
OLDER ADULTS LIVING WITH SERIOUS MENTAL ILLNESS
The State of the Behavioral Health Workforce

Introduction
Population projections show that Americans are living longer.1 
Women outlive men.  The population of adults that are 65 
years old and over is becoming more diverse.  Of the 49.2 
million adults over the age of 65 years , 1.4 to 4.8 percent 
suffer from serious mental illnesses (SMIs). ,  54
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The needs and growth of the older population with SMI 
exceeds the number of behavioral health providers that are 
trained in geriatric care.5,6 Further, the workforce that works 
most frequently with geriatric populations (primary care physi-
cians, assisted living and nursing home staff, emergency 

department  staff, inpatient hospital staff, and family members)
are not routinely trained in how to recognize or effectively 
address SMIs. , ,875

The purpose of this brief is to provide a broad-based overview 
of workforce issues to consider when addressing the needs of 
older adults living with SMI, and is not intended as a compre-
hensive literature review. 
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Over the past 10 years, the number of older adults who are over 65 years old increased by 33 percent.  This population is 
projected to almost double in 2060.  The 2017 U.S. Census Bureau’s National Population Projections show that by 2030, all 
baby boomers (people born 1946-1965) will be older than age 65. This will expand the size of the older population so that one 
in every five residents will be over 65 years old.  At that point, the number of older adults will exceed the number of children.  1211
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Approximately 20 percent of adults that are 65 years old and over will experience mental health  up to 4.8 percent will 
have an SMI.  5

The Changing Demographic of the Aging Population

Based on the U.S. 2017 Census Report: Older Adult Population at a Glance ,132

Between 2016-2040, the number of 
individuals 85 years old and over are 
projected to increase by 129%.

Persons reaching age 65 are expected to 
live on average an additional 19.4 years 
(20.6 years for females and 18 years for 
males). 

Older women (27.5 million) outnumber 
older men (21.8 million). 

About 28% (13.8 million) of persons over 
the age of 65 live alone. Of those aged 
75 and over, nearly half of women (45%) 
live alone. 

Between 2016 and 2030, the white (not Hispanic) population age 65 and over is projected to increase by 
39% compared to 89% for older racial and ethnic minority populations, including Hispanics (112%), 
African-Americans (not Hispanic) (73%), American Indian and Native Alaskans (not Hispanic) (72%), and 
Asians (not Hispanic) (81%).

Approximately 1.5 million older adults live in institutional settings, most commonly a nursing home. The 
percentage increases dramatically with age, ranging from 1% for persons ages 65-74 to 3% for persons 
ages 75-84 and 9% for persons age 85 and over.

Approximately 35% of older adults reports some type of disability (i.e., difficulty in hearing, vision, cognition, 
ambulation, self-care, or independent living).

Approximately 9.3% of the total population of individuals over 65 live below the poverty level. Another 4.9% 
of older adults were classified as "near-poor" (income between the poverty level and 125% of this level).

PAGE  2



D
EF

IN
IT

IO
N

S The definition of serious mental illnesses (SMIs) includes one or more diagnoses of 
mental disorders combined with significant impairment in functioning. Schizophrenia, 
bipolar illness, and major depressive disorder are the diagnoses most commonly associ-
ated with SMI, but people with one or more other disorders may also fit the definition of 
SMI if those disorders result in functional impairment.15

Geriatric mental health workforce refers to the range of personnel providing services to 
older adults with mental health conditions.  5

The terms “older adult” and “geriatric population” refer to individuals age 65 and older.5

As a normal course of aging, older adults experience changes 
to their physical health, mental health, and cognitions. Interac-
tions among these age-related factors can result in “spiral” or 
“cascade” of decline in physical, cognitive, and psychological 
health.18

A 2006 report of the National Association of State Mental Health 
Program Directors indicates that people with SMI die earlier 
than the general population and are at higher risk for multiple 
adverse health outcomes.  There may be a number of reasons.19

