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SUICIDE AND THE ELDERLY: A POPULATION
AT RISK

TUESDAY, JULY 30, 1996

U.S. SENATE,
SPECIAL COMMITTEE ON AGING,
Washington, DC.

The committee met, pursuant to notice, at 9:31 a.m. in room D—
628, Dirksen Office Building, Hon. William S. Cohen (chairman of
the committee) presiding.

Present: Senators Cohen, Reid, Burns, Wyden, and Warner.

Staff present: Mary Berry Gerwin, Priscilla Hanley, Beth Wat-
son, Vicky Blatter, 1'Syally Ehrenfried, Lindsey Ledwin, Rick Mar-
tinez, Peter Brown, Jerry Reed, Michelle Kitchen, Rem Dickinson,
Lori Otto, Jim Brown, and Joni Hong.

OPENING STATEMENT OF SENATOR WILLIAM S. COHEN,
CHAIRMAN

The CHAIRMAN. Good morning.

The Special Committee will come to order.

Suicide is the eighth leading cause of death in the United States
today, accounting for more than 30,000 deaths each year. To date,
most of the public attention has been focused on teen suicide. But
suicide is not primarily a phenomenon of adolescence. The startling
fact is that it is older Americans who are the ones most at risk.

For many of our parents and grandparents, the retirement years
have apparently not been quite so golden. Americans over the age
of 65 are more likely to commit suicide than any other age group.

While older Americans make up only about 13 percent of our
population, they account for one-fifth of all suicides. White men
over the age of 80 are at greatest risk and are six times more likely
to commit suicide than the rest of the population.

While many teenagers attempt suicide as a plea for attention or
a cry for help, older people are deadly serious. They don’t attempt
suicide, they do it. They use more lethal weapons and take care
that their suicide will not be discovered or interrupted. The ratio
of suicide attempts to completions is 200 to 1 in young people, but
in the elderly, the ratio is 4 to 1.

Ironically, as advances in medicine and medical technology are’
extending our life spans, more and more older people are choosing
to end their lives. The Centers for Disease Control recently sound-
ed the alarm that elderly suicide is emerging as a major public
health problem. ’
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After nearly four decades of decline, the suicide rate for people
over the age of 65 began to increase in 1980 and has been growing
ever since. If we're to avoid an epidemic of late life suicide as the
baby boom ages, we have to do a much better job of identifying and
helping those older persons most at risk.

According to the National Institute of Mental Health, the deci-
sion to take one’s life is generally based upon a complex constella-
tion of risk factors. Among the elderly, these factors, often working
together, include loss, physical illness, and depression.

While old age can be a time of contentment, pleasure, and pro-
ductivity, it also brings many losses—of family members, friends,
and physical abilities. For many, illness takes its toll and medica-
tions to relieve symptoms of the body may have unintended con-
sequences on the mind itself.

All of these factors contribute to making older persons prime can-
didates for depression. Most experts agree that suicide in the elder-
ly is overwhelmingly related to depression.

In his memoir, “Darkness Visible,” William Styron wrote of his
own late life depression, “The gray drizzle of horror induced by de-
Eression takes on the quality of physical pain and because. no

reeze stirs this caldron, because there is no escape from this
smothering confinement, it is entirely natural that the victim be-
gins to think ceaselessly of oblivion.”

The good news is, of course, that there are ways.of treating this
particular disease. .

I'm going to include my full statement in the record because I
know that Senator Reid would like to address this issue. He can
speak of the problem on a firsthand basis. It was due to his per-
sonal request that we're here today holding this hearing.

He will attest to the fact that it is not just the victim of the sui-
cide but family members who also are victims of it. What we need
to do is focus on ways to help identify the signs of depression, and
that is a responsibihtf' not just of family members but of the medi-
cal community as well.

We must also remove the sti%'ma of depression. We've had hear-
ings this year where Mike Wallace and others have come forward
to talk about their depression. We have tried to help remove the
stigma of mental illness as something that shouldn’t be discussed
either privately or publicly in order to help provide relief to the
many millions of people who potentially wilrbecome victims of de-
pression and possibly suicide.

