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BEHAVIORAL HEALTH ISSUES IN OLDER ADULTS

• IT IS ESTIMATED THAT 20% OF PEOPLE AGE 65 YEARS OR OLDER EXPERIENCE SOME TYPE OF

MENTAL HEALTH CONCERN.  THE MOST COMMON CONDITIONS INCLUDE:

• ANXIETY

• MOOD DISORDERS (SUCH AS DEPRESSION OR BIPOLAR DISORDER)

• SEVERE COGNITIVE IMPAIRMENT

• DEPRESSION IS ASSOCIATED WITH DISTRESS AND CAN LEAD TO IMPAIRMENTS IN PHYSICAL, 

MENTAL, AND SOCIAL FUNCTIONING

• MENTAL HEALTH ISSUES ARE OFTEN IMPLICATED AS A FACTOR IN CASES OF SUICIDE



HEALTHY AGING DATA PORTAL – VIRGINIA
(https://www.cdc.gov/aging/agingdata/data-portal/mental-health.html)

https://www.cdc.gov/aging/agingdata/data-portal/mental-health.html


CHALLENGES FOR RURAL COMMUNITIES

• RURAL COMMUNITIES HAVE A HIGHER PREVALENCE OF CHRONIC DISEASE, A HIGHER DISABILITY

RATE, A LOWER PREVALENCE OF HEALTHY BEHAVIORS, AND A WIDENING GAP IN LIFE EXPECTANCY

RELATIVE TO THE NATION AS A WHOLE. MOREOVER, THEY FACE ADDITIONAL OBSTACLES AND

CHALLENGES: 

• CASH-STRAPPED LOCAL GOVERNMENTS.

• DIFFICULTY FORMING COMMUNITY PARTNERSHIPS BECAUSE OF PROXIMITY CHALLENGES.

• MIGRATION OF YOUNGER INDIVIDUALS TO CITIES FOR CAREER AND SOCIAL OPPORTUNITIES, RESULTING IN

A SMALLER POOL OF POTENTIAL CAREGIVERS.

• STRUGGLING SMALL BUSINESSES AND DWINDLING ECONOMIC OPPORTUNITIES.

• AN AGING HOUSING STOCK THAT ALSO MAY BE UNSAFE (E.G., IN NEED OF REPAIRS, CONTAINING FALLS

RISKS, INACCESSIBLE FOR A PERSON WITH MOBILITY CHALLENGES).

• AN OPIOID CRISIS THAT HAS TURNED MANY GRANDPARENTS INTO CAREGIVERS.

• INADEQUATE RESOURCES AVAILABLE TO MEET THE BROAD RANGE OF NEEDS AMONG OLDER ADULTS.



CHALLENGES FOR OLDER ADULTS LIVING IN RURAL 

COMMUNITIES

• THE PRIMARY CONCERNS OF ALL OLDER AMERICANS ARE ACCESS TO HEALTH CARE AND SUPPORT

SERVICES, NUTRITION, HOUSING, AND SOCIAL ISOLATION. 

• THERE ARE APPROXIMATELY 10 MILLION PEOPLE AGES 65 AND OLDER LIVING IN RURAL AMERICA; 1 
OUT OF EVERY 4 OLDER ADULTS LIVES IN A SMALL TOWN OR OTHER RURAL AREA.  

• FOR THEM, THESE CONCERNS ARE EXACERBATED DUE TO HAVING TO TRAVEL GREATER DISTANCES

TO OBTAIN SERVICES, A LACK OF INFRASTRUCTURE (TRANSPORTATION SYSTEMS, HIGH-SPEED

BROADBAND, COMMUNITY CENTERS), AND THE SCARCITY OF RESOURCES BECAUSE OF ECONOMIC

CONSTRAINTS. 

• SOCIAL ISOLATION CAN BE AN EXCEPTIONALLY CHALLENGING PROBLEM FOR RURAL-DWELLING

INDIVIDUALS WHO MAY ALSO BE TRYING TO COPE WITH FOOD INSECURITY, MOBILITY CHALLENGES

AND CHRONIC HEALTH CONDITIONS.

