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Objectives: Psychiatric outreach services that provide mental health as-
sessment and treatment to older adults in their homes or communities
are widely promoted as improving access and outcomes for older adults.
However, a systematic review of the efficacy of these services has not
been done. This review evaluates the evidence base for the effective-
ness of outreach services for older adults with mental illness in nonin-
stitutional community settings. End points of interest include the abili-
ty of the outreach program to increase access to mental health services
and improve psychiatric outcomes. Methods: MEDLINE, CINAHL,
PsycINFO, and Web-of-Science databases were searched for articles in
English that were indexed through May 2004. Studies were included if
they evaluated face-to-face psychiatric services provided to adults aged
65 and older with mental illness and if they were randomized controlled
trials, quasi-experimental outcome studies, uncontrolled cohort studies,
or comparisons of two or more interventions. Articles were excluded
that evaluated interventions that were provided in institutional settings
or that focused on persons with dementia or their caregivers. Results:
Fourteen studies matched all the inclusion criteria. Two studies (one
controlled prospective study and one study that used a comparison
group) found support for the use of gatekeepers—nontraditional refer-
ral sources—in identifying socially isolated older adults with mental ill-
ness. Twelve studies (five randomized controlled trials, one quasi-ex-
perimental study, and six uncontrolled cohort studies) found that home
and community-based treatment of psychiatric symptoms were associ-
ated with improved or maintained psychiatric status. All randomized
controlled trials reported improved depressive symptoms, and one re-
ported improved overall psychiatric symptoms. Conclusions: Limited
data supported the effectiveness of outreach services in identifying iso-
lated older adults with mental illness. A more substantial evidence base
indicated that home-based mental health treatment is effective in im-
proving psychiatric symptoms. Studies are needed that apply more rig-
orous methods evaluating the efficacy of case identification models and
subsequent treatment for older persons with a variety of psychiatric di-
agnoses. (Psychiatric Services 55:1237-1249, 2004)
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Ider adults have historically
Ounderused mental health

services. Low service use has
been attributed to both personal and
system barriers. To overcome these
barriers and increase the use of men-
tal health services, outreach models
of care have been developed that pro-
vide services in settings where older
adults reside or spend a significant
amount of time. Outreach services
have been nationally promoted as a
means of improving access and men-
tal health outcomes, yet their evalua-
tion in older adult populations has
been limited.

In less than ten years, the first of
the baby-boom population will reach
the age of 65 years (1). The aging of
this population, especially the aging
of persons with mental illness, is pre-
dicted to challenge the delivery of
health care in an already impaired
system. One in five older adults has a
mental illness (2). The most prevalent
conditions include anxiety and de-
pressive disorders (3). Psychotic ill-
nesses and substance abuse are less
common (3). Projections indicate that
the number of older adults with men-
tal illness will more than double, from
seven million in the year 2000 to 15
million by the year 2030 (2).

Untreated mental illness among
older adults has a significant impact
on health, functioning, and health
service use and costs. For instance,
late-life mental illness has been asso-
ciated with impaired independent
and community-based functioning,
impaired cognition, poor medical and
health outcomes, high medical co-
morbidity, increased disability and
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mortality, and compromised quality
of life (4,5). Mental illness among old-
er adults has also been correlated
with increased use of health care, in-
creased placement in nursing homes,
increased burden on medical care
providers, and higher annual health
care costs {6-10).

In light of the significant burden of
mental illness on older adults and on
the health care system, the past 15
years have seen a dramatic increase in
the knowledge of appropriate treat-
ments for geriatric mental illness. A
large body of data suggests that men-
tal health interventions are successful
in improving psychiatric outcomes of
older adults with depression and de-
mentia (11). A limited number of
studies support the efficacy of inter-
ventions for late-life substance abuse,
anxiety, and schizophrenia (11,12).

Despite the high prevalence of
late-life mental illness and evidence
for the efficacy of several pharmaco-
logic and psychotherapeutic interven-
tions, mental illness is underrecog-
nized and undertreated in this popu-
lation. It is estimated that approxi-
mately half of older adults with a rec-
ognized mental disorder do not re-
ceive mental health services (13).
Older adults are unlikely to use tradi-
tional clinic-based mental health
services for a variety of reasons, in-
cluding physical frailty, transportation
difficulties, isolation, and stigma (14).

Poor access to mental health care
has prompted national policy leaders
to consider novel strategies for pro-
viding mental health services to older
adults. Recent reports from the Ad-
ministration on Aging (14), the Sur-
geon General (4), and the older adult
subcommittee of the President’s New
Freedom Commission on Mental
Health (15) have promoted the provi-
sion of outreach services to older
adults in noninstitutional community-
based settings as a potential mecha-
nism for increasing access to mental
health care. These reports have de-
scribed outreach services as the de-
tection and treatment of mental
health problems in settings where
older adults live, spend time, or seek
services. The primary elements of
outreach services include case find-
ing, assessment, referral, treatment,
and consultation. For instance, out-
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reach programs may offer early inter-
vention, facilitate access to preventive
health care services, provide evalua-
tion services, refer individuals to
community treatment or supportive
services, and provide services de-
signed to improve community tenure.
Despite the national promotion of
outreach services, a systematic review
of their effectiveness has not been
done. A systematic evaluation of this
service delivery approach has impli-
cations for guiding national health
care policy.

