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Dedicated to Flo Aaroe,
who personifies what it means to
take the high road,
and to the countless number of
invisible and silent survivor-victims of disasters;
to Rev. James J. Dineen, SJ,
who brought spiritual support
to victims’ families and workers at Ground Zero;
and to Flo’s son,
Bruce E. Simmons,
August 13, 1960—September 11, 2001.



What though the radiance which was once so bright
Be now for ever taken from my sight,
Though nothing can bring back the hour
Of splendour in the grass, of glory in the flower;
We will grieve not, rather find
Strength in what remains behind;

In the primal sympathy
Which having been must ever be;

In the soothing thoughts that spring
Out of human suffering;

In the faith that looks through death,

In years that bring the philosophic mind
—MWilliam Wordsworth
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Foreword

With the increase in the number and complexity of disaster events, there
is one factor that remains constant in determining the effectiveness of
disaster mental health response and recovery—that is, preparedness.
Evidence shows that disaster mental health programs for older persons
are most effective when there is an existing plan for the rapid mobiliza-
tion, response, and service implementation of mental health providers.
However, this is rarely the case. Older victims of disasters are often ne-
glected and left alone in their despair, as was the case in the aftermaths of
September 11, 2001, and Hurricane Katrina. Ageism, a term I first coined
in 1969, refers to the denial on a societal level of the special needs of a
large segment of the population. This is particularly true regarding the
emotional/mental health needs of older persons during times of crises,
such as disasters.

After the September 11 World Trade Center attacks, many older per-
sons and people with disabilities living near the disaster area were left
stranded in their homes without assistance. In response, the International
Longevity Center-USA, of which I am president and chief executive of-
ficer, contacted local and citywide organizations that serve older people to
find out how they had dealt with the emergency and to discover what re-
sources were available to aid these vulnerable sectors of the city in the
event of a future emergency. We were frankly shocked to find an over-
whelming lack of plans and systems to care for vulnerable populations
such as the elderly and impaired. In particular, we noted the critical short-
age of mental health practitioners experienced in working with older cli-
ents and a lack of general knowledge about how mental health problems
are manifested in older persons. With better awareness of the symptoms,
practitioners can intervene more quickly and appropriately to sustain the
best possible quality of life for the older person during and subsequent to a
disaster or emergency.

XVii



xviii Foreword

This volume provides the first-ever comprehensive overview of the
essential information everyone working with older persons should know
about the mental health effects of disasters on the elderly. It emphasizes
the essential role that choice and choosing play in maintaining quality of
life for older persons affected by disasters and emergencies. It also gives
key evidence-based and interdisciplinary approaches for identifying and
classifying mental health disorders, such as PTSD, depression, and sub-
stance abuse, to which older persons are particularly vulnerable. This is a
must-read book for clinicians, service providers, policy makers, program
planners, and teachers in the fields of mental health, aging, and emergency
preparedness.

Robert N. Butler, MD



Preface

The rage you feel does more damage to the vessel in which it is stored than to the
object on which it is poured. Give it up girl.
—Anonymous

Here is the copy of the verse you wanted, John. I found this on the sidewalk as I
was going into my lawyer’s office! Good advice—wherever you are! Stay well—my
best to the kids. See you in May! Love, Flo xx.

—Flora Aaroe, March 22, 2009

On September 11, 2001, life, as most of us had come to know it in America,
changed. The physically, emotionally, and socially numbing catastrophe
of the tragic attacks on the World Trade Center (WTC) in New York City
and the Pentagon in Washington, DC, have left a void in the American
psyche. Yet as a society we have moved on. And we have done so because
of our collective wisdom, which guides us in the direction of hope, rebirth,
and redemption, with an ever-present awareness that our individual and
societal vessels are better served by doing so.

Flo Aaroe is the 72-year-old mother of a WTC victim. Within the 12-
month period leading up to September 11, her husband of many years fell
victim to a lingering terminal illness and died, her son-in-law was killed
in a motorcycle accident, she was forced to move from her home, and most
tragic of all, her son, Bruce, was killed in the terrorist attack on Tower II
of the WTC. In the emotional abyss of her life at the time, Flo saw hope
where there seemed to be only hopelessness. She found peace where
around her fermented rage. Out of the abyss—and primarily due to a
supportive network of family and friends (and excellent mental health
interventions)—Flo came to know herself as never before . . . she became
whole. In 2009, Flo reflected on the past 8 years as she recounted the ex-
periences of her first deep dive in Cancun, Mexico, and her hot air bal-
loon safari in eastern Pennsylvania. Up, up, and away! You go, girl!

Xix



XX Preface

Flo is representative of the thousands of invisible and silent survivor-
victims of the September 11 events and the many other man-made and
natural disasters of our time. The visible survivor-victims of these disas-
ters, such as the grieving young widows and their infant/toddlers or ado-
lescent children, the homeless young families, and so forth, receive most
of the attention from the government, the media, and society at large.
But the older, invisible, and silent survivor-victims of disaster are often
left alone in their despair. These are the older disaster survivors them-
selves, and also the parents, the grandparents, the siblings, and the friends
of younger victims lost in disasters. This book is about them and their
needs . . . and particularly about their mental health needs, which are
most often neglected either because they do not seek help—the stiff up-
per lip mentality—or because they are bypassed by first responders and
follow-up mental health providers.

The primary purpose of this book is to provide a comprehensive over-
view of the essential information everyone working or hoping to work in
the field of aging should know about disasters, emergencies, and their
effects on the mental health and well-being of older persons. Another
purpose of the book is to efficiently provide the reader with evidence-
based approaches for identifying and classifying mental health problems,
such as posttraumatic stress disorder (PTSD), depression, and substance
use, that may occur in older adults during and post disasters/emergencies.
Additionally, the book provides state-of-the-art resources related to clini-
cal, individual, and community responses to the mental health needs of
older people in disasters. Specifically, in addition to providing evidence-
based approaches to assessment and diagnosis of mental health prob-
lems, the book helps define the special needs and approaches to the care
of at-risk groups of older persons such as veterans and holocaust survi-
vors; older adults who are isolated, dependent, have mobility problems or
communication deficits, are cognitively impaired, or have other comor-
bidities; elders who use Meals on Wheels, vital medications, or home care;
or older persons who are in senior centers, nursing homes, or assisted
living settings. This book utilizes quality of life as its unifying theme and
emphasizes the work of Barry Gurland and associates at the Columbia
University Stroud Center for Quality of Life in establishing the critical
role that choices and choosing have in promoting good quality of life, par-
ticularly during disasters, emergencies, and other crises in older persons’
lives. The general aims of the book are to (1) increase understanding of
the mental health issues in older adults; (2) provide tools that can foster
resiliency and recovery at the community, group, and individual levels;
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and (3) influence the development of positive responses to disasters—
that is, responses that have the potential to minimize adverse mental and
physical outcomes in older persons and maximize individual and group
recovery in the context of quality of life.

The burgeoning older population in the United States, particularly
the rapid increase in numbers of those over the age of 85, calls for re-
sources to prepare a workforce to serve this population. The U.S. Census
Bureau projection for the year 2025 is that 18.2% of the national popula-
tion will be 65 years or older, and by 2050 the proportion of those over the
age of 65 will more than double. Moreover, in certain disaster-prone ar-
eas of the country such as the southeastern coastal areas, older adults
are significantly more heavily represented. Therefore, it is imperative to
prepare those in the workforce involved in natural and/or man-made di-
sasters and disaster preparedness with the skills and knowledge to work
with this rapidly growing population, as they are likely to interface with
older persons during disasters and emergencies.

Recent studies of PTSD in older persons have challenged popular
stereotypes and revealed the substantial proportions of older persons who
develop PTSD and the high proportion who continue to suffer chronic
mental health and associated physical conditions post-disaster. Some
studies provide evidence that medical and social impacts on older persons
and their caregivers can be comparable or worse than for younger per-
sons. Paradoxically, there is evidence that older adults have greater resil-
ience to the effects of disasters than younger persons. Regardless, this
book provides disaster preparedness strategies for reducing disaster-
related impacts on older persons and their caregivers and building upon
their natural resilience.

Emerging evidence from disasters such as the 2001 World Trade
Center disaster, the 2004 Sumatra tsunami and earthquake, and 2005’
Hurricane Katrina suggests that the affected communities, disaster re-
sponders, and health care professionals can greatly benefit from system-
atic disaster preparedness such as that provided by this book.

This book lays the foundation upon which clinicians, policy makers,
program planners, teachers, and researchers can build. The primary tar-
get audience of this book is case managers and other specialists in ser-
vices to older persons, such as social workers, nurses, psychologists, nurse
practitioners, psychiatrists, primary care physicians, clergy, and elder care
attorneys. It will also be a resource to older people themselves and their
family caregivers as well as other formal and informal care providers
such as friends and neighbors. Finally, the book will be a useful resource
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to public welfare agencies, educational institutions, health care facilities,
community outreach providers such as Meals on Wheels programs, trans-
portation services for older persons, visiting nurse associations, and other
mental health associations.

The eighteen chapters that comprise the book are organized into the
following five sections: Introduction, Community Response to the Needs
of Older Persons in Disasters, Clinical Response to the Needs of Older
Persons During Disasters, Identifying and Classifying Mental and Related
Health Problems, and Special Populations. The first three chapters form
the Introduction. Chapter 1 sets the stage for our discussion of disaster
and emergency preparedness and provides an overview of the essentials
of disaster-related mental health in older persons. Chapter 1 also de-
scribes the strictly circumscribed criteria for evidence as adopted from,
among others, the Cochrane Review for Effective Practice and begins the
discussion of evidence-based care practices in the context of quality of
life and the choice and choosing model. Quality of life, and more specifi-
cally the choice and choosing model of quality of life, serves as a unifying
theme for the book. This theme links the five parts of the book into a co-
hesive whole. Chapter 2 demonstrates the overlapping mental and physi-
cal health issues related to older persons and disasters and provides useful
tips to clinicians and nonclinicians alike about how mental health par-
ticularly affects physical health and vice versa in this age group. Chapter 3
provides an overview of the national Geriatric Emergency Preparedness
and Response (GEPR) network and captures the progress that has been
made to focus national attention on older people, the heretofore invis-
ible and silent survivor-victims.

Chapter 4 is the lead chapter in the Community Response section.
The authors point out that nearly half of all U.S. states do not have official
plans that specifically address disaster preparedness for older persons.
Furthermore, it is clear from the authors’ research that there are no con-
sistent national or state emergency preparedness plans that detail how to
provide services to older persons during disasters. Chapters 5 and 6 pro-
vide descriptions of two cross-national models of geriatric mental health
disaster preparedness programs. The first is a Canadian model that draws
on evidence-based literature and the results of key informant interviews
conducted by the authors to describe governmental, community-based,
and academic geriatric mental health disaster initiatives under way in
Canada. Chapter 6 describes a national and cross-national mental health
services model originating in England with broad applicability interna-
tionally. The chapter focuses on the use of facilitated reflective practice
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as key to the preparation for and delivery of interdisciplinary services to
older persons in disasters. Chapters 7, 8, and 9 complete the section by
providing public health guidelines for developing community mental
health disaster preparedness plans. Each chapter presents examples of
self-help programs that have been used successtully to promote optimal
health, promote quality of life, assess the likelihood of recurrence of dis-
ease, and manage disease (an explanation of these programs is contained
in chapter 7). These tools, as outlined in chapter 8, are designed to help
individuals better control fear levels, minimize disruption in their quality
of life, increase personal safety, provide peace of mind, deliver culturally
and ethnically appropriate information, and improve coping with post-
traumatic stress. Chapter 9 concludes that first responders cannot meet
the overwhelming demands subsequent to catastrophic events, so it is
incumbent on community leaders to develop disaster preparedness plans
that involve volunteers, including older persons themselves.

