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|ix|Preface


In this work, we have assembled experts in the field of clinical geropsychology to provide key theoretical constructs across a range of interventions and disorders. The chapters offer key readings on the topics covered, and copious case examples are offered. The text assumes a basic literacy with respect to psychological diagnosis, assessment, and intervention paradigms. Each chapter also addresses the cultural implications of the topic at hand, and how such considerations translate into practice.


Chapter 2 tackles the important subject of clinical assessment of older adults, including the clinical interview and a variety of common validated assessment tools for use with frequently presented syndromes such as depression and cognitive syndromes. The chapter emphasizes careful consideration of the unique circumstances and context of the older person, as variables such as having English as a second language, an earlier history of head trauma, or a recent loss may all affect the way a person presents and reacts to testing. It is easy to say this in a textbook; much harder to ferret out useful background information from a client who lacks any relatives or friends, or whose medical chart is complex and contradictory. But the effort to understand the person as fully as possible leads to the most useful and complete clinical picture.


Cognitive behavioral therapy (CBT), the most common and widely researched intervention in older populations, is discussed regarding its application to depression, again one of the most common presentations of older adults to mental health services, in Chapter 3. Conceptualizing depression in older adults and working through the therapeutic process are reviewed. Chapter 3 also discusses how positive psychology principles and strategies of change can be integrated into existing CBT interventions with older adults.


Chapter 4 brings together Case-Based Approaches With Older Adults: Acceptance and Commitment Therapy, Interpersonal Psychotherapy, and Dialectical Behavior Therapy with older adults. For each type of intervention, its condensed background theory and basic principles of its application are given, and illustrated with an expanded case example. Modifications of approaches with older adults are highlighted.


Anxiety symptoms and disorders, although highly prevalent among older populations, are often not given as much attention across clinical settings. In Chapter 5, diagnosis, assessment, and treatment approaches for anxiety disorders are described. Key issues to keep in mind to avoid diagnostic and assessment misdirections are given. Posttraumatic stress disorder is also discussed in this chapter, with a detailed case discussion presented.


Working with older persons living with dementia and those who care for them is the topic of Chapter 6. A brief overview of dementia is followed by recommendations. Finally, lifestyle interventions to reduce the likelihood of dementia are discussed. The last are an |x|important growth area in research as well as in practical applications when working with older persons.


Long-term care (LTC) settings are one of the richest and most fulfilling environments for psychologists to work in. Why is this? LTC interventions (and often assessments) must take a systems perspective, and often a systems approach to implementation, if they are to be successful. While demanding, such an approach can also yield gains across the entire facility. Chapter 7 covers theoretical models of care, as well as practical intervention strategies, in LTC settings.


Especially for early career psychologists, determining decisional capacity in older adults can be daunting. Chapter 8 discussed key issues in determining capacity, including issues of culture and family dynamics. Ethical and legal considerations are detailed, and the process of undertaking capacity assessments is laid out in detail, with a complex medicolegal case example presented to highlight key issues in practice.


Chapter 9 addresses the underresearched but incredibly clinically important topic of elder abuse, with particular emphasis on identifying and acting on risk. Culturally specific conceptualizations of abuse are offered. Strategies for screening for elder abuse are described, and issues arising in the reporting of abuse are detailed.


Psychological interventions developed for use in palliative care contexts are described in Chapter 10. Palliative care practice guidelines are discussed; the interventions are informed by developmental theory. Advance care planning and common issues arising in the last phase of life are also covered here.


The psychological sequelae of grief and loss, as well as death and dying, are covered in Chapter 11. A variety of interventions are described, including the use of acceptance and commitment therapy and mindfulness interventions in palliative care contexts. Factors affecting bereavement in care partners, and appropriate interventions in these circumstances, are also discussed. The case examples in Chapters 10 and 11 are linked to illustrate end-of-life complexities.


Understanding the context and application of assessment and intervention strategies with older persons is useful both for established practitioners encountering increasing numbers of older adults in their practice and for young professionals entering a field where the likelihood of seeing older adults professionally is ever-increasing. For practitioners who have not seen a large number of older clients, irrespective of their maturity within general professional practice, treating older clients can be daunting. Medical illnesses, unfamiliar medications and their side effects, and complex sociodemographic histories can seem bewildering. We have pitched the text to make sense of these complexities and contextualize them without diminishing the importance of a thorough understanding of older persons themselves.


The importance of understanding specific ethical and systemic issues in working with older persons is highlighted across chapters. Case examples or vignettes are given in each chapter to bring the work to life. Please note that significant details about all cases described in this work have been changed to maintain confidentiality and privacy. Recommended readings are provided at the end of each chapter.


Where to go for further information on working with older adults? A great place to start is the Council of Professional Geropsychology Training Programs (CoPGTP) [https://copgtp.org/] and GeroCentral [https://gerocentral.org/], both excellent online |xi|resources. The top professional organizations such as the Society of Clinical Geropsychology (APA Division 12/ii), Psychologists in Long-Term Care (PLTC), the International Psychogeriatric Association (IPA), and the Gerontological Society of America are well worth exploring for the value of their networking and informational resources; all are easily findable online.


If this volume inspires interest in readers who may desire to gain advanced expertise in clinical geropsychology, the authors hope that they will consider becoming certified as specialists. The American Board of Professional Psychology (ABPP) is the major credentialing organization in the US that certifies specialists, and since 2014 there has been a specialty board in geropsychology (American Board of Geropsychology; ABGERO). Certification requires not only specialized education and supervised training, but also demonstration of competence in assessment, intervention, and consultation with older adults, by oral examination. Such a process allows the public and other health care professionals to identify those who have been designated to be competent in professional geropsychology. For more information, please go to the ABGERO website (https://abgero.org/).
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|1|Chapter 1


Introduction to Working With Older Adults


Nancy A. Pachana, Larry W. Thompson



Introduction


Working with people from a psychological perspective increasingly focuses on the individual and their needs. The field of psychology is becoming less concerned with testing the dogmas of schools of thought and more focused on what interventions work for which people, under which circumstances. One group for whom the focus of psychological enquiry has increased is older adults, who represent an increasing proportion of the population across the globe (see Figure 1.1).


Figure 1.1 is worth keeping in mind for psychologists, as demographics play an important part in government and private sector planning, innovation, and spending for health care. As clinicians, we also find that demographics play a key role in how we envision the clinical populations we serve, and how these populations are changing over time. Changing demographics around age are not a temporary state of affairs, but rather represent the state of the globe for the foreseeable future. And it is also not simply the number of older adults that is increasing worldwide; lifespan is also increasing around the globe (see Figure 1.2).


However, perhaps the key to clinical gerontology is the ability to recognize the individuality of the patient, and hence the wide varieties of thinking and behaviors that this age group can demonstrate. As people age, they become more and more heterogeneous (Pachana, 2016). This is due to the accumulation of everything from life experiences, positive and negative, to life choices, including lifestyle choices as they relate to health. This then means that a person in later life is a unique combination of past medical, social, physical and psychological health and well-being, as well as a complex amalgamation of beliefs, preferences, and goals. This complexity presents itself daily in clinical practice. Cohort effects are important here, as the formative experiences of older persons earlier in life will have lasting impacts on all aspects of functioning, as well as approaches to their own problem solving and belief systems (including views on self-efficacy and buying into ageist stereotypes). This is another important issue in clinical practice, where the therapist and the client often come from different cohorts, and will have to work together to come to a |3|mutual understanding. Recognition of this multifactorial presentation is required of clinicians not just to get a good clinical history, but also to develop real rapport and a solid working relationship with their clients.



|2|[image: 101027_00571_ADHOC_fig_01_01]



Figure 1.1  Demographic changes in aging: 1950-2050





Note. Reprinted with permission from World Population Prospects: The 2004 Revision, by United Nations, 2005. © 2005 by United Nations.
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Figure 1.2  Increasing lifespan worldwide





Note. From World Population Prospects 2019, by DESA, Population Division, United Nations, (http://population.un.org/wpp/). © 2019 Population Division, DESA, United Nations. Licensed under Creative Commons license CC BY 3.0 IGO.





In an era of precision medicine, with its promise of molecularly tailored solutions to diseases, informed by genetics, psychology may look distinctly “old school” in its reliance on paper and pencil tests and face-to-face conversations to deliver person centered care. Yet a strength of psychology is its adaptation to current technological and measurement advances (e.g., telehealth and functional magnetic resonance imaging) in continuing to pursue the quest for the relief of symptoms of distress, and the fostering of skills to assist coping and flourishing with respect to mental well-being. The forward direction of psychology appears to be in entertaining less concern for particular assessment and intervention techniques that are effective across all populations, and more emphasis on discovering which approaches are most effective for persons from particular age cohorts, cultural backgrounds, and individual contexts. The field is also increasingly interested in the most effective procedures which can translate into real-world health care systems and communities of practice. Implementation science is still in many ways in its infancy, but in terms of building best practice models, such approaches are extremely important.