This review evaluates the evidence
base surrounding the provision of
psychiatric outreach to older adults in
noninstitutional settings, as identified
by models of case identification and

Much
remains to
be learned about
the effectiveness of mental
bealth outreach services
Jor older

adults.

mental health treatment. Specifically,
this review addresses whether geri-
atric mental health outreach services
are effective in improving access to
mental health care through the iden-
tification of isolated older adults and
in improving mental health symptoms

or outcomes?

Methods

To identify relevant articles for this
review, MEDLINE, PsycINFO,
CINAHL, and Web-of-Science data-
bases were searched within three top-
ic areas for English language articles
that were indexed through May 2004:
community outreach services (key-
words: “outreach,” “gatekeeper,” or
“consultation and referral”), mental

illness (keywords: “mental,” “de-
press*”, and “psych®”), and older
adults (keywords: “geriatric,” “late-
life,” or “elderly”). Additional articles
were identified through bibliographic
review and MEDLINE and Web-of-
Science-related records searches.
Studies were included that evaluat-
ed face-to-face psychiatric outreach
services provided to adults aged 65
and older with mental illness. Ser-
vices included case-finding and iden-
tification programs as well as treat-
ment that was provided in communi-
ty-based noninstitutional settings,
such as senior centers, senior residen-
tial care settings, and home-based
settings. Studies were eligible if they
were randomized controlled trials,
quasi—experimental outcome studies,
uncontrolled cohort studies, or com-
parisons of two or more interventions.
Studies were excluded if they eval-
uated services that were provided in
institutional settings—for example,
nursing homes or hospitals. Because
the goal of this review was to deter-
mine the effectiveness of outreach
services for primary psychiatric disor-
ders, interventions that explicitly fo-
cused on persons with dementia or
their caregjvers were excluded. Final-
ly, we excluded articles that had at
least one author in common and only
minor differences with respect to
study samples and efficacy results.

Selection of trials

A total of 145 articles were identified
through the literature search, and 17
articles were identified through bib-
liographic and related records
searches. A total of 104 articles were
rejected because of sample selection
(that is, a nongeriatric population),
provision in an institutional setting,
or lack of face-to-face contact. Forty
additional articles were excluded on
the basis of the quality of data pre-
sented: 36 contained only model de-
scriptions or descriptive data, and
four described small case studies.
Among the 18 remaining reports, 14
fulfilled all inclusion criteria and
four were excluded because they
were published in duplicate. Among
the 14 studies in our final sample,
five studies were randomized con-
trolled trials (16-22), one used a
quasi-experimental design (23), one
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Table 1

Description of studies that evaluated the effectiveness of referral models for identifying older adults in noninstitutional set-

tings who are aged 65 and older and have mental illness

Mean+SD % Demographic
Study Study type Model N  Setting Diagnoses age (years) female  characteristics
Florio et al. (31), Observational Referral by gate- 777 Homeand Emotional dis-  75.6:11.8 68 31 percent
1998; Florio et comparison  keeper versus community turbances, 63 married,;
al. (32), 1996;  study referral by percent; cogni- 50 percent
Raschko (33), medical provider tive impairment, widowed; 58
1997 versus referral 60 percent percent lived
by others alone
Florio et al. (24), Controlled Referral by gate- 88 Homeand Dementia, 53 79+10.5 68 36 percent
1998 pre-post keeper versus community percent; depres- married;
study referral by sion, 16 percent; 41 percent
medical provider bipolar disorder, widowed
or another source 5 percent

used a controlled prospective cohort
(24), four used an uncontrolled
prospective cohort (25-28), two
used an uncontrolled retrospective
cohort (29,30), and one provided
outcome data on intervention and
control cohorts (31-33).

Data extraction and analysis
Descriptive characteristics and out-
come data were abstracted from the
14 reports that met all our inclusion
criteria by using a standard data col-
lection form. Data included study
type, model description, inclusion
and exclusion criteria, sample charac-
teristics, duration of the study, com-
pletion rate of the study, whether the
intervention and outcome assess-
ments were blind, study measures
and outcomes, and strengths and
weaknesses. Primary outcomes of in-
terest included use of mental health
services and improvement in psychi-
atric symptoms. Statistical aggrega-
tion of data was not feasible because
of the lack of similarity among studies
with respect to study design, inclu-
sion criteria, sampling, and outcome
measures.

Results

Effectiveness of case

identification strategies

Studies evaluating the effectiveness
of case identification models are sum-
marized in Table 1. The studies high-
light the gatekeeper model (nontradi-
tional community referral sources) in
comparison with traditional referral
sources (medical providers, family

members, informal caregivers, or oth-
er concerned persons). The gate-
keeper model recruits community
service personnel who have frequent
contact with older persons, such as
meter readers and utility workers, to
identify and refer individuals for as-
sessment. Assessment in both referral
models focuses on identifying unmet
needs and comprehensively evaluat-
ing physical health, mental health,
and psychosocial needs. On the basis
of identified needs, treatment recom-
mendations are developed in concert
with a multidisciplinary team.