The three subsequent chapters comprise the Clinical Response sec-
tion and focus on state-of-the-art evidence-based clinical practices rele-
vant to treating the mental health needs of older persons during disasters.
Chapter 10 examines psychosocial and pharmacological interventions for
older persons during disasters with a special focus on the major domains
of mental health symptoms experienced by older persons in disasters
and the identification of mediating and buffering factors that promote
resilience and quality of life. The authors also specify interventions that
integrate and are sensitive to both common symptoms as well as idiosyn-
cratic responses to disaster. Chapter 11 provides an overview of the im-
portant role of case management in assisting older persons with mental
disorders or troubling emotional reactions in the aftermath of a disaster.
The authors point out, however, that while there has been considerable
research about the effectiveness of case management with older adults,
the literature related to the effectiveness of case management with older
persons experiencing mental, emotional, or substance abuse issues in the
aftermath of a disaster is extremely limited. Chapter 12 reviews a number
of complementary and alternative medicine (CAM) interventions, which
are designed to enhance the ability of older persons and their caregivers to
respond to the mental and physical stressors of disaster. The chapter de-
scribes the general reasons that CAM might be effective for older per-
sons and describes in detail several specific treatments, applications, and
recommendations that promote quality of life.

Three additional chapters expand upon the scope of the Clinical Re-
sponse section and comprise the section titled Identifying and Classifying
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Mental and Related Health Problems. Chapter 13 examines the inter-
disciplinary treatment team as a resource for identifying and classifying
mental health and related problems in older persons during disasters and
describes evidence-based interdisciplinary teamwork methods that have
been incorporated into a model interdisciplinary team training program
and applied to geriatric mental health disaster preparedness. This chap-
ter also describes strategies for team training in geriatric mental health
and disaster preparedness and applications of the choice and choosing
model of quality of life to interdisciplinary teamwork. Chapter 14 uses a
case study approach to emphasize the risk factors for psychological dis-
tress in older persons including the nature and severity of the disaster,
the vulnerability of the older patient/client before and during the disaster,
threat to life, previous history of psychological disturbances, past treat-
ment efficacy, and current access to mental health services. The authors
provide an in-depth review of evidence-based geriatric assessment for the
recognition and differential diagnosis of mental health problems, includ-
ing the systematic assessment of quality of life. The concluding chapter
in this section probes the normal versus pathological aspects of bereave-
ment and grief. The author introduces strategies for determining if the
symptoms of grief—agitation and weeping, disbelief, hallucinations, panic
attacks, phobias, anger, and depression—are normal or part of a mental
health disease process such as PTSD, for example.

The final section of the book, Special Populations, is devoted to three
chapters that address the special needs of specific subgroups of older
persons who are particularly vulnerable to developing new mental health
symptoms and/or experiencing exacerbation of existing mental health
problems. These three groups are the following: veterans (chapter 16),
older persons suffering from Alzheimer’s disease and related disorders
(chapter 17), and older persons who are mistreated and/or abused during
disasters and emergencies (chapter 18).

John A. Toner, EAD, PhD
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A Primer for Disaster and
Emergency Preparedness and
Evidence-Based Care Practices
in Geriatric Mental Health

Older persons represent the fastest growing segment of the American pop-
ulation. The U.S. Census Bureau projects that 18.2% of the U.S. popula-
tion will be over the age of 65 by 2025, and by 2050 the population of older
persons will more than double (Himes, 2007). This dramatic growth in the
population of older persons in the United States is even more pronounced
in certain disaster-prone regions such as Florida and the Gulf coast. Yet re-
latively little is known about the mental health impacts of disasters on older
persons (Busuttil, 2004; Yehuda & Hyman, 2005) and even less about ef-
fective interventions for older persons who have been exposed to disasters
(Owens, Baker, Kasckow, Ciesla, & Mohamed, 2005). Large-scale epidemi-
ological studies of disaster-related mental health have been conducted with
samples of older persons but these have focused on PTSD in older per-
sons (van Zelst, de Beurs, Beekman, Deeg, & van Dyck, 2003). These stud-
ies have found high prevalence rates of PTSD in cohorts of older people,
who often develop PTSD in the acute phase following a disaster (Neal, Hill,
Hughes, Middleton, & Busuttil, 1995; Rauch, Morales, Zubritsky, Knott, &
Oslin, 2006). Many older persons who initially develop acute symptoms
of PTSD eventually suffer chronicity of symptoms (Elklit & O’Connor,
2005; Livingston, Livingston, & Fell, 2008). Some studies have shown that
impacts on older persons can be comparable (Chung, Dennis, Easthope,
Farmer, & Werrett, 2005; Kohn, Levav, Garcia, Machuca, & Tamashiro, 2005)

3
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orworse (Adams & Boscarino, 2006) than for younger subjects, depending
on the circumstances and other corollary risk factors.

Pioneering work has begun to expand the field of study of the conse-
quences of disasters on the mental health of older persons. Predictors of
acute (Mecocci, et al., 2000; Yazgan, Dedeoglu, & Yazgan, 2006) and chronic
(Goenjian, et al., 1994; Goenjian, et al., 2008; Marshall, et al., 2006) PTSD
in older persons are being identified and related to or distinguished from
predictors in younger age groups (Chung, et al., 2005; Livingston, Living-
ston, Brooks, & McKinley, 1992). Groups of older persons at high risk for de-
veloping symptoms of PTSD are being characterized (Chung, 2007; Elklit &
O’Connor, 2005). This growing number of findings may lead to more ratio-
nal and effective interventions (Marshall, et al.; Yazgan, et al.). Some studies
have found that older subjects have greater resilience than younger sub-
jects, both after disasters (Phifer, 1990; Seplaki, Goldman, Weinstein, & Lin,
2006) and in recovery (Kato, Asukai, Miyake, Minakawa, & Nishiyama, 2007).
Published reports have suggested interventions that may facilitate success-
ful coping on the part of older persons during and after disasters and have
provided information that expands our understanding of the biological path-
ways for stress reactions (Goenjian, et al., 2008). Additional studies have
focused on methods of recruiting and sustaining the involvement of older
persons in community resilience efforts (Acierno, Ruggiero, Kilpatrick,
Resnick, & Galea, 2004; Norris & Murrell, 1988). Factors that are protec-
tive for older persons may account for the relative resilience of some in the
face of disaster (Bramsen, VanDer Ploeg, & Boers, 2006; Lin, et al., 2002;
Norris & Murrell). Several studies have focused on other impacts, in addi-
tion to PTSD, on the mental health of older persons (Neupert, Almeida,
Mroczek, & Spiro, 2006; Spiro, Hankin, Mansell, & Kazis, 2006; Yazgan,
et al.). These studies have noted special subgroups of older persons that are
of additional concern, particularly those who are isolated, dependent, have
mobility problems or communication deficits, are cognitively impaired, or
have other comorbidities; use Meals on Wheels, vital medications, or home
care; or are in senior centers, nursing homes, or assisted living settings.

OVERVIEW OF DISASTER AND
EMERGENCY PREPAREDNESS

The purpose of this chapter is to provide an overview of the mental health
consequences of disasters and emergencies, including acts of terrorism and
natural disasters. The chapter also provides a review of evidence-based care
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practices and criteria for determining the extent to which care practices
are evidence based. With this in mind, evidence-based care practices should
be evaluated in the context of the extent to which they promote good and/
or improved quality of life. Barry Gurland and his associates at the Colum-
bia University Stroud Center for Studies of Quality of Life in Health and
Aging have completed groundbreaking work in this area. Several recent
papers have critically reviewed and proposed criteria for judging current
quality of life models and measures (Gurland & Gurland, 2008a). They have
also described a new model of quality of life in older persons based on the
processes of facilitating choices and choosing that are matched to these cri-
teria (Gurland & Gurland, 2008b) and examined the potential of the choices
and choosing model for advancing the scientific base for the field of study
related to promoting quality of life in health care generally (Gurland, Gur-
land, Mitty, & Toner, 2009) and mental health specifically (Gurland & Katz,
2006). Recognizing the importance of quality of life, and more specifically
the choices and choosing model of quality of life, we feel that the founda-
tion has been established for developing and adapting evidence-based care
practices related to the mental health consequences of disasters and emer-
gencies, using the choices and choosing model to promote quality of life in
older persons in the aftermath of disasters and emergencies.

Older persons, particularly those who are frail, face extraordinary phys-
ical and mental health challenges in the days and months that follow a di-
saster. In addition, a system of emergency preparedness is generally not
in place for those caring and responsible for older persons—both in the in-
formal and formal sectors of care. For instance, following the attacks on
the World Trade Center and also Hurricane Katrina, older persons and
people with disabilities living in the hardest-hit areas were trapped for days
before being rescued (O’Brien, 2003).

Several studies have informed our conceptualization of the mental
health consequences of various types of disasters. Some have focused on
direct victims and rescue workers. Others have focused on the mental
health consequences of terrorist-based disasters on individuals, commu-
nities, and entire populations within and beyond disaster zones (Vlahov,
2002, p. 295). Disasters and emergencies are concurrently psychological
and physiological regardless of whether the disaster is physical, biological,
or chemical. Although most public health efforts have concentrated on in-
dividual treatment and prevention, the social and political imperative exists
to develop evidence-based interventions and effective educational pro-
grams and resources for health care professionals and paraprofessionals.
The goal is to promote the healing of individuals and communities by
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incorporating community-based public information and training and uti-
lizing individual- and community-centered educational methods.
Mental health and social service providers in a variety of settings have
reported a growing sense of anxiety among their older clients in the after-
math of recent disasters and particularly in response to the wars in Iraq
and Afghanistan (Yehuda & Hyman, 2005). These concerns are even more
marked for certain older cohorts such as holocaust survivors and veterans
for whom television reports and talk of war may reawaken anxieties in those
already coping with PTSD. Gullette (2006) found subsequent to the Hur-
ricane Katrina disaster in New Orleans that those who were most vulner-
able to the effects of the disaster were older, poor, female, African American,

and disabled.

Definition of Terms
Disaster

According to the American Red Cross, a disaster is defined as an event
that involves 10 or more deaths and involves 100 or more persons. Disas-
ters involve an appeal for assistance (International Federation of Red Cross
and Red Crescent Societies, 1999). The Federal Emergency Management
Agency (FEMA) expands this definition in terms of the severity of the event
that warrants governmental response and defines a disaster as “an occur-
rence of severity and magnitude that normally results in deaths, injuries,
and property damage and that cannot be managed through the routine pro-
cedures and resources of government. It requires immediate, coordinated,
and effective response by multiple government and private sector organiza-
tions to meet human needs and speed recovery” (Center for Mental Health
Services, 1999, p. 6).

Emergency

FEMA defines an emergency in the terms used in the Robert T. Stafford
Disaster Relief and Emergency Assistance Act of 1988. An emergency re-
fers to “any occasion or instance for which, in the determination of the Presi-
dent, Federal assistance is needed to supplement State and local efforts
and capabilities to save lives and to protect property and public health and
safety, or to lessen or avert the threat of a catastrophe in any part of the
United States” (Robert T. Stafford Disaster Relief and Emergency Assis-
tance Act, 1988). Emergencies are sudden occurrences and may be due to
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epidemics, technological catastrophes, or strife from natural or man-made
causes, including terrorism. Emergencies are distinguished from disasters
in that, although emergencies and disasters both require a rapid reallo-
cation of resources, emergencies can be handled by allocating existing
agency resources. Disasters require additional resources from other out-
side agencies.

Preparedness

Veenema (2007, p. 612) defines preparedness as the following: “All mea-
sures and policies taken before an event occurs that allow for prevention,
mitigation, and readiness. Preparedness includes designing warning sys-
tems, planning for evacuation and relocation, storing food and water, build-
ing temporary shelter, devising management strategies, and holding disaster
drills.” For the purpose of this book, preparedness also includes all mental
health measures, such as assessment and screening, to determine risks for

the onset of mental health problems.

Response

Response is “the phase in a disaster when relief, recovery and rehabilita-
tion occur; also includes the delivery of services, the management of ac-
tivities and programs designed to address the immediate and short-term
effects of an emergency or disaster” (Veenema, 2007, p. 613).

Types and Characteristics of Disasters

According to DeWolfe (2000), there are four major types of disasters: nat-
ural disasters such as fires, floods, earthquakes, hurricanes, and tornados;
technological disasters such as blackouts and computer/electronic malfunc-
tions; health disasters such as epidemics; and social disasters such as riots
and genocides.