[The prepared statement of Senator Cohen follows:]

PREPARED STATEMENT OF SENATOR WILLIAM S. COHEN

Suicide is the eighth leading cause of death in the United States today, account-
in% for more than thirty thousand deaths each year.

o date, most of the public’s attention has focused on teen suicide. But suicide
is not primarily a phenomenon of adolescence. The startling fact is that it is older
Americans who are most at risk.

For many of our parents and grandparents the retirement years apparently have
not been quite so “golden,” and Americans over 65 are more likely to commit suicide
than any other age group. While older Americans make up only about 13 percent
of our population, they account for one-fith of all suicides. White men over 80 are
at greatest risk, and are six times more likely to commit suicide than the rest of

th%&ofulation.
ile many teenagers attempt suicide as a plea for attention or cry for help, older
people are deadly serious. They don’t attempt suicide—they do it. They use more



lethal weapons and take care that their suicide will not be discovered or inter-
rupted. The ratio of suicide attempts to completions is 200 to 1 in young people. For
the elderly, the ratio is 4 to 1.

Ironically, as advances in medicine and medical technology are extending our life
spans, more and more older Americans are choosing to end their own lives. The

enters for Disease Control recently sounded the alarm that elderly suicide is
emerging as a major public health problem. After nearly four decades ofy decline, the
suicide rate for people over 65 began increasing in 1980 and has been growing ever
since. If we are to avoid an epidemic of late life suicide as the “baby boom” ages,
we must do a better job of identifying and helping those older persons most at risk.

Suicide in the elderly is somethinﬁ of a paradox—why take such drastic action to
end one’s life, when the end of one’s life is already so near?

According to the National Institute of Mental Health, the decision to take one’s
life is generally based upon a “complex constellation” of risk factors. Among the el-
derly, these factors—often working together—include loss, physical illness, and de-
pression.

While old age can be a time of contentment, pleasure and productivi}t‘y, it also
brings many losses—of family members, friends, and physical abilities. For many,
illness also takes its toll, and medications to relive symptoms of the body may have
unintended consequences on the mind. All of these factors contribute to making
older persons prime candidates for depression. Most experts agree that suicide in
the elderly is overwhelmingly related to depression.

Depression is not a normal consequence of aging. But it is a serious illness that
affects approximately 15 out of every 100 adults over 65 in the United States.

In his memoir, Darkness Visible, William Styron wrote of his own late-life depres-
sion:

“The gray drizzle of horror induced by depression takes on the quality of phys-
ical pain. Because no breeze stirs this caldron, because there is no escape from
this smotherinF confinement, it is entirely natural that the victim begins to
think ceaselessly of oblivion.”

The good news is that there is an “escape” from the “smothering confinement”
Stryon describes. Depression in the elderly is highly treatable, and most seniors at
risk of suicide because of depression can be he%ped not just to stay alive, but to
enjoy rich and fulfilling lives. As many as 80 percent ofJ older persons diagnosed
with clinical depression can be treated successfully with medications, psycho-
therapy, or a com%ination of both.

Sadly, while recent advances make depression eminently treatable, only a minor-
ity of elderly depressed individuals are receiving adequate mental health care.

Some older persons refuse to seek help because of a perceived stigma of mental
illness. Others may simply accept their eelinﬁs of profound sadness without realiz-
ing they are clinically depressed. Many of those who do seek help are too often
underdiagnosed or misdiagnosed, leading the National Institute of Mental Health to
estimate that as many 75 percent of depressed older Americans are not receiving
the treatment they need, which places them at increased risk of suicide.

Clearly, opportunities to prevent suicide in the elderly are being missed. A num-
ber of recent studies have shown that most older patients who have committed sui-
cide have visited their primary care physician within a short time of their death.
Maybe their doctor did not ask them the right questions. Maybe the patient was
putting on a “good face” and was reluctant to talk about his or her feelings or maybe
the doctor was too quick to attribute the patient’s depressive symptoms to the fact
that he or she was ill or perhaps “just getting old.”