Two evaluations that compared re-
ferrals by gatekeepers with those by
traditional sources were identified,
including one observational compari-
son study (31-33) and one controlled
prospective study (24). Older adults
evaluated in these studies had similar
ages, gender distributions, and mari-
tal status. Diagnoses varied across
studies. Often the studies had more
individuals with a diagnosis of de-
mentia or depression, as opposed to
other diagnoses.

As shown in Table 2, gatekeepers
identified approximately 40 percent
of older persons referred to elder
services. Differences were found in
characteristics between individuals
referred by gatekeepers and those re-
ferred by a medical provider or an-
other traditional source. Older adults
referred by gatekeepers were signifi-
cantly more likely to live alone and
were more often widowed or di-
vorced. Moreover, individuals re-
ferred by gatekeepers were signifi-
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cantly more likely to be affected by
economic and social isolation. These
findings suggest that the gatekeeper
approach reaches individuals who are
less likely to gain access to services
through conventional referral ap-
proaches. At the time of referral, in-
dividuals referred by gatekeepers
were significantly less likely than indi-
viduals referred through traditional
sources to use services. However, in-
dividuals from these two groups had
similar service needs, which indicates
that those referred by gatekeepers
had a larger gap between services
needed and services received
(31-33). At the one-year follow-up,
older persons referred by gatekeep-
ers had no difference in service use or
out-of-home placements compared
with individuals referred by tradition-
al sources. The authors concluded
that older adults referred by gate-
keepers do not place overly high serv-
ice demands on the health care sys-
tem (24).

Effectiveness in improving

Dsychiatric symptoms and outcomes
Most evaluations of community-
based mental health outreach models
examine the impact of these services
on symptoms and community tenure.
These models generally employ a
multidisciplinary team of providers to
develop a care management protocol,
which is implemented within a resi-
dential setting. Treatment recom-
mendations vary significantly among
individuals and are implemented
through a variety of sources. Some
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Table 2

Outcomes reported from studies that evaluated the effectiveness of referral models for identifying older adults in noninsti-

tutional settings who are aged 65 and older and have mental illness

N of participants

Follow-up

Study Intervention Control

Duration Completion rate Outcomes and results

Limitations

Florio et al. (31),
1998; Florio et
al. (32), 1996;
Raschko (33),
1997

315 were re- 217 were

ferredbya referred

gatckeeper by a med-
ical provi-
der and
245 were
referred
by an-
other

source

Florio et al. (24),
1998

48 were
referred
by a med-
ical provi-
der or
another
source

40 were re-
ferred by a
gatekeeper

na

1 year

na

100 percent

Gatekeepers made 41 percent of the
referrals to elder services. Persons
who were referred by gatekeepers
tended to be younger and to have
significantly more economic and
social isolation, less physical impair-
ment, less impairment of activities

of daily living, and less social support.
Persons who were referred by gate-
keepers were significantly less likely
to have a family physician. They were
also significantly more likely to be
single (80 percent, compared with 62
percent of those who were referred by
a medical provider and 63 percent of
those who were referred by another
source), female (73 percent, compared
with 62 percent of those who were re-
ferred by a medical provider and 67
percent of those who were referred

by another source), and to live alone
(74 percent, compared with 49 per-
cent of those who were referred by a
medical provider and 46 percent of
those who were referred by another
source). Significantly more persons who
were referred by gatekeepers did not
receive needed services (51 percent,
compared with 26 percent of those who
were referred by a medical provider
and 37 percent of those who were
referred by another source).

Older adults who were referred by a
gatekeeper, a medical provider, or an-
other source had similar rates of ser-
vice use and out-of-home placements.
Significantly more persons who were
referred by gatekeepers lived alone
(70 percent, compared with 35 percent
of those who were referred by a med-
ical provider or another source), and
fewer were married (20 percent, com-
compared with 49 percent who were
referred by a medical provider or
another source).

No symptom out-
comes were re-
ported.

The study report-
ed outcome data
that were ob-
tained by the clin-
icians who pro-
vided the inter-
ventions. The an-
alysis did not ad-
just for severity or
for baseline differ-
ences. The model
had been in place
for many years.

outreach teams employ a model con-
sisting of assessment and referral,
whereas others directly implement
treatment recommendations by clini-
cians on the assessment team.

The effectiveness of outreach serv-
ices in improving psychiatric symp-
toms and community tenure are re-
ported in 12 studies, including five
randomized controlled trials (16-22),
one quasi-experimental study (23),
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and six uncontrolled cohort studies
(25-30), as shown in Table 3. Older
adults participating in these studies
were predominantly female and tend-
ed to be between 75 and 85 years old.
Three studies focused exclusively on
older persons with depression,
whereas the other nine studies in-
cluded individuals with a range of di-
agnoses. All provided services in the
older adults’ place of residence.