Disasters are unpredictable, varied events with mental health implica-
tions for older persons and the communities in which they live. The severity
of mental health impacts on older people is determined by the character-
istics of the disaster itself. DeWolfe emphasizes that the following charac-
teristics of disasters determine impacts: natural versus human causation,
degree of personal impact, size and scope of the disaster, visible impact/low
point, and the probability of recurrence.
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Natural Versus Human Causation

Recent studies have provided conflicting results regarding the mental
health impacts of natural versus human-caused disasters; however, there
are distinct psychological effects associated with each. Human-caused di-
sasters, such as terrorist attacks, airline crashes, and so forth, result in the
survivors’ struggle to reconcile the loss of life with the reality of violence
and human error and the belief that the loss was unnecessary and prevent-
able. On the other hand, natural disasters are most often seen as acts of
God, which are beyond human control and without evil intent. In the di-
saster following Hurricane Katrina, natural and human-caused factors col-
lided to yield a natural disaster that was made worse through human error
and neglect (Gullette, 2006).

Degree of Personal Impact

Studies have demonstrated that the more personal the survivors” exposure
to the disaster, the more severe the post-disaster effects (Vlahov, 2002).
Such factors as witnessing the death of a victim, the death of a family mem-
ber, or the destruction of one’s home are high-impact factors, which result
in more anxiety, depression, PTSD, somatic symptoms, and addictions.

Size and Scope of the Disaster

As with the degree of personal impact, a relationship exists between the
size and scope of the devastation and the mental health impacts. The dev-
astating loss of an entire community removes everything that is familiar to
the survivor. Most survivors become disoriented at the most basic levels
(Adams & Boscarino, 2006; Chung, et al., 2005; Kohn, et al., 2005). This
disorientation can be life-threatening in older persons, particularly those
who are isolated, have communication deficits, or are otherwise members
of special subgroups of vulnerable older persons (Neupert, et al., 2006;
Spiro, et al., 2006; Yazgan, et al., 2006).

Visible Impact/Low Point

Most disasters have a corresponding recovery period that begins at a clearly
defined end/low point. In natural disasters, the end point of a devastating
flood, earthquake, or hurricane signals the recovery and rebuilding process.
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Although this recovery and rebuilding process may be delayed in the case
of earthquake aftershocks and the secondary effects of floods, eventually the
disaster ends and the healing begins. Human-caused disasters are altogether
different. Technological events—for example, nuclear accidents—may not
exhibit high visible impact or an observable end/low point, yet the prolonged
threat of health consequences can result in chronic stress and anxiety due
to the continuous threat (Rahu, 2003; Sumner, 2007).

Probability of Recurrence

Mental health consequences of disasters are exacerbated when there is a
perceived immediate or long-term risk of recurrence.

EVIDENCE-BASED CARE (EBC) PRACTICES

Introduction and Definition of EBC

Testing medical interventions for efficacy has existed since the time of Avi-
cenna’s The Canon of Medicine in the 11th century. However, it was only
in the 20th century that this effort evolved to affect almost all fields of health
care and policy. In 1972, professor Archie Cochrane, a Scottish epidemi-
ologist, published a book entitled Effectiveness and Efficiency: Random
Reflections on Health Services (Cochrane, 1972). His book, which was re-
printed in 1999, as well as his subsequent advocacy, led to increasing ac-
ceptance of the concepts behind EBC practices. EBC is the application of
tested and proven guidelines to the care of patients in clinical settings in
order to ensure the best prediction of medical treatment outcomes. EBC
uses systemic methods to support the application of evidence from valid
clinical research to clinical practice, thus reducing variability of care. It is
designed to optimize the effectiveness of care by linking research and prac-
tice with clinical education and the decision-making process (Gambrill,
1999). While many aspects of care depend on individual factors that are
only partially subject to scientific methods, EBC can help clarify those parts
of clinical practice that are, in principle, subject to scientific methods and
apply these methods. Health care professionals, allied health care providers,
and health care institutions can use EBC as a tool to help them measure
their performance and identify areas for further study and improvement
(Torpy, 2009).



10 Geriatric Mental Health Disaster and Emergency Preparedness

Criteria for Determining Whether a
Care Practice Is Evidence Based

While past clinical guidelines were based mostly on the clinical wisdom
of experts, EBC uses a hierarchy of evidence to guide clinical decision
making and to classify the level of evidence that supports an interven-
tion free from the various biases that beset clinical research. EBC uses
techniques such as meta-analysis of the scientific literature, risk-benefit
analysis, and randomized controlled trials (RCTs). EBC seeks internally
valid evidence that is externally valid for clinical practice. Since no in-
dividual study can include full clinical reality, meta-analyses of various
diagnostic and therapeutic studies including various relevant subgroups,
such as older patients or those with comorbidity, are indispensable. To
support individual decision making, these meta-analyses should evaluate
effect modification between subgroups rather than seeking overall effect
measures adjusted for subgroup differences. A rigorous meta-analysis
of multiple studies has the advantage of using quantitative methods to
provide a single best estimate of the effect of an intervention (Guyatt &
Rennie, 2002). The systematic review of published research studies is a
major method for evaluating particular treatments. The Cochrane Col-
laboration is one of the most well-known and well-respected examples of
systematic reviews. A 2007 analysis of 1,016 systematic reviews from all
50 Cochrane Collaboration Review Groups found that 44% of the reviews
concluded the intervention was likely to be beneficial, 7% concluded the
intervention was likely to be harmful, and 49% concluded the evidence
did not support either benefit or harm. Of these reviews, 96% recom-
mended further research (El Dib, Atallah, & Andriolo, 2007). In contrast,
patient testimonials, case reports, and even expert opinion have little value
as proof because of the placebo effect, the biases inherent in the observa-
tion and reporting of cases, difficulties in ascertaining who is an expert,
and more.

Reviewing the strength of evidence for a clinical practice requires eval-
uating the quality, including minimizing of bias; quantity, including mag-
nitude of effect and sample size; and consistency, such as similar findings
reported using similar and different experimental designs. All these ele-
ments help to characterize the level of confidence that can be assigned to
abody of knowledge (West, et al., 2002). Systems to stratify evidence by
quality have been developed, including one by the U.S. Preventive Services
Task Force for ranking evidence about the effectiveness of treatments or
screening (Barton, 2007):
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m Level I: Evidence obtained from at least one properly designed ran-
domized controlled trial

m Level II-1: Evidence obtained from well-designed controlled trials
without randomization

m Level I1-2: Evidence obtained from well-designed cohort or case-
control analytic studies, preferably from more than one center or re-
search group

m Level I1-3: Evidence obtained from multiple time series with or with-
out the intervention; dramatic results in uncontrolled trials might also
be regarded as this type of evidence

m Level III: Opinions of respected authorities based on clinical expe-
rience, descriptive studies, or reports of expert committees

Gray offered a different hierarchical classification of evidence for the
effectiveness of research studies (Gray, 1997):

1. A meta-analysis or systematic review of well-designed random-

ized controlled trials

A single, properly designed randomized controlled trial

Studies without randomization

4. Other quasi-experimental studies from more than one center or
research group

5. Expert reports and authorities’ recommendations based on de-
scriptive studies or clinic evidence

wn

Problems With and the Need for
Evidence-Based Geriatric Psychiatry

The field of mental health, especially geriatric psychiatry, seems to be lag-
ging behind in using evidence-based strategies. Conventional drug trials
typically exclude people over 65 years of age, and even when they do in-
clude older persons, they commonly select individuals who are healthy or
have few physical disabilities to minimize reports of adverse events and
withdrawal from pharmaceutical trials (Banerjee & Dickinson, 1997). Psy-
chotherapies and psychosocial interventions are a special challenge since
they are difficult to deliver in a uniform way. This contrasts with pharma-
cological trials in which the intervention and control condition are clearly
identified and measured. Older patients tend to take multiple medications,
have multiple comorbidities, be more sensitive to drug-drug interaction,
and have issues that could impair their adherence to treatment. They are
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also more sensitive to medication side effects, and they respond to psy-
chotherapy according to their level of cognitive impairment (Banerjee &
Dickinson). To make matters worse, there is a lack of empirical evidence
that can guide the clinician because a majority of clinical trials for psycho-
tropic medications are based on young individuals. This unfortunate com-
bination has made older persons with mental disorders at a higher risk
for poorer quality care (Bartels, et al., 2002). While in geriatric psychiatry
the empirical research base is limited, the principles of evidence-based
decision making can still be applied and hopefully will lead to a significant

improvement in quality of care.

OVERVIEW OF PSYCHOPHARMACOLOGICAL AND
NONPSYCHOPHARMACOLOGICAL TREATMENTS

This section provides a brief overview of the major psychopharmacologi-
cal medications and nonpsychopharmacological treatments, such as psy-
chosocial and behavioral strategies, commonly used with older persons
suffering from mental health problems. For a thorough, in-depth discus-
sion of these treatments, please see chapter 10 and chapter 14.
Medication management in the field of geriatric mental health is a real
and constant challenge. Older persons tend to take multiple medications,
have multiple comorbidities, have issues that can impair their adherence to
treatment, and be more sensitive to side effects. In fact, medications for
mental health problems, also known as psychotropics, are among the most
common medications associated with preventable adverse drug events in
older persons (Gurwitz, et al., 2003). To make matters worse, there is a lack
of empirical evidence to guide the health care provider because a majority
of clinical trials for psychotropic medications use young individuals. These
elements make the decision to start psychotropic treatment of an older pa-
tient a challenge because the clinician has to assess the risk-benefit ratio.

PSYCHOPHARMACOLOGICAL TREATMENTS

Antidepressants
Selective Serotonin Reuptake Inhibitors (SSRIs)

SSRIs are considered first-line agents for the treatment of depression based
on their safety and side effects profiles rather than their efficacy. In fact,
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randomized controlled trials support that SSRIs and tricyclics have the same
efficacy (Anderson, 2000) and are superior to placebo (Wilson, Mottram,
Sivananthan, & Nightingale, 2005). The safety profiles of SSRIs give them
a clear advantage over other antidepressants. They are relatively benign in
overdose (Barbey & Roose, 1998), and, unlike tricyclics, they have a rela-
tively benign cardiovascular profile (Glassman, 1993). The most common
side effects of SSRIs are gastrointestinal. Both hyponatremia and syndrome
of inappropriate antidiuretic hormone (SIADH) have been associated with
the use of SSRIs in older patients. The incidence of STADH in older per-
sons treated with SSRIs may be as high as 12% (Fabian, et al., 2004).

Tricyclic Antidepressants (TCAs)

The clinical utility of classical TCAs in the geriatric population is limited
by their side effect and safety profiles despite their robust effectiveness.
TCAs have anticholinergic side effects and lead to anticholinergic-induced
urinary retention and confusion. The major safety problem with TCAs is
their cardiovascular side effects (Glassman, 1993). They are lethal in over-
dose, and as little as three times the daily dose can result in death from
heart block or arrhythmia. Given the prevalence of occult and manifest is-
chemic heart conditions in the older population, TCAs should be avoided.
Unlike the classical TCAs, newer TCA-related antidepressants have better
side effect profiles and offer the clinician and patient an acceptable alter-
native in situations where SSRIs are not acceptable (Mottram, Wilson, &
Strobl, 2006).

Monoamine Oxidase Inhibitors (MAOIs)

MAOIs are rarely used in the older population because of their side effect
profiles as well as the requirement for dietary and medications restriction,
a serious challenge in older persons whose memory can be impaired. How-
ever, the FDA quite recently approved a transdermal patch of selegeline
that may not require dietary restrictions. The risk of orthostasis, a serious
risk factor for falls, limits their use.

Benzodiazepines

Benzodiazepines are avoided in older patients because of their numerous
side effects. Benzodiazepines can cause impairment of information acquisi-
tion, impairment of consolidation and storage of memory, or both (Green-
blatt, 1992). Among patients with dementia, the use of benzodiazepines can
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exacerbate cognitive deficits in multiple domains. Even in patients without
dementia, chronic use of benzodiazepines also may be associated with defi-
cits in sustained attention and visuospatial impairment that are insidious
and not recognized by the patient (Ashton, 1995; Ayd, 1994). Amnestic ef-
fects may be more marked in heavy alcohol drinkers (Ashton).

