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Differential Mental Health Assessment in Older Adults

Lecture Notes

Introduction 
The purpose of this instructional module and video series is to help social workers conduct assessments with older adults that effectively differentiate between medical and psychiatric conditions that have overlapping and interacting symptomology. Many of the mistakes that social workers make when working with older adults are rooted in the misperception that pathology is a normative part of aging. Cognitive decline, depression, pain, persistent and complicated grief and confusion are NOT a normal part of the aging process. These are signs of a problem that should be targeted for treatment. When conducting an assessment, social workers should address the person they are assessing directly and not a caregiver or other person. Rapport building is an essential component to assessment with any client, but particularly with older adults. Older adults may not offer up issues spontaneously because they are embarrassed, don’t want to complain or be a burden or just simply don’t realize that what they are experiencing is not normative. Older adults can also often buy into the myth that pathology is a normative part of aging. Questions must then be clear and direct. 

Differentiating between medical and psychological disorders can be challenging for any clinician. This differentiation in older adults is further complicated by higher rates of strokes, nutritional/metabolic changes related to aging, multiple medications, possible increasing amounts of chronic pain, perceived stigma and a general lack of awareness associated with mental illness and the experience of several losses (Zarit & Zarit, 2007). Due to these complicating factors, it is important for any clinician to be able to distinguish between medical and psychological disorders, especially since effective treatments differ between these types of disorders and are contingent upon accurate assessment and diagnosis.
Bio-psycho-social Assessment


A thorough bio-psycho-social-spiritual assessment is crucial in order to understand the older adult’s overall well-being and functioning. The most important task is building rapport with clients. Taking extra time with clients and using the skills of active and reflective listening, open-ended questions and a conversational tone can result in detailed, accurate and nuanced information. Rapport building is the most important aspect of any assessment. How a social worker asks a question can be as important as what is asked.
All older adults should be assessed in at least five broad areas which include: medical information (onset, course, duration and severity of presenting problem, history of past and present medical conditions, medication usage, pain assessment), psychiatric history (onset, course, duration and severity of presenting problem, mental status exam, screening for the presence of mood, psychotic, and/or anxiety symptoms, past treatment, family history, suicide assessment, assessment of the use of alcohol and other drugs), functional status (current living situation, ability to take care of self, risk assessment), psychosocial history (family status/history, friends and social support network, occupational, military, and education history), and spirituality (faith life, coping skills, leisure activities and hobbies, things in life that give a person meaning). The assessment should begin with a mental status examination, followed by an assessment of the presenting problem, including its onset, course, duration, symptoms and functional impact of other concurrent problems (Karel, Ogland-Hand, & Gatz, 2002). 
The mental status exam should include an assessment of a client’s: 

· Appearance (Demographics; Hygiene; Features; Is there evidence of injury such as bruises, scrapes, scratches or other noticeable pain response?).

· Motor Movements (Are movements overly slow, rapid, agitated, balanced?).

· Speech (What is the rate, volume, tone of the person’s speech?).

· Affect/Mood (Does the person seem sad, agitated, blunted, euphoric?; Is the person’s mood stable and congruent with the situation?).

· Thought content (Does the person have suicidal ideation? If so, what is the level of risk? Is there a plan? Previous attempts? Are multiple risk factors present such as family history, multiple losses, substance use, and presence of a psychiatric condition or a chronic or terminal medical disease? Does the person show evidence of obsessions or delusions?). 

· Thought Process (Does the person’s thought process appear to be coherent, logical, goal directed? Can the person hold a logical, reality-based conversation? Is the person able to hold their attention and stay on topic? Does the person show evidenced of impaired memory?).

· Perception (Does the person show evidence of hallucinations or responding to any internal stimuli such as images that are not visible by others, or voices only they can hear? Does the person show evidence of altered consciousness?).

The social worker should also inquire about any medical and psychiatric conditions or symptoms that exist and get a full medical history and list of medications. As will be demonstrated, many medical conditions possess symptoms that can mimic psychiatric symptoms in older adults. Medication effects can also complicate the assessment picture and knowing what medications an older adult is taking can reveal much information regarding any psychiatric symptomology reported by an older adult client. 
Social workers should ask simple, open-ended and conversational questions about each older client’s social life including current living situation, marriage or partnering situation, social network, educational and occupational history, and military service. Additionally, suicide risk assessments and pain assessments should be conducted with each older adult client.
Finally, assessing for spirituality is crucial when working with an older adult population, since there tends to be higher rates of spirituality and religiousness in this population (Moberg, 2005). Older adults may rely heavily on religious and spiritual beliefs in times of stress and crisis as a way to cope with challenges they may be facing. Useful questions to ask can include (Nelson-Becker, et. al., 2007): 

· Do you have a faith life? 

· What spiritual practices do you engage in currently? What meaning do you draw from these practices? How do they help you cope in times of difficulty?