SKOUFALOS ET. AL. (2017)



TREATMENT APPROACHES

• THERE ARE VERY EFFECTIVE TREATMENTS FOR MENTAL HEALTH ISSUES IN OLDER ADULTS, WITH BOTH MEDICATIONS AND
NON-PHARMACOLOGICAL APPROACHES

NON-PHARMACOLOGICAL APPROACHES

• PSYCHOTHERAPY OR “TALK THERAPY” IS ADMINISTERED BY A MENTAL HEALTH PROFESSIONAL

• TAKES AN ACTIVE, PROBLEM-SOLVING APPROACH THAT OFFERS PEOPLE THE OPPORTUNITY TO IDENTIFY THE FACTORS THAT

CONTRIBUTE TO THEIR DEPRESSION

• DEALS EFFECTIVELY WITH THE PSYCHOLOGICAL, BEHAVIORAL, INTERPERSONAL, AND SITUATIONAL CAUSES. 

• BEHAVIORAL TREATMENT / BEHAVIORAL MANAGEMENT

• PSYCHOSOCIAL REHABILITATION PROGRAMS (RECREATION, MUSIC, ART THERAPIES)

• SPIRITUAL / RELIGIOUS COUNSELING

• GRIEF COUNSELING

• SENIOR ACTIVITY CENTERS

• FINANCIAL ASSISTANCE

• HOME-HEALTH CARE



BARRIERS TO TREATMENT

• THERE IS AN UNDERUTILIZATION OF MENTAL HEALTH SERVICES BY OLDER ADULTS, DESPITE THE FACT

THAT PSYCHOLOGICAL AND PHARMACOLOGICAL TREATMENTS ARE HIGHLY EFFECTIVE IN TREATING

MENTAL HEALTH PROBLEMS IN OLDER INDIVIDUALS.

• BARRIERS TO MENTAL HEALTH TREATMENT AMONG RURAL ADULTS ARE PARTICULARLY HIGH AND

INCLUDE:

• ACCESS TO AFFORDABLE CARE,

• AVAILABILITY OF MENTAL HEALTH PROVIDERS IN RURAL AREAS

• TRANSPORTATION AND LONG DISTANCES TO PROVIDERS

• DIFFICULTY NAVIGATING THE HEALTH CARE SYSTEM

• STIGMA MAY ALSO BE OF GREATER CONCERN IN RURAL VERSUS URBAN COMMUNITIES



BARRIERS TO TREATMENT

PERCEPTIONS OF NEED (MACKENZIE, PAGURA, & SAREEN, 2010)

• 53% OF OLDER ADULTS WITH PAST-YEAR MOOD, ANXIETY, OR SUBSTANCE-RELATED DISORDERS

PERCEIVED THE NEED FOR PROFESSIONAL HELP AND 41% SOUGHT IT

• HOWEVER, APPROXIMATELY HALF OF THE OLDER INDIVIDUALS WITH CLEAR INDICATORS OF NEED

FOR PROFESSIONAL HELP (I.E., A PSYCHIATRIC DIAGNOSIS) DID NOT PERCEIVE IT

• THE MOST COMMON REASON FOR NOT SEEKING HELP FOLLOWING PERCEPTIONS OF NEED WAS THAT

RESPONDENTS WISHED TO HANDLE THE PROBLEM THEMSELVES

• A SIGNIFICANT NUMBER OF PARTICIPANTS ENDORSED FINANCIAL CONCERNS AND KNOWLEDGE OF

WHERE TO GO AND WHO TO SEE AS STRUCTURAL BARRIERS TO RECEIVING HELP



BARRIERS TO TREATMENT (BRENES ET AL., 2015)

• PRIMARY BARRIERS WERE RELATED TO PERSONAL BELIEFS ABOUT SEEKING HELP, WITH 80.1% 
REPORTING THAT THEY "SHOULD NOT NEED HELP." 

