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Copyright 1900 by ot Armeri Psychologists in Long-Term Care (PLTC), a national network established in 1983, has developed,
¢ Gerontological Society of America with input from colleagues and consumers, standards for psychological practice in long-term
The Gerontologist care facilities. These standards address provider characteristics, methods of referral, assessment

Vol. 38, No.1, 122-127 practices, treatment, and ethical issues. This article describes the document’s development and

offers suggestions for its use.
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In November 1995, members of the national net-  they were confronted with in geriatric care, including
work Psychologists in Long-Term Care (PLTC) began  a variety of assessment, treatment and staff consulta-
to discuss the idea of crafting standards for psycho-  tion concerns. PLTC members determined, there-
logical services in long-term care facilities. For a  fore, that both clinicians and long-term care facility
number of years prior to the 1995 meeting, PLTC  administrators needed standards that laid out the
members were actively involved in delivering contin-  process of psychological service delivery in long-
uing education programs in clinical geropsychology.  term care settings.

These programs were always well attended, particu- There were three distinct phases to the develop-
larly by experienced private practice clinicians who,  ment of these standards. In phase one (November
due to changes in the health care market, were 1995 through August 1996), the PLTC workgroup
expanding their practices into the nursing home to  completed an initial draft of the standards. Through
care for older adults. These seasoned clinicians were  the network’s newsletter and the American Psycho-
typically bewildered by the many complex issues  logical Association (APA) Division 20 (Adult Develop-

ment and Aging) E-mail network, comments were

solicited from both the PLTC and Division 20 mem-

'Address correspondence to Peter A. Lichtenberg, Rehabilitation Insti- berships through October 1996. In November 1996, a

tute of Michigan, 261 Mack Blvd., Detroit, M1 48201. E-mail: lichtenberg@ second draft of the standards was completed Com-
iog.wayne.edu §

Peninsula Hospital, Far Rockaway, NY. ments were again solicitgd frorp‘the aforementioned
*Genesis Healthcare, Philadelphia, PA. psychology groups, and, in addition, the second draft
‘Veterans Administration Medical Center, Houston, TX. of the standards was sent out to several organiza-
*Private practice, Boston, MA. tions with interest in this topic. These included the

“Ball State University, Muncie, IN.

TPrivate practice, New York, NY. Arr!erlcan Association of Homeg and Services for the
*Columbia University, New York, NY. Aging, the State Med icare erectors workgroup,
*Center for Healthy Aging, Akron, OH. the Mental Health and Aging interest group of The
:f:"";efsity 7f C°'°'a‘:°' Colorado Sgri"sS- Gerontological Society of America, the Nursing
,,Td" t Developmental Center, Woodmere, NY. Home Reform Coalition, the American Association of
esxs A&M University, College Station. . . . . .
SUniversity of South Florida, Tampa. Retired Persons Public Policy Institute, the Alzheim-
“Veterans Administration Medical Center, Palo Alto, CA. er’s Association, and several divisions within the APA.
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Comments on the third draft were accepted through
March 1997, when the final draft of the standards was
completed.

Standards for Psychological Services
in Long-Term Care Facilities

Introduction

Older adults are a diverse group. For many peo-
ple, later life is a time of good physical health, per-
sonal growth, and heightened life satisfaction.
Among community-dwelling older adults, the rates
of depression and many other mental disorders are
lower than for younger adults. The experience of
older adults in long-term care facilities is quite dif-
ferent. Residents of long-term care facilities have
very high rates of depression, dementia, and other
mental disorders. Long-term care residents often
have a combination of serious medical and psy-
chological disorders, which reflect the interdepen-
dence of biological, psychological and social factors
in aging.

The growth of interdisciplinary health teams in
long-term care reflects the emphasis on a biopsy-
chosocial model of clinical work with residents. In
the long-term care population, comorbidity of multi-
ple physical diseases and cognitive and affective dis-
orders is common.

The psychologist’'s role on the interdisciplinary
team is to detect and treat cognitive, affective and
behavioral disturbance using psychological diag-
nostic and therapeutic tools. These tools may in-
clude cognitive, affective, behavioral, and person-
ality assessments; individual, family, and group
therapies; behavioral interventions; and staff educa-
tion regarding the psychological needs of and clini-
cal management strategies for residents in long-term
care facilities.