Changes in health globally also demonstrate that in most countries, increased lifespan has been matched with increasing health span. The US has seen some sliding on mortality and morbidity, mainly due to uninsured persons and the opioid crisis. However, globally, many countries are experiencing real gains in active health span, as well as in older adults working longer. It is important for clinical geropsychologists, particularly those in training or early in their professional careers, to recognize the changes across cohorts in terms of health, employment, and social and financial expectations, so that connections with older clients are not clouded by stereotypes or outmoded expectations (Laidlaw & Pachana, 2009). It is also increasingly clear that health solutions, particularly for older adults, will often have to occur in a multidisciplinary context. Many of the chapters in this book speak to the need to understand and work with other disciplines to achieve optimal outcomes.


As a field, clinical geropsychology has been sensitive to the training implications of demographic imperatives worldwide. All of the chapters in this work reference the Pikes Peak geropsychology competencies for trainees and psychologists (Knight et al., 2009). These competencies (which can be found listed in Appendix 1) include attitudinal, knowledge, and skills competencies for practice in professional geropsychology. Additionally, the Pikes Peak model requires familiarity with the importance of using a multimethod and interdisciplinary approach, and of clinical work that is sensitive to cultural differences and diversity. The Pikes Peak Knowledge and Skills Assessment Tool (Appendix 2; Karel et al., 2012) should be considered an important tool for informing clinical geropsychology practice; ratings as novice, intermediate, advanced, proficient, and expert, based on anchor items reflecting the various competencies can help guide continuing education as well as matching current skill levels to changing clinical demands in the workplace. The Pikes Peak competencies speak to a desire both to inform early career psychologists about the breadth and depth of knowledge required for competence in the field, and to provide a similar service to more mature practitioners wishing to shift their practices to serve more older adults. Increasingly, clinicians will wish to increase their skills in treating older adults, and we are hoping this text helps to meet those needs.



|4|Age-Related Changes – The Big Picture


The following represents a brief overview of common age-related changes that one can expect to encounter when assessing and treating an older adult. The interested reader seeking further information is referred to any of the more comprehensive texts listed at the end of this chapter in the section Suggested General Resources for Clinical Gerontology.


The World Health Organization (WHO) definition of health states that health goes beyond simple physical health to embrace “a complete state of physical, mental, and social well-being, and not merely the absence of disease or infirmity” (WHO, 1948). Thus, when considering age-related changes, such physical, mental, and social changes should be considered together, with the understanding, as stated above, that older adults are heterogeneous and are not all aging in the same way (Pachana, 2016). Indeed, various parts of the brain and body within a single person do not all age at the same rate; likewise, aspects of psychological and social functioning may be more or less well-preserved. Finally, acute illnesses such as delirium may diminish functioning, particularly cognitive functioning, for a short time, but treatment can (and very often does) restore functioning. This is particularly important to note in determining capacity. Similarly, changes in lifestyle can improve health and well-being. Aging should not be thought of as linear decline; it is a dynamic, responsive process. For example, for many years, personality was seen to be set in stone quite early in adulthood; now we know that personality shifts occur over the entire lifespan (Schwaba & Bleidorn, 2018) and are also linked with culture and ethnicity (Chopik & Kitayama, 2018).


Important health conditions associated with increasing age include chronic obstructive pulmonary disease, cancer, osteoarthritis, macular degeneration, type 2 diabetes, hypertension, and Alzheimer’s and Parkinson’s diseases; these conditions often share underlying basic biological mechanisms (such as inflammation) but are also greatly impacted by sociodemographic and lifestyle factors (Franceschi et al., 2018). Older adults over age 65 generally have at least one chronic illness for which they are taking a regular medication. All of the diseases listed here, along with others that may be encountered by clinicians, have the potential to negatively impact cognition and mental health, as well as to cause functional limitations (e.g., instrumental activities of daily living, or IADLs). Understanding the impact both of common medical conditions as well as medication side effects, on cognitive and emotional function is very important, as polypharmacy is also an issue among older persons. Between 1988 and 2010, the median number of prescription medications used among adults aged 65 and older in the US doubled from two to four, while the proportion taking five or more medications tripled from 12.8% to 39.0% (Charlesworth et al., 2015). Medication side effects may often underpin changes in cognition or affect. Here again, the point should be underlined about the importance of collaborative work and good communication channels with other health care professionals.


Cognitive changes with aging involve the interplay between changes in the brain and physical and psychological health, as well as lifestyle behaviors (O’Hara, 2020; Pachana, 2016). Important brain changes with increasing age include declines in production of neurotransmitters and of the sensitivity of neuroreceptors, which can influence mood and behavior, as well as cognitive functioning. Cumulative small changes in brain structures, such as minor vascular events which can negatively impact the white matter connective fibers in the brain, may contribute to slower speeds of physical reaction times and of cognitive |5|processing speed, and slower word or memory retrieval. Age-related changes, as mentioned, can vary across individuals, particularly impacted by prior levels of education, occupational history, and social factors such as isolation. Older adults can also compensate for decrements in cognitive functioning by recruiting more intact portions of the brain, a process Park and colleagues call scaffolding (Reuter-Lorenz & Park, 2014).


Typically, normal, expected age-related changes in cognition include declines in memory and executive functioning; these changes are commonly of a magnitude that might be characterized as annoying without significantly affecting daily functioning. There are several types of memory: short-term and working memory (information we are currently using, like remembering a telephone number in order to dial it), episodic memory (memory for past events, i.e., autobiographical memories as well as more recent experiences), semantic memory (memory for facts), and procedural memory (memory for skills and tasks, such as how to ride a bike or swing a tennis racquet). The greatest declines in later life are seen in episodic memory, followed by short-term memory, while procedural memory is relatively preserved.


Similarly, executive functioning encompasses a broad suite of skills including planning, emotional regulation, and goal directed activities. Again, older adults may find declines in their abilities to plan or in goal-directed activities, while because of changes in neurotransmitter functioning, emotional regulation is actually better later than earlier in life (Lantrip & Huang, 2017).


Thus, multiple factors can influence the cognitive changes seen in later life, and clinicians need to be inclusive in their formulations and strategies for intervention when faced with such changes. While many of these are due to physiological changes in the brain, many may be minimized or even corrected with proper attention and healthy lifestyle change. Moreover, and critically, involvement of the older adult in understanding their goals for both assessment and intervention is critical, and their views should directly inform interventions (Pachana et al., 2010).


Older adults value their independence, which is why functional limitations may cause more distress than physical or even psychiatric symptoms. Functional declines such as muscle weakness, gait instability, and limitations in activities of daily living (ADLs) and instrumental activities of daily living (IADLs) are not only tied to medical conditions but are also related to lifestyle behaviors such as excessive alcohol consumption (León-Muñoz et al., 2017) and sleep difficulties (Stone et al., 2018), and have been shown in some studies to differ between ethnic groups (McGrath et al., 2017).


An understanding of dementia is crucial for clinicians working with older persons. Alzheimer’s disease and vascular dementia are among the most common forms of dementia, all of which include family history of the illness as a nonmodifiable risk factor (Pachana, 2016). Potentially modifiable risk factors for increased risk of dementia of these types include high blood pressure and high serum cholesterol, presence of diabetes and stroke, and incidence of head injury; protective factors include a diet low in fat and regular consumption of fish, and a nonsedentary lifestyle, with avoidance of smoking particularly associated with lower risk of Alzheimer’s disease (Patterson et al., 2007). The impact of sleep disturbance on both risk of dementia as well as its symptoms, particularly memory and behavioral sequelae, is a growing area of research, which also holds some promise for symptom amelioration (Shi et al., 2018). Thus, positive lifestyle interventions should be |6|considered, along with more specific psychological and behavioral interventions when treating persons living with dementia.


Culture plays an important role in beliefs and attitudes toward dementia, risk factors for dementia, and the impact of dementia upon caregivers of those living with the disease. In both assessment and treatment, it is best practice for psychologists to be aware of the impact of culture and ethnicity on tests, assessment results, intervention strategies, and available collateral and community support for both persons living with dementia and those who care for them (American Psychological Association [APA], 2012). An often-overlooked cultural population with respect to dementia is Indigenous peoples. Dementia is the most common age-related cognitive condition among Aboriginal peoples (Bennett, 2008). Culture-based public health system approaches have produced positive health outcomes in American Indian, Alaska Native, and Native Hawaiian populations and have implications for research and practice in the dementia context, but this remains an underresearched area (Browne et al., 2017).