• MORE THAN A THIRD OF THE SAMPLE REPORTED THAT THEY MISTRUST MENTAL HEALTH PROVIDERS (41.9%)

• DO NOT WANT TO TALK ABOUT PERSONAL MATTERS WITH A STRANGER (41.2%)

• DO NOT THINK TREATMENT WOULD HELP (40.0%)

• PRACTICAL BARRIERS WERE ALSO REPORTED, INCLUDING COST (58.4%), NOT KNOWING WHERE TO

GO (49.6%), DISTANCE FROM PROVIDER (37.0%), AND PROVIDERS NOT ACCEPTING MEDICARE

(27.8%). 

• OTHER FREQUENTLY ENDORSED BARRIERS WERE EMBARRASSMENT (39.8%) AND WORRY ABOUT

WHAT OTHERS WOULD THINK (39.8%).

• THESE OLDER ADULTS REPORTED A NEED FOR HELP AND DISPLAYED A BASIC WILLINGNESS TO

CONSIDER PSYCHOTHERAPY, YET THEY STILL ENDORSED PERSONAL BELIEFS THAT INTERFERE WITH

GETTING THE CARE THEY NEED. 



MODELS THAT WORK

• OLDER ADULTS TEND TO SEEK MENTAL HEALTH TREATMENT IN PRIMARY CARE, SO FINDING WAYS TO

INTEGRATE PRIMARY CARE AND BEHAVIORAL HEALTH SERVICES CAN BE AN EFFECTIVE WAY TO

ADDRESS THE COMPLEX INTERACTION BETWEEN PHYSICAL AND BEHAVIORAL HEALTH CONDITIONS

• PHYSICAL HEALTH CONDITIONS OFTEN PRESENT AS BEHAVIORAL HEALTH CONCERNS OR COGNITIVE

IMPAIRMENTS

• BEHAVIORAL HEALTH CONDITIONS OFTEN PRESENT AS PHYSICAL CONDITIONS OR COGNITIVE IMPAIRMENTS

• MANY MEDICATIONS HAVE SIDE EFFECTS THAT MAY PRESENT AS SYMPTOMS OF ANOTHER ILLNESS

• DEPRESSION OFTEN OCCURS WITH OTHER PHYSICAL HEALTH CONDITIONS



MODELS THAT WORK

• INTEGRATED MENTAL HEALTH/SUBSTANCE ABUSE SERVICES IN PRIMARY CARE SETTINGS RESULT IN

SUBSTANTIALLY GREATER TREATMENT ENGAGEMENT BY OLDER PATIENTS COMPARED WITH REFERRAL TO

SPECIALTY MENTAL HEALTH/SUBSTANCE ABUSE CLINICS. 

• WHEN SPECIALTY CLINICS ARE USE, PHYSICAL PROXIMITY OF MENTAL HEALTH SERVICES TO PRIMARY CARE

IS AN IMPORTANT PREDICTOR OF TREATMENT ENGAGEMENT. GREATER DISTANCE BETWEEN PRIMARY CARE

AND MENTAL HEALTH SERVICES WAS ASSOCIATED WITH DECLINING RATES OF ENGAGEMENT. 

• EVEN WHEN PATIENTS RECEIVED ENHANCEMENTS TO ATTEND A SPECIALTY CLINIC, TO INCLUDE ENSURING

TIMELY APPOINTMENTS, TRANSPORTATION, AND PAYMENT FOR SERVICES, LESS THAN HALF (49%) OF

OLDER PERSONS ENGAGED IN SERVICES IN THE ENHANCED REFERRAL MODEL COMPARED WITH OVER

TWO THIRDS OF PATIENTS (71%) ENGAGING IN THE INTEGRATED MODEL.