Historically, psychological services for older
adults were severely limited. In the first three de-
cades of Medicare (until 1987), outpatient mental
health services were capped at an annual rate of
$250 per beneficiary. Reimbursement changes since
then have encouraged a substantial increase in the
number of psychologists practicing in long-term
care settings. Toward the end of the 1980s, the cap
was gradually raised, and it was removed altogether
in July 1990. Some limiting factors in reimbursement
continue because the required copayment remains
at 50%, compared to the 20% copayment for medi-
cal services.

Mental health service opportunities in long-term
care were greatly expanded with the passage of the
Omnibus Reconciliation Act (OBRA 1989), which per-
mitted licensed psychologists and social workers to
serve as independent mental health providers under
Medicare. In addition, OBRA 1987, 1989, and 1990
regulations included the Nursing Home Reform Act,
which stressed the value of psychological services in
the long-term care setting and the need to attempt
psychosocial interventions before using chemical or
physical restraints.
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The expansion of geriatric mental health opportu-
nities has greatly increased the demand for services
at a time when the supply of well-trained practition-
ers is low. It will be a number of years before clinical
training programs adequately incorporate the knowl-
edge base and practice concepts of clinical geropsy-
chology. During this transitional period, we urge
practitioners to seek out continuing education op-
portunities in mental health and aging. In addition,
we encourage experienced geropsychologists to
share their expertise with new providers and con-
sumers of mental health services for the aging. In this
spirit, Psychologists in Long-Term Care proposes the
following standards of practice. We hope that they
will be used by practicing psychologists as general
principles of assessment and treatment for residents
of long-term care facilities and by other long-term
care professionals as a guide toward understanding
the role of psychologists.

Standards for Psychological Services
in Long-Term Care Facilities

. Providers

A. Psychologists who are graduates of doctoral
programs in psychology and are licensed in
their respective states of practice.

B. There are three categories of psychologists
who practice in long-term care settings:

1. Psychologists who are trained, experi-
enced and competent in geropsychology
service provision (see Appendix, Note 1).

2. Psychologists who have formal training in
geropsychology but are not yet experi-
enced; these psychologists are supervised
by experienced and competent geropsy-
chologists (see category 1 above).

3. Psychologists who are actively obtaining
continuing education in geropsychology
and are supervised by experienced and
competent geropsychologists (see cate-
gory 1 above).

1l. Referral for Psychological Services

A. Residents of long-term care facilities who are
appropriate for psychological services exhibit
behavioral, cognitive, or emotional distur-
bance. Examples of behaviors that may trigger
referral include cognitive decline, excessive
crying, withdrawal from social contact or other
signs of depression, personality changes (e.g.,
excessively demanding behavior), aggressive
or combative behavior, inappropriate sexual
behavior, or psychotic behavior. Psycholo-
gists encourage the referral source to be as
specific as possible about the presenting
problem. Standing or “prn” orders for psycho-
logical services are discouraged.

B. In addition to direct assessment and treat-
ment of patients referred for psychological
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services, psychologists may also provide staff
consultation and advisement, staff training
and education, family consultation and ad-
visement, design and implementation of pre-
ventive screening and other institutional pro-
grams, environmental assessment, behavioral
analysis and design of behavior management
programs, and other services. Psychologists
are aware that many of these latter services
may not be third-party reimbursable.

I11. Assessment

A.

In order to provide cost-effective and high

quality treatment, psychologists assess the

cognitive, emotional, and behavioral func-

tioning of their patients. Assessment proce-

dures may include the following components:

1. Assessment of mental status through clini-
cal interviews, mental status question-
naires, and information obtained from
family, staff, or other informants.

2. Psychological testing, including assess-
ments of personality, emotional function-
ing, and psychopathology, using measures
or instruments consistent with current
standard professional practice (see Ap-
pendix, Note 2).

