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T h e  1988 session of the Virginia General Assembly, in House Joint 
Resolution 156, rqmsbd  the Virginia D q m A n m t  for the Aging to  study 
three areas of cmcexn to the elderly, their families, anl caregivers. The 
areas of calcan - suicide amrg the elderly, slbkmze abuse by the 
elderly and the impact on the workglace of caregiving t o  elderly by adult 
children. Zhe areas M e d  separately and recaranendsd actions were 
made for each -. 

V i r g i n i a  loses an elder to suicide wery 2.9 days. O l d e r  V i r g i n i a n s  &t 
suicide a t  a rate of 21.7 per 100,000 elderly ccmpared to 19.8 per 100,000 
on W national level. A most startling finding is that the elderly in 
Virginia have a 68% higher suicide rate than the state as a *le and 76% 
higher than amcng Virginias s ywth. 

Several f a c t o ~ ~  t o  be significant in desuibirq the elderly person 
who is likely to be a suicide w t e :  plhysical and msntal illness, 
gender, race, marital status, and religiosity. A profile of a person most 
"at risk" to amnit suicide is a ate male, crve~ 65, wid-, w i t h  no 
strong religious beliefs, depressed, w i t h  sane painful chronic illness and 
a history of alcohol abuse. 

In general, the suicide rate amng older nren is higher than wmm, possibly 
because their choice of methad is extremely lethal. Older men, nationally 
and i n  Virginia, tend to use firems to  cananit suicide. 

The nte amry white for suicide increases with age, the rate of 
suicide amng n o n 4 t e s  peaks in the W e s  and &cmases. In 
regard to marital sb-, those vho have had a marriage dhmpted by deaa 
or divo- are n ~ &  a t  risk with those who have never been married the next 
mst vulnerable. lhose who are still married are the least at  risk. 
Religicm seems to have an impact col 1- tkbe potential for suicide, 
probably because it provides sap~~ r t s  am3 a feeling of self wrth. 

The methods of suicide are basically three: finxtms, solid and liquid 
poison, and hanging. A significant fact is that older Virginians of both 
sexes use fireanus to Cananit suicide in noticeably higher proportions than 
the eldEerly in tl.E nation as a whole. For t fae  period of 1983-1985, in 
V i r g i n i a ,  elderly used firearms to k i l l  themselves 80.3% of the time 
ccanpared to 64.9% of the nationls elderly. Virginia's older men used 
f irer-irnr; almost exclusively and Virginia's older wcmen in  a majority of the 
cases. 



Anather significant observation is a difference in suicide rates in the 
regions w i t h i n  the m t h .  In the Skmdoah - North- Area 
(excludes northern Virginia) the suicide rate for elderly persons for the 
1978-1982 period was 29.4 per 100,000 as crsrrml#d to 23.1 for the state as 
a whole. 

conclude that a suicide prevention plan is needed to include 
education of the elderly, their family and and service pxwiders; a system 
for early detectian and treahent; and developtent and expansion of 
pqcbsocial services. Any plan developed should also analyze the reasons 
for the significantly higher rates of suicide amwrg Virginia's elderly, the 
significantly hi* rates for men, h i m  m g e s  in --North 
Central Virginia ,  and the distinct disposition of V i r g i n i a n s  to use 
firearms. 

The study of s&sbme abuse by the elderly is hampered by a lack of 
accurate and reliable data or studies on the topic. Haever, results of 
this study reveal scane factoxs worthy of attention. 

Substance abuse am~ng Virginian's elderly can be divided into three 
categories: prescription ard over-- drug akuse, a l e 1  abuse, 
and illegal drug w. T b  potential for ahse of pmscription drugs or a 
canbination of prescription drugs, aver-- drugs and alcahol is 
very significant. 

Many elderly use at least two to three pmiptian drugs daily. As the 
rmrmber of -iption drugs h m x m e s  so the potential for caplieations 
is exacerbated, especially if the older pe.xson uses aver-- drugs, 
prescription drugs, and alcohol in combination. The elderly abuse these 
SUbStaTlCeS by overuse, under use, erratic use or ccatraindicated use. 
Sedative-like tranquilizers and prescribed pain killers are most likely to 
be intentionally almsed by the elderly. 

It is also reported that me-W of the elderly do not take their 
prescriptions correctly. Dmg-sharim~ and hoarding are other exaqles of 
misuse. The use of different physicians and several pharmacies can result 
in adverse reactions frcsn inappropriate ambination of drugs. Virtually no 
elderly make use of substance abuse treabnent centers to help alleviate the 
drug abuse prablerns. 

The profile of the elderly person most at risk for misuse/abuse of legal 
drugs focuses on the older wanan. It is significant that older wanen are 
prescribed m o t m p i c  drugs twice as often as men. Wid- are more 
likely to be given such medications, but many elderly seem to herease 
their intake of drugs follwing stressful life events. 



Physiological changes which occur with aging bcrease the risk for drug 
interactions an3 toxicity. Reduced metabolic functions and other physicdl 
changes inpair the absorption rate of drugs. Inpaired visica and hearing 
contribute to about directions for use of dcations. 
Memory loss and confusion increase the risk of misuse. Older pemons.use 
drugs for tw primary reasons: to ease pain fram chmnic and temmal 
illnesses and to counter the canaon effects of aging such as inSamnia, 
anxiety, and constipation. 

Up to 10% of the elderly pcplation may ahse  the use of alcahol. The abuse 
of alcohol is a particular prablm for white males between 60 and 70 years 
of age and male alcoholics also cmprise the 88% of the elderly who are 
receiving trea- at sbbnce abuse treatmmt clenters. The psychological 
effects of alcdrol are more deleterious in the elderly than in the ycxmg. 
The risk of suicide amng the elderly alcaholic is five times greatey than 
among the nonalccholic. The potential for suicide by the use of almhol, 
prescription drugs, wer-- drugs, or a ccanbination of these 
substances is significant. 

The use of illegal drugs by older persons does seem to be increasing. 
Addicts are now living to old age and the are expcted to increase 
werthenexttenyears. Themostabusedillegaldrugsaremarijuana, 
heroin, and morphine. T h e  most likely elderly persrm to use illegal drugs 
are white males and the young-old. 

Researchess a prevention plan for subtame abuse to include 
education, early detection and treabmk, denrelopent of services, and 
waluation. 

Wer 80% of the care provided the elderly in d t i e s  is pruvided by 
family m=nhrs am3 friends. In most cases, this is provided by the spouse, 
daughter, or daughter-in-law. With the ever m i n g  cost of living and 
the changes in families, the work force and societal attitudes on the roles 
of wmm, many person who would have been full-time caregivers are trying 
to provide care while holding a full or part-time job. 

The pasans studied who were enplayed and providing care were primarily 
female (69%), w h i t e  (79%), rnarried (78%)) had some college (64%), and most 
(57%) had family hcanes less than $34,999. Fifty-six percent of the adult 
dependlents do not live in the caregivers8 hame. The type of care prcrvided 
include: hou4eeph-q (60% ) , ampanion (57%) , f inancia1 management (48%) , 
tmqortation to medical appointment (42%) , personal care (37%) , financial 
support (36%), and giving medication (25%). 



Caregivess experience stress at hme and in W work place, 'Ifae impact on 
t 3 ~  pmductivity of the caregiver in the wor)q?lace includes perfonuing 
a C t i v i t i e s t O a s s i s t t h e ~ t ~ w h i l e a t ~ r k ~ a s m d k i n g ~  
calls, being late for work or leaving early, missing work, taking personal 
or sick leave, &angins work schedules, and giv* up paid avertime. l@ny 
caregivers have cansidered giving up a job, chnghg  jabs, or have refused 
a mre respansible position due to their camgiving responsibilities. 

Ihe conclusions dram by the researchers indicate a need for a flexible 
work Cmrirarmrerrt, and education for caregivers arwl enplcyers. There 
appears to be a need for mmmity  services to supplemnt the saxices 
pruvided by the caregiver. 

recamnl a more capebnsive plblic/private respanse to the 
grwwing of adult caregiving to include public education and 
workplaoe w r t .  

r m i s t h r e e p a r t ~ h a s d o c u m e r r t e d t h e a o n c e r n t h a t o l d e r v i r g ~  
are at risk of ccutuuitting suicide at a higher rate than the elderly in the 
natim as a &ole. It also has shawn the real pat;eJntidl for -bisuse 
of drugs, over-- drugs and of alcdrol by the elderly 
in the -th. The need to provide assistance to the working 
camgiver in the workplace and in the haae also was doammbd. 'Ihe issues 
of suicide and subtame abuse are ccacrplex and require a w i v e  plan 
to assure a c a p w i v e  approach to deterring problems. Ihe issue 
of the hpct of caregiving in the workplace was studied in one region of 
the -th and the -ti- need to be tailored to meet the 
needs of diffezent work envircmmb in the rest of Virginia, 



'IheDeparhaent fortheAging, inamjunctionwiththe- ofMental 
Health, Mental -tion arrd Substance Abuse Services, W Area  Agencies 
on Pqirrg and the -ty Services Boards, sharld develop a State Suicide 
and Substanoe Abuse Plan for the Elderly to be hplamnted iTy July 1, 1990. 

include the follwing -: 

A. Ibseamh t o  determine the reasons for the higher rates of elderly 
suicide in Virginia  ard the frequent use of firearms. 

P. -tion for: 

* ~ee lder ly intheuseofdrugs~waystotaea l~ i ths tresS ,  
depression, changes and loss to avoid suicidal tedencies; 

* The family to enable them to recognize signs of concern 
poterrtial s&&ance -/misuse and suicide 

tendencies; 

* Professionals to assure awareness anl coordination of 
sewices, 

* The ueneral aublic to hcrease aammss of the needs and 
concerns of the older pcfxllation. 

C. Early Detection and Prevention: 

* Training in early detection for appropriate professionals; 

* Outreach targeted to high-risk populations. 

* A plan t o  target resaurces to meet these areas of by 
al l  human service agencies; 

DOcumentation of the need for additional services. 

E. Evaluation: 

* Plan to be evaluated lxo years after it. inplementation. 



~ D e p a r t m e r r t f o r t h e ~ ~ ,  i n c o c p e m t i o n w i t h t h e ~ o f L a b o r  
and Idustry, Departmerrt of an3 

. . , and of 
Virginia's busmess ccmmmity, sharld develop a y o f  coorention to 
prwide guidelines to -1- cm ways .they can assist caregivers in the 
workforce. 2hk plan should be irnplmmbd by July 1, 1990 and should 
include: 

A. Materials to educate -layers on the @lens faced by caregiving 
-1- and the ixapact of these problems cn productivity. 

B. Options for esrployers to use in designirrg personnel policies, 

c. l33ucational materials to be used by esrplayers to train their 
managcsnenrt and sxlpemisory staff to deal with ~ 1 q e e s '  concerm 
and stress as they pmvide care to a while working. 

D. Educational materials tjhich can be made available at the work 
place to w i d e  information and support to caregivers, 

E, D e v e l w  of a list of services needed in each camunity to 
assist caregivers. 'Ihis list shauld be used to target resaurces 
an3 to docunrent the need for additional services. 





Rris report mnmarizes three separate and extensive sb3ies tmmhckd on 
each of the problems cansideration: suicide amng the elderly, 
substance abuse by the elderly, anl the impact of family caregivirrg in the. 
mrkplace. Although them are clearly rrrnnrm elements amq the % tapics 
m3er considemtion, this study reviews each tcpic area separately in om3er to 
give full consideration to the unique nature of ead~ of these problems. A capy 
of the cmplete study on any of the topics, includhq the extensive list of 
references, is available fram the for the Aging. 

?he Department for Me Aging ac)oxlwledges the assistance of the follc~wirq 
organizations: 

Ihe Medicdl Oollege of Virginia/Vixyinia -a University 

Jeffezzon Area Board on Aging 

Earden S&ool of Wlsiness of the University of Virginia 

office of the Qrief Wcal Exminer of the 
virginia of Health 

center for Health Statistics of the Virginia Dcpx&~& of Health 

Virginia Center on wing 

Veterans  2khhMxat.i~ Medical center 

Virginia of Mental Health, MenMl Retardation ard 
Substanoe Abuse Senrice5 

Metropolitan Hospital 

Charter W&&bmoIc Hospital of R i a  

T h e  materials contab& in the studies on suicide and subshme abuse 
reflect the limited nature of avialable data on the tapics, especially on 
substam=e abuse by the elderly. Detailed descriptions of the r&hodology used 
are available in the full studies which can be obtahed at the Virginia 
Deparhnent for the Aging. Because of the limited data, the laost recent 
statistics are not used for cmparative ~rurposes in several circumstanaeS. One 
may assume that this data reflects the minimum m m b r  of elderly 'kiho ccrrranit 
suicide and a .  substance abusers because of -tes and under 
reporting. Conclusions in this report have been developed cmservatively 
because of these factors. 



T h i s  section of the report is a ccanpilation of the overall results of an 
extensive study of suicide amng the elderly conducted for the Virginia 

for the Aging by Nancy J. Osgood, Eh.D., Associate Professor of 
Gerontology and Sociology, Virginia C B m o d t h  University, John L. McIntosh, 
Ph.D., Associate Professor of Psychology, Indiana University at South Bend, 
Nancy R. Covey, B.S.ED., R.N., Graduate Student, Gemntology, Virginia 
m t h  University. 

These investigators reoeived substantial assistance . . froan the Dr. David K. WiecWq, Wayne Hufner, Patsy Corrrwell, F2egional -tors and Staff of 
the Office of the Chief Medical Ekarhx; Russell Booker and Dorothy 
-er of the Center for Health Statistics of the ~irginia Department of 
Health; Michael pules and Matthew MChgcjart of the Virginia Center on Aging; 
the Retimment Resamh Foundation; Indiana University at South Bend. 

The study of suicide among the elderly included: 
1. a review of available literature, 
2. an analysis of official mortality statistics on suicide fram the 

National Center for Health Statistics for the period 1968 through 1985, 
3. a case by case examination of 74 percent of all cases of suicides 

60 and over amuni t ted between January 1, 1987, and August 31, 1988 recorded in 
the Medical Emnherls regional offices thmughcPrt Virginia (249 cases) 

4. a quantitative analysis of all suicides of individuals 60 and wer 
d t t e d  between January 1, 1987 and August 31, 1988 recorded in the Office 
of the Chief Medical Examher (338 cases) . 