• INTEGRATED CARE ALSO IMPROVES COMMUNICATION BETWEEN PROVIDERS, REDUCES STIGMA AND

MEDICAL EXPENDITURES, AND AVOIDS ARTIFICIAL SEPARATION OF MEDICAL AND PSYCHIATRIC PROBLEMS

THAT CAN RESULT IN SUBSTANDARD CARE

BARTELS ET AL., 2004



CORE COMPETENCIES FOR INTEGRATED BEHAVIORAL 

HEALTH AND PRIMARY CARE (SAMHSA, 2014)

I. INTERPERSONAL COMMUNICATION

• ACTIVELY ENGAGING FAMILY MEMBERS WHO ARE PART OF THE PATIENT’S CARE

• ACCOMMODATE FOR IMPACT OF DEMENTIA, HEARING, AND LANGUAGE BARRIERS

• AVOID MEDICAL JARGON/TERMINOLOGY

• PROVIDE CLEAR EXPLANATIONS, REPEAT WHEN NECESSARY, AND PROVIDE IN WRITING

• TAP INTO PATIENT’S STRENGTHS

• RECOGNIZE SENSORY CHALLENGES

II. COLLABORATION AND TEAMWORK

• USE AN INFORMED TEAM APPROACH TO PROVIDE COMPREHENSIVE SERVICES

• TRAIN NON-MEDICAL STAFF TO CONDUCT ENVIRONMENTAL, SOCIAL, AND MEDICAL HISTORIES AND SCREENINGS

• ESTABLISH WORKING RELATIONSHIPS WITH INTERNAL AND EXTERNAL MEMBERS OF THE CARE TEAM

• LISTEN TO PATIENT AND CAREGIVER ABOUT THEIR DESIRED OUTCOME

• REFER TO SPECIALTY BEHAVIORAL HEALTH CARE OR USE TELEBEHAVIORAL HEALTH SERVICES



CORE COMPETENCIES FOR INTEGRATED 

BEHAVIORAL HEALTH AND PRIMARY CARE (SAMHSA, 2014)

III. SCREENING AND ASSESSMENT

• SCREEN FOR DEPRESSION, ANXIETY, SUBSTANCE ABUSE, CHRONIC PAIN, AND RISK OF FAILS

• IDENTIFY GENERAL HEALTH CONCERNS THAT AFFECT OR MANIFEST AS BEHAVIORAL HEALTH SYMPTOMS

• BE COGNIZANT OF GENDER DIFFERENCES IN PREVALENCE RATES

• DIFFERENTIATE BETWEEN DEPRESSION, DELIRIUM, AND DEMENTIA

• KNOW THE WARNING SIGNS OF ELDER ABUSE

• MONITOR FOR SUICIDE RISK

• HAVE A CONSULTATION ARRANGEMENT WITH A GERIATRIC MENTAL HEALTH SPECIALIST

IV. CARE PLANNING AND CARE COORDINATION

• ENGAGE PAID AND UNPAID CAREGIVERS IN CARE PLANNING

• IDENTIFY PEER SUPPORTS

• COLLABORATE WITH PHARMACISTS TO ENSURE PROPER DOSING AND PRESCRIBING

• EMPLOY HAND-OFFS TO ENSURE CONTINUITY OF CARE

• USE SHORT, TIME-LIMITED INTERVENTIONS FOR ADDRESSING MENTAL HEALTH CONCERNS



CORE COMPETENCIES FOR INTEGRATED 

BEHAVIORAL HEALTH AND PRIMARY CARE (SAMHSA, 2014)

V. INTERVENTION

• IMPLEMENT EVIDENCED-BASED PRACTICES

VI. CULTURAL COMPETENCE AND ADAPTATION

• ENSURE PHYSICAL SPACE IS ACCESSIBLE FOR OLDER ADULTS (WIDER DOORWAYS, EXAM ROOMS WITH SPACE

FOR CAREGIVERS, HANDRAILS, SMOOTH TRANSITIONS AT DOORWAYS, ETC.)