The topics covered above are expanded on and linked with case examples in the following chapters; the above is just a brief overview. Whenever one is writing a text, one is conscious of how research and practice may be evolving, and there is a recent development that bears mentioning here. It is impossible for us not to mention the significant global impact of the disease caused by a novel coronavirus, referred to as COVID-19, on both the global human population in general, and older adults specifically. In the course of writing this text, there have occurred epic shifts in medical and psychological service delivery (via telehealth), the rise of awareness of ageism in framing the impact of the virus, and an understanding of how social distancing has impacted care, particularly for those in nursing homes and palliative care settings. We believe that the material covered in this text is relevant in guiding a professional and empathic response to the mental health aspects of this crisis. Social distancing may have profound effects on older populations for whom it is known that social isolation negatively impacts health and well-being. Gaps in the availability of everything from elective surgery to primary care consultations to certain medications may be an additional source of morbidity and mortality for older persons. This book will go to press as many of these situations in the world are evolving, and particularly impacting front-line clinicians. The best advice at this stage is to be guided by best-practice approaches for scientist–practitioners: Be aware of the clinical research (as described above and illustrated in the following chapters) as well as the major psychological theories of aging, which take into account critical factors such as cohort effects, coping and adaptive strategies, and resilience.



Important Overarching Psychological Theories of Aging


One of the most important theories of adaptation in later life is Paul Baltes’s selective optimization with compensation theory of successful aging (Baltes & Baltes, 1990). This theory suggests that individuals who age successfully actively use three strategies to make this transition into later life possible: selection, optimization, and compensation. Selection |7|includes identifying relevant goals, prioritizing them, and recognizing when they have been achieved. Optimization refers to the use of strategies to facilitate successful achievement of set goals. Compensation refers to the individual adapting to limitations (perhaps due to aging processes) that interfere with getting to their goal.


With regard to the example of COVID-19, how can older adults successfully adapt to these unprecedented circumstances? First, older adults might select the things that are most important to them; since isolation from family, particularly grandchildren, is viewed as a major source of distress, overcoming this isolation may be prioritized as a goal. This goal perhaps in the current circumstances takes precedence over lesser goals (meeting friends, going out for dinner). Optimization refers to a strategy to achieve the goal; potentially here it is setting up regular daily short sessions over the telephone or internet. Compensation involves problem solving about what might interfere with goal attainment, and here this might include buying the older adult (or the children!) a mobile device or computer to facilitate the maintenance of social contact.


Social support and social networks are increasingly recognized as having positive benefits for everything from brain health to positive aging (Pachana, 2016). The finding that older individuals report equal, if not greater, levels of social support than do younger age groups intrigued Stanford University researcher Laura Carstensen (Carstensen et al., 1999), who developed socioemotional selectivity theory to make sense of how growing older shifts how people view their friendship networks. The key lies in perception of time – as we age, we recognize that we have lived more of our lives than we have left to live, and this leads us to prioritize those relationships from which the greatest meaning and satisfaction are derived. In later life, the number of people in one’s social network declines, and this was thought to be due passive attrition due to death or incapacity. Carstensen demonstrated that older adults selectively prune their social networks to include those who offer the strongest social support, moving away from sources of unsatisfactory or unreliable support (English & Carstensen, 2014). The sense of having limited time left also drives people toward activities which are more meaningful, and leads to greater generativity, a feature of Gene Cohen’s complimentary theory of phases of human potential (Cohen, 2005). Cohen proposes a series of human potential phases, which “reflect evolving mental maturity, ongoing human development, and psychological growth as we age” (Cohen, 2005, p. 7).


In a period when many people, not just older adults, have a feeling of a potentially foreshortened future, Carstensen’s and Cohen’s theories are apt for those working with this population. Cartensen’s theory proposes that individuals cultivate networks that give maximal support; many older persons have found increased social supports online in response to COVID-19, but those left on the wrong side of the so-called digital divide require increased support and attention. The confines of various forms of lockdown can be reframed as time to focus on meaningful activities, and for many older adults this involves reaching out in terms of volunteering or otherwise making use of personal resources. Both theories underscore the drive for meaningful connection in later life, which is often associated with resilience.


Resilience, meaning broadly an individual’s adaptation to stress and adversity, is a construct which has been researched throughout the lifespan, including later life. Resilience is usually studied at the individual level, but it can also operate at a group level, and can be measured at the level of households, families, neighborhoods, communities, and societies. |8|In Figure 1.3, Wild and colleagues (2013) highlight not only these conceptualizations of resilience but also the differing scales of resilience that impact older adults’ ability to cope with adverse circumstances.


Clinical psychologists also often conceptualize resilience as an individual trait, but the experience to date with COVID-19 shows the value of all levels of resilience, from household “bubbles” where people shelter in place, to societal and national levels of resilience, in everything from health care services to supply chains. For older adults, these ties have been severely tested, with everything from lack of family at the bedside while dying, to nursing home lockdowns causing huge distress to families and residents alike (Pachana et al., 2020). Research pre-dating COVID-19 demonstrates the range of factors associated with resilience in later life. In the large US Successful Aging Evaluation (SAGE) study, after adjusting for age, a higher self-rating for successful aging was associated with higher education levels, better cognitive functioning, better perceived physical and mental health, a reduced amount of depression, and greater optimism and resilience (Jeste et al., 2012). These same factors may be associated with resilience during the COVID-19 global pandemic, and clinical geropsychologists will have an important role to play in advocating for mental health services for older adults.



[image: 101027_00571_ADHOC_fig_01_03]



Figure 1.3  Model of resilience





Note. Reprinted with permission from “Resilience: Thoughts on the Value of the Concept for Critical Gerontology,” by K. Wild et al., 2013. Ageing & Society, 33, p. 137–158. © Ageing and Society, 2013.





|9|Lastly, immigration and acculturation are tied to mental health in older adults. Worldwide, the median age of international migrants is 38.4 years, almost a decade older than the median global age of 29.2 years, with international migrants in particular suffering increased mental health problems coupled with increased barriers to accessing mental health services (Pachana, 2016). This is particularly true in the US for recent older immigrants (Choi et al., 2016). Values and beliefs about aging, roles and responsibilities (often gendered) in later life, and what is a good death, are all shaped by one’s cultural values, and often thrown into turmoil for immigrants. In some studies, immigrants have been shown to have a higher prevalence of dementia compared with their US-born counterparts (Moon et al., 2019). 


In the current COVID-19 crisis, ageism and xenophobia have both left older immigrants feeling rejected by their societies. Older immigrants may be more likely to experience both loneliness and social isolation, due to language barriers and lack of acculturation, especially among recent immigrants. First-generation immigrants also have lower rates of health service utilization for both mood and anxiety disorders (Bauldry & Szaflarski, 2017). Asian immigrants of all ages have experienced increased stigma globally due to the virus possibly originating in China. While communities and governments have sought to encourage support for immigrants and discourage stigma against older adults as well as Asian immigrants, older migrants will no doubt still be very vulnerable to psychological distress in the current crisis.


Globally, we are in a time of transition, one that includes a heightened awareness of the value of social contact, and the necessity of strong societal supports for all citizens. Older adults and their resilience as well as vulnerabilities have also been spotlighted. Those working to restore and maintain the wellbeing of the older members within our communities should be inspired to redouble efforts to ensure this group is well understood, and receives the highest standard of clinical care.
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|13|Chapter 2


Assessment Approaches for Psychiatric and Cognitive Syndromes


Viktoriya Samarina, Madhuvanthi Suresh, Matthew Picchiello, Julie Lutz, Brian D. Carpenter, Sherry A. Beaudreau



Introduction


Competent assessment is an essential functional skill for working with older adults. The following chapter describes basic principles for assessing an older population and serves as a primer for students or clinicians with limited experience in assessing older adults. Moreover, experienced geropsychology specialists may find this chapter useful when reviewing cases and working with patients.


One of the most important considerations in assessing late-life mental health is the ubiquity of co-occurring psychiatric and cognitive syndromes. On the one hand, older adults with psychiatric disorders often show signs of cognitive impairment, particularly executive dysfunction or memory deficits (Beaudreau & O’Hara, 2009; O’Hara, 2012). On the other hand, many older adults with cognitive syndromes have psychiatric symptoms or disorders, often termed “neuropsychiatric symptoms” based on the assumption that the mental health syndrome is part of a larger neurocognitive process (Taragano et al., 2008). Determining whether symptoms warrant a psychiatric diagnosis, cognitive diagnosis, or both is a common question for geropsychological assessment, as illustrated in the following case example referral:






|14|Mr. J. is a 75-year-old African-American man, recently widowed from his wife of 55 years, Jean, who died 9 months ago of cancer. Mr. J.’s oldest daughter, Janelle, lives in the nearby town and has been worried about her father’s health over the last couple months due to his difficulty with activities of daily living, managing his chronic medical issues (e.g., type 2 diabetes mellitus), memory problems, motivational issues, and his recent comments about death while denying any plan to harm himself. His family have been thinking about moving Mr. J. to an assisted living facility, but he refuses. Mr. J.’s primary care physician recommended further testing by a geropsychologist to assess for possible depression and dementia, and to advise the patient and his family’s in their decisions about his need for support services.