5. a public conunent period and two public hearings. 

NAnlRE OF THE PROBL2M 

?he people mst "at risk" for suicide are those 65 arrl older. CcPxlpared to 
yamger individuals, the old apenly axmumiate their suicidal intent less 
frequently (Jarvis & Bola, 1980), use more violent and lethal fneans (McInbsh 
& Santos, 1985-86), and less often attempt suicide as a nreans of gaining 
attention or to cky for help (Pasquali & Eucher, 1981) . All of these factors 
increase the risk of death from suicide for the old. The suicide rate of the 
old (65+) living in the cxmnmity is higher than that of the young. In 1983 
U.S. suicide rates were 12.1 per 100,000 for the nation, 11.9 for those 15 to 
24 years old, and 19.2 for those 65 and wer (National Center for Health 
Statistics, 1985). For elderly white men, who historically have the highest 
rate, it was 40.2. Thus, the highest rates of suicide for those living in the 
ccmnunity are found not among the young, as ~ ~ n y  in our society believe, but 
among the elderly. This observation has been true as long as official 
suicide data have been kept by the U.S. gwerment and is accurate for most 
other countries as well (Shulman, 1978). To date little research on suicide 



arrmq elderly residents of lorrg-term car6 facilities has been conducted. one 
study ccduzkd on the geriatric ward of the Veterans Adnuwtm . . 

tion medical 
center (Wolff, 1970) suggests that overt suicide does occur in long-tenn care 
facilities. 

Rre rate of suicide among the old has fluckuated wer the past several 
decades. Between 1950 and 1980, the national suicide rate for older people 
declined 26 percent. Frcan 1980, the rate has climbed progressively fmm 17.1 
(per 100,000) in 1981, to 18.3 (per 100,000) in 1982, and to 19.2 (per 
100,000) in 1983 for those over 65, as ocanpared to 11.9 for 15 to 24 year olds 
in that smne year (Osgood t NcInbd~, 1986) . N o t  only do older people kill 
themselves at a greater rate than their rnrmbess in the poplation, they do it 
with, as Seiden (1981) describes it, lldetermination and single-minaednes of 
purposeg1 rrOt encauntered among ycunger age qzwp (p. 265). 

Wing the 18 year period for which mrtdlity statistics were  studied 
(1968-1985) a total of 1842 Virginia residents aged 65 am3 above officially 
died by suicide. IXlring the mst recent time period an average of 124 01de.r 
persons per year conm-iiitted suicide. Virginia loses one of its seniors to 
suicide every 2.95 days. 

For the lrrost recent time period studied (1983-85) this represerrts a rate 
of 21.7 for wery 100,000 elderly Virginians. That rate may be cxsrnpared to 
12.9 for Virginians of all ages and 12.3 for yuung Virginians (15-24) . 
Themfore, the elderly in Virginia have a cllrrent level of suicide that is 68% 
higher than for the state as a whole and 76% higher than among Virginia's 
yauth. Elderly V i r g i n i a n s  are in fact at higher risk than the nationsls old 
(raW19.8) , (Figure 1.1) . For the natim as a *let b h m  all ages are 
d i n e d ,  Virginials older population has a rate that is 76% higher 
(rateC12.3 for all ages, 21.7 for older Virginians), 

Elderly suicide is uver-- among elderly Virginians as it is among 
the old in the U.S. as a whole. Older Virginians conprise 10.1% of the 
population, but contribute 17% of the suicides, By cmparison, Virginians aged 
15-24 were 17.7% of the population and accounted for 17% of the suicides. 
Older citizens of the Comonwealth are a high-risk poplation for suicide. 



Fiqurr? 1.1 Elderly Suicide Rrrtee i n V m  am3 -Urns.  as aMrole 
1968-1985 

- Virginia65, -- Nation 65+ 

Based sbth t ics  obtained fran the N a t i d  center for Health Statistics. 

DSfferesmes. Kl-, Odera, and Booze (1983) shad that the 
elderly who were suicidal - mom likely to take agents w i t h  higher 
lethality than yumg, and because of accapmyirq d c a l  pmblems were 
less able to survive an attenpt. PraWocrt and Wright  (1972) scrggest, however, 
that mmtality in t%e el-y may be attributed to social isolation, 
greater effort t o  avoid disocnrery, and delayed medical -on (p. 30). 
Wilson (1981) cites isolatian as a c c m b i h t i ~ ~ ~  factor in ixmasing lethality 
in suicidal a- in the elderly. Shnrlrman (1978) cartends that physical 
illnesses fxqwntly fund in elderly suicides may often provi.de a substitute 
cause of death over suicide, whermer there is any doubt. 

In a few studies "01d-old~~ (7%) have been sham to have the highest 
suicide rate (-, 1985; M%nbsh, 1984). Wlnerability and frailty in 
the 1gold~ld18 texk  to  make to attengks mre lethal. According t o  those 
tdm have canpared suicide amcq mricms categories of the old, the mold-oldlv 
are most likely to die fran suicidal behavior because of their reduced 
mical capacity and function, medical caplicatians, an3 social or physical 
isolation (K1-, Odera, & Booze, 1983 ; Wilsan, 1981) . 

V h i n i a  Data. V i r g i n i a  mortality data indicates that the suicide 
rate for the 65-84 year old grup is the highest. Indeed, there ws a 
significant hcrease in the rates of the 75-84 year old gmup. The suicide 
rate for the 65-74 year old grarp in Vhyinia displayed stability through the 
1968-72 to 1983-85 the frame. 2he old-old (8%) rate declined in the 1983-85 
period. Analysis of cases frm the Office of the Chief Medical Examiner of 
Virginia also indicates that individuals 60 am3 over who ccmitted suicide 
were primarity in the ycxmg-old (60-74) gmup (73%). 



Gerrder Diffemmes. ?he mst cotlsistent finrling in studies of suicide 
behavior is that and the ycmg attempt, anl men and old peqle ample-, 
suicide more fxeqenUy.  In 1970, and again in 1980, -tely me-fifth 
of all suicides anmq a t e  males were among those 65 years of age or older 
(- for Disease Control, 1985). Wte males are a t  highest risk for 
suicide & Santos, 1981). 

-igatiom of both suicide and attempt& suicide have Shawn that 
relatively mre males as a group use violent and lethal m o d s ,  e.g. 
firearnrS, hanging, junpiny, more -y. Females usually prefer less 
violent techniques such as po- a& suffocation (MdIntosh & Santos, 1982 
and 1985-86; Wilson, 1981; Klein-Sdnmrtz, Oderat & Booze, 1983; Proudfoot & 
Wright, 1972). Use of lethal methads imreases the likelihood of death f m  
suicidal behavior. 

Viruinia Data. Virginia mirrcrred all age groups of the mtion as 
male rates greatly swpssed female rates, accodng to  tfae m i t y  data 
analysis. T h e  1983-85 rate for elderly V h y i n i a  males was 44.2 W e  that for 
females kms 6.9. Four tilrrrr as mary older adult male Virg in ians  cadtted 
suicide as did older adult female V i r g i n i a n s  (Figure 1.2) , Also, of the 
suicides by persons over age 60 analyzed fran the Medical Examher's files,  
80% were male. 

Figure 1.2 
. . 

Suade Rates Amng Vixginia's Pnaprly by Set, 1968-1985 

Based on analysis of official mortality statistics obtained froan 
the N a t i o n a l  Center for Health Statistics. 
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Etbnic Diff-. W e  suicide rates for whites in the U.S. generally 
hxea& with age and peak w i t h  old age, #use for nonwhites peak in young 
adul- (gemrally in the 20's an3 early 30's) and decline thereafter. Non- 
white elderly mtes are law, particularly among the older poplation, and have 
rearained law aver time. @kInb& and J d l ,  1986; Oenter for Disease Control, 
1985). 

minis Data. Analysis of m>rtality data un Virginia indicates 
that the dcide rate for wfiiteS Was 26.3 for 1978-82, Up from 23.5 for 1968- 
72. %he mrwthite suicide rate was 8.0 for both time periods. The rates for 
older w h i t e  Virgin ians  are hi- than for older whites in the nation as a 
whole bhile the mn-bhite rate is ccmparable (21.6 and 8.4 for the nation). 
The hcrease in suicide rates obsemed for Virginia's elderly and its white 
elderly in particular was produced w y  by the high and increasing 
levels amorrg a t e  males. White male rates wem more than three times higher 
than any other sex-race gmuphq (Figure 1.3).  Other analysis indicates that 
94% of suicide deaths in Virginia are whites. 

1968-72 1978-82 
Period 

WM Rate 
WF Rare 
NWM Rak 
NWF Rate 

Based on analysis of official mortdlity statistics obtained fram 
W National Center for Health Statistics. 



Wtal Stalms Diff-. N o r m a m i e d  at a l l  ages are more 
1-y to ccaranit suicide than are married (Breed & Huffine, 1979). 
Studies consistently reveal that the widowed elderly are particularly 
vulnerable to suicide (Besardo, 1970; Bock & We3lber, 1972). Megenhagen, 
Lee, ard Gove (1985) faund, using 1979 mrtality rates, that a divorced 
poplation t\ms a t  highest risk for suicide but less so than in the earlier 
1959-61 data. In 1979, divorced females wer 65 had a suicide rate that was 
wer t w o  and one-half t i n e s  that for married elderly females. In all cases 
married elderly were at 1- risk than the other graupings for suicide and 
tbse with maritdl dhngtions thraagh widowhood or d i m  were a t  higher 
risk than nwer married. 

V i m i n i a  Da ta .  In V i r g i n i a ,  mortality data indicates the Ilcrmber of 
suicides by marital status are highest amng the married poplation a t  
essentially all ages because the largest m m b r  of individuals are married. 
Hcrwwer, when the rate of suicide is calculated, the married of a l l  ages are 
seen as the lodest or nearly the 1- in suicide risk. Rate apprmrimations 
inlicate that t h  highest suicide rates for the old are for the divorced 
papllation just as for the national elderly as a whole. Case r e v i e w  of 
recards in the W c a l  Examiner's O f f i c e  indicated that about half of the 
individuals were mrried (54%), 29% widowed and the remainder divorced or 
naer married. 

Diff-. A s  ncrted above, older V i r g i n i a n s  are at  higher risk 
than the nations's old (Rate of 21.7 mqared to 19.8). For the nation as a 
whole, when a l l  ages are e i n e d ,  V i r g h i . a t s  older poqulation has a rate that 
is 76% higher (raw12.3  for a l l  ages, 21.7 for older V i r g i n i a n s )  . Ebtosh  
(1988) f m  that V i r g i n i a  was one of only 10 states that evidenced inmxes 
in elderly suicide rates fram 1968-72 to 1978-82. V i r g i n i a ' s  elderly had a 
higher Suicide xate (23.1) for 1978-82 than found for the elderly in either 
the South A t l a n t i c  (20.3) of the SouU~m (19.2) region/division in which 
V i r g i n i a  is located (See Appendix A). 

W i t h i n  V h y h . k ,  analysis of suicide rates for the' 136 counties and 
-y reporting cities or for the 22 planning districts wuuld yield 
highly unreliable and variable rates due t o  the small numbers involved for 
specific counties/cities. (See qppendix A for raw data listing.) Ihe most 
reliable data are for the larger g-c divisions within the state and 
this  analysis focused on the Health Sewice Areas (HSA) of Virginia. Only in 
Health Service Area 1 (Planning D i s t r i c t s  6, 7, 9, 10, 16) w e r e  suicide rates 
higher than for the elderly in the state as a whole. The  old in H!SA 1 
e i t e d  the highest suicide rates for both the 1968-72 and 1978-82 time 
periods (23.7 and 29.4 respectively) . 



. . 
Belief Diffemmes. F&ligiosity has largely been cansidered in 

terms of the lmpact of religious aff i l ia t im or chm& mefilbership on rates of 
suicide for various g m c a l  @ations (Nelson, 1977). N&san1s classic 
study of institutionalized e l w l y  focused on the intensity of religious 
camnibtent to the use of indirect life-threatening behavior ( I m )  (e.g. 
refusal to eat or drink, or ingest d c a t i o n )  amorq elderly, chronically ill 
hospital patients. Nelsonls findings indicated that of religious 
beliefs mnoag these patients, reduced the poterrtial toward I .  The 
incidence of did nat differ greatly religious affiliates. Strong 
religious beliefs nurture feel- of wrthhess, and hopefulness which sexve 
to reduce feelings of helplessness (Osgood & m, 1986). 

Lasses atxl Sxsses of G n x i r g  Old. As Barter (1969) noted, with respect to 
the etiology of elderly suicide: lla precipitating -use may be less obvious 
and the suicide may appear to be a reaction to a tcrtal l i f e  situation more 
than arry single eventw. The W t i p l e  1- suffered by the elderly place 
than~aaxchstressat t imeof l i f ewfEn~are leas tres iStantandleas t  
able to cope. &conling to ~ a r v  Miller (1979), an older person is 
able to resolve a suicidal crisis or succunb to self-inflicted death is very 
m&afunctionoftheabilitytocapewi.thstsessw. 

Confmnted with Uxi? many losses and stresses of growing old, scane elderly 
lose their sense of personal identity and suffer fmn a decline in self- 
esteem, 1- self-coaceq?t, and a sense of meanjqlessness in  life.  Many 
becam seriously and lose all d v a t i c m  for working, playing, and 
even living. Loss, stress, dumnic illness, -ion and alcoholism are 
sane of the major factors reviewed in this section. 

Degmsim.  Ikpressian, the major factor in  late l i f e  suicide, urderlies 
two-thhds of the suicides i n  the elderly (Gurland & Cmss, 1983). Depression 
may result frum viral infections or fmm Par3chson1s Disease (Birren & 
Sloane, 1980). Those who have analyzed suicide notes of individuals of 
various ages have foml that the elderly express a sense of hopelessness and 
llpsycblcgical &ustionnl in mir notes (Qth, 1965; Darbonne, 1969; 
F&-bemw & Shneicbm, 1957, 1970). They are tired of l i f e  and tired of 
livhq. They have, just given up. The  sense of rage and anger which is often 
expmss& by younger people in their notes is absent f m  the notes of older 
individuals. 