3. Neurobehavioral testing, which serves to
determine cognitive strengths and weak-
nesses, memory capacities, and specific
neuropsychological impairments. Such
testing may include assessments of atten-
tional, language, memory, visuospatial,
and abstract reasoning skills. Testing time
may be brief. Reasons for neurobehav-
ioral testing may include: (a) resolving
diagnostic ambiguities (e.g., whether
dementia or depression or both are pre-
sent), (b) assessing sudden cognitive de-
clines or changes (e.g., whether delirium
is present), (c) profiling cognitive strengths
and weaknesses (e.g., for treatment plan-
ning), (d) determining the level of care
needed for a patient, (e) planning a pro-
gram of rehabilitation, and (f) determin-
ing competency.

4. Functional assessments, which address a
range of behaviors relevant to overall daily
functioning, including self-care skills and
everyday living skills. Functional assess-
ments often augment personality, mental
status and neurobehavioral assessments.

5. Behavioral observation and analysis, which
includes the systematic observation and
recording of behavior and stimulus-re-
sponse and response-reinforcement con-
tingencies, in order to design behavioral
interventions that will increase the fre-
quency of positive behaviors and decrease
the frequency of negative behaviors.
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B. Psychologists are aware of their responsibili-

ties, as integral members of interdisciplinary
teams, to work with their medical and phar-
maceutical colleagues to develop and imple-
ment integrated plans of service delivery. Psy-
chologists encourage appropriate medical
and physical examinations, including labora-
tory tests and radiological studies, to rule out
reversible causes of functional impairment,
such as medically treatable illnesses.

IV. Treatment
A. Treatment plan

1. Each patient has an individualized treat-
ment plan that is based on the specific
findings of a psychological assessment
and that addresses the referral question.

2. The treatment plan includes a diagnosis
and specific therapeutic modalities to
achieve short-term and long-term goals.

3. When treatment frequency deviates from
standard practice it is justified in the treat-
ment plan.

4. Changes in clinical status are reflected by
changes in the treatment plan.

B. Treatment process

1. Treatments are chosen that best address
each patient’s diagnosis and presenting
symptoms.

2. Treatment modalities may include, sepa-
rately or in conjunction, individual psy-
chotherapy, behavior therapy and behav-
ior modification, group psychotherapy,
and family psychotherapy.

3. Treatments are empirically informed and
reflect current standards of geropsycho-
logical practice.

4. Psychologists are aware that most third-
party reimbursement requires the full
duration of treatment sessions to be spent
in face-to-face contact with the patient
and/or the patient’s family, and that other
important and necessary treatment-
related time, such as consultation with
staff, may not be third-party reimbursable.

5. Psychologists are aware of their responsi-
bility to spend adequate time in face-to-
face treatment with each patient and to
consult and coordinate with the interdisci-
plinary team. Psychologists do not attempt
to treat an excessive or inordinate number
of patients in a single day.

6. Treatment continues when emotional,
cognitive, or behavioral progress toward a
goal can be demonstrated. When no such
progress can be demonstrated, but the
patient appears to benefit from a social
visit, appropriate recommendations for
friendly visitors, activities, etc., are made.

The Gerontologist
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7. When treatment is ended, termination is

conducted in an orderly manner; the
patient is prepared and given appropriate
notice, and issues involving termination
are addressed.

C. Outcomes

1.

Patient progress toward stated goals is
regularly monitored and documented to
determine if treatment is effective and
whether it should be continued, modified
or terminated. Such monitoring is done at
least every 3 months.

Treatment outcome can be measured in
multiple domains, including affective, cog-
nitive or behavioral domains.

Positive treatment outcome can include
stabilization of mental and behavioral dis-
order where decline would be expected
in the absence of treatment. However,
when treatment for such a patient is long-
term, attempts are made to decrease the
frequency of service. If the patient re-
sponds with a worsening of symptoms
then treatment can be reinitiated.

D. Documentation

1.

Psychologists provide timely and clear
documentation of each patient’s diagnosis,
treatment plan, progress and outcome in
accordance with current ethical and legal
standards. :

V. Ethical Issues (see Appendix, Note 3)

A. Informed consent

1.