This referral includes several complex assessment issues regarding possible psychiatric and cognitive difficulties, interacting psychosocial and medical etiologies, and concerns about functional impairment and safety. Such complex issues are frequently encountered in assessing older adults.


The overarching goals of a competent geropsychology assessment are to




conduct clinical assessment leading to DSM diagnoses and other clinically relevant problems, formulation of treatment plans and, specifically, differential diagnosis (common problems and issues include but are not limited to depression, anxiety, grief, delirium, dementia; and medication and physical disorders and their effects on functioning). (American Board of Geropsychology [ABGERO], 2017, p. 32)





Also, clinicians need to demonstrate an ability to select and administer evidence-based measures and appropriate techniques for the evaluation of psychiatric, cognitive, decision-making, functional ability, and safety and risk issues in older adults (ABGERO, 2017). This chapter surveys information about basic geropsychological assessment methods as outlined in the Pikes Peak functional competencies for trainees and psychologists (Appendix 1; Knight et al., 2009). These competencies include knowledge of the theory and current conceptualizations that inform geropsychology assessment and the psychometric properties of tests used with older adults. Additionally, the Pikes Peak model requires familiarity with the importance of using a multimethod and interdisciplinary approach, and appropriate integration of collateral information from family, friends, or caregivers during the assessment.


After reviewing these general assessment issues, we review available evidence-based assessment measures, including how best to assess mental health and cognition in older adults with varying levels of cognitive functioning, from no impairment to dementia. Throughout the chapter, we also discuss diversity issues and how they may impact the overall assessment process. It is important to recognize that aging is a diversity variable and that many older adults also have unique backgrounds and identities that intersect with their status as an older adult. These intersecting identities include, but are not limited to, disability status, culture, race, ethnicity, sexual minority status and gender identity, religious background, native language, immigration status, and veteran status.



|15|Basic Assessment Principles in Older Adults


A good psychological assessment involves gathering information from multiple sources to respond to a referral question. Referrals come from a variety of sources and may differ depending on the setting in which the clinician practices. Common referral sources include neurologists, psychiatrists, primary care providers, neurosurgeons, nurse practitioners, social workers, or other psychologists. Family members or the older adult may also self-refer if they have concerns about the older patient’s cognitive functioning or mental health. In many cases, it is necessary to reach out to the referring provider to clarify the referral question and goals of the assessment, and to confirm that as a clinician you are able to address the question and concerns appropriately and competently (Hinrichsen, 2019).


Generally, the purpose of geropsychological assessments is to determine the presence or absence of psychiatric diagnoses and cognitive disorders. The clinician synthesizes the patient’s medical, cognitive, and psychiatric history to form hypotheses about the etiology of the presenting problem. This information guides recommendations for further treatment or services to address any psychiatric and cognitive syndromes and related concerns. Referrals are often triggered by concerns about an older adult’s safety, including, but not limited to, an ability to function independently while performing specific instrumental activities of daily living (IADLs; e.g., driving) or more general activities of daily living (ADLs; e.g., attending to basic hygiene). Other typical referral questions include differentiating between a mood disorder (e.g., depression) and dementia, or assessing capacity to make decisions. Unresolved diagnostic questions or issues raised during the evaluation often lead the clinician to recommend further specialized assessments from another professional.


Regarding the case example of Mr. J., it will be important to determine which diagnoses should be ruled out (e.g., dementia or depression), assess for suicide risk, and choose which measures can be used to assess these areas of concern. This information will help guide Mr. J. and his family’s decision about his future living situation and potential need for additional care. Thus, the assessment recommendations often inform critical decisions of the older adults and their family members regarding housing, issues with autonomy, and the need for an additional evaluation of competency. These recommendations can include the need for further testing of medical or neurological issues through referral to a primary care or specialty provider, or an occupational or physical therapist, or a referral for a driving evaluation.


Mr. J.’s referral source is concerned that he might not be fit to live on his own. An older adult’s safety and well-being should be routinely assessed, including any signs of elder abuse. Elder abuse includes not only physical and sexual abuse, in which there may be physical or other interpersonal warning signs observed with family members or caregivers, but also self-neglect and financial abuse which may not be as readily identified (for information about signs of elder abuse, see Acierno et al., 2010). If Mr. J. is unable to meet his basic needs – for instance, he does not meet general dietary guidelines and has poor hygiene – this could be an instance of self-neglect. Observations regarding whether Mr. J. behaves differently when his family is present (e.g., fearful, nervous, and quiet) compared with when he is alone with the clinician, can indicate the potential for other physical or emotional abuse by family. The concerns Mr. J. has about missing money from bank accounts or potential mismanagement by family should be assessed for potential financial |16|abuse. In some cases, older adults with significant memory concerns will report that their checkbook, money, or purse was stolen in the absence of financial abuse – either because they have forgotten that someone else is managing their money or due to confusion if they have been misplacing important financial items. The source of any such financial concerns should be clarified and reported as required for licensed professionals in the state in which the geropsychologist practices.



Sources of Information


Prior to the in-person assessment, a medical chart review is often conducted. This review can alert the clinicians to diagnoses or issues that will need to be considered in addressing referral questions. Medical chart reviews can provide crucial information about the older adult’s past psychiatric diagnoses and history of treatment, medical history, current medications and hospitalizations, previous cognitive and neuropsychological testing results, previous psychiatric or psychosocial assessments, and previous family involvement in their treatment. For Mr. J., the following information was gathered during a medical chart review to inform his assessment:






According to his medical record, at his last appointment with his primary care physician, Mr. J. had lost 10 pounds (4.5 kg), explaining, “There’s just me, and my wife did all the cooking. Sometimes I don’t feel like eating so I have a bowl of cereal.” He also acknowledges that he has not been checking his blood glucose levels for his type 2 diabetes, though he reports taking his diabetes medication as directed. His physician has known Mr. J. for many years and has been treating his hypertension and high cholesterol with several medications. In total, Mr. J. takes four medications and a daily multivitamin. Mr. J. also has sleep apnea, though he doesn’t use his continuous positive airway pressure (CPAP) regularly, despite his physician’s urging that he is depriving his brain of oxygen and that he may feel more rested and alert after using it. Early signs of a cataract have reduced Mr. J.’s visual acuity, making it harder for him to see clearly at night because of the increased glare. This has made him reluctant to drive at night.








The clinician follows up on this information during a clinical interview. This additional preparation can increase the focus of a clinical interview on pertinent questions about the patient’s history. In this case example of Mr. J., questions about the management of his health conditions, such as his diabetes, which can affect mood and cognition, should be discussed during the clinical interview. The astute clinician will further consider the potential for malnourishment and any gross mismanagement of his medical conditions and thus the need to rule out self-neglect.



The Clinical Interview


A flexible, semistructured clinical interview lasting 30–90 minutes is used to gather information about the older adult’s background such as social, educational, developmental, familial, medical, psychiatric, and psychological history, and available brain neuroimaging or |17|other critical medical test results (e.g., blood tests). The clinician may also add informal questions about local current events or television shows to test the patient’s orientation and memory, potentially informing the level of cognitive impairment and selection of cognitive tests the clinician will administer. Information collected during the clinical interview will assist the clinician in formulating appropriate diagnoses and treatment plans. Collateral informants often provide beneficial information to help with diagnoses and treatment planning (Allen & Becker, 2019). For older adults with cognitive impairment, who may have difficulty providing an accurate timeline of events or for whom insight may be limited, collateral information can be useful in providing observations about changes in the older adult’s behavior, functioning, mood, or cognitive status, and a more complete history of problems. The use of collateral sources, with the older adults’ assent, can be integral to the assessment. However, clinicians must be cautious about collateral informants who may have motives to gain information (e.g., financial information) or to minimize the patient’s symptoms.


Behavioral observations provide context to the older adult’s current symptoms and functioning, which will help with diagnosis. The clinician should observe the older adult’s level of consciousness (e.g., lethargic, hyperactive), overall appearance (e.g., tone of voice, eye contact, facial expressions, hygiene, weather appropriate attire), motor activity (e.g., tics, tremors, hyperkinesia or hypokinesia, hemiplegia), mood and affect (e.g., depressed, anxious, happy, tearful, etc.), level of cooperativeness and motivation, and any difficulties with language, prosody, thinking, judgment, and memory (Strauss et al., 2006). Lack of motivation observed during testing can be psychiatric or related to medical conditions (e.g., history of stroke or other neurological diseases).