• RECOGNIZE AND RESPECT CULTURAL DIFFERENCES

• ACCOMMODATE GENERATIONAL DIFFERENCES IN USE OF TECHNOLOGY

• USE COMMUNITY RESOURCES TO OVERCOME GEOGRAPHIC AND TRANSPORTATION BARRIERS

VII. SYSTEMS-ORIENTED PRACTICE

• UNDERSTAND AND EXPLAIN MEDICARE BENEFITS (INCLUDING PART D) TO PATIENTS AND CAREGIVERS

• COORDINATE BENEFITS FOR DUALLY ELIGIBLE MEDICAID/MEDICARE BENEFICIARIES

• HAVE STAFF WHO ARE EQUIPPED TO HELP PATIENTS UNDERSTAND AND USE THEIR BENEFITS



CORE COMPETENCIES FOR INTEGRATED 

BEHAVIORAL HEALTH AND PRIMARY CARE (SAMHSA, 2014)

VIII. PRACTICE-BASED LEARNING AND QUALITY IMPROVEMENT

• MEASURE PATIENT AND CAREGIVER SATISFACTION

• PROVIDE CONTINUAL TRAINING TO STAFF TO ENSURE BEST PRACTICES

• MONITOR FOR AVOIDABLE NEGATIVE HEALTH OUTCOMES AND IMPLEMENT QUALITY IMPROVEMENT PROTOCOLS

IX. INFORMATICS

• ESTABLISH ELECTRONIC HEALTH RECORDS THAT INCLUDE MULTIPLE PROVIDERS

• USE LARGE PRINT INFORMATIONAL MATERIALS

• ENSURE TOUCHPAD TECHNOLOGIES HAVE LARGE BUTTONS

• ADDRESS PRIVACY CONCERNS



EVIDENCED-BASED INTEGRATED CARE PRACTICES

• EVIDENCE-BASED PRACTICES ARE A GREAT RESOURCE FOR IDENTIFYING CLINICAL, ORGANIZATIONAL AND

SYSTEMS LEVEL CHANGES TO IMPROVE CARE. THESE PROGRAMS ARE SPECIFICALLY DESIGNED AND TESTED

FOR USE WITH OLDER ADULTS AND MIGHT BE PARTICULARLY HELPFUL IN RURAL COMMUNITIES.

• IMPROVING MOOD-PROMOTING ACCESS TO COLLABORATIVE TREATMENT (IMPACT) IS A COLLABORATIVE

CARE APPROACH TO TREAT DEPRESSION OR DYSTHYMIA IN WHICH A TRAINED DEPRESSION CARE MANAGER

(DCM)—USUALLY A NURSE, SOCIAL WORKER, OR PSYCHOLOGIST—WORKS WITH THE PATIENT, THE PATIENT’S

PRIMARY CARE PROVIDER, AND A PSYCHIATRIST TO DEVELOP AND ADMINISTER A COURSE OF TREATMENT.

• HEALTHY IDEAS (IDENTIFYING DEPRESSION, EMPOWERING ACTIVITIES FOR SENIORS) IS AN EVIDENCE-BASED

PROGRAM THAT INTEGRATES DEPRESSION AWARENESS AND MANAGEMENT INTO EXISTING CASE MANAGEMENT

SERVICES PROVIDED TO OLDER ADULTS.

• PROGRAM TO ENCOURAGE ACTIVE, REWARDING LIVES (PEARLS) IS A COMMUNITY-BASED INTERVENTION FOR

INDIVIDUALS WITH DEPRESSION OR DYSTHYMIA THAT HELPS REDUCE SYMPTOMS AND SUICIDAL IDEATION

THROUGH PROBLEM-SOLVING, SOCIAL AND PHYSICAL ACTIVATION AND PLEASANT ACTIVITY SCHEDULING.  IT

CONSISTS OF IN-HOME COUNSELING SERVICE FOR COMMUNITY-DWELLING ADULTS, FOLLOWED BY A SERIES OF

MAINTENANCE SESSION CONTACTS VIA TELEPHONE.

https://www.ncoa.org/resources/program-summary-healthy-ideas/


EVIDENCED-BASED INTEGRATED CARE PRACTICES

• PREVENTION OF SUICIDE IN PRIMARY CARE ELDERLY: COLLABORATIVE TRIAL (PROSPECT) IS

DESIGNED FOR PRIMARY CARE PHYSICIANS TO RECOGNIZE DEPRESSION AND SUICIDAL RISK AND

MANAGE TREATMENT.