Ik. A, a 66 year old Caucasian male a t t e d  suicide by drug uverdcse. 
H e  suffered froan heart disease, hypertension, diabetes and kidney 
disease. He was also being treated for depression and had a history of 
alcdiol and drug- abuse. His w i f e  found him in the bedroam after. he had 
retired early me night. He  had been drinking vodka, mse wine ,  and 
scotch. Momover, near the body weze 25 bottles of d i c i n e  for his 
various conditions, including rnrmeraus painkillers, tranqlilizers, and 
anti*-. He had a blood alcohol lwel of .6% and tfie immediate 
cause of death was drug werdose. 



Ala3mlism. Alcohol is a major factor in late life suicide (Blazer, 
1982). Many older adults turn to alcahol to relieve depression and 
loneliness. Ingestion of larye quantities of alcohol, huwever, actually 
increases depression and anxiety. In an early studiy of the relationship 
between alaoholh and suicide in late life, Gardner, Bahn, and Mack (1964) 
faund that alcoholics aver 55 years of age - at an especially high risk for 
suicide. 

CZlrcrric illness and Disease. The mrtance of physical illness as a 
factor in suicides has been borne a& in studies of suicide in elders who 
suffer fram scgae illness (Bachelor & Napier, 1953; Sahsbuq ,  1962; Dorpat, 
m, Ripley, 1968; ard Miller, 1976) . Many aged suffer fraan painful, 
chronic and often debilitating diseases, such as canaer, diabetes, 
Par of vision and Wing, and stroke. In a 1983 case caEEkY- as a cause of suicide by -1, mtt, and 
Brasure (1983), dab indicated that cancer patients were 50-100% more likely 
than non-cancer patients to amit suicide, pwiding a strong indication that 
health status should be considered in future attenpts to relate suicide to 
social envhmmmt. Other exanples of the inpact of illness on suicide are 
desmibed by Niswander, Casey, and Mmp3hrey (1973) and Osgood and McIntosh, 
(1986). 

While very few studies of suicide in nursing hcaaes have been conducted to 
date, those who have examined intentional life-wtening behavior in these 
facilities have identified high risk individuals in such setkbqs. Nelson and 
Farberw (1980) identified loss of ability to function as the major factor in 
suicide. Haever, specific enviromental factors wJxich elicit or inhibit overt 
suicide, suicide attenplts, or I lTB ammg residents of long-term care 
facilities, huwever have not been fully investigated and identified in the 
literature. 

Size of the facility, location, mmrship, staff-to-patient d o ,  resident 
case mix, and other facility &aracteristics have been Shawn to influence 
quality of care and patient mtcare variables. lhey also a- to influence 
suicide a- or IL3'I3. Osgood and Brant (1987, unpublished), found that 
suicidal behavior was significantly less likely to occur in high cost 
institutions than in those chary* less for care. They also found that 
awnership is a major predictor of suicidal death. Church-related and non- 
profit corporate facilities exhibi- a higher quality of care then 
proprietary facilities and were less likely to experience suicidal deaths 
among their residents than were pruprietary facilities. Thirdly, size of the 
facility appears to be a major predictor of suicidal behavior. Large 
facilities were significantly more likely to have suicides, than were smaller 
Ones. 



In general, firdings on methods used are similar to the werall  patterns 
of suicide methods cbemed for the nation. However, Virginia is a striking 
exception in that older V i r g i n i a n s  of both sexes employed firearnrs in 
rroticsably higher pmportions t h n  did the elderly in  the nation as a whole. 
O l d e r  Virg in ians  killed themselves w i t h  firearms in  80.3% of the suicides in 
the 1983-85 period (Figure 1.4). O l d e r  males in Virginia almost exclusively 
used fireanas (87.3%) . A majority (50.7%) of older adult females in Virginia 
wfro camitted suicide did so with firearnrs; yet for older adul t  females in the 
nation, less than 0 n e - W  (30.6%) used firearnrs. 

The quantitative analysis of the cases M g a t e d  by the Virginia Medical 
Exmainer &owed that 80% of all suicides of individuals 60 and wer were 
ccmunitted using guns. Thexe were also two statistically significant findings. 
Males 60 atld wer were significantly more likely than f d e s  60 and wer to 
use a gun to  0muni.t suicide. Eighty-six percent of men in Virginia suicide 
deaths used guns, ampared to only 52% of the warnen. ?he *vold-oldvv (75+) were 
mare likely to use guns to amnit suicide than were  the vvyouxq-OldN (60-74) ; 
and the *vyoung~ldM were nu& more likely to use dmgs than were  the "old- 
oldvv. Consistent also with national patterns is the greater utilization of 
poisans amng f e e s  than among males. The case review of the q l e  of 
records of the Virginia Medical Examher also revealed a consistently high use 
of guns (75% of the cases) . 
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. K., who was widowed, lived w i t h  his stepson and was in 
treatment for depression. Both Kr. K. Is mother and 
had been suicide victims dur- his childhood. Mr. K. lived nat 
doortothehauseinwhi&hismotherdiedandwasknuwnto 
s a m e t i m e s s t a n d a t h i s w i n d o w a n d l o d k a c r o s s t o t h e m a u ~  
his mcrther had taken l ife.  Ihe night before his suicide, Mr. 
K. was in unusually good spirits, according to his family. the 
day of his death, he got up early, washed and dressed. He took 
his sonls rifle froan its storage place and shot himself. 

While a large amxnrt of resear& attention has been to the 
investigation of the act of suicide and the suicidal individual, mch less 
attention has been focused on the fluvivors left behind in the aftermath. 
Existhg literature on su~vivors is based on case studies and ob6ervations on 
clinical papllations, whi& seriously l i m i t s  the general application of 
findings. IEesearch c o n f h  that individuals bereaved by suicide represent a 
very vulnerable population. Intense guilt, shame, denjal, hostility, 
depression, social isolation, and withdrawl represent the caaraaon seqwlae. 
Suwivors of a suicide also have an bmeased risk of mi& and mental 
health pmblents, and of suicide tAemelves, especially thase who witnessed the 
suicide (Andreas & Corey, 1978; Cain & Fast, 1966). 

A nmbr of factors contribute to the increased miherability of SUW~VOLS. 
These include: contacts with police and other officials w h i c h  serve to bring 
hcme the c- of the death and a saurce of additional 
stress; unique and difficult aspects of the funeral service and burial 
occasioned by suicide; blame heaped upon survivors by family, friends, and the 
cmnmmity; social stigma and cultuzal taboo against suicide; and lack of 
social m r t  offered to survivors. 

Iadt af Rrblic -. Suicide anzarrg the elderly is a ccwplex problem 
and affects different population groups in varying ways. Hmwer, it is clear 
that older persons as a group are a t  particularly high risk of suicide, higher 
than other porxllation groups. -re, Virginia's rate of elderly suicides 
is significantly higher than the nation's as a whole. Ihe effect of l i f e  
changes wh ich  often are associated with the aging process, including chronic 
illness, intennittent depression, widaJhood and loss, and feelings of being a 
burden to others, can cause suicidal behavior in older adults. The data 
indicates the need for pwention efforts focused on high risk populations 
within Virginia. Infonuation needs to be pravided to  the elderly, their 
families, the general public, and to professionals in the fields of mental 
health and aging. 



lack of Datta. Available data does not M c a t e  substantive reasons for the 
high . rate of suicide on the part of Virginia's elderly. The data also 
indicates i3mt specific areas within Virginia have a substantially higher ra te  
than ather areas. Again, available data does not indicate adequate reasons for 
this fhiing. Analysis also indicates a significant disparity by gender for 
suicicle with male rates greatly exceedhg female xates. Finally, the study 
showed that in Virginia there is a particularly high rate of use of fireamrs, 
one of the mst lethal msthods of suicide. %hese f- indicate the need 
for furtheJ: discussion of the issues and hxeased efforts to track and 
analyze the social support and mental health needs of older persons. 

Iadc of m. The extent of the pmbleu of suicide amng Vixyinia's 
elderly am3 the lethality of the nethods used indicate the need for 
professionals i n  the health, social services, and mental health fields to find 
new ways of reaching out to encumage older Virginians to seek treatment. 
Often, the elderly are reluctant to seek anmseling thKwgh traditional 
merrtal health treatmsnt centers and agencies. The physical and social service 
needs of frail elderly persons can conceal at-hey -logical needs. Limited 
resaurr=es of the humm service delivery s\ys&m as a whole can contribute to a 
prioritizing of needs w h i c h  ignores late life mental illness. 





Mzs S., 68, had a history of -ion and'attapkd sAcide. 
She suffered from em@ysem and a--is. She had been 
seen by her doctor the day before her suicide and received a 
prescription for sleeping pills. Mt- S. mtumed at 6:OO 
P.M. and ~~Kxx$& his wife was nagpins; at 9:00 P.M. he called 
the rescue squad, but she cmld nart be revived. Enpty p i l l  
bottles and battles of S c u k h  were fand by the bed. Forty- 
five (45) vials of presmipticm d c a t i o n s  wem sent to the 
Medical Exadnerws Offioe w i t h  the body. 

T h i s  section of report sunanarizes the results of an extensive study of 
s \ l b s t a n e e a b u s e m n o a g t h e e l d e r l y ~ f o r t h e D e p a r t m e r r t f o r t h e A g i n g  
by Nancy J .  Osgcmd, Ph. D., Associate Professor of Gerontology and Sociology, 
Virginia -th Uni-ity. Dr. Osgood received substantial assistance 
fram Dr. Dedxics Julius, C h i e f  of Fsyd.atry, Veterans AdnumHm . . tion 
Medical Oerrter; Marcia Lawton, Ph. D., Assodate Pmfessor of EEehabilitation 
Counseling, Vktqinia -th University; . W i d  X. Wiecking, the 
R e g i m a l ~  . . tars and the staff of tke Office of the Chief Medical 
EXmairreri Wayrre Thader, Saundra Rollins, ard Harriete Ih;lssell of the 
Virginia D e p r b m t  of Mental Health, Mental -tion, and Substance Abuse 
Services; Harriet Schudc of the Veterans AhMstration Medical Cerrter; Paula 
Moore of the Metmpolitan Hospital; Betty R c b r b m  of Charter Westbrook; and 
Nancy Ccnrey, l@vh BkQmuack, -1y Henley a& other graduate students and 
staff of Virginia c2mmmdlth University. 

The full study incl-. 
1. a review of pertirre3lt literature, 
2. a case review and analysis of a sample of 127 alcahol and drug related 

deaths for individuals over the age of 60 investigated by the Office 
of the Medical BQminer of Virginia between January, 1987 and August, 
1988, 

3. a quantitative analysis of 280 alcohol am3 drug related deaths for 
individuals 60 ad over investigated by the Office of the Medical 
Ekamhr of Virginia between January, 1987 a& August, 1988, 

4. a quantitative analysis of data f i les  an a l l  (10,147) suicide and 
alcohol and drug related deaths -ing in Virginia between 1979 and 
1987 as maintained by Virginia for Hsalth Statistics, 

5. analyses of data & b h e d  fram 829 individuals &o were receiving 
treatment for alcohol or drug related prcblens between August, 1987 
and July, 1988, in three sYbstanoe abuse treatment program in 
Ridmmd, Virginia (Veterans Adnum&m 

. . tion Medical Center (VAMC) , 
Richmmd PWmpolitan Hospital, and Charter Westbrook Hospital). 

6. citizen cclamnerrt cn the problem, including two public hearings. 



LX.7G MISUSE AND AWISE: OF 'IHE E?ROBLEM 

Although drug problems hasre 1- been reaqnhed an3 stwlied amrq the 
young, more researchers nclw abservirrg drug-related 
problems among the aged. Existing literature indicates that mb&ance abuse 
amang t%e elderly is a serious and increasirrg problem. While the majority of 
these drug problems are related to legal dnqs, includhq prescription and 
over-- (m) drugs, there is a small body of literature that 
sllggests a growing poplatian of older illegal drug -. 

Most available data on drug problems anmg the elderly is related t o  abuse 
or missuse of legal drugs. ("mn is the i n t e n t i d ,  m-c use of 
a drug, while Wswe8n is inadvertent harmful use of a dnq. )  Both 
-iptionandwer--drugsarelilaelytobeMormby 
the aged. Abuse usually coincides w i t h  the elder's need to  ameliorate 
psychological stress or physical pain and discmufort. Psydmbqic 
medicaticms are cited as the most often ahsed category of prescription drugs; 
sleep- pills, laxatives and aspirin mqmx3s are owe- dnags 
most likely to be abused. Drug misuse is related to a variety of factors sud~ 
as deaeaed aqnitive and mical abilities, lack of m i c i a n  Icncrwledge 
and/or follow-up care, loneliness, isolaticm and stress. at the 
public hearing of Spknhr 29, 1988 held by the D e p r b m k  for the wing 
indicated that cases of mltiple nmdicaticnm taloen by .the elderly was 
saaetinres e x k a d y  seriaus, in me case involvirqas many as -diffecmt 
r&ications. 

The elderly are mre suscleptible to adverse and toxic effects of 
medication than are members of the younger peplation ( N i e s ,  Robhsm, & 
Friedman, 1977; Cutler, ZaMdil, & W e r ,  1981; m, 1970; Ebme & 
Rochfoxd 1983; Salpnan, Van%r&bUr, & -, 1975). Absoqkion rates for 
drugs are inpaired in the elderly due to a metabolic functions. Fhysical 
limitations such as impaired vision and hearing and fine and gross 
mutor  coordination, axpled with ckumshd . . .  capitive func t id rg ,  and 
negative social situations also contribute to drug misuse in this poplation. 
1981). practices su& as sharing ard hoa&irq d c a t i o n s  plaoe the 
elderly a t  risk (Solaruan and Weiner, 1983). Ihe elderly also may "shop arcmil'' 
to  find a physician who w i l l  prescrribe what they &. 