For Mr. J., the clinician will need to consider how involvement of his family can facilitate the assessment. This assessment will then need to address the following: (a) whether any cognitive symptoms are due to bereavement-related depression; (b) if Mr. J. had any previously undetected signs of dementia only obvious in the absence of the support provided by his now-deceased wife; (c) any recent changes in his health status; and (d) other acute issues that could impact both his cognition and mood, such as malnutrition or deviations from his usual medical care management. The clinician will also consider how his age, sex, educational status, race and ethnicity, and rural-dwelling status influence test selection and interpretation.


Competent assessment in geropsychology also requires clinician knowledge and skills indicative of late-life cultural competence. To familiarize the reader with the scope of the importance of cultural competence for geropsychological assessment, the next section briefly discusses assessment considerations and resources for culturally diverse assessment.



Cultural Considerations


The proportion of older ethnic and racial minorities in the US, especially Latinx, African-American, and Asian and Pacific Islander adults has surged and is projected to rise over the next 30 years (Talamantes & Sanchez-Reilly, 2010). These projections further signal the public health need for culturally competent geropsychologists (American Psychological Association, 2009). Many recommendations of the cultural competence in neuropsychology model are relevant to culturally competent mental health and cognitive assessment |18|of older adults (Rivera Mindt et al., 2010), including (1) seeking competency through additional training if the clinician determines their cultural competence is limited (e.g., continuing education courses or specific seminars or workshops), (2) reading materials which focus on practicing with different ethnic minorities, and (3) consulting colleagues familiar with the ethnic minority population of interest. Readings and continuing education courses on assessment with cross-cultural populations are often offered through the American Psychological Association.


If the clinician determines they cannot ethically evaluate the patient due to lack of competence with the specific ethnic minority and is unable to obtain appropriate training due to either language restrictions or other factors, it is recommended they refer the patient to another appropriate clinician. If that is not possible, the clinician may use an interpreter or obtain supervision from another colleague who is culturally competent in working with the specific ethnic minority. In an emergency situation, a family member may be asked to help with the interview and translation if the older adult’s primary language differs from the primary language of the clinician, although some older adults may not be as forthcoming with information when a family member is present.


The use of interpreters, though beneficial, can also cause biases in an evaluation. They may unintentionally or intentionally change the clinician’s questions or the patient’s responses. It may also be challenging to translate certain tests directly, or the interpretation may change the way the test is administered, which may result in inappropriate understanding of the findings (Fernández & Abe, 2018). The clinician should ensure that the interpreters with whom they work are highly trained in test interpretation, remain objective throughout the entire evaluation, and who will sign a confidentiality agreement and interpret exactly what both the clinician and the patient say (Gerolimatos et al., 2015). Whenever possible, it is best to refer the older adult to a provider who is fluent in the same language.


Culturally competent assessment with older adults also means that the geropsychologist considers how the cultural background of the older adult could potentially impact the validity of the assessment, and subsequently makes efforts to increase the validity of the assessment. For older adults from diverse cultural backgrounds, the culturally competent geropsychologist thoughtfully plans how the clinical interview is to be conducted, how the tests are selected and interpreted, and acknowledges the limits of tests in the final report. During the clinical interview, the clinician remains mindful of their level of formality, power, eye contact, and personal space, as these factors can differ among different ethnical backgrounds and cultures. Specific verbal and nonverbal communication cues from the clinician can also impact rapport building as it can demonstrate respect toward the patient.


It is critical to use appropriate nonbiased measurements when available. One cross-cultural screening measure of dementia is the Rowland Universal Dementia Assessment Scale (RUDAS; Storey et al., 2004). It has six items focusing on memory, planning and praxis, language, judgment, and drawing and body orientation. Administration takes about 10 minutes, and it can be translated into 30 languages without changing the format of the test. Another measure of general cognitive abilities is the Cognitive Abilities Screening Instrument (CASI; Teng et al., 1994). This measure has been culturally validated in Japan, China, and the US. The resulting score ranges from 0 to 100 and focuses on assessing attention, concentration, orientation, short- and long-term memory, language, visuospatial skills, |19|fluency, judgment, and abstraction. This measure has been found helpful in screening for dementia and monitoring disease course, and takes about 15–20 minutes to administer. The Cross-Cultural Cognitive Examination (CCCE; Glosser et al., 1993) was developed for cross-cultural epidemiological dementia research with participants from Guam and the US. The measure evaluates attention, language, visuospatial skills, verbal and visual memory, short-term memory, abstraction, and psychomotor speed. The diagnosis of dementia is given if three or more of these areas are impaired. This test may be useful if administered to people with lower literacy skills. Another cross-cultural measure is the Mini-Cog (Borson et al., 2000). It can be administered in 3 minutes and contains a brief memory task (three items) and a clock-drawing task, and was developed to differentiate between culturally, linguistically, and educationally different patients with dementia versus nondementia.


Using neuropsychological tests and norms meant for a different age, gender, or race group than that being evaluated may lead to invalid results and possible misdiagnoses (Fernández & Abe, 2018). Psychiatric and psychosocial measures may not have norms for older adults from diverse backgrounds, particularly those from different ethnic, racial, and cultural groups than the dominant cultural group. In addition, unless education-adjusted norms are available, older adults with fewer years of education should have their cognitive and neuropsychological tests interpreted with caution (Gross et al., 2015). Also, older adults for whom English is not a first language may have difficulty completing questionnaires or responding to cognitive or psychosocial questions due to lack of language proficiency.


In addition to culture, ethnicity, race, and language, other aspects of diversity to consider includes lesbian, gay, bisexual, transgender, queer or questioning, and other (LGBTQ+) status, sex and gender identity, religious affiliation, disability status, and veteran status. This information can be obtained during an intake questionnaire, interview, or both. The intersectionality of diverse identities within the same person means that no single prescriptive approach should be assumed in interacting with older adults from diverse backgrounds. Consideration of the impact of internalized stigma is important and may keep some older adults from being forthcoming with information during the interview or in completing questionnaires, due to mistrust of the clinician or the institution.


Clinicians should use neutral terms such as “partner” when referring to an older adult’s married or romantic partner. During the assessment, obtaining information about the patient’s unique life history and identity provides an important context to the presenting problems and factors impacting current functioning. For example, older adults who indicate they are veterans may also share that they have had previous Agent Orange exposure or have experienced combat trauma, all of which can impact their current well-being and the interpretation of both cognitive and mood assessments. Also, diversity status can inform the selection of measures, such as the decision to use veteran-normed measures when working with an older veteran or large-print questionnaires and primarily auditory measures of cognitive status with a visually impaired older adult.


The older adult’s unique multicultural and identity characteristics often impact on assessment recommendations. For instance, professionals working with older adults who identify as LGBTQ+, have to consider what kind of services are available in the community and whether they are LGBTQ+-friendly. Veteran status could expand an older adult’s resources to the Veterans health care system in which they would be entitled to services. With regard to sex, older women especially, face financial struggles (Gamache et al., 2003), |20|particularly if they also identify as an ethnic or a racial minority, which may factor into the recommendations. Providers also should have a basic understanding of the older adult’s values and religious affiliation, to inform treatment recommendations including any potential for connecting with church or other religion-based services that could fulfill a need as determined by the assessment (e.g., instrumental services, social support).


Applying these principles to Mr. J., the clinician may learn that he grew up in the American Midwest and that he speaks English as his first language. Cultural considerations, however, including his comfort working with a White provider are important. Current and past experiences with institutionalized racism, including, but not limited to, educational inequalities due to segregation, can factor into the assessment. It is important for the clinician to create a safe space for older adults to express these concerns, which can be accomplished by being open and attentive to what the patient has to say and to address any concerns the patient may have. Matching of clinicians to the older adult’s background is not always possible, which can be a limiting factor for some older patients – such as Mr. J. if he is guarded and the clinician is unable to build good rapport with him due to an inability to gain his trust.


An additional cultural difference is age itself. Age differences between the clinician and the older adult can sometimes raise concerns on the part of the older adult regarding the competency of a younger provider. If raised as an issue by someone like Mr. J., open communication about the clinician’s expertise in working with other older adults can often alleviate this concern.



General Considerations for the Evaluation


The clinician first obtains the older adult’s consent or their assent if a family member has power of attorney. Because Mr. J. gave permission for his family to be involved in his assessment, and cognitive impairment needs to be ruled out, the inclusion of his family is especially important. It is not known if he is aware of the purpose of his visit and the referral question. Understanding what he hopes to gain from the assessment and to address any misconceptions about the assessment will be key. Mr. J. might have concerns about what the evaluation will find and the potential loss of his independence, such as fear that memory problems detected by the evaluation will mean he must move to a nursing care facility. Older adults who drive may have concerns that their driver’s license will automatically be taken away from them. Clarifying the purpose and limits of the overall assessment will ensure that the older adult’s evaluation provides the most accurate information.