In our youth-oriented, and some would say “ageist” society, elderly suicide is
somehow more publicly acceptable than suicide in the young. In fact, many argue
that elderly persons have a “moral right” and even a “moral duty” to commit suicide
in the face of advancing afe, illness, and disability.

However, this completely ignores the fact that suicide always has more than one
victim. For an elderly person who chooses death in order to avoid becoming a fur-
}_her burden on family and loved ones, suicide is inevitably a “sacrifice” that back-
ires.

Suicide leaves a tragic legacy for surviving family and friends whose lives are
irretrievably damaged by the planned death of a loved one. Twenty years after her
father’s suicide, Washington Post reporter Roxanne Roberts wrote:

“These are the legacies of suicide: guilt, anger, doubt, blame, fear, rejection,
abandonment, and profound grieving.

Today’s hearing will examine more closely the lingering effects that suicide can
have on surviving family members. In addition, we will discuss the increasing inci-
dence of suicide among the elderly, as well as the warning signs and factors that
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might put an elderly person at risk. Finally, we will explore how increased vigilance
to signs of depression and efforts to intervene can prevent these suicides from occur-
ring.

On our first panel, we will hear from family members of older persons who have
taken their own lives who will share personal experiences and talk about the impact
that suicide can have on survivors. We will also {:ar from an older couple who were
once at risk of suicide, but who received help from a particularly innovative program
in Spokane, WA.

On our second panel, we will hear from researchers and clinicians who will talk
about the prevalence of suicide in the elderly and about the factors that put elderly
persons at risk. :

Finally, our third panel will talk about strategies and interventions that can pre-
vent elderly suicides from occurring.

The CHAIRMAN. With that, I would like to yield to Senator Reid.

I should point out we're trying to keep our remarks relatively
brief by Senate standards because we have a series of three votes
starting at 10 a.m. and we'd like to try to at least get the first
panel to testify before we have to go over and vote.

Senator Reid.

Senator REID. Mr. Chairman, I'd ask unanimous consent that my
full statement be made a part of the record. '

- [The prepared statement of Senator Reid follows:]

PREPARED STATEMENT OF SENATOR HARRY REID

Mr. Chairman, members of the Special Committee on Aging, invited panelists, la-
dies and gentlemen. I am very honored to join all of you here this morning to ad-
dress the very serious issue of suicide and the elderly. I would like to start by ex-

ressing my sincere appreciation to Senator Cohen for his agreeing to hold this

earing at my request. As a survivor myself, having a family member who commit-
ted suicide, this is an issue that is very close to me personally. The loss of my own
father to suicide many years ago has had a tremendous impact on me. As we will
learn today, suicide knows no boundary. This tragedy can occur in any home, to any
family, anywhere in this vast country so many of us call home. My hope today is
that {y talking openly and honestly about this issue, we can become more aware
and learn from otK:rs about what we as a Nation need to do to prevent suicide from
being such an unfortunate option to so many of our Nation’s senior citizens. If by
holding this hearing we can prevent but one elderly person from taking their own
life, our efforts will have not been in vain.

The elderly are often overlooked as a vulnerable population when suicide is dis-
cussed. Compared to other age groups, those 65 years and older have the highest
suicide rate in the United States. Seniors have a suicide rate that is more than 50
percent higher than the suicide rate for the general population. Each year more
than 6500 older adults take their own lives. This translates to 18 older Americans
ending their life each and every day. Put another way, every 83 minutes someone
over the age of 65 takes their own life in this country. While the elderly make up
13 percent of our overall population, they commit 21 percent of the total suicides
committed in this country every year. In my home State of Nevada we have the
highest suicide rate in the Nation with 23.4 per 100,000. While seniors make up
12 percent of the Nevada population, they account for 36 percent of total Nevada
suicides. There is no doubt in my mind that with these statistics, and the evidence
that the incidence of suicide amongst the elderly is rising, the time has come for
us to take a hard look at this issue and put our collective wisdom and energy to-
gether to do something about it.

The reason an elderly person might take his or her own life is a complex matter
to understand. It is raner; a single factor that leads to this tragic decision. What
we do know is that depression is a significant factor in an overwhelming amount
of cases. Others factors which often come to bear include loss of a loved one, loneli-
ness, alcoholism or drug abuse, financial problems, and deteriorating health.