Informed consent decisions are based on
the legal competency of the patient to
make informed decisions regarding health
care, the patient’s knowledge of the long-
term care setting, the cognitive ability of
the patient, the availability of family mem-
bers, and the acuity of the psychological
condition requiring treatment.

a. For a competent person without signif-
icant cognitive impairment, before any
psychological services are rendered,
the psychologist provides to the pa-
tient a clear statement of the condition
warranting psychological services,
what services are to be rendered, and
the possible consequences of accept-
ing or refusing services.

b. For a patient declared legally incompe-
tent, the psychologist provides to the
guardian a clear statement of the con-
dition warranting psychological ser-
vices, what services are to be ren-
dered, and the possible consequences
of accepting or refusing services. Al-
though informed consent must be
given by the guardian, the psycholo-
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gist also attempts to help the patient
understand the rationale for treatment
(within the limits of the patient’s cog-
nitive abilities).

c. For a patient with significant cognitive
impairment who is deemed to be with-
out the capacity to understand the
rationale for treatment but who has
not been declared legally incompe-
tent, the psychologist identifies the
responsible party and provides the
rationale for treatment to that party.
Although, technically, the patient still
legally retains the right of decision
making, ethically, the clinician must
contact caregivers to help with deci-
sion making. The psychologist also
attempts to help the patient under-
stand the rationale for treatment.

d. Consent for services is not required if
the patient is considered dangerous to
self or others (as defined by applicable
state law).

2. Psychologists who are part of a staff insti-

tutional team, privileged by the institution
to provide services, and covered by a gen-
eral institutional consent do not need to
get separate informed consent before
implementing treatment. Consulting psy-
chologists who are not part of the staff
institutional treatment team must get
separate informed consent as described
in Section A, Part 1, before services are
provided.

B. Confidentiality

1.

Patients in long-term care facilities have
the same rights to confidentiality regard-
ing psychological services as all other pa-
tients, and information about this right
to confidentiality as well as its limits, is
offered to patients, guardians, or responsi-
ble parties as part of the informed consent
process prior to service delivery.

Psychologists are aware of limits to confi-
dentiality and make every effort to recon-
cile these limits with the rights of their
patients.

a. Although competent patients, guard-
ians, or responsible parties have rights
concerning what information is given
to the staff in a long-term care facility,
these rights do not extend to informa-
tion that is deemed critical to protect-
ing the resident from harming self or
others.

b. Confidentiality standards must be con-
sistent with the reporting/charting reg-
ulations within which the facility must
operate. If a conflict arises, the psy-
chologist strives to work with the facil-
ity to achieve maximum consistency.
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c. Confidentiality standards should allow
for the demands of the psychologist’s
role as an active member of an institu-
tional treatment team that shares per-
tinent information with other health
professionals.

C. Privacy

1.

Psychologists try to ensure that psycho-
logical services are provided in the most
private manner possible.

Psychologists often need to be creative in
meeting the privacy standard. Some long-
term care facilities provide private con-
sulting rooms for psychologists but many
do not. When no consulting room is avail-
able or the patient is bedridden, services

may be provided at the patient’s bedside.
If the patient is in a nonprivate room, the

psychologist may request that the room-
mate leave until the session is over and
then close the door. If the roommate is
also bedridden or refuses to leave the
room, the session may be conducted
(with the roommate’s consent) by draw-
ing the curtain around the bed to provide
some privacy. Nursing staff are notified so
that they know where the patient can be
found and so that they do not interrupt
the session.

Psychologists are aware of facility/state/
federal regulations regarding treatment
privacy.

Patients are consulted regarding their
comfort with privacy arrangements prior
to a treatment session, and every effort is
made to accommodate their wishes.

D. Conflict of interest

1.

Psychologists self-refer only if a need for
psychological services is identified and
members of the interdisciplinary treat-
ment team are made aware of the need
for services.

Psychologists are aware that at times the
interests of the facility and the patient may
not coincide and make every effort to
resolve the conflict in the best interests of
the patient.

Psychologists try to ensure that patients
receive proper continuity of care. If psy-
chological services are interrupted due to
payment issues, institutional barriers, or
other nonclinical reasons, the psycholo-
gist follows accepted professional stan-
dards regarding proper therapeutic clo-
sure and transfer of care via referral.

Psychologists are aware of the rules and
regulations governing third-party reim-
bursement and follow them when billing
for reimbursable services, but patient care
decisions are guided by the best interests

of the patient and are not dominated by
reimbursement considerations. When
psychologists believe that reimbursement
regulations require revision, they attempt
to secure appropriate changes from
state/federal agencies and private insurers.