Drug misuse in the elderly is lrat always the fault of the older 
individual. Physicians1 prescribing values and practices often a m t r 3 m b  to  
the problem. Physicians may fail  to effectively d t a r  dosages or educate th 
patient mgardhg the b p r t a m e  of schedules, diet dmnges, and side 
effects. Thus the patient may v i e m e  therapeutic failure or adverse 
reactions ( G i a n n e t t i ,  1983 ; Friesen, 1983) . In addition, the elderly tend to 
have a relationship with more than one physician and more than o m  ghnnacy 
(Raffcul et al,). This results in the incareased potential for adhrerse 
reactions fran dzug dinat ionrs  with less 1iWlihood of recognition for a 
long period of the. 



. . Lkug Z h s e  atld Misuse. Older people use far =re legal 
d n r g s . . t h a n y a a r g e r ~ .  Theyexper ience 'more~c i l l r sessesandof tRn  
mcgke medicatims to cope w i t h  and rnanage the synptcmrs (Estes ,  1977; Wer 
& Iewis, 1977). The Task Force on -ptia Drugs (1967), Schuckit (1982), 
and Basen (1977) all report that, al- % elderly (6%) constitute only 
11 percent of the pcplatia, IAey ce~wmre 25 percent of a l l  prescriptiun 
medications. Task Ebxce also noted that the average persan ovey 65 years 
ofageaquires~timsasmny~ibeddrugsandspe3ldsthvleetimesas 
n u b  far drugs as the individual under 65 years of age. Many authors have 
cited the fact that the elderly coawnae an of two to three 
-on medicatims daily. EYequmUy the elderly amsum more than three . . 7 drugs daily. AS the - of Emscription drugs immSe.5, so 
does the po'bkhl for adverse d o n s .  Wyme and Heller (1973) and Lenhart 
(1976) f& that 20 percent of the patients enbrhq W geriatric service of 
a hospital shm& e v m  of disorders directly related to the 
effects of - ip t i~XI  w. Resedr& by Butler (1975) and Carrt (1976) 
indicated that lukueJ- of drugs caused 30,000 deaths and 1.5 million 
hospital admissions ammg B elderly annually. 

IWy studies (men, and I?xss+zmsend, 1978; &hen, 1981; 
Pascarelli and -, 1974; it?d Febrsm and Ihrrmas, 1975) suggest that 
#xychoectives, sedative-.like tmrxpilizers an3 m i b e d  pain killers are the 
prescription drugs most likely to be intentionally abused by the elderly. 
-, lhney and lhlemmd (3.982) f& that a most carrrnnonly abused 
prescribed drugs were analgesics, anti-anxiety agents an3 sedatives. 
EW&emmm, aut of the clients surveyed, only bm-* wem takirrg their 
medicatims uxmctly .  Z i a n c e  (3.977) mprkd that 80 pe?xent of the adverse 
acute drug reactions anmg the elderly involved bzmpilizers or a sedative. 

- D n g w a m Z A h ; l s e .  -drugsmaybe 
taken alom or in cabination w i t h  pzescripticm drugs. Evidence sqgests that 
40 percent of persons over 60 years of age use an wer-- drug daily 
and may account for bm of eveq five drugs bkm by the aged. 'Ihis is a 
cmsuu@ion pattern seven tiaes greatez: than that of ycmq adults (Kofoed, 
1985). The nust frequAntly used m- drugs are sleeping pills 
(e, 1975; Swanson, & Morse, 1973), laxatives (Cummhgs, Sladen & 
James, 1974) and aspirin ampards CMr>rrant, 1975). 

O l d e r  pemms may &oose to use on??- drugs in place of 
pxescription drugs for a variety of reasms. Ihe elderly person may be less 
likely to have a r e l a t i e  with a particular m i c i a n  due to the physician 
ret i rbq or ehq, or they may no 1- be able to afford the physician's 
fees. 2he cost of prescripticm drugs also can lead to increased attempts t.o 
s e l f d c a t e .  Often,  01- persans have limited mbility and diff imty 
visiting a ghysician; w o r e ,  they use over-- solutions. Age- 
related -1- such as arthritis, hsamh, d constipation are f r q ~ l m t l y  
self-mted (Kbfoed, 1985). 



=@@ w m- Illegal drug prablems have loag been 
acknawleikpd as significant within the yc~lng pagulation, but not amng 
the old. li.1 the past it was generally fe l t  that long-term addicts die or 
stop their drug abuse before rea&ing old age (Winick, 1962). Huwever, 
more recent studies (Capel and Stewart, 1971; and Capel and F~QECS, 
1978) demm&rate not only fact that there are older illegal drug 
-, but also that this population is graving. Based on their data, 
QpelandElepperspmjectedthat1Wthinthenexttenyearsthenumberof 
addicts over age 60 would triple or quadruple." 

Ihe problem of illegal drug abuse in the elderly pcplation has been 
-ted. Certain characteristics of the elderly addicts seem to 
make mare adept a t  concealing the drug use. ZAged illegal drug 
addicts tend to  take lower dosages of dmgs and to use drugs less 
fmqently than do addicts (Capel, G o l d s m i t h  and Waddell, 1972) . 
ELascarelli and F- (1974) feud that the older addict w i l l  a 
law profile and avoid -, arrest and mlic attentian. The  data 
also indicate that older illegal dnxg abusers are more liJcely to be 
socially isolated. Most imestigators agree that abuse of illegal d n q  
is mre cgnarm among white males and the old" than amang females, 
blacks, or the "old old" (Peppers & StaYer, 1979). The studies also 
~ t e t h a t t h e o l d e r i l l e g a l d r u g a b u s e r i s t h e ~ a d d i c t w h  
has w i v e d  into the senior years. (Ba l l  and Urbaitis, 1970; and Capel 
et al. , 1972) . 

W e  the first article on alcd'lolism among the elderly al?peared in 
1948 (seliger), only very recently has the literature reflected an 
m i a t i o n  for rnrmeraus axiplex factors in la te  l i f e  alccholism and 
atteapted to evaluate their role q i r i c a l l y .  Qne of the difficulties . . in the extent of alcohol ahlse among the elderly is that 
several factors make it likely that they w i l l  be dt ted  frPm reports of 
a l e 1  abuse. The elderly are less 1-y than the general poplation 
to be referred to an alcdml abuse treatnmt program. Problems at work 
and marital -1- are tm conmrn sources of alcohol abuse r e f m s .  
Sime many elderly are retired and widam3 in increasing numbess w i t h  
age, these referral sarrces are lost. Drivers convicted of drunk driving 
violations are often referred to alcuhol treatmnt programrs. The elderly 
drive fewer miles than ather adults and are less likely t o  fa l l  into this 
category. For these reasons, prewilm data an alcaholisn and the 
elderly may go undeP3zporkd. 

A l a h o l  We. ?here is a w e l l  documented decline wia age in the 
percentage of people who drink. Different studies report vary- 
-ges of alcahol use, - appmxhately 50% of the 60t age group 
abstains fram alccrhol intake; and the -ge of abstainers increases 
w i t h  age (Bailey, IEaberman, & Alksne, 1965; Barnes, 1979; Mepxs,  
Hingson, Mucatel, Heeren, & Goldman, 1985; Goodwin, !Zm&ez, 'Ihaaas, 
Mmt, Garry, & Gocdwin., 1987; Douglass, Schuskr, & MXlelland, 1988). 
'Ihis is a significant decrease fmn the 71% of the 30-49 year old 



poplatian wl.bo drink (Atkinsan & Schwkit, 1981) . Hamver, reports of the 
decreased -on of alcohol anmg the eldexly do vary amng studies. 
For ex;maple, Barnes' (1979) survey in Buffalo, New York fcmx3 that only 
31% of the 60 am3 we.r gmup abstained fran alcohol. Yet, Meyes et al. 
(1985), in their survey of elderly Bostollians, fcxnd that more than 50% 
of the poplation wer the age of 60 abstained from alcohol. In another 
study, 52% of W 65 years old and over reprted no al-l constqtion 
(Goodwin et al., 1987). Dauglass et al. (1988) faund 42% abstinence in 
their -tive m l e  and 69% abstinence in  their elderly graup 
living in subsidized housing. 

Ihe increase inthepercent of elderlykdroabstainappearstobegin 
at  50 and rises sharply i n  the seventies (Meyers et al., 1985; Bxms, 
1979). -1y females are mx-e likely than elderly males to  be non- 
drinkem (Barnes, 1979; m, 1980; et al., 1985; Goodwin et 
al., 1987). Other factors pocsitively related t o  are law levels 
of education? f d g n  birth, as w e l l  as Jewish ard black ethnic heritages 
(Meyers et al., 1985). 'Ibis same study also f m  tha t  wid- and 
w k h e r s  were less likely to  drink, *ch is scmahat at  odds w i a  the 
finding of Bailey et al. (1965) of increased a lcch l  abuse among elderly 
w i d m e r s .  Douglas et al. (1988) f o w l  no evidence that l ivhg alone 
increased or the prubability of alcchol commption. 

AlalMl Ahsee A l c c h l  alcluse is the most form of substance 
ahuse the elderly (National Institute of Alcohol Abuse). Estimates 
of alcchol atuse or  a l c o h o l h  among the elderly range frwn 2-10% (MAA, 
1982). Actual pxwalence depends on the specific population of elderly. 
Sdmckit and Pastor (1978) estimated that the incidence of alcoholism in 
elderly patients in ravsbq haDnes and hospitals is 1520%. Schuckit and 
M i l l e r  (1976) dhgmed nearly 20% of people aged 65 and over i n  
gemral d c i n e  wards as alcoholics. Haklwer, only 9% of the elderly 
were "active alcdunlicsrr, i.e., still &biking. 

El-ly men are a t  much greater risk for abuse of alcohol than 
elderly wpmen. In one cmxnmity survey am%cted by Rathbone-McCuan and 
associates (1976) a ra t io  of 5: 1, males t o  females was found. In d i s -  
ca?ss+ a l e 1  abuse among the elderly, the 1iteratw-e often 

early-onset almholics fmn late-onset alcoholics. There 
is no clear demarcation of these gxuups, but any d r j n k i q  1jro3>lem that 
begins after the age of 40 is generally amsidered t o  be 1ab-mse-t. 
Early- alcholics have a history of long- and d t t i n g  
d r w  thmu@m& life .  Iate-oaset alcoholics tend to  have no severe 
antisoda1 or psychiatric prcbl- or l ifestyle disruptians. Zimberg 
(1974) estimates that about bm+hbds of older alcoholics are "early 
onset survivors" and one-- are "la-t prablem drinkersn. 

Raadoxically, there is believed to  be a significant decrease in the 
number of lifelong o r  early-t alcoholics that persist frrto old age. 
Alcoholism is thought to  be a self-limiting condition in that chronic 
alcohol atuse is associated with h m a e d  health problems ah3 mrtal i ty .  



Medical ChplioW of A l M  Abuse. The fact that alcahol abuse 
is a problem for 10% or less of the elderly population does nut indicate 
an insignificant pmblem. Given the unique health status of the elderly, 
both alcahol use and abuse are very hprtant issues. 'Ithe follawing 
physical prob1e.m~ are related to alcaholism in the aged: decreased 
ability to perform mator tasks; profound changes in sleep patterns; a 
nuniber of diseases such as inflamd intestinal tract, pancreatitis, 
ketoacidosis, hypetlitemia, fatty liver, gat, alcoholic hepatitis and 
cirrhosis; decreased resistance to infections such as pneurmnia; negative 
effects on the cadiovascular system resulting in hypestensim and 
cardionyopathy with heart failure; and insensitivity to pain. Also, the 
@ysiological impact of alcohol is significantly greater in elderly 
individuals. For a given dose of alcohol, a 60 year old individual will 
have a 20% higher blood alcohol concentration. 

A l M  and I2rug Irbmckiat~~. Drug interaction. ,with alcahol is a 
serious problem for the elderly. Seventy-five percent of persons 65 and 
older take at least one prescribed medication (Kasper, 1982) . Even those 
who only drink alcahol occasionally are at risk; heavy drinking ard 
alcohol abuse can create even more serious problems. Most of the. major 
drugs taken by the elderly have adverse inte.mctions with alcohol. 

aLe Alcxhol-Suicide Cc . The connection between alcohol 
abuse and suicide is well documerrted (Roy & Linnoila, 1986). More than 
one-- of all suicides in the United States are related to alcohol 
(m) Alcohol and suicide are serious related problems amrmg the 
elderly. Although the association alcohol and suicide is high in 
every age-grc~rp, it is greatly increased in the elderly (Blazer, 1962). 
Bienenfeld (1987) reported that elderly alcoholics8 risk of suicide is 
five times greater than thancoholic elderly. (Also see Osgood, 1986; 
MCIntosh, IIuhbard, & Santos, 1981). 

Based on analysis of the cases investigated by the Office of the 
Medical Examher, V i r g i n i a n s  60 and wer, who died f m  alcohol or drug 
related causes or who had a blood alcohol content of .08% or wter, 
were pr-ily w h i t e  (72%), male (79%), and in the lfyomg old" (60-74) 
age group (91%) . Most were unmarried (79%) . Table 2.1 indicates the 
demographic characteristics of alcohol or drug related deaths 
investigated by the V i r g i n i a  Office of the Medical Examher. These 
general patterns were reinforced by other data analyses. 

Of those persons over 60 receiving treatment at the three substance 
abuse treatment centers studied in V i r g i n i a  only one individual in the 
6 0 t  age group was receiving treatment for a drug-related problem dur- 
the time period studied. Individuals 60 and over, on the other hand, 
were receiving treatment for alcohol related problems and accounted for 
20 percent of all alcohol abusers. Table 2.2 indicates the 
dmacteristics of individuals in substance abuse treatment programs. 