Some older adults believe they are seeing a physician and not a mental health provider, either because they misunderstood the referral or a family member misrepresented the reason for the evaluation to ensure the older adult kept the appointment. It is important to spend alone time with the patient to attain consent or assent for the evaluation, and build rapport with them (Hinrichsen, 2019). Before starting testing with Mr. J., who had already assented to his family being present, the clinician could explain that the family’s participation would be requested for the clinical interview portion, but they will be asked to sit in the waiting area while the patient completes the other tests with the clinician.


|21|The clinician should discuss limits of confidentiality. The patient is informed that the clinician has a duty to break confidentiality and report information as required by state licensing regulations to state agencies (e.g., Adult Protective Services) or local law enforcement if the patient reports intent to harm themselves or others, or if there is suspected child, dependent, or elder abuse. At the end of the interview, the clinician should review the information with the older adult and family to verify details and chronology of the events and to address the patient’s questions or concerns.



Common Late-Life Functional Issues and Psychiatric Syndromes



Functional Status


Evaluations of older adults should include an assessment of functional status. Reviewing the older adult’s ability to complete ADLs and IADLs is important not only in making an appropriate diagnosis (e.g., Alzheimer’s disease) but also in understanding whether their physical impairments are due to cognitive changes or some other disease process. ADLs are self-care activities, such as dressing, eating, bathing, toileting, and controlling bladder and bowel functions. IADLs are activities that allow the individual to live independently and be involved in such activities as doing housework, prepping meals, managing finances, taking medications independently, or using a telephone (Tatum et al., 2018). Typically, two brief self-report measures are used to assess ADLs and IADLs – the Katz ADL scale (Katz et al, 1970) and the Lawton IADL scale (Lawton & Brody, 1969). Each of these two measures can be completed by the older adult or administered by the clinician, and together take 5–10 minutes to complete. Additional follow-up questions about problematic ADLs and IADLs can be part of the assessment to gain a more complete picture regarding the older adult’s strengths and limitations.



Psychiatric Syndromes


Common psychiatric issues to rule out in an older adult include anxiety disorders, trauma and stressor-related disorders, mood disorders (depression and bipolar disorder), and suicide risk. In Mr. J.’s case, several issues related to his psychiatric health and well-being included ruling out many of these issues, particularly depression and suicide risk.



Late-Life Anxiety Assessment


A brief introduction to anxiety symptoms and their impact on cognition is given in Chapter 5. Anxiety disorders are the most prevalent class of late-life mental health disorders (Byers et al., 2010). While assessing for anxiety disorders, other common comorbidities such as depression and medical illness must be considered.


|22|There are many options for late-life anxiety measures. Two self-report questionnaires developed for use with older adults are the Geriatric Anxiety Inventory (GAI; Pachana et al., 2007) and the Geriatric Anxiety Scale (GAS; Segal et al., 2010). Other measures that have adequate or better validity and reliability with older populations and can be used to screen for anxiety include the Generalized Anxiety Disorder–7 item (GAD-7; Spitzer et al., 2006) scale and the Rating Anxiety in Dementia Scale (RAID; Shankar et al., 1999). This is not an exhaustive list but covers the most common measures in clinical practice and in some research.


The GAI is a dimensional assessment of common anxiety symptoms in older adults (Pachana et al., 2007). The scale has 20 agree or disagree items covering clinical and subsyndromal anxiety symptoms. The GAI can be administered through self-report or by a clinician and takes up to 10 minutes. A score of 10 or higher on the GAI indicates significant anxiety symptoms. The GAI has been translated into over 20 languages, which can be useful when working with older adults whose first and preferred language is not English. Further, GAI scores share a unidimensional structure across older adults from different cultural backgrounds, based on a cross-national validation study, suggesting that the GAI scores of older adults from different cultural backgrounds can be compared (Molde et al., 2019). The short-form version of the GAI (GAI-SF) exhibits good psychometric properties in clinical and nonclinical geriatric populations (Johnco et al., 2015). The GAI-SF has five items, and a score of 3 or higher is considered a positive screen for generalized anxiety disorder (GAD; Byrne & Pachana, 2011).


The GAS is a 30-item self-report measure used for assessing anxiety symptoms in older adults in the past week (Segal et al., 2010). A benefit of the GAS is that it assesses anxiety symptoms on three subscales: somatic, cognitive, and affective symptoms. Two studies have supported the GAS’s psychometric properties in community and clinical geriatric samples (Gould et al., 2014; Segal et al., 2010), and initial validation of the GAS has been established in Chinese, Italian, and Iranian populations (Gatti et al., 2018; Lin et al., 2017; Bolghan-Abadi et al., 2013).


The Geriatric Anxiety Scale–10 item (GAS-10) is a short version of the GAS and is used as a screening measure for anxiety symptoms in older adults. The GAS-10 shows good psychometric properties in older adults, including the initial validation of a German version of the GAS-10 (Gottschling et al., 2019; Mueller et al., 2015).


Another measure, the GAD-7 scale, screens for anxiety symptoms (Spitzer et al., 2006). Respondents assign a severity rating for each item in the past 2 weeks. The GAD-7 scale has demonstrated strong psychometric properties in primary care and community settings (Kroenke et al., 2007; Löwe et al., 2008). The Generalized Anxiety Disorder–2 item (GAD‑2) scale is a brief screener of anxiety symptoms in the past 2 weeks and uses the first two items from the GAD-7 scale (Kroenke et al., 2007). Both the GAD-7 and GAD-2 scales exhibit strong psychometric properties in older adult community samples (Wild et al., 2014).


To assess anxiety in patients with dementia, the Rating Anxiety in Dementia (RAID) scale can be used (Shankar et al., 1999). The RAID is an 18-item clinician-rated instrument completed through direct observation, informant report, and patient interview. Each item is assigned a severity rating on a 4-point Likert scale. A score of 11 or higher on the RAID scale indicates significant symptoms of anxiety, and the scale takes 20 minutes to administer.



|23|Late-Life Depression Assessment


Depressive disorders and symptoms are the second most commonly occurring late-life psychiatric illness (Panza et al., 2010). Similar to anxiety symptoms, depressive symptom severity occurs on a spectrum, from subsyndromal, to minor, to major depression, and all levels of the spectrum are associated with significant psychosocial impairment across the lifespan (Judd et al., 2002). Depression and anxiety symptoms frequently occur concurrently in late life (Byers et al., 2010). When coupled with anxiety, late-life depression is more severe, chronic, and difficult to treat (Andreescu et al. 2007).


Assessment of depressive symptoms can include self-report or semistructured clinical interviews. Two common self-report measures are the Geriatric Depression Scale (GDS) and Beck Depression Inventory–II (BDI-II). The GDS screen for depression was developed and normed for older adults. It is a self-report measure with 30 yes-or-no items that can take up to 10 minutes to administer (Yesavage et al., 1982). Score ranges include 0–9 (normal), 10–19 (mildly depressed), and 20–30 (severe depression). The GDS has minimal items examining somatic symptoms to minimize confusion between depression symptoms and symptoms of medical illness and reduce the likelihood of false positives in a geriatric population. The short-form version of the GDS (GDS-SF; Sheikh & Yesavage, 1986) exhibits good psychometric properties in clinical and nonclinical geriatric populations (Burke et al., 1991; Herrmann et al., 1996). The GDS-SF has 15 items, and a score of 5 or more is considered a positive screen for depression disorder (Herrmann et al., 1996). The utility of the GDS among older adults with mild cognitive impairment has been established, but the GDS is not a reliable screening instrument in patients with Alzheimer’s disease (Debruyne et al., 2009).


The BDI-II assesses depression severity in clinical and general patient populations, aged 13 to 80 years (Beck et al., 1996). The measure has 21 items, and respondents assign a severity rating for each item in the past 2 weeks. The BDI-II can be self-report or clinician administered and takes 10 minutes.


In older adults, the presence of clinically significant depressive symptoms has been associated with accelerated cognitive decline (Köhler et al., 2010). Executive function, episodic memory, visuospatial skills, verbal fluency, and psychomotor speed are cognitive domains that are particularly affected in late-life depression (Morimoto et al., 2015). Comorbidity of depression and cognitive impairment is associated with greater functional decline (Mehta et al., 2002). For older adults with a known diagnosis of dementia or other significant cognitive impairment, the Cornell Scale for Depression in Dementia (CSDD) can be used. The CSDD is a 19-item clinician-administered screening tool developed to assess depression severity in patients with dementia (Alexopoulos et al., 1988). Through semistructured interviews, the clinician gathers information from both the patient and an informant, and assigns a severity rating for each item on a 3-point Likert scale. Severity ratings from the interviews and direct observation reflect the rater’s clinical impression. The CSDD takes 20 minutes to administer, and a score of 18 or more indicates significant symptoms of depression (Alexopoulos et al., 1988).