• WELLNESS INITIATIVE FOR SENIOR EDUCATION (WISE) IS A CURRICULUM-BASED HEALTH

PROMOTION PROGRAM RELATED TO HEALTH BEHAVIORS, THE AGING PROCESS, MANAGING CARE, 

MEDICATION MANAGEMENT AND SIGNS OF ALCOHOL MISUSE AND DEPRESSION.

• ENHANCEWELLNESS IS AN OUTPATIENT INTERVENTION THAT HELPS OLDER ADULTS WITH CHRONIC

HEALTH CONDITIONS MANAGE THEIR ILLNESS AND AVOID PSYCHIATRIC MEDICATIONS, PHYSICAL

INACTIVITY, DEPRESSION AND SOCIAL ISOLATION.

• SENIOR REACH IS A TRAINING DESIGNED FOR COMMUNITY PARTNERS TO IDENTIFY OLDER ADULTS

EXPERIENCING MENTAL HEALTH AND RELATED CONCERNS AND HELP GET THEM INTO RECOVERY-
ORIENTED BEHAVIORAL HEALTH TREATMENT.

http://www.integration.samhsa.gov/integrated-care-models/NREPP_Prevention_of_Suicide_in_Primary_Care_Elderly_Collaborative_Trial.pdf
http://legacy.nreppadmin.net/ViewIntervention.aspx?id=261
http://legacy.nreppadmin.net/ViewIntervention.aspx?id=188
http://legacy.nreppadmin.net/ViewIntervention.aspx?id=330


HEALTH CARE EDUCATION MODELS THAT WORK

• PROJECT ECHO, WHICH ORIGINATED AT THE UNIVERSITY OF NEW MEXICO, IS AN INNOVATIVE MODEL

OF HEALTH CARE EDUCATION AND DELIVERY THAT AIMS TO IMPROVE THE TREATMENT OF CHRONIC AND

COMPLEX DISEASES FOR RURAL AND UNDERSERVED POPULATIONS. IT WAS INITIALLY DESIGNED FOR

PATIENTS WITH HEPATITIS C, BUT PROJECT ECHO HAS HAS BEEN ADAPTED TO NUMEROUS ADDITIONAL

CONDITIONS INCLUDING CANCER, CHRONIC PAIN, SUBSTANCE USE, WOMEN’S HEALTH, DIABETES, AND

HIV/AIDS WITH IMPRESSIVE RESULTS

• THE ECHO MODEL USES WEB-BASED VIDEOCONFERENCING TO CREATE “VIRTUAL GRAND ROUNDS.” IT
CONNECTS SPECIALISTS LOCATED AT ACADEMIC MEDICAL CENTERS TO RURAL PRIMARY CARE

PHYSICIANS. THROUGH BIWEEKLY VIDEOCONFERENCING, DIDACTIC PRESENTATIONS, AND CASE-BASED

LEARNING, SPECIALISTS HELP PRIMARY CARE PHYSICIANS DEVELOP EXPERTISE IN A SPECIFIC FIELD, WHICH

THEY CAN THEN APPLY TO PATIENTS AT THEIR CLINIC

• EFFORTS ARE UNDERWAY TO TRY AND EXTEND THIS MODEL TO GERIATRIC MENTAL HEALTH CARE.

• WITH PROJECT ECHO GEMH, THE UNIVERSITY OF ROCHESTER MEDICAL CENTER WILL SERVE AS AN

ACADEMIC “HUB” AND WILL CONNECT A TEAM OF ITS GERIATRIC MENTAL HEALTH SPECIALISTS FROM MEDICINE, 
NURSING, SOCIAL WORK, PSYCHOLOGY, AND PHARMACY TO “SPOKES” MADE UP OF PRIMARY CARE SITES AND

INDIVIDUAL PROVIDERS.

https://www.youtube.com/watch?v=Faz3O1clDMU&feature=youtu.be
http://www.urmc.rochester.edu/project-ECHO.aspx


ACCESSING COMMUNITY RESOURCES

• CAREGIVERS, NEIGHBORS, FRIENDS AND COMMUNITY-BASED

ORGANIZATIONS PLAY A VITAL ROLE IN SUPPORTING OLDER ADULTS

IN RURAL COMMUNITIES.