Older adults with an SMI have substantially higher rates of 
diabetes, lung disease, cardiovascular disease, and other 
comorbidities that are associated with early mortality, disability, 
and poor function.  They also have significant impairments in 
psychosocial functioning.  Older adults with SMI account for 
disproportionately high costs and service use. ,  Lifestyle and 
behaviors (e.g., tobacco and alcohol use, sedentary) may put 
older adults with SMI at greater risk for metabolic side effects of 
antipsychotic medications and lead to obesity and chronic phys-
ical health conditions.20
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Among older adults, the rate of substance use disorders is 
reported as .2 to 1.9 percent. , ,   Approximately 1.4 percent of 
older women and 2.2 percent of older men reported past-year 
use of illicit drugs, including marijuana, cocaine, heroin, and 
prescription psychotherapeutic medications, such as pain 
relievers and antianxiety medications that are used for nonmed-
ical purposes.  The 2016 National Survey of Drug Use and 
Health data indicate that there are approximately 863,000 older 
adults with a substance use disorder involving illicit drugs or 
alcohol, but only 240,000 (approximately 27 percent) received 
treatment for their substance use problem.  Prevalence 
rates for older-adult at-risk drinking (defined as more than 3 
drinks per occasion; more than 7 drinks per week) are estimat-
ed to be 16.0 percent for men and 10.9 percent for women.  For 
individuals who are 50 years old and up, misuse of opioids is 
projected to be 2 percent.24

22

59

5

59225

In 2013, more than 7,000 people age 65 or older died by 
suicide.  Suicide rates are particularly high among older men, 
although suicide attempts are more common among older wom-
en.  Suicide attempts are more likely to result in death among 
older adults than among younger people.25

25
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Co-occurring Conditions

of older adults are living with a 
serious mental illness5

bipolar disorder5

schizophrenia5

depression5

.2%

Statistics Relevant to 
Older Adults with SMI

.2 - .8%

3 - 4.5%

15%
of older adults are impacted by 
behavioral health problems16

4.8%

People aged 65 and 
older account for

of suicide deaths17 17.9%
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Challenges Faced by a Provider Workforce

UNIQUE FACTORS TO CONSIDER WHEN ADDRESSING 
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There are a number of challenges to meeting the needs of older 
adults with SMI. For example, there is little guidance on what core 
knowledge is key for a workforce to address the needs of older 
adults with SMI, or how much training is needed. ,  The diversity 
of the population in terms of ethnicity, culture, and language make 
it a challenge to identify core capabilities of a workforce.  Thus, 
there are significant gaps in the behavioral health care accessible 
and provided to non-White populations. 31

28
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A big challenge for the workforce is the need to balance the princi-
ples of respecting the autonomy of the older adult with SMI and 
promoting their welfare, since sometimes a client's decisionmak-
ing capacity is in question. 30

Interestingly, some have even argued that the workforce should 
look at the needs of older adults as a dichotomy, with the young 
old (age 60-74) and the older old (age 75 and up). ,  This is 
because many more individuals in the older old group live alone, 
are less mobile, and have increased numbers of physical health 
problems that need to be addressed.5

3227

Older adults are at least 40 percent less likely than younger 
individuals to seek or receive treatment for mental health 
condi-tions.  Those who seek services are unlikely to be seen by 
a provider who is trained in how to address the needs of a geriat-
ric population. ,345

33

There are a number of clinical situations when working with older 
adults with SMI that may require additional knowledge and train-
ing of both the general and specialty workforce. Agitation can be 
common among older adults when there are co-occurring demen-
tias and medical conditions, even in the absence of SMI.  Agita-
tion also can be prevented or reduced by utilizing behavioral cues 
and supports such as orienting signs, proper lighting, and having 
familiar caregivers. Training guides for direct care staff, which 
provide practical behavioral interventions for people with demen-
tia, are available.  Personal contact with a known individual can 
be helpful in preventing episodes of agitation. Such behavioral 
interventions require a trained, consistent, and proficient work-
force.

61

60

A number of guidelines exist to help inform behavioral and 
therapeutic interventions. Unfortunately, however, workforce 
shortages contribute to challenges with the implementation of 
behavioral interventions and other supports.

When an individual’s behavior becomes concerning in a com-
munity or residential setting, consultation with geriatric 
psychiatrists and other specialists can be helpful in directing 
care. Such specialists can make recommendations to rule 
out physical and neurologic conditions which may be contrib-
uting to the behaviors, such as stroke, infection, or other 
physical causes, and will make additional recommendations 
about behavioral and/or pharmacologic interventions. ,  In 
addition, specialists can be helping in ongoing management. 
For older adults with serious mental illnesses such as schizo-
phrenia, ongoing treatment antipsychotics may be recom-
mended. Consultation and/or ongoing treatment with a 
specialist may be helpful in individuals with multiple medical 
and psychiatric conditions.