In the case of Mr. J., the clinician administers the GDS, on which the patient reports a moderate level of depression, which is considered clinically significant. This information is evaluated in light of the time course of his symptoms and the history of his depression (in which the patient and his family deny that Mr. J. ever had any issues with depression |24|prior to his wife’s death). The clinician examines Mr. J.’s responses to individual items on the GDS. Of concern, he endorses items for feelings of worthlessness and that life is not worth living. This leads to further assessment of suicide risk and resiliency factors.



Suicidal Risk in Older Adults


In the US and around the globe, suicide rates are elevated in later life (World Health Organization, 2014). Older adults are markedly more likely to die from a suicide attempt, with one death for every four suicide attempts in late life, compared with one death for every 25 attempts in the general population, and one death for every 100 to 200 attempts in younger adults (Drapeau & McIntosh, 2018). Further, older adults are more likely to have been in contact with a primary health care provider in the year and month prior to death by suicide (Stene-Larsen & Reneflot, 2019). These facts point to a critical need for valid and reliable assessment of suicidal ideation and behaviors among older adults. However, there is a paucity of suicide risk assessment measures developed and validated among older adults.


Only two measures assessing suicide risk have been developed especially for older adults. The Geriatric Suicide Ideation Scale (GSIS) assesses suicide ideation, death ideation, loss of personal and social worth, and perceived meaning in life, and has demonstrated good reliability and validity in samples of community-dwelling older adults, nursing home residents, and medical and psychiatric patients (Heisel & Flett, 2006, 2016). The Reasons for Living–Older Adults (RFL-OA) scale assesses protective factors against attempting suicide among older adults, and it has demonstrated good reliability and validity among community-dwelling older adults (Edelstein et al., 2009). A shortened version of the RFL-OA scale is available, as the original scale contains 69 items (Lutz et al., 2019). Other measures, both scales with multiple items (e.g., Suicide Behaviors Questionnaire-Revised [SBQ-R], Beck Scale for Suicide Ideation [BSS]) as well as single items from depression scales (e.g., Patient Health Questionnaire [PHQ-9], Beck Depression Inventory [BDI-II] suicide item), primarily developed and validated among younger adults are also frequently used to assess suicide risk among older adults. However, there is little evidence regarding the validity of these measures for use among older adults. In Veterans Health Administration (VHA) settings, items from the Columbia Suicide Severity Rating Scale (C-SSRS; Posner et al., 2008) are the required suicide screen for veterans of all ages. In non-VHA settings, geriatric measures of suicide risk and resiliency (e.g., GSIS and RFL-OA scale) would be preferred over other suicide screens or measures which have not been thoroughly investigated in older adults.


These measures have primarily been developed and validated among those without cognitive impairment. While mild cognitive impairment or early-stage dementia are associated with increased risk of suicide, severe or later-stage cognitive impairment is associated with reduced risk (e.g., Conejero et al., 2018; Haw et al., 2009; Serafini et al., 2016). No measures have been developed to assess suicide risk specifically among those with cognitive impairment. Clinicians should use their best judgment in the assessment of suicide risk among cognitively impaired older adults. Assessment of suicide risk among individuals with cognitive impairment may include the use of collateral sources and behavioral signs of depression. In general, clinical suicide risk assessments with older adults should not depend solely upon any one self-report measure, and instead involve a comprehensive assessment involving a clinical interview (e.g., see Bryan & Rudd, 2006).


|25|With the case of Mr. J., suicide risk is a concern given that his responses on the GDS are indicative of thinking about being dead (death ideation) and worries of being a burden on his family (perceived burdensomeness), and his provider, and thoughts of worthlessness and that life is not worth living. It will be important to rule out whether he has additional thoughts of wanting to harm himself. In older adults, those with passive suicidal ideation (thoughts of being better off dead but no thoughts of harming oneself) should be taken seriously and screened. Mr. J. completes the GSIS which, consistent with his prior comments, indicates slightly elevated levels of death ideation and feelings of loss of worth, but no current active suicide ideation. In addition, he completes the RFL-OA measure, and endorses multiple reasons for living related to his family (his daughter) and faith. It is determined that he does not need emergency services, because he does not have current active suicidal ideation, intent, or plan, and he endorses reasons for living. However, a plan might be recommended for monitoring his suicide risk given his death ideation (e.g., to include ongoing assessment of his mood and reassessment for changes in suicidal ideation at his regular primary care check-ups), and interventions may be recommended to address his feelings of burdensomeness and worthlessness, both risk factors for suicide.



Alcohol and Substance Use Disorders in Older Adults


During the interview, the clinician should also focus on the potential for an alcohol or substance use disorder. In the case of Mr. J., it might be incorrectly assumed that such issues are not present, because they were not raised by him or his family. Another reason that older adults might not be assessed for alcohol or substance use disorders is the stereotypes about older adults not using drugs, or being less likely to benefit from interventions if such a disorder is present. As a result, practitioners may not do a thorough screening, or any screen for that matter, of alcohol, nicotine, and substance use in their older patients, thus missing a critical issue for the older patient.


Alcohol is one of the more common substances used among older adults, with harmful or hazardous drinking estimated in as many as 35–40% of middle-aged and older adults (Fink et al., 2002; Towers et al., 2018). If Mr. J. were to report alcohol consumption, it is important to find out what type of alcohol, how much of it he is consuming, and over what time period. Depending on the amount of alcohol in that drink, it may be considered several. The National Institute on Alcohol Abuse and Alcoholism suggest “adults over age 65 who are healthy and do not take medications should not have more than: 3 drinks on a given day or 7 drinks in a week” (National Institute on Alcohol Abuse and Alcoholism, 2019). Given reduced ability to metabolize alcohol with age and the potential for alcohol to interact with medications, older adults can be at risk for poor mental health or negative functional outcomes.


Another common issue can be medication misuse, given that many older adults also take one or more prescribed psychotropic medications to aid with anxiety, sleep, and pain, or powerful medications to help with chronic medical problems (e.g., heart or thyroid problems, and diabetes). Medication misuse can be intentional or not, and may include taking another person’s medicine, taking the wrong dose or taking it for longer than medically |26|required, or using the medication inappropriately, such as for recreational or nonmedical needs (Satre & Wolf, 2015). Patients may also accidentally misuse medications because they have misunderstood the directions given by their doctor, due to cognitive impairment or unclear directions. Some clinicians may not screen for illicit drug use, due to erroneous beliefs that illicit drug use is not an issue in older adults or because of concerns about how an older adult will react to questions about illicit drug use (Hinrichsen, 2019). A screen of illicit drug use should be included, particularly in light of more prevalent use of marijuana since its legalization, the epidemic of opioid addiction, and the potential for illicit use of any illicit drug at any age.


Physical, mental health, and social risk factors are related to an increased risk for alcohol problems and misuse of psychoactive substances in later life. Physical factors in older adults include characteristics such as being a White male, life transitions, health-related problems, chronic pain, disability, and polypharmacy. Mental health factors may include history of alcohol use, use of multiple substances, and prior or current mental health problems. Social risk factors in older adults include higher socioeconomic status, social isolation, grief, and unplanned or forced retirement (Kuerbis et al., 2014). General understanding and knowledge of why older adults often use or abuse alcohol or other substances, including nicotine, especially if they have multiple risk factors, should prompt the practitioner to do a more careful and detailed assessment if deemed appropriate.


To assess for hazardous drinking and medication misuse, there are several behavioral warning signs in older adults. For hazardous drinking, warning signs can include mood swings, falls, bruises, headaches, sleep problems, memory difficulties, poor hygiene, poor nutrition, and social isolation. Medication misuse warning signs can also include strong preference for specific medications and detailed knowledge about the medication, complaints about doctors who will not prescribe the medicines, anxiety or stress about the medication running low, poor hygiene, and social isolation (Barry & Blow, 2010).


Several alcohol screening measures are recommended for use with older adults who are at risk for alcohol use problems; several of these have been specifically validated for older adults. These alcohol screens include the CAGE (Ewing, 1984), Alcohol Use Disorders Identification Test–Concise (AUDIT-C; Bush et al., 1998), Michigan Alcoholism Screening Test–Geriatric Version (MAST-G; Blow et al., 1992), and Short-MAST-G (Blow et al., 1998). The CAGE–Adapted to Include Drugs (CAGE-AID; Brown & Rounds, 1995) and Drug Abuse Screen Test (DAST-10; Skinner, 1982) are brief screening instruments for drug and alcohol use.