Four randomized controlled trials
examined the effectiveness of imple-
menting a care management protocol
that was developed by a multidiscipli-
nary team, although providers dif-
fered across studies. Rabins and col-
leagues (17) and Waterreus and col-
leagues (20) employed nurses, Baner-
jee and colleagues (19) employed a
care manager, and Llewellyn-Jones
and colleagues (18) employed physi-
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Table 3

Description of studies that evaluated home and community-based treatment for older adults in noninstitutional settings who
are aged 65 and older and have mental illness

Demographic
Study Model N  Setting Diagnoses Age (years) % female  characteristics
Randomized
controlled trial®
Ciechanowski et Problem-solving ther- 138 Senior public Dysthymia, 49 MeanzSD, 79 11 percent were
al. (16), 2004  apy delivered by social housing percent; minor 7385 married or lived
workers under a psy- depression, 51 with partner; 72 per-
chiatrist’s supervision; percent cent lived alone; 58
intervention delivered percent were white;
in coordination with 36 percent were
primary care providers African American
Rabins et al. (17), Multidisciplinary de- 298 Senior public Variable Mean, 85 in the 8 percent were mar-
2000 velopment of care pro- housing 75.4+8.5 interven- ried; 50 percent
tocol; nurse-based tion group; were widowed; 93
outreach 70 in the percent lived alone
control
group
Llewellyn-Jones Multidisciplinary 220 Residential  Depression Mean, 85 10 percent were
et al. (18), 1999 treatment delivered facility 84.3+5.8 married; 71 percent
primarily by the were widowed; 66
general practitioner percent lived in a
hostel
Banerjec etal.  Psychogeriatricteam 66 Home Depression Mean, 83 16 percent were
(19), 1996 treatment for elderly 80.7+6.8 married; 64 percent
who receive home care were widowed; 78
percent lived alone
Waterreus et al.  Nurse-based case 96 Home Minor depres-  Mean, 85 22 percent were
(20), 1994, management; imple- sion, 58 percent; 76+6.8 married; 63 percent
Blanchard et al. mentation of a care major depres- were widowed
(21), 1995 plan that was created sion, 23 percent;
by a hospital-based dementia, 6
psychogeriatric team percent
Quasi-experimen-
tal study?
Cuijpers et al. Training for caregivers 424 Residential ~ All residents; 24 percent 79 11 percent were
(23), 2001 and other employees facility targeted on were aged married; 74 percent
of a residential home; depressive 71 to 80, were widowed; 34
information meeting symptoms 58 percent percent lived in a
for residents and rela- were aged residential home for
tives; group interven- 81 to 90, and 1 to 3 years; 38 per-
tions offered and 16 per- cent lived in a resi-
cent were dential home for
older than 90 more than 3 years
Uncontrolled co-
hort, pre-post study
Prospective
Kohn et al. Multidisciplinary 93 Home: study Affective dis- Mean, 76 19 percent were
(25),2002  outreach team; focused on  order, 33 per-  79.7+7 married; 56 percent
implemented by homebound  cent; dementia were widowed; 58
a social worker older adults  plus depression, percent lived alone;
18 percent; other 66 percent were
dementia, 33 white; 18 percent
percent were African Ameri-
can; 14 percent
were Hispanic
Seidel et al. Multidisciplinary 100 Residence: 27 Major depres-  Mean, 63 31 percent were
(26), 1992  outreach team; percent lived sion, 14 percent; 79.2+7.6 married; 49 percent
management plan in their own  Alzheimer’s dis- were widowed
implemented by a home, 40 ease, 29 percent;
case manager percent lived other dementia,
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Table 3

Continued from previous page

Demographic
Study Model N  Setting Diagnoses Age (years) % female  characteristics
Seidel et al. in anursing 14 percent;
(cont.) home, and 33 schizophrenia
percent lived or delusional
in a hostel or disorder, 19
rest home percent
Wasson et al.  Multidisciplinary gero- 83 Home Variable Mean, 71 63 percent were
(27), 1984  psychiatric outreach 77; range, white; 35 percent
team; home evaluation 60 to 94 were African Ameri-
and linkage to medical, can; 80 percent
mental health, and were single
social services
Reifler et al. Multidisciplinary 100 Home Depression, 13 Mean, 75; 69 82 percent were
(28),1982  outreach team; percent; demen- 25 percent white; 5 percent
home evaluation tia, 21 percent; were aged were black; 18
and treatment alcohol abuse, 60 to 69 percent were mar-
9 percent; 36 percent ried; 40 percent
schizophrenia,  were aged were widowed
4 percent 70 to 79,
and 28 per-
cent were
aged 80 to
89
Retrospective
Brown et al. Multidisciplinary out- 95 Home Affective dis- 36 percent 71 34 percent lived
(29), 1996 reach team; case order, 42 per-  were aged 65 with their spouse;
finding followed by cent; organic to 74, and 44 percent lived
home assessment mental disorder, 48 percent alone
and community 40 percent; were aged
support schizophrenia, 75 to 84
12 percent; an-
other diagnosis,
7 percent
Buckwalter et al. Multidisciplinary raral 30 Home and Depression, 35 percent 71 35 percent were
(30), 1991 elderly outreach pro- community 15 percent; were aged married; 49 percent
gram; case finding fol- depression 65 to 74, were widowed;
lowed by assessment, was the most and 36 43 percent lived
referral, treatment, common percent were alone
follow-up, and co- diagnosis aged 75 to
ordination 84

# The comparison group consisted of persons who received usual care.

cians and residential staff to imple-
ment the intervention. The fifth ran-
domized controlled trial evaluated
the effectiveness of problem-solving
therapy that was provided by social
workers in senior public housing un-
der the supervision of a psychiatrist
(16). As shown in Table 4, relative to
usual care, all interventions were as-
sociated with significant improve-
ment in depressive symptoms. Of
note, Rabins and colleagues (17) also
found that outreach services were as-
sociated with a decrease in overall
symptom severity, as measured by
the total Brief Psychiatric Rating
Scale score, for individuals with a va-
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riety of psychiatric disorders.