It is tremendously important that we address the issue of elder suicide in this Na-
tion and this committee is the appropriate forum to begin our dialog. In my view,
how we address this issue is a clear reflection on the way we address mental illness
as a society. We need to muster the courage to speak honestly about this topic and
lift the veil of secrecy that for too long kept us in the dark on understanding the



5

dynamics of elder suicide. No life should be lost to suicide if there is something, that
through our efforts, we could have done to prevent it from occurring.

I believe that by addressing this issue in a straightforward anﬁ candid manner,
we will bring hope to many generations of seniors to come, as well as their families,
and relief to countless survivors who have lost a loved one to suicide. Mr. Chairman,
this is a challenge with practieal solutions some of which we will hear about today
ffoin our distinguished panel of witnesses. We need to ensure that professionals who
interact with the elderg' are sensitive to mental health issues; we need to ensure
the availability of community resources that are capable of dealing with patients
who are vulnerable to suicide; and we need more awareness and education that fa-
n;‘iliqri_ﬁes families, professionals, and the community at large on the warning signs
of suicide.

There is no reason for an elderly person with mental illness to suffer silently. De-
pression is a successfully treated illness. There is no reason for an elderly person
to live in isolation or to live with a substance abuse problem. We have community
resources that through initiatives like the one we’ll hear about a little later are in
a wonderful position to serve as “gatekeepers” linking at-risk elderly with needed
services.

Mr. Chairman, let me state again how grateful I am that you agreed to hold this
hearinf today. 1, for one, am very appreciative, and as 1 have said so often before,
we will miss your leadership of this committee upon your departure.

Senator REID. I compliment and applaud you for holding this
hearing. You're right, it was during the time that we held the hear-
ing on depression in seniors that Mike Wallace testified.

I have not always agreed with Mike Wallace, I think a lot of
times his narratives on television and his programs have been
somewhat mean-spirited, but he, of course, is a prominent, re-
nowned journalist and I was very much impressed with his forth-
rightness in acknowledging publicly—this very proud man who
prides himself on being tough on television, on camera, came before
this committee and with a great deal of humility, acknowledged his
depression, his thoughts of suicide.

It was as a result of that hearing that I acknowledged for the
first time publicly that my dad killed himself. I didn’t need to ac-
knowledge it publicly, people in Nevada, I'm sure, knew that any-
way, but for me to acknowledge this publicly before my colleagues
in the Senate, staff and people back here, was something that prob-
ably I needed to do.

It was very important that I do that and as a result of that, I've
since written an article for a major senior publication about my:
own experiences.

Basically, as Senator Cohen said, suicide knows no boundaries;
it affects us all. All you have to do is keep your ear to the ground
and listen and it is happening all around us.

In Nevada, we have a particular problem. We lead the Nation in
suicides. About 12 percent of Nevada’s population is senior, but al-
most 40 percent of the suicides are seniors. So it is a nationwide
problem, but we, in Nevada, have an especially difficult problem.

What we need to do is muster the courage to speak honestly
about this topic and lift the veil of secrecy that for too long has
kept us in the dark in understanding the dynamics of this thing
we call elder suicide.

There is no reason for an elderly person with mental illness to
suffer silently. Depression is a successfully treated illness. There is
no reason for an elderly person to live with isolation or live with
a substance abuse problem. We have resources where they can
reach out for help and we’ll learn about some of those today.
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I want to close, Mr. Chairman, by reading from “Suicide in Later
Life,” by Nancy Osgood, a book she sent to me and Pm sure others
of this committee. Her opening paragraph quotes Simone
deBeauvoir who wrote, “Above all, even if the old person is struck
by no particular misfortune, he has usually either lost his reasons
for living or he has discovered their absence. When the world alters
or displays itself in such a way that remaining in it becomes un-
bearable, a young man can hope for change, an old man cannot. All
that is left for him is to wish for death.” The purpose of this hear-
ing is to make sure that there is no more wishing for death.

'he CHAIRMAN. Thank you very much, Senator Reid.