DF - - . . 
Wle 2.1: o f A l ~ M D m t h s  

f r c l a ~ y s i s o f c a s e s f r r m ! ~  
V b q h i a  Offiae of t b  Medical ESominer 

J- 1, 1987 - PJqust 31, 1988 

Male 
Female 
Total 

C a w i a n  
Non-Caucasian 
Total 

unham 
Married 
D i m  
W i d a d  
N e v e r  Married 
Total 

central Virginia 114 
No- Virginia 26 
Tidebater 54 
~ V i x y i n i a  A 
T#al 280 

*ALL pwZmmg= are -* 



Table 2.2: Dmmgqhic . . of ndilmuals 
i n ~ A t n t s e ~ P r o g r r r m s i n ~ i r g i n i a  

PIugust 1, 1987 - July 31, 1988 

---- 

Characteristic P e r c e n t  

Gender 
Male 
Female 
Total 

Race - 
Caucasian 
Non-Caucasian 
Not Defined 
Tatal 

Acte Grcrur, 
< 26 
26 - 45 
46 - 59 
60+ 
Total 

Marital Status 
Married 
Unmrried 
Nut  Defined 
Tatal 

*All percentages are rounded 
*Inconsistent N1s result from missing data 



Age m. Table 2.3 pmsenb an age breakdam for the sample 
-on of al&l and drug-related deaths in Virginia. WenQ-six 

of all suicides and --related dea- were 60 and wer. 
-, pexsons 60 and over accanrted for --six percent of the 
al&l related deaths. 

!kUe 2.3: Rmakdmm far  AlcdxiL- d . . Deaths 
fmm Virginia V i t a l  -, 1979 - 1987 

. Dmg-Related A l e 1  Related Suicides . Total 
Factor Manber % Number % Iwmber% Number% 

Differences Betwen Acre Qmms Un&r 60 and 60 and Over. 
Several Statistically significant diffemncs were famd heheen age 

groups (urder 60 and 6W) khen 1- at individuals in sulbstance 
ahse pqrams. -, a ampdxm of al&l axti drug-related 
deaths and suicides reveals that V h g i n b s  under 60 were cmsiderably 
more vulnerable Umse 60 axxi over for for all three types of death. 
When only pcpiLation uver 60 is coarsidr=red, of the types of 
deaa, .thase 60 and wex were amsiderably nore wherable to alcuhol 
related deaths. A steady pattern of kzease in alcohol related deaths 
for thnse 60 and aver was  noted between 1979 and 1986, w i t h  a decmase 

1986 E& 1987. 

Differences Bebeen Y m .  Middle-Aued, and O l d  W h e n  
individuals uzkr the age of 26, 26 to 59 years old, and 60 an3 over in 

treatment pqmms studied in Virg in ia  were aaqared, genler, racial, 
and marital status differences were faund. Although males of all ages 
are amsiderably more 1i.kl.y to be receiving t r e a m t  for alcohol 
related problesns, females in the youyest and oldest age groups are more 
likely to be in treatment for alcchol abuse than are females in the 
middle age group. By Coatrast, males between the ages of 26 and 59 are 
rmch mre likely than males in the 26 or 6O-t age group to be in 
treahent for alcohol related pmblems. 



Differences Be- "YWM Oldw and "Old Oldtt the 60 
and wer age gmup statistically signif i c .  differences - identified, 
in the analysis of Virg in ia  vital statistics, betwea~ ttycorng old9I (60 
to 74) and the "old oldw (7%). Although the "ycung old** were more "at 
risk" for all types of death, they were cansiderably more I t a t  risk" for 
alcahol related deaths. (See Figure 2.1. ) Ninety- percent of a l l  
a lcaholre lateddeaths~thosecrrer6OoccurredinthE!60to74year 
old age group, cap red  to only nine percent in the 75+ group. Eighty- 
one - of all drug-related deam among - wer 60 ocaurred in 
the oldtt group, crrrp#red to cmly 19 percent in the l*old oldtt -- 
pisure2.1: Diff-incauseof- - "Yamg-oldn ard "OId-old" 

Virginia V i t a l  s h t ~ & ~ ~  . . 
I&#xx~s (19790l987) 

Alcohol Related Drug Related Suicide 
Death8 Death8 

Young-Old (60-74) Old-Old (75 & Over) 

Data from Vital Statistics Records 
1979 - 1987 



Gerxk r  Factars. One major difference dkcmesed be- alcohol 
and drug related deaths was that males were mch more Itat risktt for 
suicide and alcohol related deaths than were  f d e s ;  W e r ,  in the 
case of drug-related deaths raales and females were at appmcbdtely equal 
risk. T h i s  pattern was faund for individuals under 60, as b e l l  as for 
those 6W. Males accounted for 74 percerrt of all alcohol related deaths. 

Analyses of trealment progranrs revealed that males of all ages are 
considerably more likely t o  receivirrg treatmmt for alcahol related 
prablerns than females. Only twelve percent of elderly who were receiving 
mrnent were female (See Figure 2.2). 

Figure 2.2: G e r r k r  Diff- in A l M  Akrse 
~ D i f f ~ P q e G r o u p s  

i n S e l e c t e d ~ P m g r a m s i n V j x y i n i a *  

Under 26 26-59 60 a over 

Male Female 

* Based on data obtained medical records treatment facilities. 

Hawwer, further analysis revealed a statistically significant gender 
difference in alcohol abuse between *Iyoung oldtt (60 to  74) and ttold old 
(7%) individuals i n  treatment. In the "old oldgt grcorp considerably more 
fanales are being treated for alcohol abuse than in the tlyoung oldtt 
group. Ninety percent of individuals 60 to  74 years of age, who are 
being treated for an alcohol related disorder are males ccarrpared to only 
10 percent females. In the 75 and w e r  group, on the other hand, only 
60 percat were  males and 40 percent were females (See Figure 2.3). 



Figure 2.3: Genaer Diff- in A l a h o l  
EWween Tanq Oldm and Wid OMm 

in Selected Weahmt Prograas in Virginia* 

75 a Over 

Male Female 

* Based on data obtained fran medical records in treatnmt facilities. 

Racial Pactnrs. Differences in race were fcxlrd in dl-1 related 
deaths by age gmup. Caucasians were more vulnerable in bqth unde;r 60 
and the aver 60 years of age m; hawwer, the d i f f m  was more 
prcnaunced in the older age m. Similiar racial diff- between 
age graups were also faund for drug-related deaths. 

A caparison of racial differences between the three age grpups 
meal& Wt, al- Caucasians are =re vulnerable in a l l  three age 
categories, the racial difference is rmuch mre prcmmced in individuals 
under 26 and those 60 and aver than among those 26-59 years of age (See 
Figure 2.4). 



Under 26 26-59 60 6 Over 

Non-Caucasian Caucasian 

* Based on data mined frow d c a l  records in t r e a m t  facilities. 

S i m i l a r  patterns of racial differences in cause of death also 
fom3 in bath age groups based on analysis of Virginia Vital Statistics. 
Caucasians 60 ard over weze more likely to die fran alcahol or 
drug-related deaths and suicide than were non-caucasians in W 6CH age 
group. Seventy-faur percent of all a l e 1  related deaths mnmrg those 60 
and over were caucdsian, ccaapared to 26 percent -mian. Eighw- 
eight percent of all drug-related deaths in those 6CH were Caucasian; 
whereas, only 12 % were mucas ian .  (See Figure 2.5) 

Drug -Related 'Deaths Alcohol-Related Deaths 



Ehrital status -. In individuals 60 and wer married males are 
a t  considesably mare risk than married females, based on the data 
abtained fram the study of treatmnt caxters in Virginia. Similarly, 
unmarried males are a t  considerably greater risk than unmarried females. 
Unmarried females are a t  greater risk than =ied females. An mite 
pattern cbmcterizes males in which married males are a t  -idexably 
greater risk than mmmied males. 

W i d o w e d  females 60 ard wer were cmsidembly more likely t o  die fran 
alcuhol or drug related causes than were widwed males 60 and over. 
-, single or divorced males 60+ wexe a t  ~reater risk of SIX% 
death than were single or divorced fenales 6W. Forty-eight peroent of 
widowd f a d e s ,  caapared to mly 20 of widawled males, died fmn 
alcuhol or drug-related causes. TkienIq percent of divorced males, k u t  
only eight percent of divorced females, died frau such causes. 

Udc of Data. The research sunmarked above provides preliminary . 
dommntationof theextentandnatureoftheprablaaof -abuse 
by the elderly in Virginia. Infomation on W extent of the problem of 
drug abuse is particularly lacking from human services -tion 
systems. Futtaer efforts are needed to develap a greater -ledge of the 
drug and alcohol misuse/alruse of older V i r g i n i a n s  and to develap 
an action plan to address the pmblens 

Iadt of FubI3.c -, Although thexe are national canpigns 
againstdruguseandabuse, theriskofmisusearrdabusefortheelderly 
as a group has not received a-te attention. abe factors of aging, 
such as metabolic and ahysiological changes, when e i n e d  With a S c  
illness, make the elderly especially e l e  to drug misuse. Ihe 
werity of the stress of the l i f e  changes associated with aging further 
encumge the potential for drug and alcchol misuse and abuse, such as 
how reduced inaxe leads to the problem of shar- d c a t i o n s .  I%wever, 
these factom may also serve to mask tAe results of hqpqriate use of 
prescriptians and aver-- medidton. There is a lack of 
a- on the part of the elderly and their families of the paterrtial 
damps of extensive use of presa5ptions and over=- 
medications and of the -its of alcohol and substance abuse 
t r e a t Z e n t o  

lack of F?mfessimal JWuems, The elderly consunre more than 25% of 
all prescription medicines, but monitoring systenrs which are needed to 
p w e n t  excessive dispnsing of drugs an3 to check on praper use of 
dosage are not generally utilized as mch as passible. Medical 
are sanetimes unaware of f u l l  range of a d i t i m s  for d c h  the 
patient is be- treated. EWWermore, because the elderly do not seexn to 
be perceived as a high risk gmq, special efforts to rea& at to this 
poplation are lacking. A s  noted above, only m e  person over the age of 
60 had been treated in the substance abuse treatment centers over the 
time period studied- 





This section of the xeport is a study of adult- care in 
Charlottesvillef s work force by Gon3a-1 Walker, Executive Director 
of the Jeff- Area Board on ?qing. Substantial help and was 
pmvided by the D t m h  Graduate Business School of the University of 
Virginia and the Charlottesville-Albemarle Chamber of Cameme and the 
Charlottesville area enplayers listed in the Assistance was 
provided by Temsa L. Foster, Anthcoly J. Ehglid, Jr., Mark Behler, Janet 
Abraham and Ea Jones. 

Today one person in eight is wer age 65, but by ttae year 2025 the 
ratio will climb to one person in five. Ferscms turning 65 today can 
expect to live another 16 years, and the prospect for greater lonyevity 
contimes to rise. Ihe fastest grcwing segment of the elderly, those 85 
and older, w i l l  almost double in  the nact 20 years. It is in these later 
years of l i fe ,  as pmlonged dependency becames more cxamxplace, that 
pexscms are likely to need help with basic activities of daily living. 
Althaugh 6% of persons over age 75 and 22% of persons over age 85 live in  
nursing hnaaes, the large majority of older persons medhq help live in 
theiruwnhameorwithafamilynmber. 

Over the years, gemntological resear& has cunsbbntly shckJn family 
members to be the primary caregivers of the frail elderly. Family lmembers 
prwide fmm to eighty percent of all in-hame cam. Increasingly, 
the capacity to sustain this level of care has been affected by social 
transitions that cut across many public cmcems. 

Why is care of the elderly by families a gruwing concern? 

* The nuniber of baby bocmrs, a ~~T;RIP SaPetimeS identified as 
the sandwich generation, are caught bebeen caring for mir 
children and their agitq parents. 

* In the 19501s, 75% of families consisted of a father who 
worked and a mother who stayed hate w i t h  the children, 
today, only abuut 10 percent of families fit this mold. 

* Geographic mobility of the American m a t i o n  is creating 
nunemus lcsng distance families. 

* A s  recently as 1975, 30.8% of married wranen wia children 
one year or ycnmger w a e  in the work force, now 49.8% of 
these vanen work. 



* The increasing divorce rate is creating fmgmnted and 
redefined families. 

* Feople are living longer due t o  advance in medical 
tedmologies and @roved access to health care during their 
l i f e  times. 

* ApPmxhmtely 10% of a l l  persons wer age 65 need help with 
basic activities of daily livirrg and the mrmbers hucase as 

live longer. 

* Fmnilies, particularly daughters, continue to be the 
predaminarrt givers of care, and most of these wonen a .  naw 
in the work force. 

The responsibility of r a x k r h g  care on a daily basis can pose 
cansiderable problerms for the workhq family who must serve as the 
first line of support t o  an aged relative or friend. As a result, the 
caregiver's aaployer is also affected because caring for a dqmdent family 
rmber often has dramatic bplicatias for a worker I s  productivity, health, 
job level, and financial status. Sane prablems associated with -ivirrg 
are -, bxdmess d didnhhd work performance. Often, the 
enplayed caregiver has no choice h t  to use work t h  to arrange and 
mordhate care for an elderly family member. 'Ibis issue is likely to 
i m p a c t m ~ e n p p l o y e r s a s t h e n a w b e r o f w ~ m e n h ~ ~ r k f ~ e r p # n d s  
axfi as the mmber of elderly an3 disabled mqukirg family care coartirrues 

grow* 

Rscent studies of major -ican corrprations have shm that 20 t o  
28% of tAe ~ r h m  studied pmide cam to an elderly relative a t  least 10 
hcxusperweek. Wamenartsnrmbermen2to1asprixmrycaregive~sandthey 
~ l y t h r e e t h s a s l l l a r r y h a z r s o f h e l p p e r w e e k t h a n t h e i r m a l e  
ambrprk. A 1982 National lmq- Care Study faund that 11.6% of all 
care giving da- had quit their jobs to take are of an elderly parent=. 
Those a had q u i t  W jabs, msre than any other group of wcmm 
empluyees, had worked because they and families needed the incane. 

Irrterest in learninrJ the extent family caregiving issues influence 
work responsibilities and vice versa, led the Jefferson Area Board for 
Agi.x~ (JAEA) t o  conduct a studty of ten large pblic a i i  private organi- 
zatims with a ccanbined work fome of wroxhately 10,500 in the 
Qlarlottesville area. (See section on survey findings for the list of the 
participating organizations). 



There were four major goals of this study: 

1. To identify family care responsibilities of employees in 
various private and public organizations. 

2 .  To detenuine to what, extent these caregiving responsibilities 
affect job performance. 

3. To identify the different types of assistance these caregivers 
could use to help balance satisfactory job perfommce and 
caregivbg responsibilities. 