A recent quasi-experimental study
evaluated a multifaceted education
and support program that was admin-
istered in a residential care setting
and compared the results with those
of a usual care program (23) (Table
3). The target population included
older persons who were incapable of
living independently because of phys-
ical, psychiatric, or psychosocial con-
straints yet did not require extensive
nursing home care. The intervention
included training for caregivers and
other employees of the residential
home, informational meetings for
residents and their relatives, and sup-

port groups and discussion and feed-
back sessions for care providers. As
shown in Table 4, results indicated
that an intervention that provides ed-
ucation, support, and feedback to res-
idential care providers can reduce de-
pressive symptoms and maintain
health-related quality of life for older
persons.

Findings from the small group of
longitudinal cohort studies suggest
that multidisciplinary outreach teams
are associated with reduced psychi-
atric symptoms relative to baseline
levels. These studies provided in-
home assessment, followed by inter-
ventions that included either referral
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Table 4

Outcomes reported from studies that evaluated home and community-based treatment for older adults in noninstitutional
settings who are aged 65 and older and have mental illness

Study

N of participants Follow-up

Intervention Control Duration Completion rate

Outcomes and results

Limitations

Randomized
controlled trials?

Ciechanowski et

al. (16), 2004

Rabins et al.
(17), 2000

72 66 12
months
131; 393 167; 26
for weighted 488 for months
sample weight-
size ed sam-
ple size

93 percent in
the intervention
group and 91
percent in the
control group

50 percent in
the intervention
group and 58
percent in the
control group

Intervention group had more improve-
ment in depressive symptoms as meas-
ured by the Hopkins Symptom Checklist.
Possible scores of the checklist range from
0 to 4, with lower scores indicating better
functioning. The intervention group had
a meanzSD score of 1.3+.5 before the
intervention and a mean score of .8+.6
after the intervention, The control group
had a mean score of 1.2x.5 before the
intervention and a mean score of 1+.5
after the intervention. Forty-three per-
cent of the intervention group showed at
least a 50 percent reduction in depression
symptoms, compared with 15 percent of
the control group. Thirty-six percent of
the intervention group had remission of
depressive symptoms compared with 12
percent of the control group. The inter-
vention group had more improvement in
functional and emotional well-being as
measured by the Functional Assessment
of Cancer Therapy Scale. Possible scores
of the scale range from 0 to 4, with lower
scores indicating better functioning. Mean
functional change scores were .52 (confi-
dence interval [CI]=.29-.74) for the in-
tervention group and .09 (CI=—.14-.33)
for the control group. Mean emotional
change scores were .33 (CI=.14-52) for
the intervention group and .11 (CI=—.09-
.31} for the control group. No difference
was found between the groups in service
use or social and physical well-being.

The intervention group had more im-
provement in psychiatric symptoms as
measured by the Brief Psychiatric Rating
Scale. Possible scores on the scale range
from 1 to 140, with lower scores indicat-
ing better functioning. The intervention
group had a mean score of 29.7+8.4 be-
fore the intervention and a mean score
of 27.4+7.2 after the intervention. The
control group had a mean score of 30.1+
11.2 before the intervention and a mean
score of 33.9+13.6 after the intervention.
The intervention group also had more
improvement in depressive symptoms

as measured by the Montgomery Asberg
Depression Rating Scale. Possible scores
on the scale range from 1 to 60, with lower
scores indicating better functioning. The
intervention group had a mean score of
13.7+9.5 before the intervention and a
mean score of 9.1+6.2 after the interven-
tion. The control group had a mean score
of 11.7+5.8 before the intervention and a
mean score of 15.2+9.5 after the interven-
tion. No difference was found between
the two groups in undesirable moves,

The interven-
tion group

had a greater
proportion of
dysthymia than
the control

group.

No single stan-
dardized treat-
ment was given.
Individuals were
randomized in-
to groups after
identification of
mental illness.
Thirty-three
percent dropped
out of the study
because of death
or a move; an
additional 13
percent refused
to complete the
study.

Continues on next page
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Table 4

Continued from previous page

N of participants Follow-up
Study Intervention Control Duration Completion rate Outcomes and results Limitations
Rabins et al. including evictions or moves to a nursing
(cont.) home or to a board-and-care home. (Anal-

Llewellyn-Jones 109
et al. (18), 1999

Banerjee etal. 33
(19), 1996

Waterreus et al. 47
(20), 1994,
Blanchard
(21), 1995

1244

111

36

49

9.5
months

6 months

3 months

79 percent in
the intervention
group and 75
percent in the
control group

88 percent in
the intervention
group and 89
percent in the
control group

92 percent in
the intervention
group and 80
percent in the
control group

yses were based on weighted numbers of
psychiatric cases: 62 cases in the interven-
tion group and 69 cases in the control
group.)