Senator Burns.

STATEMENT OF SENATOR CONRAD BURNS

Senator BURNS. Thank you, Mr. Chairman, for holding these
hearings. Going through aging parents is a challenge that I don’t
think I was quite prepared for. ‘

Thank you for holding these hearings and I look forward to hear-
ing from our witnesses this morning.

The prepared statement of Senator Burns follows along with
%ll'epare] statements of Senators Pryor, Craig, Kohl, Feingold, and

arner:

PREPARED STATEMENT OF SENATOR CONRAD BURNS

Mr. Chairman, I want to thank you for holding this hearing today. Not only is
suicide among the elderly a timely topic, unfortunately, for too many Americans it
is becoming more than a topic, it is becoming a reality.

As the demographics clearly point out, our Nation as a whole is aging. As the
number of Americans who live longer continues to rise, I am afraid we are goin,
to find ourselves dealing with the tragedy of suicide among the elderly more an
more. Though we have all heard, or perhaps personally know, about suicide among
the elderly, it still takes hearings ]iﬁz this to bring to the forefront the extent of
the problem.

The facts of the impact of elderly suicide are incredible and sad. While a great
deal of attention is focused on teenage suicide, and well it should be, little notice
has been given to the fact that suicide rates among the elderly are also rising. In
fact, statistics show that the highest rate of suicide among age groups is actually
the elderly, those over the age of 65. While representing only 12.4 percent of the
population, older folks take their own lives at a rate of 21 percent, a rate higher
than found among members of any other age group in our Nation. Suicide is the
third leading cause of deaths from injury among older American residents, following
deaths from falls and from motor vehicle crashes. Given these disturbing statistics—
not to mention the fact that the “baby boomer” generation is rapidly closing in on
.what is considered “old age”—we need to take steps to avoid what could become a
virtual epidemic in our country of late life suicides.

As we examine todaf/ the prevalence of suicide among the elderly, and look at
ways to prevent them from occurring, I wholeheartedly believe that we must work
as a Nation to remove the stigma that surrounds aging. We need to overturn those
old-fashioned attitudes and stereotypes about older people that distort reality and
keep older folks from seeing their own strenﬁtuhs.

1 recently read a statement by Father Robert Chenoweth, a gerontologist and
chaplain at St. Louis University Medical Center, in which he said, “We tend to say
all older people are the same and put them into one category, but the exact opposite
is true.” fewﬁoleheartedly agree with Father Chenoweth’s assessment. We do need
to acknowledge the special gift and role older folks provide to. our families, friends,
and community. If we did so, I think that would go a long way toward combating
instances of elderly suicide. . .

We should also acknowledge the role elderly services programs and health profes-
sionals provide in helping at-risk seniors. The work these folks do helps elder ‘y per-
sons adjust to the multiple changes that come with aging—such as the loss of famil
members, career, friends and mobility. These are the factors generally attributed to
depression among the elderly, which, most experts agree, is the predominant reason
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that leads seniors to commit suicide. Though depression among the elderly is not
easily recognized, the good news is that it is highly treatable. Congress should com-
mend and support those organizations, like Spokane Mental Health Center’s Elder
Services gmgram, and individuals who increase the awareness of the elderly to
these problems and help reverse and prevent the suicidal tendencies of at-risk sen-
iors.

In closing, Mr. Chairman, we all know that suicide among the elderly has a
health cost. But, most important, as the first set of panelists will point out, it has
a human cost. I believe appropriate treatment and intervention is always the surest
way to save both dollars and lives. Nevertheless, I will be anxious to hear today
how we, in Congress, can be of assistance in promoting both suicide prevention and
in educating our elderly.

1 thank you, Mr. Chairman, for your continual leadership in this area. I also want
to thank the panelists for taking the time out of their busy schedule to be with us
today. I look forward to working with all of you to find a solution to this terrible
problem. Suicide among the elderly is a dilemma that we all could confront at some
point, if we have not already.