6362

If the safety of the individual or others is at stake, medications 
can be used to manage behaviors, in addition to behavioral 
health interventions. A poorly trained or inadequate work-
force – such as the unavailability of specialists, or low staff 
ratios to help provide behavioral supports - may contribute to 
the overreliance on medications, such as antipsychotics, to 
manage agitation. In some circumstances, antipsychotics 
may be over-utilized in community and residential settings.  
A black box warning was implemented in 2008 by the Federal 
Drug Administration for antipsychotic use among older adults 
in nursing home settings due concerns about increased 
mortality. Subsequent actions by the Office of the Inspector 
General and the Government Accountability Office highlight-
ed the elevated use of antipsychotics in both community and 
nursing home settings.67
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For older adults with serious mental illness, there is even 
more need for well-trained caregivers, primary providers, and 
specialists. Having an adequate workforce will result in better 
care as well as decreased reliance on medications that may 
have the potential to cause adverse effects.



Workforce Issues: 
Impact on Access to/ 
Delivery of Services for 
Older Adults with SMI

Barriers to Strengthening the 
Geriatric Mental Health Workforce

Defining the workforce – 
The geriatric mental health workforce is made up of many types of 
providers. The roles of providers within a geriatric treatment team are 
often poorly defined and overlapping. ,75

The workforce prepared 
to care for geriatric 

MH/SU is inadequate 
in sheer numbers, with 

the growth of the 
population threatening 

to exacerbate this.
-Institute of Medicine, “The Mental Health 
and Substance Use Workforce for Older 
Adults: In Whose Hands?”

“

 ”
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Lack of support for caregivers and community 
supporters – 
Often caregivers such as spouses, children, providers, and other 
family are interested in participating in a care team, but do not get the 
support to do so. ,  Likewise, community supporters, such as 
community religious leaders, can help older adults connect with 
services.     41

4440

No accurate estimate of demand – 
Workforce data to make accurate predictions of workforce supply and 
demand are not available. , , , ,3026975

General shortage of mental health providers – 
There is a general shortage of psychiatric providers across the 
country, especially those capable of prescribing medication and 
providing evidence-based services. ,  The workforce prepared to care 
for older adults with SMI is inadequate. ,3026

75

Lack of training opportunities – 
Few opportunities for specialization in geriatric SMI exist. 
Professional training in geriatric psychiatry is inconsistent and not well 
documented because national standards and requirements in these 
areas are minimal and vague. , , , ,  Most mental health 
professionals have little training in geriatrics. , , , , ,  Likewise, most 
geriatric specialists have little training in addressing SMI. , , , ,4230267-95

423026985

4230267-95

Lack of incentives for entering the geriatric 
provider workforce –
Few financial or professional incentives are in place to 
encourage geriatric providers to enter and stay in this field. , , ,434285

Provider geriatric competency standards created 
in silos – 
Some professions have made progress on geriatric 
competency development though these efforts are often done 
independently and their dissemination and impact are not easily 
measured. , , , , ,4234292687

Questions about the relationship between 
supply and demand are common when 
discussing the health care workforce. 
However, when it comes to addressing the 
needs of the older adult SMI population, it 
is not simple. There are no accurate data 
to show the number that makes up the 
geriatric mental health workforce.  The 
majority of psychiatric providers do not 
have recognized credentials in geriatrics, 
although several curricula are emerging, 
such as a certification exam for nurses 
educated in geriatric nursing (see Geron-
tology Nursing Certification Commission. 
Few mental health programs have man-
dated curricular standards related to SMI 
geriatric patients. , ,  Where there is a 
curriculum, it is unclear how and to what 
extent the concepts are applied in the 
classroom or in practical training. , ,  The 
increasing racial, ethnic, and linguistic 
diversity of the geriatric population also 
makes training in cultural competence 
imperative, however, it is largely not 
addressed. ,3026

30265

30267
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Recent efforts to augment training show that 
even when provided opportunities to special-
ize in geriatric mental health/ substance use 
(MH/SU), students often do not choose to 
pursue it. ,  Experts suspect that the sheer 
number of providers entering, working in, 
and remaining in the fields of primary care, 
geriatrics, mental health, substance use, and 
geriatric MH/SU is disconcertingly small. ,  
Further, with shifting models of care and the 
changing roles of providers working on 
teams, it is not possible to estimate with 
great precision how many geriatric mental 
health specialists will be necessary to serve 
the geriatric population. , , , ,3026975

95

75



There are a number of complex and interacting factors that affect the growth and competence of a workforce that is prepared 
to address the needs of older adults with SMI.

