iowa Internal Review Board for Human Subjects Research to determine if there are any risks posed to human subjects. All of the key project staff have successfully completed required programs on human subject protection. The project will make explicit attempts to consider the needs of older women and minorities across the State of Iowa.

APPENDIX 1: LETTERS OF SUPPORT

APPENDIX 2: DATA COLLECTION INSTRUMENTS

Prior to receiving project funding, surveys pertaining to the education and training programs will be developed by the University of Iowa, Center on Aging. Data collection tools pertaining to the provision of direct services will be developed by the project evaluation team. The RAI Instruments are available online at: http://www.interrai.org/.  All project materials will be subjected to the University of Iowa Internal Review Board for Human Subjects Research prior to the initiation of the project.  

APPENDIX 3: CONSENT FORMS

Prior to receiving project funding, a consent form will be developed for individuals participating in the education and training programs, and a second consent form will be developed for individuals who agree to partake in the assessment and treatment process. These consent forms will outline the risks and benefits of participation, detail what individual-level information will be used for evaluation, describe how personal identification will remain confidential, and how data analytic forms will be de-identified and stored in a secured location. Participants also will be informed of the right to discontinue project participation at any time. All project consent forms will be subjected to the University of Iowa Internal Review Board for Human Subjects Research before project initiation.  

APPENDIX 4: LOGIC MODEL
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