PREPARED STATEMENT OF SENATOR DAVID PRYOR

Mr. Chairman, I want to thank you for holding this hearing on elderly suicide—
a matter of grave concern in recent years. I commend the committee for holding this
hearing so that Members of Congress and the American public can learn about this
important topic.

nfortunately, as we will hear today, elderly suicide has already made its pres-
ence felt in the lives of thousands of Americans. I realize that this hearing has spe-
cial significance to my colleague and lon7~ time friend, Senator Reid. He has had a
primary role in bringing this issue to the forefront of the committee’s agenda.

This hearing is being held at a time when our Nation and the Congress are mak-
iI:P monumental decisions on how to accommodate the growing number of older
adults. The elderly population is facing exponential growth as the baby boomers ap-
proach retirement age. It is inevitable that, if we ignore this problem, elderly suicide
will continue to plague our Nation’s seniors at disproportional rates. Ironically, as
more older Americans enjoy better physical health, their risk for suicide increases.

Suicide is a serious public healtﬁ problem. Each year over 30,000 people take
their own lives. While I understand that suicide is a leading cause of death among
young Americans, we will learn today that the frequency of suicide is greatest
among seniors 85 years and older.

Today, I am looking forward to learning more about all aspects that comprise el-
derly suicide from our panel of expert witnesses. I am hopeful that they will help
us understand the complexity of this problem.

Perhaps even more important is learning how physicians and other providers can
better identify the aymptoms of depression that lead to suicide in older patients. Ac-
cording to the National Institute oF Health, 90 percent of elderly suicide victims had
been to the doctor during the last 3 months of their life. It seems to me that there
might be warning signs during an older patient’s visit to his or her doctor which,
if noticed, could be treated and might prevent suicide. :

Finally, we are grateful to have with us today a panel of witnesses who have first-
hand experience with elderly suicide. They will help us to understand the factors
that potentially drive elderly adults to commit suicide. Furthermore, family mem-
bers of suicide victims bear the burden of the “ripple effect” of mental illness. They
are forced to confront the pain and heartache that led to such a tragedy.

Mr. Chairman, let me again commend you for holding this hearing. I look forward
to hearing the testimony of our witnesses and engaging in discussion about identi-
fication and prevention of elderly suicide.

PREPARED STATEMENT OF SENATOR LARRY CRAIG

Mr. Chairman, time and again, this committee has confronted troublesome issues
regarding our Nation’s senior citizens.

e subject of this hearing challenges what most people assume about the tragic
problem ol! suicide in American families—that suicide is a problem exclusive to teen-
agers. This assumption ignores the fact that the rates of suicide among the elderly
are higher than for any other age group. Even more distressing is the fact that this
number is rising. America’s senior population makes up 13 percent of the popu-
lation, but accounts for one-fifth of alf suicides. In the State of Idaho, there are
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121,265 citizens over the age of 65. It is crucial that we focus much needed attention
to this issue.

I am ?ateful for the opportunity to hear from our witnesses on this important
matter. I thank them in advance for their help in bringing this issue to the atten-
tion of the Senate, and I look forward to hearing about their findings and their rec-
ommendations for policy changes in the future.

PREPARED STATEMENT BY SENATOR HERB KOHL

Older Americans face many difficult life challenges that can seem overwhelming—
isolation, health complications, mounting bills, and con-artist scams are just a few.
Depression can be a manifestation of one or all of these factors. Like many of these
challenges, however, depression is not part of the natural aging process and it can
be treated.

The increase in elderly suicide over the past decade is an American tragedy. Al-
though the elderly regresent only 12 percent of the population, the suicide rate is
21 percent. When a beloved family member commits suicide, the loss to family,
friends and society can not be measured. We must address this problem now for all
those that may be helped today and to put in place prevention strategies for the
retiring generations of tomorrow.

To address this growing problem, there are obstacles that must be overcome.

Depression is difficult to face and self-help is generally not sought. A lifetime of
negative reinforcement about mental illness combined with a strong sense of pride
may cause avoidance. But we now know that mental illness can be diagnosed and
treated, and depression is highly treatable—we just need to help identify the symp-
toms and take action. Families, communities, and medical professionals all have op-
portunities to attack this problem by recognizing signs oF depression and helping
provide a reason for hope.