4. To h t e  employers and +he public mgaxdhg enployee/ family 
caregiver needs. 

Prior to the distribution of survey inskmmb to employees, JABA 
staff met with the dizectors of participating organizations. IXle 
in large part of their cooperation and ass* nearly 3,000 
c p e s t i w  were m. M- ths full early in 
1988, involved both child care and eldexcare amcems, this report will 
focus on those respormderrts who provide care to an adi l t  family maker. 

SURVEY FINDINGS 

The ten organizations selected to participate in this study vary in 
type of business, location, and number of persons enplayed (a tatal of 
10,482 full and part-time employees). More than 27% (2,809) of the 
ambined work force of these organizatims returned questionnaires. Of 
these survey respondents, 266 (9.5%) provide care to adult-dependents. 



Table 3.1 

Organization 
(tme of business) 
Alkemrle Co. 
an3 SdloOls 

Centel (tele- 
d c a t i o n s )  

Umrlcktesville 
Sdxlols 
City of 
Charlcktesville 
-gra (food 
P-W 

FrankIx&sons 
(*=) 

GenaziL Electric - 
F'amc (electmnics) 

K l - m l a s t  
( p l d = )  

University of VA 
Hospital 

V i q i n i a  Rwer 
(public utility) 

# of 2alI.t- 
DeP=d=t 
Caregivers 

(% of resamdents) 



As Table 3.2 illustxates, more than bm-thixds of the respadents 
who care. for adult4epmients are female. !lhey have an average age 
of 44 years, with 90% aged 30 or older, The majdty are white 
(79%), have had a t  least same college ed~1&5on (64%), and are 
married and living with their spauses (67%). C k g - W ,  huwever, 
cope with their caregiving responsibilities without B help of a 
spause. 

Table 3.2 
Caresiver Damamllhics 

Sex - 
Male: 31% 
Fernale: 69% 

Race - 
white: 79% Elesaerrtanr school: 2% 
Black: 15% Middle &l: 5% 
Other: 6% High school diplapa: 28% 

Sane college: 21% 
College degree: 22% 
Acwancd degree: 21% 

Emlavment and Income 

lfae adult-dependent caregivers who responded to this survey 
represent a variety of cccuptions. Table 3.3 categorizes them by 
job level and provides additional employmint and incam= infomation. 

Table 3.3 
Em1ovrm-k and Inmne Data 

Job level 
I1Blue mllarI1 wrkers 
vb=, . . mgers, 
admmwtmto~s, f executives 
doctors/mmzes, professionals 
teachers 
office workem 
other 

26% 
17% 
15% 

less than 1% 
9% 

N1-tinre employees: 97% 
Working at more than one job: 10% 
Married merits with wag- spauses: 78% 

Familvls annual income 
under $15,000 

$15,000 - $24,999 
$25,000 - $34,999 
$35,000 - $49,999 
$50,000 - $74,999 

Over $75,000 



The majority of adult- caregivers (57%) have annual family 
incosaes under $35,000, -rting an average household size of 3.1 persons. 
'Ibis latter figure may be misleading. It is ~~ to note that 56% of 
the adult- do nat live in the -iverls m, many of w h m  
(36%) may receive financial -rt frcan an enplayee caregiver. 

Characteristics of Adult--& 

As Table 3.4 indicates, mthers constitute aver a third of the 
adult- m v i n g  same type of care, while spouses ccanprise 
14%. Almost half (44%) live in the caregiver's household, am3 of 
those who do not, 54% live in the sane building, the same 
neighborhocd, or the sane tawn. Their m d h  age is 72 years, and 
they confmnt a number of physical disabilities, with high blood 
-/heart disease and difficulty with vision and hearing being 
mast prevalent. (See Table 3.4). 

Table 3.4 
Adult-kmendent Characteristics 

Relation of m t -  
Merit to caresiver 

MUther 
sP-= 
-in-law 
Father - 
Father-in-law 
Non-relative 
Aunt or Uncle 
Grandfather 
other 

Livina An;ansesnents of Adult-- 
With - 44% 
Alone 24% 
Alone with spause 9% 
In a nursing hane 6% 
With another relative 6% 
OUler 10% 



Table 3.4 (cont'd) 

Adtult-Dweriht Characteristics 

mt-Derwderrts' Iiealth Probl~sns* 
High blood presare/heart disease 42% 
Difficulty seeing 27% 
Difficulty Wing 26% 
Fbor b l * .  cwrtrol 22% 
Serious illness (cancer, 
Parkhamts Disease, e.) 19% 

Breathing Disa- (amma, 
=PW==t 18% 
Problems eating (badly fitting dentmes) 13% 
Tatal or partial paralysis 7% 
Missing or mnfmcticmal links 7% 
Brdkenbanes 3% 
Other 30% 

*nrultiple responses accepted 

lhbty-five pexcent or more of the adult- camgivers 
help w i t h  managesnent of finanoes, persolnal care, 
transportation to msdical appointments, and pmndmg 

. . C a p a n i e p  . 
ThMy-six peroent also provide direct financial sqq?ort. (See Table 
3.5.) Far in ten caregivers Mcate that the adult- has 
no systesn of fri& or support outside of that pravidsd by the 
reqxm%&. Six in ten caregivers mst manage their caregiving 
responsibilities wi.thcplt additional help, and 60% rely cm this source 
quite a lut of the time or more often. 

Table 3.5 
Time of Qre Pmrided* 

HoU-W??irrg 60% Fersomlcare 37% 
m O = + h i ~  57% Prariding direct 
Managelnent of finanoes 48% financial 36% 
Transportation to medical Giving medicine 25% 
ap- t s  42% Other 14% 

*multiple responses accepted 



Al- 65% of adult-ents contrhute money toward their 
uwn care, the cost of pruviding quality care is still prohibitive for 
many caregivers. I&qmkhb report that cost an3 availability are 
the most i n f 1 W  facbrs affecting the quality of care they are 
able to pmvide hhile they work. (See Table 3.6. ) Almost Wo-thbfk 
of the caregivers, hwever, indicate a willingness to help pay for 
services if adult care were made mre available. 

Table 3.6* 
Factors Affecting Quality of Care 

F & s m X k n t s  is Able to Pruvide While at Work 

Factor 
Amability 
Cast 
Distance of care site to haw 
Tmmporhtion 
Distance of care site to work 
Other 

Ferenhge Finding 
Factor Influential 

U t i p l e  mqmmes accepted 

Balanch Carexivim Resmnsibilities with Work 

In work and family responsibilities, mre than 
omqurbr of the (28%) experience stress on the job 
nu& of the time or more. Faur in ten (39%) experience stress at 
t#rme mu31 of the time or more. ?hey also report encombring an 
average of 3.8 problem at work in the past year due to their 
caregiving responsibilities. As Table 3.7 illustmtes, the problems 
cited mst freqwnUy include: having dealt w i t h  family matters on 
the &hone (66%) ; having been late for work or leaving early (65%) ; 
having missed work to stay hoaae with a sick adultdepenfht (46%) ; 
and having to tdke persoml leave (35%). In addition, they report 
having missed an average of more than 15 h m  of work in the last 
six mmnths due to M caregiving responsibilities. 



Table 3.7* 
PrablemsBxnmtedbyCaregiver~intheLast 

Y e a r  Due to Careaivinu Resmnsibilities 

Dealtwith familymattfxs 0n thephmK 
Been late for work or left early 
Missed work to stay hame with a sick 
adult-dependent 

Tabn personal leave 
Made up unproductive ,time -durm 
breaks, lunch, or at haPae 

Called in sick 
Changed work schedule 
Gave up paid weztime 
m i d e r e d  quitting jab to stay 

hems w i t h  a d u l t - d e  
Ieft a job 
Re- a more responsible position 
Turneddawnatransfertoanew jcb 
Turned dawn a pmmtion 

m t i p l e  reqmses accepted 

Satisfaction with Current 

Despite the problems encauntered in pwiding care to 
adult-, four in ten caregivers (41%) do not feel that 
finding other care is necessary, and have nut reported taking any 
steps to find such care. (See Table 3.8. ) Tbirky-nine percent are 
very often or always satisfied with their current care arrangeznerrt. 
Hcwwer, about me in five are dissatisfied eithes always or very 
often. 

Table 3 .8  
Extend of P1armi.n~ Done to Fine Other  Care 

None; d m l t  consider it necessary 4 1% 
Have discussed a little, but have 
takennosteps tof indsuchcare  14% 

Have discussed sane, and have taken 
steps (e-g., writing or calling for 
information) 20% 

Have made application(s) and are 
waiting t o  hear more 3% 

Adult-depem3ent is on a waiting list 
for care sewices 3% 
Do not )axlw 3% 



Needs of Caresivhu -1wees 

Caregivers of adult-depnlents wexe M in what ways employers 
could help employees manage their work and family responsibilities. 
A s  either their f i r s t  or seccad choice, the mjority (57%) of the 
reqmtients beliwe their -1- should explore ways to help them 
deal with their caregiving needs. Fifty-five percent feel that 
taking a flexible ap~mach to work scheduling and working patterns 
would be the most helpful. Table 3.9 illustrates haw helpful 
different solutions wwld be to mregivers of adult4ependents. 

Table 3.9 
Ways -1- Could Help Enployees 

Mamae Their Wrk and Familv Ftesmnsibilities 

lst 2nd 
choice choice 

-A flexible appnach to 
work scheduling & working 
Pa- 42% 13% 

-EZtucati& s e m h r s  for 
employees on work & family 
issues 8% 10% 

mining to help supervisors 
understand b deal with the 
work/family issues of their 
emplW= 

-Exploring ways to help 
aployees deal with their 
caregiving needs 

While it is not possible frcan this study of self-selected respom3ents 
to extrapolate with precision the number of adult caregivers in Virginia's 
work force, one can make a rnrmber of inferems f m  the data with a strong 
degree of OOnfidence. 

Wt careuivins bmacts maw workins m l e  within the -th. 
'Ihe study surveyed ten employers engaged in a variety of endeavors in both 
the public and private sectors. Although the percentage of 
self-identifying adult caxqive.rs ranged f rm a high of 6.7% of the work 
force a t  Virginia Fmer to a 1- of 1% of employees a t  Frank Ix and Sons, 
the widence indicates that it is very unlikely that any midsize or large 
enployer in the -th is inmum frum employees who confront 
significant adult caregiving responsibilities. With the rapid cpwtt" of 
the elderly papulation in localities thmughcut the state, the mnnber of 
Virginians who pmide care to their elderly parents, relatives, and 



spouses w i l l  grow dramatically in the years ahead. In barely mre than txu 
decades 76 million of the ' b b y  boemI1 generatian nationwide w i l l  be 
xmre than 55 years of age. !This  must serve as a saber* statistic for .the 
nation and Ccmcmedth,  in as much as the work force of tamnm w i l l  
carry the burden of car- for this bucpmhq graup of senior citizens. 

W o x ~ n  wiz~wivers and 0fte.n mavide and &ild care 
simultanec;usly. Warnen are more than twice as likely to serve as caregivers 
then men. Matmver, an bpr tant  segment of caregivers identified i n  this 
study, 44%, pruvide adult and child care shultareowly. W h l y  female, 
members of this grarp, the so-called l lsardwi~ genention," cmfxxmt 
eno- and unceasing daily challenges as they seek b sagport and sustain 
notonlytheirownchildrenbutalso, inimreasisqnaaabers, theirparerrts. 
The typical adult caregiver identified in this study is a 44 year old 
married female who works full-time and &ose family incane is in the 
$25,000 to $35,000 range. It is i q x r b n t  to point &, however, that 
om4hh-d of the adult caregivers are m.: currently lllarried and must 
shmlder their caregiving respansibilities alone. Ten percent of the 
respondeslts, in fact, held second jahs t o  augment their incarne. 

T h e  adult care recipient is usuallv a lJarent or mamnts-in-law 
lives w i t h  or nearb~ the amaiver. W e  results of this survey pennit us 
to paint a daqaphic profile of adult cam r e c i p m  as w e l l  as 
providers. Almost half of the adult- identified in this study 
are the mathers or mcrthers-in-law of the mi-, U% are fa- or 
f a ~ - h - l Z W ,  14% are spouses, 8% -, and the r e m a h k r  (19%) 
are ather relatives or non-relatives. T h e  n d h n  age of adults 
is 72.5 with the oldest being 98. In nearly half of the cases in this 
study, the adult dqem%nt resides with the e v e r .  O f  .those adult 

who do not live w i t h  the caregiver, 36% live in the sam general 
area. 

Adult- suffer frcaa a nyriad of disabilities. Heart disease 
and high blood pressme are the most cammnly identified prablems, 
afflicting 42% of those identified. More than a quarter have impaired 
sight or hearing, and almost one in five have a serious illness such as 
oanoer or parklmm's disease. 'malty-two percent of adul t  d e p K k T b  
suffer from -. 

Given t 2 ~  prevalence of severe health pmb1e.m~ ammg adult- 
dents, it is not surprising that nost caregivers are prwiding critically 
needed help with one or more of their depen%&'s essential aspects of 
daily livirrg. The fornrs of help range fmm (60%) to 
dispensing medimtions (25%). Moreaver, almost hdlf of camqivers mst 
actively manage their adult d ~ ~ ~ s  finances, and 36% provide w i t h  
direct financial w r t .  Ocsnpanionship is also a key element in the 
sewices caregivas pxwide. Approximately four out of ten adult 
dependents have no system of friends or indeq?endent of tlae 
caregiver. In addition, about half of the adult- e v e  no help 
i n  m i n g  on their essential daily activities fraa any uutsi.de source 
other than the caregiver. 



M o s t  caretzivers find care services inademate. 'Ihe study 
reveals same indicatim of the she- of services available. L e s s  
than 40% of the caregivers are satisfied w i t h  the current care ammgmab 

are able to provide for their adult e. They cite availability 
(39%), cost (29%), distance to their hmes (15%), and lack of 
transportaticm (13%) as the most signifkant factors affecting the quality 
of care. 'Ihe in -1e adult sewices not w i  
60% of the --y on help for their -=e 

? 

sauroe in order to have the freedan to maintain their jabs. 