The caregivers and providers that have the most direct contact with older adult patients do not have training in identifying and 
addressing mental health conditions. These include primary care providers, emergency department and hospital staff, advance 
practice nurses, senior programming staff, assisted living staff, nursing home staff, and family members. Very few providers are 
trained in how to address older adults and SMI. , , , , , ,42342926875

Increasing the Number of Providers to Treat Older Adults with SMI

Ideas for Strengthening the Geriatric Workforce to Address SMI
SMI. , ,48475

Develop continuing education for non-psychiatric health care 
professionals, including case managers, nurses, physician’s 
assistants, occupational therapists, and other health care 
professionals. , , ,  Increase exposure of geriatric psychology 
and psychiatry as a routine part of healthcare training.5

49484234

Promote the development of curricula for inclusion in basic 
professional education for physicians, nurses, physical/occupa-
tional therapists, and pharmacists.  Mentorship opportunities in 
these professions should also be enhanced. , , ,49484234

Train for Working on Integrated Care Teams. Providing 
services as part of a provider team has shown positive 
outcomes for addressing the needs of older adults with 
SMI. , ,  More training should be provided to all providers 
on how to effectively function on a clinical team.

50485

Utilize multi-disciplinary team planning as a means of 
strengthening and improving quality of care and promoting 
opportunities for training across disciplines.

Empower Older Adults. There is a growing emphasis on 
self-care. Educating older adults with SMI about their symptoms 
and encouraging self-care has been shown to be effective in 
increasing quality of life and reducing unnecessary medical 
costs. ,4544

Empower Families. There is growing recognition of the import-
ant role that family members play as caregivers. These caregiv-
ers receive little support and training for caring for older adults 
with SMI. ,465

Strengthen the Role of Direct Care Workers (DCWs).  Along 
with family members, these workers provide the vast majority of 
services to the elderly. However, this is a workforce that rarely is 
trained in recognizing and providing services to a person with 
SMI. , ,47415

Integrate Peer Providers into the Workforce. Peer providers 
are sometimes referred to as peer support specialists, certified 
peer specialists, and peer counselors, among other titles. The 
U.S. Veterans Affairs Administration regularly employs peers to 
work as part of a healthcare team with older adults with   
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Table 1: Progress in Preparing the Geriatric Workforce*

*Table adapted from Warshaw, G. & Bragg, E. (2016). The Essential Components of Quality Geriatric Care. Journal of the American Society on Aging, 40,(1).

DISCIPLINE PROGRESS 

Geriatricians Geriatricians are doctors that specialize in older adults.  As of 2016, the number of geriatricians 
with up-to-date certifications had remained flat at 7,000 for the past 10 years. Approximately 300 
geriatricians are trained each year, and many fellowship positions are not filled. 

Geriatric Psychiatrists There were less than 2,000 certified geriatric psychiatrists, and many fellowship positions remain 
unfilled each year. 

Gerontology Advanced 
Practice Registered Nurses 
(APRN, NP & CNS) 

In 2013, the certification in gerontology for NPs and CNS was phased out and combined with 
adult primary and acute care certifications. In turn, the number adult-gerontology certified APRN 
significantly increased to 12,000. 

Registered Nurses Certified 
in Gerontology 

From 2013 to 2014, the number of RNs certified in gerontology increased by 1.7%. In 2014, 
7,874 RNs were certified out of 3.1 million RNs nationwide. 

Gerontological Social 
Workers 

There is no certification in gerontology for social workers. In 2009, 1,318 individuals in a Masters
of Social Work program specialized in aging. 

Certified Geriatric 
Pharmacists 

Between 2010 and 2015, the number of pharmacists certified in geriatrics increased from 1,210 
to 2,158 (a 78% increase). 

Geropsychology In 2010, the American Psychological Association recognized professional geropsychology as a 
special area of psychology and started accrediting a geropsychology postdoctoral program. In 
2014, the American Board of Professional Psychology added geropsychology as a boarded 
specialty. 

Geriatric Physical Therapy Between 2010 and 2015, the number of physical therapists certified in geriatrics increased from 
1,006 to 1,936 (a 92% increase). The number of residency programs expanded from six to 13. 

Gerontology-Certified 
Occupational Therapists 

As of 2015, there were only 18 occupational therapists certified in gerontology. 



Direct care workers (DCWs), with minimal training, are employed to provide supportive services either in facilities or in homes. There is 
not a single, unified occupational title for DCWs in aging, physical disabilities, or behavioral health. Occupational titles vary within each 
sector and across sectors. In aging, there are generally three recognized job categories:

In addition, peer support specialists are increasingly being utilized to preform many of the behavioral health functions that are common 
for DCWs who provide services to elderly SMI populations.48

There is a high turnover of DCWs due to poor working conditions, low wages, lack of training, and limited opportunities for advance-
ment. While DCWs have the most contact with older adult patients, they do not have adequate training in geriatrics or MH/SU, and 
virtually never receive training in both.5

Nursing assistants are employed in nursing homes and sometimes other residential settings 
such as assisted living. 

Home health aides are employed by Medicare- and/or Medicaid-certified home health agencies. 