• YOUR COMMUNITY MAY HAVE THE FOLLOWING ORGANIZATIONS

AND SERVICES AVAILABLE TO SERVE AS PARTNERS IN HEALTH

PROMOTION, TO INCLUDE ADULT PROTECTIVE SERVICES, NUTRITION

PROGRAMS, SENIOR CENTERS, AND TRANSPORTATION SERVICES.

• THERE ARE A NUMBER OF FACTORS THAT ARE PREVALENT IN RURAL

COMMUNITIES THAT CAN CONTRIBUTE TO POOR MENTAL HEALTH

FOR OLDER ADULTS.  ADDRESSING THEM SHOULD BE A PRIORITY.



FOOD INSECURITY

• MORE THAN 10 MILLION OLDER AMERICANS (16% OF OLDER ADULTS) FACE HUNGER EACH YEAR. 

• FOOD INSECURITY IS A STRONG PREDICTOR OF CHRONIC DISEASE AND DIABETES, HEART DISEASE, STROKE AND LUNG

DISEASE. POOR NUTRITION CAN CONTRIBUTE TO EMOTIONAL DISTRESS, PARTICULARLY DEPRESSION.

• FOOD INSECURITY AMONG OLDER ADULTS IS MORE LIKELY TO HAVE ADVERSE HEALTH CONSEQUENCES THAN IN OTHER

AGE GROUPS. FOR EXAMPLE, FOOD INSECURE OLDER ADULTS ARE 50% MORE LIKELY TO HAVE DIABETES; THREE TIMES

MORE LIKELY TO SUFFER FROM DEPRESSION; 60% MORE LIKELY TO HAVE CONGESTIVE HEART FAILURE OR A HEART

ATTACK; 30% MORE LIKELY TO HAVE AT LEAST ONE ADL IMPAIRMENT; AND TWICE AS LIKELY TO REPORT GUM DISEASE

AND ASTHMA.

• CHARACTERISTICS OF THOSE AT HIGHER RISK INCLUDED LIVING IN THE SOUTH AND SOUTHWEST, RACIAL MINORITY, 
LOWER INCOME, AND BETWEEN THE AGES 60 TO 69.

• FINANCIAL CONSTRAINTS ARE A PRIMARY FACTOR THAT LIMITS ACCESS TO FOOD. OTHER FACTORS INCLUDE POOR

PHYSICAL HEALTH, MOBILITY LIMITATIONS, LACK OF ADEQUATE TRANSPORTATION, FUNCTIONAL LIMITATIONS, CULTURAL

PREFERENCES AND KNOWLEDGE ABOUT APPROPRIATE FOOD CHOICES. 

• CRITICAL TO LEVERAGE ALL AVAILABLE RESOURCES TO ENSURE OLDER ADULTS HAVE ACCESS TO ADEQUATE SOURCES

OF FOOD AND HEALTHY NUTRITION.

https://www.mealsonwheelsamerica.org/docs/default-source/research/hungerinolderadults-fullreport-feb2017.pdf?sfvrsn=2

https://www.mealsonwheelsamerica.org/docs/default-source/research/hungerinolderadults-fullreport-feb2017.pdf?sfvrsn=2


SOCIAL ISOLATION

• SOCIAL ISOLATION, INCLUDING SOCIAL DISCONNECTEDNESS (E.G., LIMITED CONTACT WITH OTHERS) AND

PERCEIVED ISOLATION (E.G., LONELINESS), IS INCREASINGLY RECOGNIZED AS AN IMPORTANT

DETERMINANT OF HEALTH

• DATA FROM A PROJECT WHICH IS FUNDED BY THE NATIONAL INSTITUTE ON AGING FOUND THAT A

SUBSTANTIAL PERCENTAGE OF BOTH RURAL MEN (27%) AND WOMEN (19%) REPORTED NOT HAVING

SOCIALIZED WITH OTHERS ON A MONTHLY BASIS. MORE THAN 3% OF BOTH OLDER MEN AND OLDER

WOMEN REPORTED HAVING NO FRIENDS AT ALL. THESE FINDINGS HAVE BROAD IMPLICATIONS FOR

HEALTH, WELL-BEING, AND MORTALITY.