Antipsychotics

When atypical antipsychotics were introduced, there was a clear resur-
gence in antipsychotic prescribing for older patients (Briesacher, et al.,
2005). Older patients started receiving atypicals for various conditions,
but this changed when atypicals were found to increase the risk of stroke,
metabolic syndrome, and death in older persons with dementia (Schneider,
Dagerman, & Insel, 2005). The view that atypicals were superior to conven-
tional antipsychotic was seriously challenged by the findings of the Clinical
Antipsychotic Trials in Intervention Effectiveness (CATIE) schizophrenia
study. Aside from olanzapine, the atypical antipsychotics were no more ef-
fective than the conventional antipsychotic pherphenazine (Lieberman,
etal., 2005). To make matters worse, a study found that conventional an-
tipsychotics were as likely to increase the risk of death in older patients as
atypical drugs (Wang, et al., 2005). Today, antipsychotics are used with cau-
tion in the geriatric population not only because of newly recognized stroke
and mortality risks but also because of well-known side effects. Antipsy-
chotics can cause hypotension as well as orthostatic hypotension, both as-
sociated with falls, myocardial infarction, and stroke. Many antipsychotics
can cause QTC prolongations that can evolve into torsades de pointes,
which may result in dizziness or syncope or may progress to ventricular fi-
brillation and sudden death (Taylor, 2003). They can also cause stroke via
different mechanisms, including thromboembolic effects, orthostasis, and
cardiac dysrhythmia, among others. The FDA has issued a warning regard-
ing the risk of stroke among older patients with dementia and psychosis or
other behavioral disturbances. In two large population-based retrospective
cohort studies, comparing atypicals to conventional antipsychotics showed
no increase in risk of stroke with atypical agents (Gill, et al., 2005). The ex-
trapyramidal symptoms in older persons are also of concern: while the risk
of drug-induced parkinsonism increases in the older population on anti-
psychotics, the risk of akathisia and acute dystonia decreases with age (Wir-
shing, 2001). Tardive dyskinesia is also of concern: antipsychotic-induced
tardive dyskinesia is five to six times more prevalent in older persons than
in younger patients (Jeste, 1999).
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Medications for Dementia

Cholinesterase inhibitors are the mainstay of dementia treatment. The
drugs have slightly different pharmacological properties, but they all work
by inhibiting the breakdown of acetylcholine—an important neurotrans-
mitter associated with memory—by blocking the enzyme acetylcholinest-
erase. Compared with placebo, cholinesterase inhibitors have a beneficial
effect on cognitive function and measures of global clinical state at 6 months
or more, and there is also evidence that they may improve behavioral dis-
turbances and stabilize daily functions (Birks, 2006). There is some sugges-
tion that these drugs may also exert neuroprotective effects (Krishnan, 2003).
Memantine is a low-affinity antagonist to glutamate N-methyl d-aspartate
(NMDA) receptors that may prevent excitatory neurotoxicity in dementia.
It was approved in 2003 by the FDA for the treatment of moderate to se-
vere Alzheimer’s disease. Memantine has a slight beneficial, clinically de-
tectable effect on cognitive function and functional decline measured at
6 months in patients with moderate to severe Alzheimer’s disease (McShane,
Areosa Sastre, & Minakaran, 2006).

NONPHARMACOLOGIC APPROACHES

Psychotherapy

Psychotherapy can be used as both a primary and an adjunctive therapy.
While it was once thought that psychotherapy was of limited use in older
persons because of the potential for cognitive impairment, there is now ev-
idence that any type of psychotherapy can be as effective for older persons
as for younger populations (Thompson, Gallagher-Thompson, & Brecken-
ridge, 1987). Age itself cannot be used as an indication or contraindication
of a specific therapy. Older persons can be reluctant to undergo therapy
because of negative beliefs toward psychotherapy. When dealing with an
older person, the therapist is expected to be flexible and to adjust his ther-
apy to the many life changes that older persons potentially face. When using
cognitive behavioral therapy (CBT), some of the more important adap-
tations include emphasizing behavioral techniques, particularly earlier in
therapy, and frequently repeating information using different sensory mo-
dalities (Grant & Casey, 1995). Psychodynamic therapies may require an
understanding of physical illness and the implications of approaching the
end of life (Shiller, 1992). Reminiscence therapy, which involves the dis-
cussion of past activities, events, and experiences with another person or
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a group of people, is one of the most popular psychosocial interventions
in dementia care and is highly rated by staff and participants. There is some
evidence that reminiscence therapy can lead to improvement in a patient’s
mood, cognition, and functional ability. It can also alleviate the strain on
caregivers (Woods, Spector, Jones, Orrell, & Davies, 2005).

Electroconvulsive Therapy (ECT)

ECT involves the application of an electric current to the head with the
aim of inducing a controlled tonic-clonic convulsion and is usually carried
out at intervals of days. Some reports suggest ECT is particularly effective
in late-life depression (Flint & Rifat, 1998) as well as in therapy-resistant
depressive older people with extensive white matter hyperintensities (Cof-
fey, et al., 1988). Currently there is no evidence to suggest ECT causes any
kind of brain damage, although temporary cognitive impairment is fre-
quently reported (Devanand, Dwork, Hutchinson, Bolwig, & Sackeim, 1994;
Scott, 1995). ECT seems to be a safe procedure even in older persons with
cardiovascular disorders (Rice, Sombrotto, Markowit, & Leon, 1994). ECT
is used more frequently to treat depressed older persons and its use is de-
clining less rapidly than in the general population (Glen & Scott, 1999).

TREATMENT OF SOME OF THE MOST COMMON
MENTAL HEALTH CONDITIONS IN OLDER PERSONS

Anxiety Disorders

Anxiety symptoms are quite common in the older population. The preva-
lence rate of anxiety disorders among older persons living in the commu-
nity has been estimated between 10% and 15% (Beekman, et al., 1998;
Kessler, et al, 2005b). However, primary anxiety disorders in later life are
rare, as most patients develop anxiety symptoms secondary to a medical
condition or in the context of a depressive disorder (Flint, 2005). The im-
pact of anxiety disorders in later life can be significant: They can impair
quality of life by having a negative impact on functioning and well-being
and are associated with increased health care utilization (de Beurs, et al.,
1999). Moreover, patients suffering from anxiety disorders have an in-
creased risk of depression (Beekman, et al., 2000); left untreated, anxiety
disorders tend to become chronic (Larkin, Copeland, & Dewney, 1992). In
two large cohort studies, anxiety disorders in later life were prospectively
associated with an increased mortality rate (Brenes, et al., 2007). Because of
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the potential for serious complications, anxiety disorders should be treated
early and aggressively. A recent review concluded that SSRIs are efficacious
for late-life anxiety disorders whereas the effect of benzodiazepines and tri-
cyclic agents was not significant, which might be explained by a lack of sta-
tistical power (Pinquart & Duberstein, 2007).

Generalized Anxiety Disorder (GAD)

SSRI are the first line of treatment for GAD for most older patients, re-
gardless of whether depression is present. Benzodiazepines have a more
limited role for the treatment of GAD in older patients, and when they
are used, lorazepam and oxazepam are preferred (Flint, 2005). Buspirone
and pregabalin can also be used (Feltner, et al., 2003). Buspirone appears
to have little amnestic effect (Lawlor, et al., 1992). When symptoms of GAD
occur secondary to a medical condition or medications, treatment needs
to be directed toward the underlying cause. CBT is well established as an
effective mode of treatment for anxiety disorders. It may be used in con-
junction with certain medications, such as antidepressants, but there is some
suggestion that co-treatment with benzodiazepines reduces its efficacy
(Van Balkom, et al., 1996). There is also some evidence that CBT is not as
effective in the treatment of GAD in older patients as it is in younger pa-
tients (Mohlman, 2004).

Panic Disorder

Panic disorder can be secondary to a general medical condition or medi-
cations, or it can be primary. The recommended pharmacologic treatment
for panic disorder in older patients is an SSRI antidepressant. The poten-
tial for an antidepressant to induce a panic attack or anxiety symptoms im-
poses a low starting dose and a slow titration. A benzodiazepine may be
needed as adjunctive therapy during the initial weeks of treatment (Flint &
Gagnon, 2003), but the frequent association of panic disorder with alco-
hol dependence complicates this use. CBT can be helpful in the treat-
ment of panic disorder.

Posttraumatic Stress Disorder

PTSD with onset in earlier life can become symptomatic again in late life
(Murray, 2005) or can result from a different trauma in old age, such as a
serious fall. Older patients with PTSD have more somatic symptoms than
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do younger patients (Owens, et al., 2005). In older as in younger patients,
the treatment of choice for PTSD is CBT, and the first-line pharmacologic
treatment is an SSRI antidepressant (Asnis, et al., 2004)

Depression

Depression is a relatively common condition in the older population, with
a higher prevalence in demented patients, patients in nursing homes, and
patients with chronic or debilitating medical conditions. Comorbid depres-
sion adversely affects the outcome of several medical conditions and has
been documented for ischemic heart disease. Depressed patients with un-
stable angina, postmyocardial infarction, or congestive heart failure have a
higher cardiac mortality rate than do medically comparable patients who
are not depressed (Musselman, Evans, & Nemeroff, 1998). Suicide is a par-
ticular concern in older persons, especially those with severe or psychotic
depression, comorbid alcoholism, recent loss or bereavement, a new dis-
ability, or sedative-hypnotic abuse. Treating depression has been shown
to reduce the risk of suicide in at-risk older persons (Barak, et al., 2005).
The majority of older persons with depression are treated by their primary
care physician (PCP), but a significant portion are treated with doses that
are not optimal (Wang, et al., 2005). Medications can help but may not be
enough, and psychosocial support may be needed (Roose & Schatzberg,
2005). The majority of depressed older persons will eventually respond to
aggressive treatment for depression (Flint & Rifat, 1996). Older persons are
at chronic risk of undertreatment because of low expectations regarding
recovery and fears about aggressive pharmacotherapy and ECT (Heeren,
Derksen, van Heycop Ten Ham, & van Gent, 1997). While all classes of
antidepressant medications have the same efficacy, SSRIs have been con-
sidered first-line agents for the treatment of geriatric depression mainly be-
cause of their better side effect profiles. The belief that older persons do not
respond well to antidepressants and require a longer duration of treatment
has led to the rule that the minimum duration necessary for an adequate
antidepressant trial is 12 weeks. New data analyses of 12-week antidepres-
sant treatment trials in late-life depression focused on time to response and
the early identification of nonresponders (Sackeim, Roose, & Burt, 2005).
Neither the overall response or remission rates nor the time to achieve sus-
tained remission support the belief that older persons are less responsive to
antidepressants or take longer to respond. A significant number of older per-
sons with depression have memory issues that can make strict adherence to
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their antidepressant problematic, exposing them to the risk of withdrawal.
In such case, using fluoxetine, an SSRI with a long half-life, can be a good
choice.

Dementia

Cholinesterase inhibitors are the mainstay of dementia treatment. In Al-
zheimer disease, cholinesterase inhibitors can have some benefits, albeit
modest ones: cognitive improvement, stabilization of daily function, and
some delay of disease progression. There is some suggestion that these
drugs may also exert neuroprotective effects (Krishnan, 2003). Memantine,
an NMDA antagonist, was introduced in 2003 and was specifically labeled
for the treatment of dementia at moderate to severe levels. Combining an
anticholinesterase inhibitor with memantine can be beneficial; results from
a randomized controlled study suggest that such combination was well tol-
erated and could positively affect cognition, activities of daily living, glo-
bal outcome, and behavior in patients with moderate to severe dementia
(Areosa Sastre, Sherriff, & McShane, 2006). Vitamin E, selegiline, secretase
inhibitors, Ginkgo biloba, statin drugs, estrogen, and nonsteroidal anti-
inflammatory drugs (NSAIDs) have been used for the treatment of cog-
nitive disorders, including dementia, but the evidence to support their use
is weak. There is also some evidence that psychotherapy can improve the
mood, cognition, and functional ability of patients with dementia (Woods,
et al., 2005).