Home care aides/personal care attendants are employed by agencies or hired directly by 
consumers and/or their families and are employed in a range of community-based settings, 
including individual homes and apartments, adult daycare centers, and residential settings.5

Table 2: Some Evidence-Based Practices for Older Adults with SMI

Programs and Services that Address the Needs of Older Adults with SMI

There are many models and services that have been shown to have a strong evidence base for addressing the needs of adults with 
SMI. Unfortunately, few of these have been thoroughly tested in older adult populations.  Additionally, few account for the high 
number of co-occurring conditions, and the normal cognitive and physiological changes that accompany aging.   5

5

Effective practices and models for older adults with SMI need to consider how services are delivered (e.g., mobile units, transporta-
tion support, integrated health care settings); promote self-care and family involvement; and utilize an integrated care approach that 
addresses the physical health, mental health, and substance use needs of the older adult.  

A few of the evidence-based programs that address the unique needs of older adults with SMI are listed in the Table 2. While most 
focus broadly on older adults with SMI, some focus only on depression, which is the most common mental health condition among 
older adults.

DIRECT CARE WORKERS
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# 1

# 2

# 3

x 

Helping Older People 
Experience Success 
(HOPES) 

x Integrates psychiatric rehabilitation and health management to improve 
psychosocial functioning and to reduce the medical needs of older 
persons with SMI.  52

IMPACT Care x 

Psychogeriatric 
Assessment and 
Treatment in City
 Housing (PATCH) 

x Drawing from Assertive Community Treatment (ACT) Model and the 
Gatekeeper Model, this program trains local workers to identify at-risk 
individuals, refer them for psychiatric follow-up and links them with a 
multidisciplinary provider team. ,     545

NAME OF PROGRAM SMI LIMITED TO 
DEPRESSION DESCRIPTION

Collaborative care model that is effective for reducing depression for older 
adults in primary care settings. It includes shared accountability for patient 
outcomes and processes of care amongst all providers and 
stakeholder s.  53

Healthy IDEAS  Integrates depression awareness and management into existing case
management services provided to older adults. 5



Advancing Evidence-Based Practices and Models for Older Adults with SMI
The complexity of what the older adult client experiences is not well captured in evidence-based practice models that are used with 
other age groups. While some evidence-based practices exist for older adults with SMI, there are few providers that are trained in 
how to implement them. , ,  Many of the effective practice models rely on interdisciplinary teams of providers that work together 
to meet the diverse needs of older adults with SMI.  Unfortunately, working on an interdisciplinary team is not a standard that is 
taught in many health care training programs. , ,  Self-help and peer support services are integrated in some of the most success-
ful models of care, but funding these services is a challenge. , ,  These and other barriers need to be considered and addressed 
to help move the field forward. 

565545

393026

51-54

393026

Use Emerging Technology to Expand Reach

Since many older adults regularly use smart phones and other electronics to communicate, this 
technology maybe used to provide evidence-based treatment to those who would otherwise be 
unable to travel (homebound) or live in rural areas with few behavioral health options. ,575

Encourage Integrated Care Models

Encourage multidisciplinary teams of providers to work together to address the mental health, 
substance use, and physical healthcare needs. Regulations, funding, and incentives should be 
considered to support integrated care. , , ,58393026

Consider Long-Term Sustainability of Programs

Too often, programs that are effective for addressing the needs of older adults with SMI are funded 
through a pilot study or a temporary funding stream, such as a grant. It’s difficult to sustain these 
programs once the initial funding expires.  Serious thought should be given to funding through 
stable reimbursement mechanisms. Consider making all components of effective models billable, 
especially within Medicaid and Medicare.58

5

Offer a One-Stop-Shop for All Services

Older adults are less likely to seek services at a specialty care setting. Further, due to limited 
mobility and lack of transportation, many older adults are reluctant to visit different locations to 
obtain their care. Thought should be given to how to provide services in one location or to bringing 
services to the older adults. , , ,  3930265

Report the Return on Investment

From the Federal, State and policy maker perspective, it is important to articulate the return on 
investment. Evaluation data, including cost data and client outcomes, can help bolster funding, 
community and provider buy-in, and ensure sustainability.  58

$

Recommendations that have emerged from recent Federal meetings:
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Older Adult Behavioral Health Profiles by Region
https://www.acl.gov/programs/health-wellness/behavioral-health

The Federal Administration for Healthy Living 
https://www.acl.gov/

The Get Connected Toolkit 
https://innovations.ahrq.gov/qualitytools/get-connected-toolkit-linking-older-adults-medication-alcohol-
and-mental-health
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