The &allem of balancinu wtxk and faxuilv resmnsibilities is a 
difficult one for most careaim. 'Ihe data collected in this study are 
illuminating w i t h  respect to the impact of adult wregishg wi- 
bilit ies upon q l a y e e s  am3 jab perf-. S i x t y  pwsent of the 
responderrts mprted that balancirrg work and family responsibilities 
created stress on the jab for them sane of the time. An additional 27% 
fe l t  sax31 stress at wwk mch of time or ccmkhmlly. 

T h e  effect of adult caregivhq respmsibilities on vi0r3aa-s~ jab 
perfomance and pmductivity is manifested i n  a rnmrber of ways. Most 
significantly, adult caregivers missed an avemge of 15.1 hours froan work 
during * last six mmWs as a direct result of their caregiving mi- 
bilities. W i t h i n  the prwisus year, ahm& half of the - had to 
miss work t o  stay hanre w i t h  an ill d q e r i h t ,  65% had been la te  or had to 
leave their jabs early, 66% spent work t h e  cm the phone to deal w i t h  
family matters, and 21% had to alter their work schedules on a 
basis. Often, e r m p l q e e s  are using W time off to &de care rather 
than enhancing their awn mntal health and w e l l  being. Needless to say, 
theseabsences~lossesofvaluableworkt ixe~la te intodiminished 
pmdwtivity and considerable eaxmic cost to  employers. In addition, 
caregiving respmsibilities for sc~le enployees can have a marked impact on 
their job lcxgevity a d  career darelapent progress. More than 20% of the 

had considexed qui tkk~  their current jcb to either find one 
W i t h m > r e f l e x i b l e h r x r r s o r t o s t a y a t ~ w i t h ~ ~ f u l l t i m e .  
Caregiving responsibilities had caused 5% of respandents to turn dawn a 
pramtion and 5% to refuse a tmnsfer to a new p i t i a n .  

Adult caregivers beliw that their esnployws can take steps to help 
alleviate the stress of balanc- work and family pnessures. Almost six 
out of ten caregivers feel that eaployers shauld actively explore ways to 
help enployees dedl with camgiving needs. One method preferred by 
caregivers WCRlld be for employers to develop a mre flexible approach to 
work scheduling an3 work patterns. A s d  preferred method 'knxild be 
enployer-qonared training or supemismy personnel to help managers 
m&x&axd an3 deal with the work/fmnily conflicts of their qlayees .  In 
an effort to enhance productivity, it wuuld be pm3en-t for enploy- t o  
modify personnel policies and redesign benefit plans to help m e e t  the needs 
of caregiving employees, needs that w i l l  becaPne more acute due to 
demographic trends. 



EWlhr study is needed to determine caregiv* needs of blue collar 
r While the data f n n  this study qpar to meal that, cwmsmtly, 
adult caregiving responsibilities are more prevalent amrnr~ highly educated 
professional and whi-llar workers (21% of the adult caregivers had 
graduate depses, 22% college degrees, and 21% scnae college) than arnong 
blue-collar and less skilled -1cyees (56% of adult m i v e x  
mqmthks held professional or middle maMgemaent positions or abuve), 
such a conclusion must be advanced with great cautim.  or^ prabable 
explanation for- seednggapbtweenthese .c#mrerrts ofthework force is 
that self-rep- through the d m  of a fairly 1- w r i t t e n  survey 
instnrmerrt is less likely amxq blue collar wtxkem. To obtain greater 
insight irrto the extent of adult caregiving armng blue collar FDKWEZ as 
w e l l  as the impact of cazqiving on their lives, an h-depth oral hkemiew 
survey undertaken on a one-to-one basis is called for. Su& a m, when 
ambined with adequate eulplayer -t, might well reveal that the 
prcporticm of enployees who prwide adult care varies little aclrass jab and 
incm= catqwies of WDT~IS.  

The xeammdations and plan of actim slag5Fested by #e 
t o a d d r e s s t h e p m b l e m s d i s c a v e r e d i n t h e c a u r s e o f t h i s ~ a r e  
ambhed i n m B .  AlWmughthemcamrdationsarebasedcmcmlyom 
area of the state, Mey have substarrtial potentM for applicability 
statewide. 





SNDY OF 
SUICIDE AlmG THE EImmx 

S U B S I l A N C E A E g U S E B Y m ~  
T H F a I M P A C l l O F F A M I L Y ~ m ~ Y E E ~ ~ c E  

The for the Aging, i n  conjunction with the Departrnerrt of Mental 
Health, Merrtal Retardation and Substance Abuse Services, the Area Agencies 
on Aging and the Camunity Services Boards, should develop a State Suicide 
and Substance Abuse Plan for the Elderly to  be hplemented by July 1, 1990. 

The plan should include the following cmpnenb: 

A. Reseafih to determine the reasons for the higher rates of elderly 
suicide in Virginia and the frequent use of firearms;. 

B. Education for: * The elderly in the use of dmgs and ways to deal w i t h  stress, 
depression, changes and loss to  avoid suicidal terthcies; * The family to enable them to recognize signs of concern 
regarding potential mbsbze -misuse and suicide 
tendencies; * Professionals to  assure and coordination of 
services, * The ueneral mblic to incmase awareness of the needs and 
conoerns of the older pcpxtlation. 

C. Early Detection and Prevention: * Training in  early detection for appropriate professionals; * CMreach targeted to high-risk pcpulations. 

D. Service development: * A plan to m e t  resaurces to these areas of concern by 
al l  human service agencies; * Documenrtation of the need for additional sewices. 

E. Evdluatim: * Plan to be evaluated two years after its inpleaentation. 



!the D q a r b m t  for the Ming, in mopemtion with the -t of Labor 
and lMustq7, Departnaent of Emsomel and . . ,andllE&EEsof 
Virginia's -mess mmmiw, m d  M o p  a y o f  -tion to 
pmide guidelines to -layers on ways they can assist caregivers in the 
mrkforce. T h i s  plan should be -1- by July 1, 1990 and should 
include: 

A. Materials to educate emplyers car the problem faced ky 
caregiving employees and the inpact of these prablems on 
pmductivity. 

B. for enplayers to use in designinrg pwxmnel policies, 

C. Fducational materials to be used by employem to t r a in  their 
manag- and supervisory staff to deal w i t h  qloyeesl  
concams and stress as they v i d e  care to a denpxlerrt while 

IMuCatianal materials which can be made available a t  the work 
place to provide infozmticm arrd support to caregivers. 

Developent of a list of services needed in each amunity to 
assist caregivers. This list should be used to target 
resaurces and to document the need for additional services. 







U.S. Elderly Suicide: State Changes 1969.72 vs. 1979-82 
From McIntosh ( 1988) 
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Virginia Elderly Suicide 

Appendix Table 1 
Suicide Among Virginia's Elderly (65 and above): 

Individual Counties and Independently Reporting Cities, 1968-85 

Nu* of S e  . . 1968-72 1978-82 - n A n n t d  
County/City 1968-72D1978-82-  rJq, U & && 
Accomack County 3 7 5 5 0.6 13.4 1.0 19.2 
Albemarle County 2 10 10 2 0.4 10.8 2.0 45.4 
Alexandria city 12 10 12 5 2.4 32.6 2.4 25.4 
Alleghany County 1 0 1 1 0.2 18.9 0.2 13.2 
Amelia County 4 1 1 0 0.8 92.4 0.2 19.0 
Amherst County 4 2 2 0 0.8 34.7 0.4 13.2 
Appomattox County 4 1 0 1 0.8 .'0.7 0.0 - 
Arlington County 12 24 18 11 2.4 17.6 3.6 20.4 
Augusta County 0 2 3 4 0.0 - 0.6 10.2 
Bath County 2 1 3 0 0.4 58.6 0.6 75.7 
Bedford County 1 7 5 5 0.2 7.0 1.0 25.1 
Bedford city 4 3 1 3 0.8 79.7 0.2 14.2 
Bland County 1 0 2 1 0.2 31.5 0.4 52.6 
Botetollrt County 1 3 3 3 0.2 10.3 0.6 24.6 
Bristol city 5 0 5 0 1.0 53.6 1.0 35.3 
Brunswick County 2 2 0 0 0.4 25.7 0.0 - 
Buchanan County 1 8 4 5 0.2 10.9 0.8 31.2 
Buckingham County 2 0 2 3 0.4 33.3 0.4 24.6 
Buena Vista city 2 1 0 1 0.4 76.3 0.0 - 
Campbell County 3 - - - ? - b - r 5 - - - -  - 0.6 19.2 1.6 30.5 
Caroline County 6 1 3 1 1.2 94.7 0.6 33.7 
Carroll County 2 4 3 6 0.4 14.9 0.6 16.1 
Charles City County 0 1 0 1 0.0 - 0.0 - 
Charlotte County 1 2 0 2 0.2 14.7 0.0 - 
Charlottesville 6 4 5 5 1.2 31.8 1.0 22.0 
Chesapeake city 6 4 6 1 1.2 23.2 1.2 13.8 
Chestd~eld County 1 5 9 7 0.2 5.9 1.8 27.6 
Clarke County 0 2 2 2 0.0 - 0.4 29.7 
Clifton Forge city 1 1 0 0 0.2 23.4 0.0 - 
Colonial Heights 2 1 2 2 0.4 38.4 0.4 26.8 
Covington city 2 1 1 2 0.4 34.9 0.2 12.5 
Craig County 0 1 1 1 0.0 - 0.2 39.3 
Culpeper County 5 2 7 5 1.0 47.1 1.4 48.4 
Cumberland County 3 0 3 1 0.6 75.5 0.6 56.0 
Danville city 2 3 1 3 0.4 7.6 0.2 2.8 
Dikenson County 1 3 4 2 0.2 14.5 0.8 43.0 
Dinwiddie County 3 2 2 1 0.6 26.2 0.4 16.2 
Emporia city 0 1 1 0 0.0 - 0.2 22.2 
Essex County 0 2 1 0 0.0 - 0.2 14.5 
Fairfax County 15 28 3 1 19 3.0 21.9 6.2 23.0 
Fairfax city 0 1 0 0 0.0 - 0.0 
Falls Church city 1 0 2 0 0.2 24.2 0.4 30.3 
Fauquier County 0 4 4 3 0.0 - 0.8 21.0 
Floyd County 1 3 3 0 0.2 14.9 0.6 33.3 
Fluvanna County 1 1 1 0 0.2 22.4 0.2 16.1 
Franklin County 2 3 7 4 0.3 15.3 1.4 36.1 
Franklin city 2 1 0 0 0.3 67.6 0.0 
Frederick County 3 5 5 2 0.6 26.7 1.0 35.9 
Fredericksburg city 1 2 4 I 0.2 12.5 0.8 35.6 

(table continues) 



Virginia Elderly Suicide 

Appendix Table 1 (continued) 
Suicide Among Virginia's Elderly (65 and above): 

Individual Counties and Independently Reporting Cities, 1968-85 

N- p&g) . . 1968-72 197 8-82 
Annual Mean Annt~al 

CountyICity 1968-721973-771978-821.9 85 U &i$c &L && 
Galax city 1 0 1 2 0.2 27.1 0.2 17.3 
Giles County 0 1 1 2 0.0 - 0.2 9.3 
Gloucester County 4 2 I 2 0.8 49.4 0.2 8.4 
Goochland County 1 2 1 I 0.2 22.4 0.2 15.3 
Grayson County 2 4 5 2 0.4 20.8 1.0 42.2 
Greene County 1 2 3 3 0.2 37.7 0.6 87.5 
Greensville County 0 0 2 0 0.0 - 0.4 34.0 
Halifax County 2 1 4 1 0.4 13.3 0.8 20.4 
Hampton city 4 5 11 7 0.8 13.5 2.2 25.9 
Hanover County 2 2 9 5 0.4 13.9 1.8 39.9 
Hanisonburg city 1 0 1 3 0.2 14.1 0.2 9.4 
Henrico County 10 15 21 8 2.0 19.1 4.2 23.5 
Henry County 1 5 13 4 0.2 6.8 2.6 53.1 
Highland County 1 1 3 1 0.2 48.7 0.6 129.3 
Hopewell city 2 2 1 2 0.4 25.2 0.2 7.8 
Isle of Wight County 0 3 1 2 0.0 - 0.2 9.3 
James City Count 0 0 3 1 0.0 - 0.6 28.2 
King and Queen County 0 2 2 0 0.0 - 0.4 48.4 
King George County 3 0 1 1 0.6 86.1 0.2 22.9 
King William County - -2- - - - ' 0 0.4 53.1 0.0 - -- 
Lancaster County 2 1 2 0 0.4 27.1 0.4 18.4 
Lee County 4 0 11 4 0.8 27.2 2.2 60.8 
Lexington city 3 0 2 1 0.6 74.3 0.4 41.7 
Loudoun County 4 2 5 4 0.8 28.2 1.0 25.8 
Louisa County 1 3 4 5 0.2 11.9 0.8 35.8 
Lunenburg County 4 3 1 3 0.8 58.2 0.2 12.0 
Lynchburg city 2 6 10 7 0.4 6.0 2.0 21.5 
Madison County 2 3 3 2 0.4 37.8 0.6 41.4 
Manassas city 0 0 0 4 0.0 - 0.0 - 
Manassas Park city 0 0 0 1 - - 0.0 - 
Martinsville city 1 1 3 2 0.2 12.9 0.6 21.3 
Mathews County 3 3 3 1 0.6 41.8 0.6 34.2 
Mecklenburg County 5 6 2 4 1.0 32.4 0.4 9.8 
Middlesex County 0 2 3 2 0.0 - 0.6 38.9 
Montgomery County 7 9 6 3 1.4 46.4 1.2 27.5 
Nelson County 2 3 2 0 0.4 26.0 0.3 21.9 
New Kent County 0 0 1 2 0.0 - 0.2 26.3 
Newport News city 2 9 13 10 0.4 5.4 2.6 22.9 
Norfolk city 23 22 32 12 4.6 22.0 6.4 26.1 
Northampton County 5 3 1 1 1.0 48.4 0.2 8.1 
Northumberland County 0 2 2 I 0.0 - 0.4 20.2 
Norton city 0 1 0 0 0.0 - 0.0 
Nottoway County 2 6 3 0 0.4 19.8 0.6 23.3 
Orange County 3 1 2 3 0.6 36.8 0.3 16.6 

(table con tin u q )  