Agitation in Dementia

Antipsychotics remain the treatment of choice for behavioral complica-
tions of dementia (Street, et al., 2000). Studies have shown that antipsy-
chotics are used in 30%—50% of older institutionalized patients (Giron,
et al., 2001). While no antipsychotic has been approved by the FDA for the
treatment of psychosis and agitation in demented older persons, placebo-
controlled studies consistently show comparable advantage for antipsychot-
ics over placebo for symptoms of both psychosis and behavioral dyscontrol
(Devanand, Sackeim, Brown, & Mayeux, 1989). Benzodiazepines should
be used in low doses and restricted to short-term crisis management of
agitated and anxious behaviors if antipsychotics or other medications are
ineffective.
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Delirium

Short-term antipsychotic administration is a standard treatment strategy
in patients with delirium, particularly antipsychotic medications with low
anticholinergic properties such as haloperidol (Tune, 2002). Atypical anti-
psychotics are useful in the management of delirium. In geriatric medical
practice, it is always better to minimize the number and dosage of medica-
tions, especially those that are prone to cause delirium. When a patient de-
velops delirium, treating the underlying cause is of extreme importance.
If the patient exhibits the hypoactive form of delirium, he can be managed
safely using nursing intervention, such as avoiding excessive sensory stimu-
lation, providing orientation cues such as a calendar or clock, encouraging
family presence for reassurance, and other such strategies. Using physical
restraints should be limited to patients who are at serious risk of falling or
pulling IV lines or urinary catheters. Patients with the agitated form of de-
lirium may end up requiring pharmacological interventions. Antipsychotics
with low anticholinergic activity, like haloperidol or risperidone, are pre-
ferred. If the delirium is caused by alcohol withdrawal, benzodiazepines
can reduce withdrawal severity, the incidence of delirium, and seizures
(Mayo-Smith, 1997)

Insomnia

Prevalence rates of insomnia in people aged 65 and older range between
12% and 40% (Morin, et al., 1999). Older adults primarily report difficulty
in maintaining sleep, and, while not all sleep changes are pathological in
later life (Bliwise, 1993; Morin & Gramling, 1989), severe sleep distur-
bances may lead to depression and cognitive impairments (Ford & Kam-
erow, 1989). Night waking produces significant stresses for carers and is
a common cause for demands for institutional living arrangements (Pol-
lak, Perlick, Linsner, Wenston, & Hsieh, 1990). The sleep deprivation of
insomnia may result in excessive daytime sleepiness, fatigue, irritability,
impairment of concentration, and an increased risk of involvement in a
traffic accident. Insomniacs report lower quality of life scores than good
sleepers (Leger, Scheuermaier, Philip, Paillard, & Guilleminault, 2001), and
continued unresolved insomnia may be associated with significant psychi-
atric morbidity, predominantly depression (Millman, Fogel, McNamara, &
Carlisle, 1989; Roth, 2001). Furthermore, sleep deprivation has been as-
sociated with a reduced tolerance to pain (Johnson, 1969) and may reduce
immune function (Moldofsky, Lue, Davidson, & Gorezynski, 1989). Bring-
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ing back a normal sleep pattern is of extreme importance. The most com-
mon treatments for sleep disorders are pharmacological, particularly for
insomnia (Hohagen, et al., 1994; Kupfer & Reynolds, 1997; Morin, et al.,
1999). Two consensus conferences sponsored by the National Institute of
Health (National Institute of Health [NIH], 1983, 1990) concluded that
short-term use of hypnotic medications might be useful for acute and situ-
ational insomnia across all age groups but that long-term use remains con-
troversial because of the potential risk of tolerance and dependency. The
same NIH studies indicate that the drug of choice for the symptomatic treat-
ment of insomnia is a benzodiazepine receptor agonist.

EVIDENCE-BASED APPROACHES TO SPECIFIC
MENTAL HEALTH ISSUES DURING DISASTERS

Bereavement

Older people may go through many losses during a disaster: loss of rela-
tives, pets, neighbors, friends, and so forth. Psychotherapy alone or cou-
pled with psychopharmacology may be necessary in patients going through
severe bereavement. Older adults who go through a loss during a disaster
are more likely to suffer severe bereavement because of the absence of per-
ceived or actual social support, the suddenness of the loss, and the pres-
ence of multiple concurrent stressful life events (Windholz, Marmar, &
Horowitz, 1985).

PTSD

Because of an exposure to a situation where their life as well as their physi-
cal integrity is threatened, older persons can develop posttraumatic stress
disorder. In older as in younger patients, the treatment of choice for PTSD
is CBT, and the first-line pharmacologic treatment is an SSRI antidepres-
sant (Asnis, et al., 2004).

Delirium

In a disaster area, the risk for older persons to develop delirium increases.
Delirium is characterized by an acute change in cognition and attention,
although the symptoms may be subtle and usually fluctuate through-
out the day. This heterogeneous syndrome requires prompt recognition
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and evaluation because the underlying medical condition may be life-
threatening. The risk of developing delirium can be reduced by preventing
and correcting dehydration, minimizing unnecessary noise and stimuli, pro-
moting good sleep hygiene, and repeated reorientation (Miller, 2008). The
treatment of delirium centers on the identification and management of the
medical condition that triggered the delirious state. Antipsychotic agents
may be needed when the cause is nonspecific and other interventions do
not sufficiently control symptoms such as severe agitation or psychosis.
Also, a patient who develops delirium can become agitated and aggressive.
Using haloperidol in agitated patients with dementia can decrease the de-
gree of aggression (Lonergan, Luxenberg, Colford, & Birks, 2002).

Insomnia

In a disaster zone, older persons may end up in a noisy and overcrowded
shelter where sleep may be difficult. As such, they may develop insomnia,
which can affect their well-being in a negative way. Bringing back a nor-
mal sleep pattern is of extreme importance. The simplest approach is ad-
herence to some basic rules of sleep hygiene: avoiding daytime napping,
maintaining adequate nighttime pain relief; addressing environmental con-
ditions; avoiding alcohol and caffeine late at night; and minimizing noise,
light, and excessive heat during the sleep period. However, the chaos and
disorganization caused by a disaster can make it difficult to implement these
basic rules. CBT can have a mild positive impact on different aspects of in-
somnia in older adults (Montgomery & Dennis, 2003). Several pharmaco-
logical treatments are also available for the symptoms of insomnia, and the
most commonly prescribed group of sleep-promoting drugs are benzodi-
azepines. Short-acting benzodiazepines such as temazepam and triazolam
are favored to reduce impaired functioning the next day. Benzodiazepines
with a longer half-life are avoided since they can have serious hangover ef-
fects, including drowsiness, confusion, and unsteady gait.

CONCLUSION

The importance of the mental health consequences of disasters on older
persons is underlined by these early findings. However, the large gaps and
uncertainties in our knowledge base present major challenges to profes-
sionals and caregivers in the face of disasters and emergencies. This book
aims to address these public health and clinical challenges and fill in some
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of these gaps by providing the reader with evidence-based support for best
practices.
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Older Persons in Disasters
and Emergencies:

The Overlapping Mental
and Physical Health Issues

This chapter discusses the interactions of acute and chronic mental and
physical conditions in disaster situations. It focuses on the key aspects of
aging and resultant frailty that make disasters particularly problematic for
older persons. Its purpose is to help health care providers understand the
unique aspects of older persons and to assist them in successfully plan-
ning and providing care for the elderly during disasters.

First, it is important to define whom we are talking about when we
say older persons. Most people think of an age, namely 65, as the crite-
rion for being old. This arbitrary point, unrelated to any physiologic cri-
teria, exists mainly because of its original connection with eligibility for
social security and Medicare.

Many envision an older person as a bent, thin, white-haired woman
walking slowly with a cane or driving under the speed limit on the high-
way. But gerontologists' and geriatricians® have long recognized that most
people in their late 60s and early 70s are quite healthy and active, even vig-
orous, which is inconsistent with the typical image. From a physiologic
standpoint, it is reasonable to think of people aged 65-74 as late middle
aged, those past age 75 as old, and those over 85 as frail.
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FUNCTION AND FRAILTY

The concept of function® is central to understanding the care of the older
person. The word function, as used in gerontology, means the ability to
do the things needed to maintain one’s body and household in adequate
condition. This definition focuses mostly on physical and cognitive abili-
ties, rather than on the occupational, social, and psychological concept
of function used in the discipline of psychiatry and in the DSM-IV. But the
maintenance of function requires physical, cognitive, and emotional capac-
ities to perform the required activities.

Function is divided into two main categories: activities of daily living
(ADLs) and instrumental activities of daily living (IADLs). ADLs are the
simple activities required to maintain one’s body in a condition acceptable
in social situations—bathing, dressing, toileting, mobility (usually walking),
maintaining continence of urine and stool (or controlling external mani-
festations of incontinence), and feeding oneself (Katz, Downs, Cash, &
Grotz, 1970).

IADLs are activities requiring a higher level of cognition and emo-
tional function that are needed to maintain one’s living situation. These in-
clude managing finances, shopping, preparing meals, cleaning, managing
transportation, keeping a schedule, using a telephone, self-administering
medications, and similar endeavors (Lawton & Brody, 1969).

Frailty is much more relevant than age in disaster situations. The con-
cept of frailty refers to more than just weakness or physical fragility. It
broadly encompasses the inability of the individual to maintain function in
the face of significant challenges—infection, injury, environmental changes,
nutritional deficiency, and so forth—to normal equilibrium (Campbell &
Buchner, 1996). Disease can make one frail at any age, and complications
of medical problems such as heart disease, diabetes, and chronic lung dis-
ease become increasingly common as people age. By age 85, the normal
and unrelenting effects of aging have reduced virtually everyone to the
point of frailty even without any major disease.

The body and mind constantly respond to external and internal events
and conditions that may put the individual at risk. Some of these include
environmental issues such as high or low ambient temperature, a slippery
floor, or poor air quality; internal situations such as infections, metabolic
disturbances, and disease processes; and emotional factors, such as anxi-
ety, depression, and others. Each of us has an innate capacity to deal with
these stressors, a capacity that may be overwhelmed if an event is power-
ful enough. As individuals age, their physical capacity to overcome these
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stressors wanes. When this capacity becomes sufficiently low that rela-
tively small stressors overwhelm the individual’s ability to cope, that per-
son is frail.

Most persons aged 6575, unless they have had major toxic effects
such as cigarettes and alcohol or disease effects, especially diabetes melli-
tus and heart disease, will be able to cope about as well as persons in their
50s and early 60s and should not be considered at unusual risk in disas-
ters. But virtually all persons aged 85 and over are physically frail, as are
a proportion, increasing with age, of those between 75 and 85.

STRENGTHS AND WEAKNESSES OF OLDER PERSONS

Emotional Strengths and Weaknesses

Many older persons will be able to cope with disasters as well as, or per-
haps better than, younger persons (Foster, 1997). The emotional response
to catastrophe is often as problematic as the physical consequences. But
older persons are often more emotionally tolerant of stresses than their
children. This may be related to the fact that they have survived through
more traumas in their lives. And perhaps those who have shown more re-
silience with psychological coping are more likely to have survived to older
age (Tugade, Fredrickson, & Barrett, 2004).

Although older persons may exhibit greater emotional strength and
reserve, they also may have greater concerns in disaster situations. In ad-
dition to normal worries, they often worry about their physical health, es-
pecially if they have significant diseases. Those less healthy and robust
will naturally have more concern about their ability to cope physically with
the disaster, therefore increasing the risk of anxiety.

Healthy Older Persons as a Resource

Contrary to the perception of older persons as merely receivers of assis-
tance in disasters, we need to recognize that they also can contribute. Their
wisdom and experience may help them modulate fearful reactions that
may be harmful; their examples may be helpful to others in meeting the
challenges. Many older persons have already served as caregivers to frail
family members, and most have cared for children. They have lived lives
with careers and experiences that may be very useful in dealing with di-
sasters.
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Because of their relative health and experience, persons in the 65- to
75-year-old age group have the potential to be of tremendous assistance
in crises. Persons between 75 and 85 who are in good health also may be
of help in ways that do not require many physical demands. These healthy
older persons should be considered a resource in disasters, able to help
others both physically and emotionally. Even frail older persons usually
have preserved cognitive capacity and can contribute. Of course, persons
of any age who focus on doing something to contribute to the well-being
of others tend to cope better in a disaster.