The intervention group showed greater
improvement in depression symptoms
than the control group at follow-up. De-
pression was measured by the Geriatric
Depression Scale; possible scores range
from 1 to 30, with lower scores indicating
better functioning. Before the interven-
tion, 44 percent of the intervention group
had scores of 14 or higher, 56 percent had
scores ranging from 10 to 13, and none
had scores of 9 or lower. After the inter-
vention, 34 percent of the intervention
group had scores of 14 or higher, 32.6 per-
cent had scores ranging from 10 to 13,
and 33.7 percent had scores of 9 or lower.
Before the intervention, 33 percent of the
control group had scores of 14 or higher,
68 percent had scores ranging from 10 to
13, and none had scores of 9 or lower.
After the intervention, 45 percent of the
control group had scores of 14 or higher,
31 percent had scores ranging from 10 to
13, and 24 percent had scores of 9 or low-
er. Factors associated with lower Geri-
atric Depression Scale scores included
low baseline Geriatric Depression Scale
scores, high baseline basic functioning,
low neuroticism, younger age, and in-
tervention participation.

The intervention group tended to recov-
er from depression (58 percent compared
with 25 percent in the control group). The
intervention group also had a greater
change in the level of depression, as meas-
ured by the mean change in score from
baseline to follow-up on the Montgo-
mery Asberg Depression Rating Scale.
Possible scores range from 1 to 60, with
lower scores indicating better function-
ing. The intervention group showed a
mean 18.3+6.5 point reduction; the con-
trol group showed a mean 11.6+6.4
point reduction.

The intervention group showed greater
improvement in depression symptoms
than the control group as measured by
the Short Comprehensive Assessment and
Referral Evaluation. Possible scores range
from 1 to 18, with lower scores indicating
better functioning. The intervention
group had a mean score of 8.5+2.5 before
the intervention and a mean score of 5.9+
2.6 after the intervention. The control
group had a mean score of 8.4+2.3 before
the intervention and a mean score of
7.2+3.3 after the intervention. No differ-

The control and
intervention
periods were
not concurrent.
The study was
conducted in
only 1 large res-
idential facility.
At follow-up 75
percent of parti-
cipants com-
pleted the Geri-
atric Depres-
sion scale, but
only 58 percent
completed all
measures.

There was a
possible nonre-
sponse bias. Re-
sults may not
generalize to
non-home care
populations. Tt
was difficult

to tell which
component of
the intervention
caused the
effect.

There was a lag
time between
initial assess-
ment and the
start of the in-
tervention. An-
alyses did not
control for
baseline factors.

Continues on next page
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Table 4

Continued from previous page

N of participants Follow-up
Study Intervention Control Duration Completion rate Outcomes and results Limitations
Waterreus et al. ence was found between the intervention
(cont.) and control group in the number of
persons meeting criteria for probable
pervasive depression.
Blanchard et al. 47 49 6to14.5 75 percent in In an extension of the previous study (20, The study had a
(22), 19990 months  the intervention 21) both the control and intervention small sample,
group and 59 groups received care management proto- low power, vari-
percentin the  cols provided by the general physician. able follow-up
control group  Individuals with long-term depression did length, and lim-
better in the intervention group than the  ited implemen-
control group as measured by the Short  tation of social
Comprehensive Assessment and Referral and antidepres-
Evaluation. Possible scores range from 1 sant treatment.
to 18, with lower scores indicating better  In addition,
functioning. The intervention group had  most analyses
a mean score of 9.3+£2.7 before the inter-  showed no dif-
vention and 6.3+3.5 after the intervention. ference between
The control group had a mean score of the two groups.
9.1:2.7 before the intervention and 9.2+
3.4 after the intervention. This finding was
the only difference that was found be-
tween the control and intervention groups.
Quasi-experimen-
tal study*
Cuijpers et al. 213 211 1 year 59 percent The intervention group had greaterim-  The study was
(23), 2001 provement in depression as measured by not randomized,
the Geriatric Depression Scale. Possible  there was a high
scores range from 1 to 30, with lower dropout rate,
scores indicating better functioning. The  and it was un-
intervention group had a mean score of ~ known which
8.1+5.1 before the intervention and participants re-
7.6+5.2 after the intervention. The con-  ceived the group
trol group had a mean score of 9+5.4 therapy compo-
before the intervention and 9.3+4.2 nent. Also, the
after the intervention. The intervention  change in the
group also had greater improvement Geriatric De-
in health-related quality of life as pression Scale
measured by the 20-Item Short-Form score was not
Health Survey. Possible scores range clinically
from 1 to 100, with higher scores indi- significant.
cating better functioning. The interven-
tion group had a mean score of 30.4+
38.8 before the intervention and 29.5+
34.9 after the intervention. The control
group had a mean score of 37.9+36 be-
fore the intervention and 21.9+31.5
after the intervention.
Uncontrolled
cohort, pre-
post study
Prospective
Kohn et 93 na Variable 100 percent Participants had improvement in global ~ The study did
al. (25), functioning as measured by the Global not have a con-
2002 Assessment of Functioning Scale. Possible  trol group and

scores range from 1 to 100, with higher
scores indicating better functioning. Par-
ticipants had a mean score of 40.5+18.6
before the intervention and 48.2+22.3
after the intervention. Participants
received more hours per week of home-
care services after the intervention (34.6

had a limited
analysis of
potential out-
comes. The an-
alyses were con-
founded by un-
measured vari-