E. Advocacy

1. Psychologists advocate for the appropriate
use of mental health services to reduce ex-
cess disability and improve quality of life.

2. When mental health services are not be-
ing used or are being used inappropri-
ately, psychologists strive to educate other
care providers to improve the delivery of
care in order to be consistent with a bio-
psychosocial approach to the assessment
and treatment of older adults.

Conclusions

PLTC’s membership and the authors of these stan-
dards are widely known for their decades of work in
long-term care. All of the authors were involved in
delivering psychological practice in long-term care
settings well before Medicare payments became
available to psychologists in 1990. Peter Lichtenberg,
the first author credited on these standards and this
article, was the first person to write a book for psy-
chologists on how to practice in geriatric long-term
care [A guide to psychological practice in geriatric
long-term care. (1994). Binghampton, NY: Haworth
Press]. These authors thus not only possess the expe-
rience and familiarity with long-term care necessary
to develop these standards, but also will use these
qualities to disseminate these standards and to edu-
cate others in their proper usage.

During the summer of 1997, PLTC created a task
force headed by Erlene Rosowsky to develop a
strategic plan for the dissemination of these stan-
dards. It is anticipated that the standards will be
aimed at three major audiences: psychologists, long-
term care facility administrators, and insurers and
regulatory personnel [i.e., Medicare carriers, state
Medicare Medical Directors, representatives of the
Health Care Financing Administration (HCFA)]. It is
crucial that psychologists practicing in long-term
care settings become aware of these standards, and
that they attempt to conform to the practices
described therein. Long-term care facility administra-
tors are becoming more familiar with the services
that psychologists can provide, and will benefit from
using these standards to help ensure quality service
provision. Finally, administrators of insurers and reg-
ulatory agencies need to become aware of the
progress that psychologists themselves have made in
defining their own practice. It is hoped that these
standards will help insurance claim reviewers and
regulatory boards make logical and balanced deci-
sions about what is and what is not acceptable
geropsychological practice.
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Appendix

Notes

1. For further discussion of these issues, see the Draft Geropsychology Assessment Resource Guide, 1996 Re-

Report of the APA Interdivisional Task Force on Qualifi-
cations for Practice in Clinical and Applied Geropsychol-
ogy, 1996, Section Il (Clinical Geropsychology) of Di-
vision 12 (Clinical Psychology) and Division 20 (Adult
Development and Aging), which may be obtained

vision. This guide may be obtained for a fee through Na-
tional Technical Information Service, U.S. Department
of Commerce, 5285 Port Royal Road, Springfield, VA
22161. Request publication #PB96-144365.

h . h 3. In addition to the standards presented here, psycho-
through the corresponding author. Category 1 includes logists follow the APA Ethics Code [American Psycho-
psychologists who have either a generalist or a specialist logical Association. (1992). Ethical principles of psy-
level of training in clinical geropsychology, as these lev- chologists and code of conduct. Washington, DC:
els are defined in the Draft Report. Author; also published in American Psychologist, 47,
2. See, for example, U.S. Department of Veterans Affairs 1597-1611}.
Call for Nominations

The PGC Polisher Research Institute Award of
The Philadelphia Geriatric Center

The Gerontological Society of America invites nominations for
The PGC Polisher Research Institute Award of The Philadelphia Geriatric Center to honor contributions from
applied research that have benefited older people and their care.

The award is presented annually at the Annual Scientific Meeting of The Gerontological Society of America. The
awardee will receive a $2500 cash prize and may also qualify for expenses for travel to the annual meeting.

Purpose

The award recognizes a significant contribution in gerontology that has led to an innovation in gerontological treat-
ment, practice or service, prevention, amelioration of symptoms or barriers, or a public policy change that has led to
some practical application that improves the lives of older persons.

Eligibility

The award may be given to a person from any discipline who has made such a contribution to applied gerontology.
Nominations must be made or endorsed by a member of The Gerontological Society of America although nominees
need not be members of GSA.

Nominating Process

Contact GSA’s Awards Coordinator at 202/842-1275 or FAX 202/842-1150 for a list of criteria and a Nomination
Form to be submitted with appropriate accompanying materials to:

Awards Coordinator
c/o GSA, Suite 350
1275 K Street NW
Washington, DC 20005-4006

Nominations must be received by May 8, 1998.
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