Physical Changes With Aging
and Resultant Weaknesses

The key consideration for older persons in disasters is their physical frailty.
If there are threats to the body, the decreased resistance and resilience of
older bodies means they may require more support from others to pre-
vent distress or death. In medicine, this relates mainly to the physiologic
ability to maintain bodily processes, including brain activities, in the face
of disease, injury, environmental stressors, or other causes of potential
physiologic disequilibrium.

The normal aging process that results in frailty for virtually everyone
over age 85 includes changes in every body system. Table 2.1 shows the
major changes and their implications regarding health and disease. Persons
caring for older persons in disasters will need to consider these changes
when designing programs to improve outcomes for the most vulnerable.
Most significant problems of older persons are caused by disease, not by
normal aging. If there is loss of function, assume there is underlying dis-
ease that potentially can be treated.

In addition to the normal changes of aging, of course, older persons
have more disease processes. Particularly common and problematic dis-
eases include atherosclerotic heart disease, congestive heart failure, chronic
lung disease, diabetes mellitus, and chronic kidney disease. This chapter,
of course, cannot discuss the details of managing these diseases, but key
needs that may be helpful to consider when planning for caring for older
persons during disasters are expressed in Table 2.2. Medical management
and preparation for disasters need to be arranged with trained personnel.

Medications and Risk in Disasters

No discussion of the care of older persons, especially frail older persons,
can omit medications. Certain medical problems, particularly reduced



NORMAL CHANGES WITH AGING

ORGANS/SYSTEM NORMAL CHANGES COMMENTS

General

Nervous
System

Skin

Vision

Hearing

Smell and
Taste

Decreased physiologic reserve
(ability to compensate for
changes in internal environ-
ment that often are caused by
changes in or threats from the
external environment—such
as temperature changes or
infectious agents—or because
of something ingested or not
ingested, such as medicine,
food, and water).

Slower to learn new information
and to recall already learned
information.

Slowed reflexes.

Change in sleep patterns (longer
to get to sleep, less deep sleep,
more frequent awakenings, but
not decreased need for sleep).

Thinner and dryer.

Decreased transmission of light
to the retina because of smaller
pupil, less transparent lens, in-
creased glare from light source,
decreased ability to track a
moving object and to differenti-
ate an object from its back-
ground, decreased ability to
adapt to dark environment.

Loss of high-frequency hearing.
Hard to determine how much
loss is from normal aging, how
much from disease or noise
exposure.

Significant loss of smell; slight
loss of taste.

Greater chance of danger-
ous disequilibrium. Might
not be able to overcome
something that a younger
person could shake off, par-
ticularly from things done

or prescribed by a clinician
(iatrogenesis).

A nuisance to the patient
but no clinical significance.
Major memory loss, or de-
mentia, is not normal.
Increased risk of falls and
auto accidents.

Problems with sleep may lead
to decreased quality of life and
increased use of sleep aids,
which may cause side effects.

More easily injured. ltching
from dry skin.

Increased risk of falls and
auto accidents.

Any hearing loss results in
missed information, reduced
socialization.

Loss of flavor leading to
decreased enjoyment of
food, which may contribute
to malnutrition. Potential to
increase salt application to
improve taste.

(Continued)



NORMAL CHANGES WITH AGING (continued)

ORGANS/SYSTEM NORMAL CHANGES COMMENTS

Respiration

Heart and Blood
Vessels

Stomach

Small Intestine

Large Intestine

Liver

Kidney

Musculo-
skeletal

Genito-urinary

Decreased ability to exchange
oxygen. Less vigorous cough.

Decreased maximum heart
rate. Decreased elasticity of
blood vessels.

Questionable slight decrease
in acid production; minimally
slowed emptying of stomach.

Minimal decrease in
absorption.

Slowed movement of contents.

Decreased blood flow to liver
and decreased liver function.

Decreased ability to excrete
wastes and drugs, to preserve
water, and to get rid of excess
water. One of the most pre-
dictable changes with aging.

Decreased muscle strength;
decreased bone strength.

Increased urine production at
night. Decreased bladder ca-

pacity. Increased prostate size.

More at risk for inadequate

oxygen supply when a medi-
cal problem (such as pneu-

monia) is added. Increased

risk of pneumonia.

Decreased maximal work.
Increased blood pressure.

Not clinically significant.

Usually not clinically signifi-
cant, but may contribute to
nutrition problems caused
by decreased intake.

Tendency to constipation.

Usually not clinically
significant.

Increased risk of excess drug
accumulation. Greater risk of
dehydration and fluid over-
load. This is one of the most
clinically significant changes
with aging. Requires careful
management.

Increased risk of weakness
that reduces functional abili-
ties, particularly the ability
to walk. Physical activity,
especially walking, is one of
the most important methods
of delaying dependence. Bed
rest is a tremendous curse
for the elderly. Increased risk
of fractures, but walking in-
creases bone strength.

More frequent nighttime
urination, disturbing sleep.
Decreased urine flow and
higher risk of urinary reten-
tion and infection in men.
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Immune Decrease in white cell func- Increased risk of infec-

Function tion, but not in numbers. tions. Often exacerbated
Various “barrier defenses” de- by malnutrition, which also
creased, particularly in lung reduces immunity.
and urinary tract.

Laboratory Most are not different. Post- Generally not clinically

Tests prandial blood sugar rises; significant. If a lab test is
erythrocyte sedimentation rate ~ abnormal, look for a cause
(ESR) rises; possible slight other than aging. (However,
decrease in hemoglobin/hema-  don’t worry about an ESR
tocrit (debated). less than 50 mm/hr.)

Emotional Not significantly changed. If If an elderly person has

Function anything, elders are more able  an emotional symptom

to withstand problems that
cause emotional reactions.

(particularly depression),
don't consider it a normal,

37

“understandable” finding.
Evaluate and treat it!

renal function, are much more common as people age, and these problems
often require low doses of medication to avoid complications. Other dis-
eases, such as congestive heart failure, coronary artery disease, diabetes
mellitus, chronic lung disease, and hypertension, also are more common
and create medication dependency.

The frequency and severity of adverse reactions to medications tend
to be greater in older people. Kidney function is predictably reduced as
people age. Any drug or active drug metabolite that is cleared by the kid-
ney should be prescribed in a lower dose in persons over age 85 or in
younger older persons with hypertension and/or diabetes mellitus, which
also worsen kidney function. Using normal doses may result in excess
drug accumulation and adverse effects. The old adage of start low, go
slow—which pertains to initial dose and dose increases—is useful for
these types of drugs.

Probably the main reason older persons are at much greater risk of
adverse drug reactions is the fact that they take more medications. Any
added medicine has not only its own risks, but also the risks of interac-
tions with drugs already taken. New medicines, including and perhaps
especially psychotropic medications, should be given only after careful
consideration. Because medical providers want to help people, we some-
times turn to medications when the need for them is questionable in the
hope they might help. A helpful adage when considering whether or not
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COMMON MEDICAL PROBLEMS AND DISASTERS

DISEASE KEY CONCERNS IN DISASTERS
Coronary Angina or myocardial infarc-
Artery tion brought on by emotional
Disease or physical stress or absent
medications.
Congestive Worsened heart function sec-
Heart ondary to stress or stopping
Failure medications, possibly from
(CHF) eating foods with excess salt.
Diabetes Excessively low or high blood
Mellitus sugar.
Diabetics prone to coronary
artery disease often have no
chest pain, even with myo-
cardial infarction.
Chronic Worsening if poor air quality,
Lung infectious diseases, or ab-
Disease sence of medications. Anxi-
ety may also cause shortness
of breath.
Chronic If on dialysis, will need to
Kidney continue or patient may die.
Disease Dehydration will rapidly
(Renal worsen condition for any kid-

Insufficiency)  ney patient. Much greater risk

of adverse drug reactions.

CONSIDERATIONS FOR MANAGEMENT

Continue heart medications. Watch
for coronary artery symptoms
(chest pain, shortness of breath,
fainting, sweating, nausea). Have
emergency medications available.

Continue CHF medications. Have
others available for urgent treat-
ment. Watch for increased short-
ness of breath, particularly with
exercise. Avoid high-salt foods
(most canned foods and prepared
meals unless labeled “low salt” or
“healthy”).

Continue diabetes medications,
but if food is substantially re-
duced, may need to reduce
dosage. Watch for and be ready

to treat changes with low blood
sugar—sweating, pallor, shaking,
confusion, coma. Assure plenty of
fluids (generally at least 1/2 ounce
per pound of weight per day).

Continue medications; have
emergency medications and oxy-
gen available. Surgical-type masks
can reduce particulate inhala-
tion or infectious disease.

Provide fluids as noted in "Diabe-
tes Mellitus." Severe renal disease
may require fluid restrictions.

If patient is on dialysis but no
dialysis is available, focus on
comfort measures.

to prescribe in the older person is when in doubt, don’t. Exceptions to this
are depression and pain, which usually warrant a trial of medications.

In a major disaster that disrupts the delivery of medical supplies, the
key problem may be the absence of medicines for those diseases that not
much else can help. Persons with common life-threatening problems, in-
cluding congestive heart failure, chronic lung disease, diabetes mellitus,
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and coronary artery disease, may suffer severe and potentially fatal exac-
erbations of their conditions without their medicines, for which there are
no readily available substitutes. The major psychiatric problems, particu-
larly anxiety disorders and schizophrenia, usually need continued medica-
tions to prevent rapid relapse. Depression tends to relapse more slowly
without medications, but it also may become much worse if untreated for
days or weeks.

Short of stockpiling crucial medications, there appears to be little
possibility of preventing the consequences of the absence of medications.
However, sometimes older patients get better when some of their meds
are stopped, so some patients might get better if they couldn’t get their
usual meds!*

Inevitability of Higher Losses Among Older Persons

Given the high level of medical support needed to sustain the lives of
many frail elders and their reduced capacity to withstand physical stresses
in general, in severe disaster situations it is inevitable there will be high
losses in this population. This has been demonstrated in extreme heat
situations, in which older persons die in disproportionate numbers (Van-
dentorren & Empereur-Bissonnet, 2006).

Persons working in disaster relief must be prepared for this possibility,
and programs to assist in dealing with these losses should be available.
Although not frequently discussed, the potential of facing hard decisions
about who will receive scarce resources to support life and who will be
allowed to die because of not receiving them must be considered when
training leaders of disaster relief efforts. Our country’s recent weather
disaster, Hurricane Katrina, unfortunately created such a dilemma, and
the unfortunate results reflected the lack of training and guidance (Fink,
2009).

OVERLAP OF THE PHYSICAL AND EMOTIONAL ISSUES

Interplay of Emotional Experiences (Past and
Present) and Physical Experience, Including
Neuro-Endocrine-Physiologic Connections

The connection between mental processes and the body has tremendous
implications in disasters. The obvious tie is between emotional responses
and actions influenced by fear, depression, and anger. But there also are
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internal physiologic responses developed through eons of evolution to help
preserve life. These responses are mediated through the nervous and en-
docrine systems. In limited application, they can be lifesaving. But they
take their toll on the individual when they are extensive in scope or dura-
tion. And while they may be helpful to a healthy body, they may harm
those with underlying severe illness. A brief description of these pro-
cesses follows.

The sympathetic nervous system responds to perceived acute danger
by setting off the fight-or-flight response. In addition to general height-
ened mental alertness, this response includes the release of epinephrine
and norepinephrine from the adrenal glands, located just above the kid-
neys. Environmental, and sometimes just mental, stimuli perceived as
threatening cause the cerebral cortex to signal the brain stem (locus ce-
ruleus), which in turn stimulates the adrenal glands via the sympathetic
nerves. The adrenals then release the hormones epinephrine and nor-
epinephrine into the bloodstream. Transported throughout the body,

POTENTIAL HARMS OF THE FIGHT-OR-FLIGHT RESPONSE

BODILY CHANGE POTENTIAL HELP POTENTIAL HARM IN DISEASE
Increased heart Assist in physical activity  In heart failure, may reduce the
rate. needed for survival. heart's pumping effectiveness.