Virginia Elderly Suicide 

Appendix Table 1 (continued) 
Suicide Among Virginia's Elderly (65 and above): 

Individual Counties and Independently Reporting Cities. 1968-85 
1968-72 1978-82 

Number of Sulc& . . 
CountyICity 
Page County 

1968-721973-771978-821983-85 
2 2 6 3 

Pamck County 2 1 1 4 
Petersburg city 5 2 0 2 
Pins ylvania C~unty 2 4 8 6 
Poquoson city 0 0 0 0 
Portsmouth city 5 3 6 10 
Powhatan County 3 3 3 1 
Prince Edward County 0 1 2 1 
Rince George County 1 1 1 1 
Prince William County 2 6 5 4 
Pulaski County 3 4 1 2 
Radford city 0 1 0 0 
Rappahannock County 0 1 1 0 
Richmond County 1 2 3 0 
Richmond city 20 36 30 12 
Roanoke County 8 5 5 6 
Roanoke city 12 16 17 8 
Rockbridge County 3 4 1 2 
Rockingham County 6 9 7 5 
Russell County- - 1- - 4 4 
Salem city 2 2 5 3 
Scott County 3 4 5 4 
Shenandoah County 3 6 7 1 
Smyth County 3 3 5 2 
Southampton County 2 2 0 0 
South Boston city 1 1 0 1 
Spotsylvania County 0 3 4 1 
Stafford County 0 2 5 2 
Staunton city 6 5 4 3 
Suffolk city 3 2 6 3 
Surry County 1 1 0 2 
Sussex County 0 0 1 1 
Tazewell County 7 9 2 4 
Virginia Beach city 7 9 20 10 
Wanen County 1 3 5 2 
Washington County 5 12 6 3 
Waynesboro city 0 2 2 2 
Westmoreland County 3 3 3 3 
Williamsburg city 1 2 3 0 
Winchester city 1 7 1 2 
Wise County 7 9 5 3 
Wythe County 2 5 4 3 
York County 1 3 1 1 



Virginia Elderly Suicide 
Appcndix Tablc 5 

U.S. EIderIy (65+) Suicidc Rates by Slate. 1968-72 ro 1978-82 

1970 1970 1975 1975 1980 1 9 0  1970-80 
m B a a k  ~~ BaEw !iuau!u 
NeMda 46.5 1 38.6 1 32.2 1 -3 1.W 
Wyoming 41.7 2 27.5 7 30.7 2 -26.m 
Arizona 25.6 9 27.6 6 28.3 3 +11 .O% 
California 33.1 3 30.6 2 25.7 4 -22.0% 
Colorado 26.4 8 28.5 5 25.6 5 -3.0% 
Vermont 27.4 7 22.3 16 25.4 6 -7.M 
New Mexico 25.5 10 26.9 8 25.4 6 -0.4% 
ldaho 28.0 6 29.2 4 25.2 8 -10.0% 
*gon 24.3 12 2A.9 9 24.8 9 +2.0% 
Virginia 20.8 24 23.8 12 23.1 10 +12.0% 
Flarida 24.1 13 24.6 10 23.1 10 4.W 
Washington 25.3 11 2A.4 11 22.6 12 -11.090 
Alaska 31.9 4 16.3 39 22.5 13 -29.0% 
Utah 21.7 21 19.1 27 21.8 14 4.5% 
Montana 19.2 31 29.9 3 21.3 15 +11.08 
Kentucky 23.0 17 23.8 12 20.9 16 -10.0% 
West Virginia 20.6 26 19.1 27 19.8 17 4.0% 
Tennessee 23.3 15 20.6 21 19.2 18 -18.0% 
Gt=@ 19.5 30 20.9 19 19.1 19 -2.0% 
Arkansas 14.6 48 16.2 40 19.1 19 +3 1 -0% 
Ohio 23.4 14 22.0 17 18.5 21 -2 1 .O% 

- 189 33 18.9 31 11.4 22 -3.0% 
Missouri 20.3 27 19.0 30 18.4 22 -9.0% 
M a i ~  19.2 31 19.3 25 17.9 24 -7.0% 
South Dakota 20.1 28 15.0 45 17.8 25 -1 1 .WG 
10wa 23.3 I5 19.7 23 17.8 25 -24.0% 
WisconSm 21.6 22 17.5 36 17.8 25 - 18.0% 
North Carolina 16.2 43 18.1 33 17.7 28 +9.M 
Louisiana 17.7 38 18.8 32 17.7 28 N.C. 
Deb- 22.4 19 22.8 14 17.6 30 -21.0% 
Hawaii 31.3 5 22.5 15 17.6 30 -44.0% 
Indiana 22.3 20 21.2 18 17.5 32 -22.0% 
Michigan 21.9 18 20.0 22 17.4 33 -24.0% 
OWahoma 15.5 44 19.6 24 17.3 34 +11.64 
Alabama 14.3 49 17.6 35 16.9 35 +18.08 
New Hampshire 17.1 40 20.8 20 16.7 36 -2.0% 
Kansas 20.8 24 19.1 27 16.2 37 -22.0% 
Nebraslra 17.3 39 16.1 41 16.1 38 -7.Wc 
Maryw 21.5 23 17.9 34 16.1 38 -25.0% 
Pennsylvania 19.7 29 17.5 36 15.7 10 -20.04 
South Carolina 18.5 35 17.2 38 15.0 41 - 19.0% 
Illinois 18.5 35 16.0 42 14.6 32 -21.0% 
Minnesota 16.6 42 14.6 46 14.1 43 - 15.0% 
New Yo* 15.5 44 14.1 47 14.0 44 - 10.08 
Mississippi 14.9 47 15.5 44 13.8 45 -7.08 
Washington, D-C. 16.7 41 19.2 26 13.5 46 . - 19.0% 
Connecticut 18.6 34 14.0 48 13.1 47 -30.0% 
New Jersey 15.0 46 13.7 49 12.1 48 - 19.0% 
Norrh Dakota 17.8 37 12.6 50 11.4 49 -36.08 
Rhode Island 10.6 51 15.7 43 10.9 50 +3.0% 
Massachuseas 11.8 50 11.8 51 9.9 51 - 16.0% 
National Means: 18.9 - -1 1.0% 
"1970 is actually the average for b e  period 1968-1972; "1975" is 1973-1977; "1980 is 1978-1982. 

- Source: Mclntosh, 1988 





Based on the Charlattesville lwea Survev and Analvsis 

While this study, cadwbd by the Jeff- Area Board for Agw w i t h  
the assistance of the University of Virginiavs Dam3e.n Graduate Business 
School and the C h a r l o t t e s v i l l e ~ l e  Chmaber of ~~nmerce ,  is 
preliminary an2 confined to only one of the -thts plannjng 
districts, itsresultsshCplldserveasacatalysttobathfurtherstudyard 
the initiation of program planning t o  address key social issues. In the 
spirit  of encouraging much closer attention, in the redlms of public policy 
ard the business ccmmunity, to the grcxcring defined as adult 
caregiving, the folluwing set of mamenlatiom are offered: 

1. 'Ihe Cmmmealth of Virginia should begin to address in a canpre- 
hensive fashion the need to develop a system of eldercare services 
designed t o  aid the burgeoning population of adult caregivers and care 
recipients. Virginia's Executive Branch has takm the lead in  
conjunction w i t h  the state's lxrsiness mumunity to pmmote childcare 
support sewices, equal attention must be paid relative to care of 
adult-dependents. In constructing a system of eldercare services, the 
-th rmst recognize that the inevitable aging process inpacts 
perscaally and pmfcundly not only each elderly individual, but also, 
in ~llany cases, his or her adult children. The m t h  must set in  
place, and hold acccxurtable, the planning mechanisn requimd to  M 
rationally and cost effectively w i t h  the pressing problems of aging, 
problems that considered as a set w i l l  consti- the most critical 
dmestic social and econanic issues of the next centmy. 

2. S t a t e  and local gwernments, along with the voluntaxy charitable 
sector, must develop the resouroes necessary to met this Wlenge.  
The developat and expansion of case management, adult day care, haane 
and persoml care, and respite services for adult caregivers thmqhc& 
the mdth should be given a high priority. An experienced and 
capetent system of local agencies, expert in assisting the narltiple 
challenges of the aged and their caregivers, must be adequately 
supported i f  the ccammmth is to begin t o  meet the needs of its 
aging population in the decades ahead. 

Ehplayexs mst recognize the validity of the demand elder caxqiving 
places upon their employees. -layer goals of enhancing productivity 
and nurturing valuable human resaurces should comerge and pmchct 
creative organizational responses t o  the prublcms of el-. 
Wloyers should seek t o  define the extent of elder caregiving w i t h i n  
their awn work force and develop educational program and flexible 
approaches to  work scheduling designed t o  alleviate the often immense 
stress on employees caused by conflicting work and family 
responsibilities. 



4. -1- should explore -ps with public and private agencies 
in order to pruvide services to the elderly and their families. T h e  
public and private sector shauld band to develop guidelines 
for esnployers in sel- d -1- the most appropriate range 
of services for particular emplayee paplations and work organizations. 
Inexonble 'c trends w i l l  socm catapult eldercare into the 
f m  o r - '  -. -y, arporab a N l i c  
sector euplayees shcruld cons* their benefits programs to  
inc1udecmtmctswithareaage .nciesan~andatherhumanservice  
Organizations which can prwide advice and case maMgernent sewices to 
.those q l a y e e s  who face eldercare mqmsibilities as w e l l  as to 
rethees. A progressive agproach to demqqhics is essential 
i f  enplqers, the (bmmealth, and the nation are to confront 
successfully the wir7 basic needs of W labor force of the 
atJlenty-first cerrbuxy. 



APPEND= C 

IIOUSE JOINT RESOUJTION NO. 156 



1 HOUSE POINT RESOLUTION NO. IS( 
Z AMENDMENT IN THE NATURE OF A SU-TE 
3 (Proposed by the House Committee on Rules 
4 on February 13, 1988) 
5 (Patron Prior to Substitute-Delegate Van Yahrss) 
6 Requesting the Department for the Aging to study the problem of suicide and substance# 
7 abuse by the elderly and the impact of family con giving on employee work 
8 performance. 
8 WHEREAS, today's society places much emphasis on youth and health, but advances in 
l@ medical science have prolonged the life span of human beings to a point where the ranks 
11 of the elderly are growing faster than any other age group, and the very old, those over 
12 85, are increasing fastest of all; and 
13 WHEREAS, families today are nonextended and the t!derly oSten find that, although the 
14 quantity of life has been expanded, the quality has not, and many find that when they are 
15 stricken by degenerative diseases as well as just being old, there is no one to care for 
18 them except the health care !**em which is otten unaffordable due to cuts in government 
17 spending; and 
I8 WHEREAS, clinical depression in the elderly should not be considered to be a normal 
19 accompaniment to old age but estimates suggest that about fifteen percent are depressed 
2@ and a big percentage could be successfully treated if diagnosed properly; and 
21 WHEREAS, suicide among the elderly shows an alarming trend upward with rates 
22 averaging up to quadntple the national average. Success rates on suicide attempts by the 
23 elderly are much greater than for younger persons and the concept of murdersuicide by 
24 elderly couples is showing a distinct pattern; and 
25 WHEREAS, much attention is now being paid to the problems of alcohol and drug 
2# abuse and much attention has been focused on the younger members of society; and 
27 WHEREAS, substance abuse is also a growing problem among our senior citizens, 
28 among whom the effects of such abuse exacerbate preeldsting conditions and makes them 
29 more vulnerable to other deleterious situations, and 
M WHEREAS, this abuse is often unintentional by those senior citizens and may result 
31 from waning memory or from necessary medicatioas, causing great hardship for this 
33 important group of Virginia citizens and their families and caregivers, and 

WHEREAS, nearly eighty percent of the care received by the elderly is given by family 
34 members and caring for a dependent family member can dramatically affect work 
3S productivity, employee health, job satisfaction and flxuincial status; and 

WHEREAS, employem are now beginning to see an increase of absenteeism, repeated 
$7 tardiness, lack of motfvatioa and overall poor job perfonnsnce among their employees who 
SO provide elder care; and 

WHEREAS, family care giving is likely to impact on most employers as the number of 
I(r women in the work force expands and as the number of elderly and disabled requiring 
4 1  family care continues to grow; and 
li WHEREAS, accurate data on family giving and the identification of the needs of family 
4s care givers could enhance employers' recognMon and unde- of the needs of such 
U employees and foster corporate and government policies and programs designed to meet 

the needs of such employees and their employen; now, thereiore, be it 
RESOLVED by the H o w  of Delegates, the Senate coscurrtng, That the! Department tor 

47 the Aging study t&e problem of suicide and s u ~ c e  abme by the elderly and the impact 
III of family care glvtng on employee work performance. The Department shall (i) determine 
48 the extent and nature of the problem of suicide among the elderly, (ii) make suggestions 
W as to how to alleviate this disturbing trend in a humane and compassionate way, (iii) 
51 determine the factors which contribute to substance abuse in the elderly and recommend 
52 methods to appropriately and costeffectively manage this growing problem, and (iv) 
53 examine the extent to which employees provide significant family care giving its impact on 
51 such employees and their employers, and the need for employer assistance and respite 



Substitute for H.J.R. 156 2 

1 care. 
2 The Department for the A@# shall report its findin@ by December 1, 1888, to the 
3 Governor and the General Assembly as provided in the procedure of the Division of 
4 Legislative Automated Systems. 
5 
# 
7 
8 
a 

18 
11 
12 
13 
14 
15 
18 
17 
18 
18 
28 
21 
22 
2a 
24 
25 
a 
n 
28 
n 
30 
31 
a2 
a 
34 
3s 
38 
37 
38 
3a 
44 
41 
42 
43 
44 
45 
44 
47 
48 
48 
so 
51 
52 
53 
51 

J 

mdal Uae By aerka 
Alp.ccdt@%y 

Tbe H e w e  et Delegate9 &red to By Tbc Sen8te 
without amendment 0 without amendment D 
witbamendment 0 with amendment 0 
substitute 0 suwtute 0 
substitute wlamdt 0 substitute wlamdt 0 

Date: Date: 

Clerk of the House of Delegates Clerk of the Senate 
h 