Continues on next page
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Continued from previous page

N of participants Follow-up

Study Intervention Control Duration Completion rate Outcomes and results Limitations
Kohn et al. hours compared with 51.6 ables, and there were po-
(cont.) hours), but they did not differ tential systematic differ-
in their degree of being ences between participants
homebound. who remained in the
program.
Seidel et al. 100 na 3 months 86 percent Participants had improve- The study did not have a
(26), 1992 ment in behavioral disturb- control group and did not
ances as measured on a evaluate behavioral dis-
scale of 1 to 4, with higher turbances among individ-
scores indicating better func-  uals residing in their own
tioning, Participants had a home because behavioral
mean score of 2+.8 before the  disturbances were not a
intervention and 3+.9 after significant problem for
the intervention. Eighty- that group. The analyses
seven percent of referring did not adjust for severity
agents and 80 percent of of psychiatric symptoms.
caregivers perceived the Cell sizes were too small
service as helpful or very to enable accurate detec-
helpful. tion of changes within
diagnostic groups.
Wasson etal. 83 na 3 months 80 percent Direct psychiatric services The study had selection
(27), 1984 were recommended for 77 biases; for example, it ex-
percent of the participants. cluded hospitalized partici-
Fifty-one percent improved at  pants from follow-up. Also,
follow-up (decreased symp- the study did not have
toms, increased well-being, independent raters, did
and reduced tension between  not have standardized
the participant and his or her  measures, examined few
significant other). outcome measures, and
did not have a control
group.
Reifler et al. 100 na 3to4 74 percent Limited data were reported. The study did not have a
(28), 1982 years Most participants maintained  control group and did not
independence: 69 percent have statistical evaluation
of participants owned their or standardized measures.
own home before the inter- The study reported out-
vention, and 62 percent come data that were ob-
owned their own home tained by the clinicians who
after the intervention. Only provided the interventions.
21 percent of participants Investigators attempted to
used community services. contact 400 persons to
identify the 100 persons
who were included in the
study.
Retrospective
Brown et al. 95 na 6,12, 100 percent At 12 and 18 months, respec-  The study did not have a
(29), 1996 and 18 tively, 13 percent and 19 control group. Participants
months percent had died, 75 percent  who were included in the
and 65 percent remained in caseload were more likely
the community, and 13 per- than those who were re-
cent and 14 percent lived in ferred but not admitted to
long-term-care facilities. the caseload to have affec-
tive disorders or schizo-
phrenia. The study was un-
able to link outcomes to
intervention. Discharge Jo-
cations were unknown. No
functional or psychiatric
outcomes were given.
Continues on next page
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N of participants Follow-up
Stud: Intervention Control Duration Completion rate Outcomes and results Limitations
y p.
Buckwalter 30 na 4 months 100 percent Improved psychiatric symp- No data or statistics were
et al. (30), toms as measured by the provided. The study had a
1991 Geratric Depression Scale, small sample size and no

the Short Portable Mental
Status Questionnaire, and
the Short Psychiatric
Evaluation Schedule.

control group. The study
was potentially biased be-
cause no description was
given of the selection pro-

cess for the 30 clients in
the study. Also, sensitivity
of the measures was
questionable.

2 The comparison group consisted of persons who received usual care.
b The study provides longer-term follow-up of the participants in the study by Waterreus and colleagues (20). In the study by Blanchard and colleagues
(22) the investigators provided general physicians with care management protocols for all participants, and the nurse case management intervention

was discontinued.

and linkage to outpatient treatment
or to in-home psyohiatric care. How-
ever, the specific interventions and
outcomes differed, limiting cross-
study comparisons or pooling of re-
sults. These multidisciplinary geri-
atric mental health outreach inter-
ventions were associated with im-
proved global functioning (25), re-
duced psychiatric symptoms (27,30),
and fewer behavioral disturbances
(26) relative to baseline measure-
ments of symptoms and functioning
(Table 4). In addition, these interven-
tions were associated with maintained
independence (28,29) and were per-
ceived as helpful to caregivers and re-
ferring agents (26).