Information about depression and treatment resources presents another obstacle
that can be remedied. Medical training can teach doctors to diagnose factors leading
to depression and plan treatment options. Supportive programs that have proven
successful are available for local agencies to model.

There is much the Federal Government can also do to help alleviate conditions
that affect the elderly, such as expanding options to long-term care and medical
treatment, building upon meals programs, and enhancing opportunities for elder
volunteer service. But like many c%al enges facing our society, the government can’t

rovide the only solution. It takes commitment from families and the community to
elp identify depression and encourage solutions.

ﬁle testimony we are about to hear from family members whose loved-ones took
their lives will bring sobering reality to this serious challenge. Their willingness to
come forward is a testament to the value of their loved-ones. I am pleased that the
panel of experts in the field of depression will also help the committee learn about
the causes of elderly suicide and explore intervention strategies.

Older Americans are one of our Nation’s greatest resources and should be treas-
ured as such; they embody our strong heritage and can provide enormous benefit
to our young people and communities. The elderly deserve respect and help during
troubled times. No one should be left to feel that ending their life is the answer to
their problems. There are few issues more demanding of care, understanding, and
positive action.

PREPARED STATEMENT OF SENATOR RUSS FEINGOLD

Mr. Chairman, I commend you and the ranking member for holding this hearing.
It explores a serious matter that deserves the attention and visibility that a public
hearing can help provide.

Though statistics cannot convey the full human cost of the problem of elderly sui-
cide, they do begin to reveal the extent of the problem. A nation-wide study done
for AARg found that the elderly are the age group most at risk for suicide, with
a suicide rate 50 percent higher than that of the general population.

Among other things, that study concluded that education and public awareness
are central ingredients in the prevention of suicide among the elderly. This hearing,
therefore, can itself play a role in suicide prevention, and for that reason alone we
owe the Chairman and ranking member our thanks.

The background materials provided for this hearing indicate that some of the fac-
tors that some suggest may contribute to elderly suicide are isolation from friends,
family, and community, and the loss of physical function and role in society. I have
no doubt that this is the case.
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Two. years ago, as part of a Special Committee on Aging field hearing on long-
. term care reform, Chuck McLaughlin, a long-term care administrator from Blac|
River Falls, WI, testified he had seen many seniors forced to enter nursing homes
who would have liked to remain in their own homes or communities. He said though
some “eventually adjusted to leaving their home and entering the nursing home,
others never did.” Although McLaughlin noted he had no hard empirical evidence
to document the fact, he said:

“* * () gaw people who simply willed their own death because they saw no
reason to continue living. These were people who were literally torn from famil-
iar places and familiar people. People who had lost the continuity of their lives
and the history that so richly made them into who they were now. People who
had nurtured and sustained their communities which in turn provided them
with positive status in that community. These people were truly uprooted and
adrift in an alien environment lacking familiar sights, sounds, and smells.
Many of them simply chose not to live any longer. ile the medical care they
received was excellent, they were more than just their physical bodies. Modern
medicine has not treatment for a broken spirit.”

Chuck McLaughlin’s eloquent testimony was a telling argument for reforming our
long-term care system. But it also provides insight into the problem of elderly sui-
cide, and as a caution to policymakers. The inadequacies o(P the network of aging
services have a cost beyondpghe immediate role individual services play.

I look forward to hearing the testimony offered today, and again thank the Chair-
man and the ranking member for their efforts in convening this hearing.

PREPARED STATEMENT OF SENATOR JOHN WARNER

Mr. Chairman, I am pleased to join you this morning as the committee examines
a serious and little known problem confronting older Americans and their families.
While Americans over the age of 65 only equal about 13 percent of the population,
one-fifth of all suicides traﬁ'ically take place 1n this age group.

I well remember a decade ago when I served on this committee in joint hearings
with the remarkable Congressman and former Senator, Claude Pepper. At that
time, Congressman Pepper was the lead Member of Congress in the fight to abolish
the mandatory retirement age. We succeeded in that fight, and now, under U.S. law,
older Americans have the assurance that they may remain in the workplace, if