With Mr. J., he reports chewing tobacco and smoking cigarettes starting in his early 20s and quitting all use in his 30s with the arrival of his first child. There is no indication of substance abuse or misuse of medications. He also reported “rarely drinking” during the clinical interview. However, on the AUDIT-C, his total score indicates likely hazardous drinking. When asked more specific questions about his drinking habits as a follow-up to the AUDIT-C, we learn that he drinks “one to two drinks” every night with each drink consisting of three shots of whiskey mixed with cola. He reports having started drinking this amount since his wife died, due to “boredom” and because it “helps calm my nerves.”


The full assessment is not complete without an evaluation of Mr. J.’s cognitive functioning. This next section delves into cognitive screens and assessments, with a focus on memory and executive functioning.



|27|Cognitive Screens and Assessments



Assessment of cognition


Cognition is assessed with standardized measures as part of the evaluation, and behavioral observations provide the necessary context to the assessment. The clinical interview helps determine approximately when cognitive problems began, whether some or all cognitive abilities have changed, and to what extent the cognitive changes impair functioning. Neuropsychological measures allow clinicians to establish a baseline and detect possible cognitive changes, propose a possible etiology, and implement a plan to help improve cognitive functioning or teach the patient compensatory strategies to help maintain or improve their cognitive functioning (Fernandez-Ballesteros et al., 2015). Multiple instruments can be used to assess cognitive functioning, including cognitive screens. These different screening measures can help differentiate individuals with no cognitive impairment, mild cognitive impairment, and dementia. Depending on the patient’s performance, additional cognitive measures can be used to determine a patient’s cognitive baseline.


One screening measure that is widely used is the Mini–Mental State Examination (MMSE; Folstein et al., 1975), composed of 11 items (orientation, immediate and delayed recall, working memory, language, and visuospatial skills), which has validity for use in screening White, African-American, and Latinx older adults for possible cognitive impairment (Rideaux et al., 2012). Though the MMSE is widely used, other screens may be preferred due to their having better sensitivity and specificity for detecting mild cognitive impairment, and because other cognitive screens are available for public use, whereas the MMSE is copyrighted and has a fee for use.


The Montreal Cognitive Assessment (MoCA; Nasreddine et al., 2005) is another brief paper-and-pencil screening tool used to detect mild cognitive impairment. This screen includes attention, concentration, executive functioning, memory, language, visuospatial skills, abstraction, calculation, and orientation domains. The test has been translated into 36 languages and is widely used. It is scored out of 30 points and takes about 10 minutes to administer. The MoCA is freely available and does not require permission for clinical or educational use. In contrast to the MMSE, the MoCA demonstrates good sensitivity for identifying mild cognitive impairment (90% for MoCA vs. 18% for MMSE) and Alzheimer’s disease (100% for MoCA vs. 78% for MMSE) individuals. With regard to specificity, which is the percentage of normal controls that scored at or above 26 (the cutoff score), the MMSE correctly determines 100% of the normal controls, and MoCA determines 87% of the controls (Nasreddine et al., 2005). It is recommended to administer the MoCA to adults who are presenting with cognitive complaints but who do not display functional difficulties with their ADLs. Older adults who are displaying cognitive complaints and functional difficulties may benefit from first being assessed by the MMSE, and then the MoCA if their MMSE performance is in the normal range (Chertkow et al., 2007).


The Short Portable Mental Status Questionnaire (SPMSQ; Pfeiffer, 1975) was designed for use with older adults. It consists of 10 questions, is scored out of 10 points, and has a stronger emphasis on orientation than the MMSE. The SPMSQ includes seven questions focused on orientation, two questions test memory for current and past US presidents, and one question examines concentration and mental tracking with serial threes. Because it is |28|focused mostly on orientation questions, the SPMSQ is not reliable for identifying mildly impaired or early dementia individuals (Pfeiffer, 1975). Rather, based on several studies (Moritz et al., 1995; Sands et al., 2003), this screener is better used to identify adults at risk for experiencing difficulties with basic ADLs, who can then be closely monitored.


Two other popular cognitive screens include the Saint Louis University Mental Status (SLUMS) exam (Morley & Tumosa, 2002), and the Short Blessed Test (SBT; Katzman et al., 1983). The SLUMS tests for orientation, short-term memory, calculations, confrontation naming, visuospatial skills, executive functioning abilities, and recognition of certain geometric figures. It takes about 7 minutes to administer, and scores range between 0 and 30 points. A score in the range 0–20 suggests dementia, 21–26 suggests a mild cognitive impairment, and between 27 to 30 is considered within normal limits for individuals with a high school education. In comparison with the MMSE, SLUMS is found to do a better job at identifying individuals with a mild cognitive impairment (Cruz-Oliver et al., 2012), as well as identifying early stages of dementia (Szcześniak & Rymaszewska, 2016). The SBT, also known as the Orientation-Memory-Concentration Test, is intended to identify dementia. It consists of six items and includes questions about orientation, saying months backward, remembering a name and an address, and counting from 20 down to 1 (Katzman et al., 1983).


Premorbid cognitive abilities can be measured with the Wechsler Adult Intelligence Scale, 4th edition (WAIS-IV; Wechsler, 2008) or the Wechsler Abbreviated Scale Intelligence, 2nd edition (WASI-II; Wechsler, 2011), which can be crucial in understanding the patient’s possible cognitive impairment. WAIS-IV is a measure of overall cognitive functioning from patients aged 16 to 90 years. With multiple subtests and composite scores, this measure indicates individual strengths and weaknesses in multiple cognitive areas and emphasizes fluid reasoning, working memory, and processing speed (Lichtenberger & Kaufman, 2009). WAIS-IV provides a full scale intelligence quotient (FSIQ). The test consists of 10 core subtests and five supplemental subtests. The supplemental subtests can be administered if a core subtest is invalidated. The subtests make up the four indices: the Verbal Comprehension Index (VCI), Perceptual Reasoning Index (PRI), Working Memory Index (WMI), and Processing Speed Index (PSI). The General Ability Index can be calculated for individuals with specific neuropsychological problems, such as attention-deficit/hyperactivity disorder or neurodegenerative disease, as it is not heavily impacted by working memory and processing speed abilities (Climie & Rostad, 2011).


WASI-II is an abbreviated measure of cognitive intelligence and can be administered to individuals 6 to 90 years of age. It consists of four subtests: Vocabulary, Similarities, Block Design, and Matrix Reasoning. Vocabulary and Similarities make up the Verbal Comprehension Index (VCI), and Block Design and Matrix Reasoning make up the Perceptual Reasoning Index (PRI). When combined, the four subtests form the Full-Scale IQ-4 (FSIQ‑4). Vocabulary and Matrix Reasoning, when combined, make up the Full-Scale IQ-2 (FSIQ‑2). The WASI-II provides the examiner with the option of choosing a brief measure of intelligence if they are limited for time or if there are patient factors preventing a more comprehensive administration. The WASI-II is fairly simple to administer and takes significantly less time than the WAIS-IV. There are several limits to the WASI-II, including the fact that it is less comprehensive than the WAIS-IV and does not include measures of working memory and processing speed, which both contribute to overall intellectual functioning (McCrimmon & Smith, 2013).



|29|Assessments of Memory


Memory complaints by an individual tend to be the most common reasons for a referral to a neuropsychologist. When a patient says they have “memory difficulties,” it can mean multiple things. Some patients report memory problems when they have trouble coming up with the right word or cannot recall proper names, although they can easily recall short-term and long-term events. Others may indicate memory problems when they have trouble focusing on a task. Overall, memory impairment can be impacted by deficits in other cognitive areas, such as attention, processing speed, and executive functioning. Understanding different aspects of memory and other factors which can impact it is important in conceptualizing the case.


A comprehensive memory assessment evaluates the individual’s orientation to time and place; learning and retention of meaningful structured information (e.g., Logical Memory I and II subtests from the Wechsler Memory Scale, 4th editon [WMS-IV]; Wechsler, 2009); rote learning, which allows the patient to learn information over several trials, provides data such as a learning curve, and tests free recall and recognition (e.g., Auditory Verbal Learning Test [AVLT]; Rey, 1941; or the California Verbal Learning Test [CVLT-II]; Delis et al., 2000); visuospatial memory (Visual Reproduction Test [WMS-IV]; Wechsler, 2009; or the Rey-Osterrieth Complex Figure; Osterrieth & Rey, 1944); and remote memory; and autobiographical memory. Measures designed to test learning should include one or more trials and a delay period followed by free recall and recognition or cued recall tasks (Lezak et al., 2012). Please see Table 2.1 for further details regarding the memory tests.
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