Discussion

This systematic review of randomized
controlled trials, uncontrolled cohort
studies, and quasi-experimental out-
come studies provides qualified sup-
port for the effectiveness of multidis-
ciplinary psychogeriatric outreach
services. Nonrandomized comparison
studies of the gatekeeper model sug-
gest that unconventional case finding
approaches that are linked with refer-
ral to mental health providers may
improve access for a group of older
adults who are isolated and have a va-
riety of diagnoses. Similarly, findings
from a limited body of literature sug-
gest that multidisciplinary care pro-
vided in an older person’s home is ef-
fective in improving psychiatric out-

comes. However, the data supporting
these assertions are of variable quali-
ty. As such, any conclusions drawn
should be tempered by the method-
ologic limitations of these data.
General conclusions drawn from
pooled data in the form of meta-
analyses or other cross-study evalua-
tions are not possible because of the
lack of comparability in study inter-
ventions, designs, and outcome meas-
ures. Our study found few random-
ized controlled trials, and in only one
of the nine nonrandomized trials did
the analysis adjust for severity of psy-
chiatric symptoms (23). Further-
more, some studies reported out-
come data that were obtained by the
clinicians who provided the interven-
tions. Among the 14 studies that we
found, nine employed independent
outcome raters (16-20,23,25,26,30),
two documented interrater reliability
(18,26), and seven used an intent-to-
treat analysis (16-20,23,29). In gener-
al, uncontrolled cohort studies failed
to qualify their conclusions by dis-
cussing the possibility that symptom
improvement could represent regres-
sion to the mean. Finally, only two
studies included information on the
cost of the intervention (16,30), limit-
ing the capacity of policy makers or
providers to assess practical consider-
ations associated with implementing
and sustaining these treatment mod-
els in routine clinical settings.
Studies also varied with respect to

PSYCHIATRIC SERVICES ¢ http://ps.psychiatryonline.org ¢ November 2004 Vol. 55 No. 11

case identification methods, type and
intensity of treatment provided, com-
position of the treatment team, dura-
tion of follow-up, use of standardized
measures, and participants’ charac-
teristics. Two of the 12 outcome stud-
ies used gatekeepers to make patient
referrals (17,30), two used traditional
referral mechanisms (25,28), and
most screened participants from
home and residential care settings or
senior service agencies (16,18,20,21,
23,27). Follow-up periods ranged
from three months to three to four
years. Outcomes varied across stud-
ies, and many studies failed to use
standardized assessment measures
(24,26-29,31). Finally, participants’
characteristics also differed across
studies. Although most studies had
large proportions of female partici-
pants aged 70 to 80 years, ethnicity
and diagnoses differed. Several stud-
ies targeted individuals with depres-
sion, whereas others included a range
of diagnoses, most commonly depres-
sion and dementia. This variability
complicates interpretation of the data
and prohibits the calculation of an
overall effect size. Moreover, variabil-
ity in participants’ characteristics may
limit generalizability to younger male
populations or to older individuals
with psychotic, anxious, or other
symptom constellations.

To our knowledge, this is the first
systematic review of the evidence
that supports geriatric mental health
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outreach service models using stan-
dardized inclusion and evaluation
criteria. However, this review has
several important limitations. First,
the search strategy was limited to
articles that were published in Eng-
lish. Second, the lack of a common
taxonomy for characterizing types
of mental health service models and
associated outcome studies presents
the possibility that this review failed
to identify all relevant studies. Fur-
thermore, this review process did
not evaluate abstracts from scientif-
ic meetings, nor did it attempt to
contact investigators in the field to
identify unpublished studies. In ad-
dition, publication bias must be
considered—studies with negative
findings may not have reached dis-
semination venues. These factors
may result in the underidentifica-
tion of relevant evaluations of the
outreach model and may have bi-
ased this review in favor of outreach
services.

This systematic review applied a
standardized approach to evaluating
the effectiveness of face-to-face
home and community-based mental
health outreach interventions for old-
er adults. Tt excluded outreach to in-
stitutional settings, which has been
associated with improved clinical out-
comes and lower use of acute services
(34). It also excluded video-based
outreach to rural areas. Although
geriatric telepsychiatry shows prom-
ise for improving access to mental
health care in underserved areas, lit-
erature on the application of this
technology is limited to a small num-
ber of feasibility studies (35).

Our examination of the outreach
literature was dominated by qualita-
tive and observational outcome data
(as evidenced by the 36 descriptive
and four case study reports we found
among the 58 studies that we re-
viewed). Although randomized con-
trolled trials offer more support for a
causal relationship, there is an inher-
ent difficulty in executing and evalu-
ating these trials in the field of mental
health services. As such, the contribu-
tion from lower tiers of evidence
should not be ignored, especially in
an area with potential for improving
access and quality of mental health

care.

1248

Conclusions

A diverse group of data-based studies
support the use of outreach services
in identifying isolated older adults
and in improving the psychiatric
symptoms of older persons. Howev-
er, the preponderance of published
literature in this area is anecdotal.
Many of the published reports of out-
reach services suffer from method-
ologic limitations and potential diffi-
culties with generalizability. Al-
though some data provide evidence
necessary for supporting national
recommendations, much remains to
be learned about the effectiveness of
these services. Well-designed, con-
trolled studies are needed to confirm
the effectiveness of outreach services
with respect to case-finding tech-
niques and generalizability of symp-
tom reduction. Rigorous evaluation
of outreach services is suggested
across diverse populations and resi-
dential settings. Further research
should employ manualized protocols
in conjunction with the use of fideli-
ty assessments and common outcome
measures. Ultimately, outreach serv-
ices may provide an essential bridge
that connects effective pharmacolog-
ic and psychosocial interventions
with individuals most in need of
these interventions. ¢
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