In coronary artery disease,
may precipitate chest pain.

Increased Assist in physical activity ~ May precipitate hyperventila-

respiratory needed for survival. tion syndrome, causing dizzi-

rate. ness, chest pain, inability to
function physically.

Blood flow shunted Improve muscle In persons with reduced renal

away from some function. function, further reduces this

organs (especially function. In persons with

gastrointestinal poor circulation to intestines,

tract and kidney) may precipitate pain.

and heart, brain,

muscles.

Increased produc- Increase fuel supply for In diabetes, raises blood sugar

tion of glucose, muscles and brain. further.

raising blood sugar.
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these hormones produce widespread and sometimes extreme physiologic
changes in body organs and function. In persons with certain diseases
these changes may be harmful instead of helpful. Examples of the physio-
logic processes and potential harmful effects in diseases common in older
persons are shown in Table 2.3. Other complex stress response processes
increase blood coagulation, perhaps especially in older persons, which may
increase the chance of acute obstruction of coronary arteries leading to
myocardial infarction (Wirtz, et al., 2008).

In addition to this acute response, the brain under stress stimulates
the release of another adrenal gland hormone that works more slowly. Act-
ing through the hypothalamus, stress causes the release of corticotropin
(ACTH) from the pituitary gland into the bloodstream. ACTH stimulates
the release of cortisol from the adrenal glands. Cortisol, normally pres-
ent in relatively low amounts, has diffuse bodily effects. With increases
over a short time span it generally is protective of the organism, reducing
excess inflammation and bolstering the physiologic systems that aid sur-
vival. But over weeks to months, elevated cortisol may produce signifi-
cant problems. Indeed, chronically very high levels of cortisol, caused
either by the intake of oral cortisol-like drugs or by tumors, results in a
disease called Cushing’s syndrome, which dramatically shortens life if
untreated. Some of the adverse effects of excess cortisol include the fol-
lowing: elevated blood sugar, reduction of muscle mass, thinning of the
skin, increased central body fat, thinning of the bones, water retention,
and elevated blood pressure (McEwen, 1998). Perhaps the most signifi-
cant adverse effect for older persons is a reduced ability to fight infec-
tions, to which they already are more susceptible for multiple reasons.
Cortisol also affects the brain and can lead to confusion, sleep disturbance,
and depression (Varghese & Brown, 2001). The connection between ab-
normalities of cortisol and cortisol regulation and depression is strong
(Barden, 2004).

Physical Effects of Emotions/Mental Disease

Established emotional problems may produce behavioral and physical
changes with substantial consequences in disaster situations. Depression
blunts a person’s ability to respond to situations in an energetic manner
and, thus, may put the person at increased risk. It also may lessen appetite
and nutritional intake with resultant physical weakening. In the frail older
person particularly, undernutrition may result in a reduced ability to fight
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infections and will generally weaken all the body’s functions. Specific nu-
trient deficiencies will also affect other diseases, especially those of the
heart and brain. Depression also affects the sensation of pain and is a
major factor in chronic pain syndromes, both producing and aggravating
them. As noted earlier, the pituitary-adrenal connection and response is
affected by depression and may be a factor in reducing resistance to in-
fection in chronically depressed individuals.

Anxiety frequently accompanies depression, but it is also extremely
common by itself. The brain often responds to anxious feelings by setting
off the fight-or-flight reaction, although sometimes at a lower intensity.
In acute situations, anxiety may precipitate the physical problems caused
by the release of adrenal hormones as noted earlier. Panic attacks, part of
the spectrum of anxiety disorders, may result in multiple physical symp-
toms, including heart palpitations, chest pain, shortness of breath, dizzi-
ness, numbness of the extremities, and even muscle spasms affecting the
hands. They are very distressing and may initially be difficult to differen-
tiate from life-threatening problems such as myocardial infarction or
pulmonary embolus, especially in older people, who are more prone to
these severe problems.

Psychotic disorders, particularly paranoia, may cause people to avoid
others, including the support system that may be necessary for their sur-
vival. The acute worsening of schizophrenia induced by disaster stresses
may produce a complete inability to attend to personal physical needs,
particularly shelter and food.

Emotional Effects of Physical Experiences

Being in a disaster situation, perhaps seeing significant loss or injury of
family and friends and possibly suffering personal physical harm, pro-
duces major emotional responses. Immediate losses or threats of loss and
physical distress produce anxiety and sadness, which may be severe. Per-
sons with underlying psychiatric illness have a much greater chance of
relapsing into uncontrolled psychiatric states precipitated by these stres-
sors. Those with past trauma, especially PTSD, may suffer flashbacks or
more severe reactions to their current situation. Longer duration stress
may cause depression in anyone, perhaps in part because of the cortisol
excess noted earlier; those already prone to the disease succumb sooner
or more severely. There is the potential for early interventions to reduce
the severity of acute and chronic emotional problems caused by disasters
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(Anand, 2009). Older persons with intact cognition should be able to ben-
efit from these same interventions.

The Importance of Social Interactions
on Physical and Emotional Problems

Humans need interaction in all situations, but in disasters the need may
be particularly acute. The comforting presence of others produces emo-
tional support in dealing with disasters and losses, and the presence of
others may induce better behavior in individuals under stress. Aside from
the reassurance that one is not alone in facing problems, social interac-
tion also can produce better outcomes by stimulating thoughts on how
to address problems and using the strength of the group to overcome
difficulties. Social support has been demonstrated as a factor in improv-
ing emotional outcomes of disasters (Cook & Bickman, 1990; Forbes &
Roger, 1999).

Some older people are already grouped in living situations, and many
others living in individual settings may belong to groups, such as churches
and community organizations. These can set the foundation for group
interactions; reaching isolated individuals can sometimes be accomplished
through these groupings. The potential for healthy older persons to reach
out to other older persons and to assist them in group settings may be
particularly useful. But even persons who are physically frail may benefit
the group through their wealth of experience or emotional stability.

The U.S. Department of Veterans Affairs, National Center for PTSD
is a good resource for further information about psychosocial support in
disasters. Also, the International Federation of Red Cross and Red Cres-
cent Societies Reference Center for Psychosocial Support has extensive
information, including a free handbook and training kit.

CONCLUSION

Older persons are a diverse group who require extra support in any di-
saster situation but who also may be of tremendous assistance to others.
The key to preparing for and implementing disaster activities to support
frail older persons is the recognition of their reduced ability to maintain
physical and cognitive function and their high need for medicines and sus-
taining treatments. Disaster relief workers and leaders must be prepared
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for the possibility of higher death tolls in older persons, and leaders
should be trained in making difficult decisions of rationing if resources
are inadequate.

Contrasting with their increased physical susceptibilities, older per-
sons may be more resilient in dealing with the emotional stresses of disas-
ters. But the effects of acute and chronic emotional and physical stress,
with their consequent hormonal and diffuse physiologic changes, have
greater potential to negatively affect those with weaker cardiovascular and
other organ systems—symptoms markedly more common in older per-
sons. Accordingly, older persons should be included in any programs de-
signed to reduce emotional reactions to disasters.

Despite concerns about their frailty, a large proportion of older per-
sons, especially those under 75, will be able to contribute positively and
significantly to relief efforts. Although with reduced strength and stamina,
they are often still relatively robust physically and can do lighter but im-
portant physical tasks. They also have a wealth of knowledge and experi-
ence from work and life in general. Even very old persons often have
wisdom and emotional strength that can be of great assistance to younger
people facing a disaster. Planners and managers of disaster relief pro-
grams should include this great resource in their plans and activities.

NOTES

1. Experts in the study of aging and older persons in society.

2. Physicians specializing in elderly medical care.

3. Function may also be used to describe the status of various organs and capacities—
e.g., cardiac function or cognitive function—but the broader definition is used here.

4. Those wishing to learn more about potentially harmful medicines for the elderly
should consult The Beers List (Fick et al., 2003).
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The Geriatric Emergency
Preparedness and Response
(GEPR) Collaborative:

A Successful and
Productive Network

The Geriatric Emergency Preparedness and Response (GEPR) Collab-
orative is an exemplary example of successful national networking for shar-
ing and disseminating information, leveraging resources, and influencing
policy. Networking is particularly important in the fields of gerontology
and geriatrics where there is often competition for resources due to its in-
terdisciplinary nature, a fragmented delivery system, and funding deficits
(Johnson, 2006). The GEPR Collaborative has achieved the goals laid out in
its 2002 mission statement and strategy plan—to develop and disseminate
curricular material and influence policy—as described in this chapter.

GERIATRIC EDUCATION CENTERS (GECs)

The Geriatric Education Centers (GECs) are the only federally funded
programs specifically geared to the education and training of health care
professionals in the diagnosis, treatment, and prevention of disease and
other health concerns of older adults. Initiated in 1985, there are currently
48 GECs that provide training through continuing education; curriculum
development and dissemination; training and retraining of faculty; and
clinical training in geriatrics in nursing homes, chronic and acute disease

47
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hospitals, ambulatory care centers, and senior centers. Over the last two
decades, achievements of the GEC programs include the following:

m Training more than 425,000 health care professionals from 27
health-related disciplines to better serve the growing older adult
population

m Developing over 1,000 curricular materials on aging-related top-
ics, including interdisciplinary team care, geriatric syndromes, eth-
nogeriatrics, cultural competency, health literacy, quality of care,
rural health access issues, and bioterrorism and emergency pre-
paredness

m Delivering 282 distance learning programs to 37,000 health care
professionals in rural and underserved areas (Advisory Committee
on Interdisciplinary and Community-Based Linkages, 2006)

THE DEVELOPMENT OF THE GEC GERIATRIC EMERGENCY
PREPAREDNESS AND RESPONSE COLLABORATIVE

The terrorist attacks on the World Trade Center on September 11, 2001,
heightened awareness of the vulnerability of older persons in times of
bioterrorism and emergencies. As is now well-known, older and disabled
persons were trapped for days before help arrived after the Tivin Towers
collapsed. This led to a citywide effort in the following months to develop
a system for ensuring agencies had emergency preparedness plans that
included rapid and comprehensive assistance for vulnerable populations,
such as older adults (O’Brien, 2003).

Process of Developing the Collaborative

At the national meeting of the Gerontological Society of America (GSA)
in November 2003, GEC representatives became aware of potential
funding streams in emergency and bioterrorism preparedness that ex-
cluded older adults. That knowledge led to a quickly assembled meeting
at the GSA conference of the GEC network with the aim of ensuring older
persons were included in initiatives in this area (Johnson, 2006). It was a
seminal meeting, as it essentially launched the movement of GECs work-
ing together to ensure health care providers received the necessary train-
ing and education to assist older persons in times of bioterrorism and
emergencies.
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This heightened awareness led the GECs’ national organization, the
National Association of Geriatric Education Centers (NAGEC), to form the
GEPR Collaborative in response to the identified need for increased at-
tention to older people in times of emergencies or disasters. The goal of
the founders of the GEPR Collaborative was to jointly develop, dissemi-
nate, and evaluate GEPR curricula and training tools for health providers
caring for older adults at risk in the event of a disaster or emergency.

The founding members of the GEPR Collaborative agreed to develop
a mission statement, carry out a needs assessment, develop an evidence
base, and work together in securing funding and developing and dissemi-

POSITION STATEMENT

Position Statement of the Bioterrorism Preparedness Committee
of the National Association of Geriatric Education Centers
(NAGEC) — 2003

Inasmuch as neither the nation’s health work force nor older people and their
caregivers are adequately prepared to respond quickly and effectively in the event
of an attack by bioterrorists, the faculty in all 41 GECs have recognized the
major threat that the specter of such a disaster poses to a particularly vulnerable
segment of our country’s population, the 35,000,000 and rapidly growing number
of people over the age of 65, especially those frail elders living alone. Many
others live in intergenerational households particularly among ethnic minority
communities whose access to urgent information may be delayed because of
language, cultural factors, and family caregivers who also work outside their
homes. Several GECs have already created and disseminated a number of
training curricula, all of which are designed to improve the health care provided
to the elderly population in response to an attack by bioterrorists. A Bioterrorism
Preparedness Committee of the GECs has met and determined the need to
develop more specific and standardized training programs and to ensure that

all of these programs are conducted throughout the national GEC network.