• USE TECHNOLOGY TO ENABLE SOCIAL CONNECTEDNESS

• ADVOCATE WITH INTERNET SERVICE PROVIDERS TO EXTEND BROADBAND CAPABILITY TO RURAL COMMUNITIES

• STATE UNIVERSITIES IN RURAL AREAS MIGHT BE HELPFUL IN RECRUITING YOUNGER PEOPLE TO CONNECT WITH ELDERS TO

PROVIDE SUPPORT REGARDING TECHNOLOGY USE. 

• LEVERAGE THE SILVER SNEAKERS MODEL AND NETWORK TO INCREASE RURAL ENGAGEMENT IN GROUP ACTIVITIES

• DEVELOP SENIOR ACTIVITY PROGRAMS THROUGH COMMUNITY AND FAITH-BASED ORGANIZATIONS



TRANSPORTATION

• TRANSPORTATION IS A SIGNIFICANT BARRIER TO MENTAL HEALTH SERVICES FOR OLDER ADULTS IN RURAL

COMMUNITIES

• VOLUNTEER ORGANIZATIONS ARE OFTEN CRITICAL IN HELPING TRANSPORT OLDER ADULTS TO THEIR MEDICAL

APPOINTMENTS. 

• ONE CHALLENGE FACED BY THESE ORGANIZATIONS IS THE VOLUNTEERS' UNEASE WITH REQUIREMENTS REGARDING

BACKGROUND CHECKS, PERSONAL INSURANCE LIABILITY COVERAGE, AND BONDING. TO MITIGATE THIS ISSUE:

• SOME LOCAL GOVERNMENTS HAVE ENABLED VOLUNTEERS TO BE COVERED UNDER THEIR UMBRELLA LIABILITY POLICIES

• SOME ORGANIZATIONS/AGENCIES ARE BEGINNING TO WORK WITH STATE GOVERNMENTS ON LEGISLATION TO PROTECT VOLUNTEER

DRIVERS WITH A POLICY.

• RIDE-SHARING COMPANIES SUCH AS LYFT AND UBER ARE WORKING WITH LOCAL GOVERNMENTS AND

THE VETERANS ADMINISTRATION ON A PROCESS TO PROVIDE TRANSPORTATION SERVICES WITH BILLING

DIRECTED TO AN ENTITY OTHER THAN THE CONSUMER. 

• AARP FOUNDATION DESCRIBED AN UPCOMING PILOT PROGRAM WITH LYFT; PAYERS HAVE AN

INCENTIVE TO SUPPORT THE INITIATIVE BECAUSE IT HELPS PEOPLE GET TO THEIR DOCTORS. 

• ONE CAVEAT: LYFT MAY NOT BE “RURAL” ENOUGH YET.



HOUSING

• ENSURING SAFE, QUALITY HOUSING OPTIONS –

• COMMUNITY PRIDE IS STRONG IN RURAL COMMUNITIES, SO THERE IS AN OPPORTUNITY TO

HELPING COMMUNITY-BASED ORGANIZATIONS LEVERAGE THE POWER OF PARTNERSHIPS, FOR

EXAMPLE:

• PARTNERING WITH HABITAT FOR HUMANITY TO WORK WITH VOLUNTEERS ON HOME REPAIRS

• PARTNERING WITH THE MASONS TO PROVIDE HANDYMAN SERVICES

• WORKING WITH FAITH-BASED COMMUNITIES TO IDENTIFY WAYS THEY CAN ASSIST OLDER

ADULTS TO STAY IN THEIR HOMES

• BRINGING OLDER ADULTS INTO PRESCHOOLS TO FOSTER INTERGENERATIONAL

CONNECTIONS IN COMMUNITIES

• DEVELOPING ALTERNATIVE OPTIONS FOR INDEPENDENT LIVING



PROMOTE HEALTH EQUITY
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