In addition, there is a need to expand the programs beyond the GECs to

their community partners to ensure that culturally appropriate training on the
special needs of the elderly and their families is offered to agencies that provide
services to the elderly in both emergency situations and over the long-term.
Working in concert with HRSA, the GECs’ Bioterrorism Preparedness Plan . . .
can be implemented in 2004.

From “Geriatric Education Centers Prepare to Combat Bioterrorism,” by N. Tumosa,
2003, Aging Successfully, 13(1), 20-21.
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GEPR STRATEGIC GUIDELINES

TYPE OF RESPONSE

Curriculum
Development

Curriculum
Dissemination

Policy
Development

PURPOSE OF RESPONSE

To include curricular content
on bioterrorism preparedness
for older adults in allied
health and continuing
education training programs.
Suggested content

includes clinical services
and outreach, education, and
policy.

Curricular materials will be
disseminated through all
GEC and community
partners (e.g., schools,
health facilities) using
multiple media (e.g., printed
materials, conferences,
Website).

GEC networks will work to
ensure that policy makers at
all levels of government are
aware of the special needs
of older adults.

OUTCOMES

Health care workers will
know more about the
elderly, including their
special needs and how
those needs should be
met. Treatment for
exposure to certain
toxins will be addressed.

GECs will identify local
partners (e.g., health
departments, AAAs) to
assist in the
implementation of training.
The training programs will
be evaluated on an ongoing
basis.

Enhanced knowledge should
ensure that the needs of
older adults are included in
programs and policies.

From “Geriatric Education Centers Prepare to Combat Bioterrorism,” by N. Tumosa,

2003, Aging Successfully, 13(1), 20-21.

nating a national curriculum on bioterrorism and emergency preparedness
for older people.

A needs assessment was conducted to determine the extent of pro-
grams being offered and future plans of the 51 GECs funded at that time.
The assessment found that 21 of the GECs had already developed curri-
cula on the topic, with existing circulation through trainings, curricula, Web
sites, and various written materials. The committee formulated a Mis-
sion Statement (Table 3.1) and developed a three-pronged Strategy Plan
(Table 3.2) to guide the national network of GECs in a coordinated re-
sponse to the threats facing older adults. Specifically, the GEPR Collabor-
ative suggested that the GEC network engage in curriculum development,
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curriculum dissemination, and policy development in order to strengthen
its capacity to meet the needs of older adults.

In January 2003, GEPR representatives held a meeting with the Sen-
ate majority leader’s staff and the chairman of the House of Representa-
tives Oversight Committee of the Department of Homeland Security.
Other Congressional visits followed, laying the groundwork for respond-
ing to a Health Services Resources Administration (HRSA) request for
proposals in the summer of 2003 on emergency preparedness and other
topics important for training the health care workforce to better serve
older adults (Roush & Tumosa, 2004).

HRSA Supplemental Funding for GEPR Projects

The Geriatric Education Centers Supplemental Grant Program Request
for Proposals (CFDA number 93.969), issued in June 2003, was spe-
cifically for the following areas: oral health, mental health/behavioral
health, bioterrorism, and/or severe acute respiratory syndrome (SARS).
One purpose of the supplemental funding was to develop additional train-
ing materials that could be adapted by other GECs; HRSA-funded pro-
grams, such as Area Health Education Centers; governmental agencies
serving older persons, such as Area Agencies on Aging, housing authori-
ties, and public health agencies; health professions schools; and other or-
ganizations serving older adults.

Because the foundation had been laid by the GEPR Collaborative,
the GECs that applied for the competitive funding were able to include
common objectives and language in their grant proposals, which enabled
them to work together to develop a national bioterrorism and emergency
preparedness for aging curriculum and to participate in joint dissemina-
tion of grant products. Six 1-year curriculum development grants in bio-
terrorism and emergency preparedness for older adults were awarded in
the amount of $2.4 million later in 2003. These grants were awarded to the
Consortium of New York GECs (CNYGEC), Case Western Reserve GEC,
Ohio Valley/Appalachia GEC, the Gateway GEC of Missouri and Illinois,
the Texas Consortium GEC, and the Stanford GEC.

The project goals of the six GECs receiving funding were as follows:

m CNYGEC: Offer geriatric mental health and disaster prepared-
ness for interdisciplinary health care providers serving older adults

m Case Western Reserve GEC: Teach the principles of emergency
preparedness to groups who serve older people and provide re-
sources to students and the community
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m Ohio Valley/Appalachia GEC: Develop Internet GEPR database,
create curriculum training modules, conduct community focus
groups, and provide interdisciplinary distance and traditional learn-
ing opportunities (Johnson et al., 2006)

m Gateway GEC of Missouri and Illinois: Provide interdisciplinary
modules to train health care providers to care for frail older
people in emergencies

m Texas Consortium of GECs: Develop consensus on what needs to
be taught to front-line health care workers regarding bioterrorism
and aging and conduct continuing education programs

m Stanford GEC: Provide ethnogeriatric training on mental health
aspects and special needs of older ethnic minorities with diabetes
and sensory impairment

Developing Consensus

In January 2004, a few months after the HRSA funding was granted, a
Consensus Conference was convened by the Miami Area GEC. The 2-day
conference, attended by representatives from the six funded GECs, re-
sulted in an outline of a White Paper on Bioterrorism and Emergency
Preparedness and the focus of the national GEPR curriculum. The Con-
sensus Conference participants identified the necessary information that
interdisciplinary health care providers needed to know about bioterrorism
and emergency preparedness, which included the following: (1) knowl-
edge of potential threats for older persons and how they may respond dif-
ferently in a disaster; (2) basic geriatric considerations, such as the unique
needs of older persons and common mental health problems; (3) identi-
fying and mobilizing resources, such as coordination between community
and health care organizations, including family and friends; (4) commu-
nications, such as communicating with non-English-speaking older per-
sons and those with sensory impairments; (5) mental health issues, such
as identifying risk factors, knowledge of referral systems, screening and
treatment methods, and self-care; (6) ethics, such as the role of ageism
and other discriminatory practices, triage, abuse, and neglect; and (7) eth-
nicity, including special considerations related to ethnicity, race, and class.
The group also discussed the most effective means of developing training
materials and disseminating those materials for maximum impact. It was
decided that the GEPR Collaborative should present at national and re-
gional meetings, publish in various venues, conduct continuing education
sessions, partner with groups such as the AARP, and integrate material
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into existing curricular materials. There was also discussion about mea-
suring outcomes using the following suggested measures: development of
emergency plans for older adults, adding questions to certification exams
for health care professionals, and including aging issues in emergency pre-
paredness protocols (Bioterrorism and Emergency Preparedness in Aging
Collaborative, 2004).

A second meeting of the GEPR Collaborative was held among grant-
ees and HRSA staff in Bethesda, Maryland, on August 25-26, 2004. At
this meeting, the six grantees presented progress reports on their HRSA-
funded projects as highlighted in Table 3.3, and a nominal group technique
was undertaken to develop consensus on recommendations for a new
White Paper chapter on bioterrorism and aging.'

GEPR FOCUS ON THE MENTAL HEALTH EFFECTS
OF EMERGENCIES ON OLDER PERSONS

Consortium of New York Geriatric Education Centers

The focus of the CNYGEC GEPR Collaborative project is geriatric men-
tal health and disaster preparedness. The Stanford GEC Bioterrorism
and Emergency Preparedness in Aging Collaborative (BTEPA) project
also focuses on mental health with an emphasis on ethnogeriatrics. The
CNYGEC partners, Mount Sinai School of Medicine Brookdale Depart-
ment of Geriatrics and Adult Development; Columbia University Stroud
Center for Studies of Quality of Life; New York University College of Nurs-
ing; and Hunter College, Brookdale Center for Healthy Aging and Lon-
gevity, brought together a 13-member panel of experts in April 2004.
Representing nursing, social work, medicine, psychology and psychiatry,
and public health, the panel was charged with developing a curriculum out-
line for a training program on the mental health effects of disasters on
older persons. The result of the deliberations of this expert group was a
curriculum outline with the following content areas:

m Types of man-made and natural disasters

m The story of September 11, 2001

m Definitions and examples of terms such as crisis, emergency, disas-
ter, preparedness, and readiness

m Special considerations of older persons with regard to housing,
transportation, psychology, and health

m Overview of aging and mental health, common mental health prob-
lems, diagnosis and assessment, and psychosocial factors
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m Geriatric mental health during an event, including individual re-
sponses, normal versus abnormal responses, elder abuse in times
of crisis, and differential diagnosis of mental disorders

m Geriatric mental health post-event, including coping strategies, as-
sessment, interventions, pharmacological therapies, and the use of
complementary medicine

m Clinical perspectives and processes in the care of elders during di-
sasters, case ﬁnding, and triage/assessment

m Complementary and alternative modalities of care, spiritual consid-
erations, and rituals

m Self-care for the health care provider with respect to trauma and
burnout

After the consensus meeting, work groups developed curriculum
modules that were reviewed by the core project group, composed of Judy
Howe, John Toner, and Andrea Sherman, with revisions made as necessary.
For instance, the curriculum was updated to reflect the experiences of
hurricanes Katrina and Rita. Published in May 2006, the curriculum con-
sists of the following modules:

1. Teaching Guidelines

2. Overview of Disaster Preparedness and Response

3. Clinical Perspectives and Processes in the Care of Older Adults
During Disasters

4. Overview of Aging and Mental Health

5. Geriatric Mental Health and Disasters: Individual and Commu-
nity Mental Health Outcomes

6. Terrorism Elder Mistreatment

7. Geriatric Mental Health and Disasters: Clinical Response (phar-
macological and nonpharmacological interventions)

8. Self-Care for the Health Care Provider

9. Disaster Recovery for Older Adults: Holistic Integrative Therapies

To date, this curriculum has resulted in a broad range of geriatric
disaster preparedness training sessions. In 2003, the CNYGEC partnered
with the Geriatric Research, Education, and Clinical Center (GRECC)
of the Department of Veterans Affairs (VA) and the New York City
Department for the Aging (DFTA) to host a multi-site videoconference
broadcast to 10 VA facilities throughout the nation. The conference,
Emerging Issues in Social Work and Aging: Helping Elders Live in Stress-
ful and Uncertain Times, attended by 131 VA and community health care
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workers, covered the following topics: Recognizing Stress in the Age of
Terrorism: Effects on Older Adults, the Personal and Professional Impact
of Trauma on Caregivers, the Effect of Aging on Posttraumatic Stress Dis-
order, Training Volunteers to Help Elderly Deal with Stress, and Spiritu-
ality and the Elderly in Stressful Times.

In 2004, the CNYGEC, VA GRECC, and DFTA once again spon-
sored a multi-site videoconference on the topic of disaster preparedness,
Geriatric Mental Health and Disaster Preparedness: Mental Health Inter-
ventions and Treatment Plans. Larger in reach than the previous year’s
conference with 186 attendees, it was broadcast to 20 VA facilities and co-
sponsored by the Western Reserve Geriatric Education Center, a BTEPA
Collaborative partner at the time. This videoconference was keynoted by
Daniel A. Nigro, retired chief of the New York City Fire Department,
who survived the collapses of the Twin Towers and became incident com-
mander upon the death of Chief of Department Peter J. Ganci, Jr. He
spoke on Disaster Preparedness—Prepare for the Worst by Being at Your
Best, followed by presentations on developing emergency plans for older
and frail people, structuring a system of mental health response, spiritu-
al assessment in times of crisis, evaluating a bioterrorism preparedness
campaign for veterans, and crisis as a revelatory experience.

Beginning in 2006, the CNYGEC curriculum, Geriatric Mental
Health and Emergency Preparedness, was piloted in a