· Have you ever experienced a severe loss or trauma in your life? How did you/do you cope with that experience? Where do you draw your strength?
Screening Instruments and Older Adults

Screening instruments can be utilized in order to further delve into a person’s current status as well as history. These should be conducted only after adequate rapport has been built between the social work practitioner and older adult client. Social workers should routinely screen for four conditions that can commonly occur in older adults: depression, delirium, cognitive impairment (dementia) and alcohol and substance abuse. These disorders often co-occur with other medical conditions and can complicate the assessment process. Some common screening instruments that can be used with older adults include: the Geriatric Depression Scale (GDS) short version, Confusion Assessment Method (CAM) short version, Mini Mental State Examination (MMSE), and the Michigan Alcohol Screening Test Short Form (Geriatric Version)(SMAST-G).  
The Geriatric Depression Scale consists of a fifteen item screening tool for depression in older adults (Sheikh & Yesavage, 1986). Each depression positive answer receives a one, with a score of ten or higher indicative of the possibility of depression. The Confusion Assessment Method short version is a delirium screening instrument, which includes only the four features that were found to have the greatest ability to distinguish delirium from other types of cognitive impairment (Inouye & Charpentier, 1996).  The MMSE consists of eleven questions that test five areas of cognitive functioning: orientation, registration, attention and calculation, recall and language (Folstein, Folstein, & McHugh, 1975). The maximum score is thirty (all answers correct) and a score below twenty-three indicates potential cognitive impairment. Finally, the SMAST-G is a ten question screening test for potential alcohol problems in older adults (Blow, 1991).  Two or more “yes” answers warrants further assessment of drinking behavior. These screening instruments are quick, easy to use and can reveal the presence of a potential problem warranting further assessment.  

Screening instruments should be utilized after sufficient rapport building has been established and in conjunction with targeted questions and observations contained within the bio-psycho-social-spiritual assessment. Using a screening tool too early in the interview process can be off-putting and considered rude by clients. In general, all clients, particularly older adults, prefer to feel that their input, perspective and situation are valued and respected. Inexperienced social workers may jump to a screening instrument too quickly, or may not adequately introduce the instrument(s), resulting in a client feeling ignored and disrespected. Any screening instrument should be introduced by informing the client the purpose of the instrument(s), how it will be used, its value and a preview of what some of the questions will ask. It may also be helpful to diffuse any apprehension by prefacing that the purpose of the screening instrument(s) is to gather information and that the questions asked are routine in any assessment and are not meant to be presumptive. 

Furthermore, screening questions should also be used in conjunction with other questions within the broader interview. For instance, prior to the implementation of the GDS, social workers should ask the client if they have ever experienced depressed symptoms or prolonged periods of sadness. Sleep problems, such as insomnia or hypersomnia, as well as no longer taking pleasure in previously enjoyed activities (anhedonia) are common signs of depression and should be discussed with the client (APA, 2000). Social isolation and boredom should also be explored as possible risk factors for depression. Prior to using the SMAST-G, social workers should routinely ask clients whether they drink alcohol, and if so, how much and how often they drink. The use of street and prescription drugs should also be explored. Signs of delirium, dementia or other cognitive impairments should be observed in the interview and perhaps explored with collateral contacts when appropriate prior to using the CAM and MMSE.
Medical and Medication Assessments with Older Adults
Medical assessments are extremely important when working with older adults due to higher rates of physical and psychiatric co-morbidity. Below is a list of common physical conditions in older adults which have high rates of psychiatric co-morbidity (Blazer, 2002; Carnethon et al. 2007; Cummings & Mega, 2003; Desai, 2004; Hooyman & Kivak, 2008; Weintraub & Stern, 2005; Zarit & Zarit, 2007). Overlapping psychiatric symptoms are in parentheses. 
· Chronic Obstructive Pulmonary Disease (Anxiety, Delirium, Depression)
· Diabetes Type I & II (Depression, Delirium)
· Parkinson Disease (Depression, Cognitive Impairment, Delirium, Psychosis)
· Multiple Sclerosis (Depression, Delirium, Psychosis)
· Huntington’s Disease (Depression, Delirium, Psychosis)
· Stroke (Depression, Delirium, Psychosis, Cognitive Impairment/Dementia)
· Urinary Tract Infections (Delirium)
· Cancer (Depression, Delirium)
· Thyroid conditions (Depression, Psychosis)
· Nutritional Deficiencies (Delirium, Depression)
· Vitamin B 12 Deficiency  (Delirium, Depression)
· Hearing or Vision loss (Depression, Mask as Cognitive Impairment)
· Loss of mobility due to fractures, chronic pain or arthritis (Depression, Delirium)
· Dementia (Depression, Delirium, Psychosis)
Additionally, older adults are often prescribed multiple medications for physical conditions. Some medications can have adverse reactions when taken in combination, and others can have side effects that produce symptoms of psychiatric syndromes such as mood, anxiety, and psychotic disorders. Also, some medications can exacerbate symptoms of pre-existing or underlying medical and psychiatric conditions (Desai, 2004). For example, some anti-psychotic medications can worsen symptoms of Parkinson’s disease due to their tendency to make people more rigid and stiff (Weintraub & Stern, 2005). Certain classes of medications are known to have deleterious effects in older adults such as antihistamines, antispasmotics, tricyclic antidepressants, antipsychotics, analgesics, muscle relaxants, and psychotropics (Desai, 2004). (For an excellent review of commonly prescribed medications in older adults with psychotropic side effects see Desai, 2004 and Fick, et al., 2003). 

Medications with anticholinergic effects can increase the risk of delirium, dementia and confusion in the elderly. In fact, many drugs listed on the Beer’s Criteria for Potentially Inappropriate Medication Use in Older Adults have anticholinergic effects (See Fick et al., 2003 for a recently updated list). Drugs with anticholinergic effects include antihistamines, tricyclic antidepressants (TCA’s), antipsychotics, antispasmitics, antitussives and medications for Parkinson’s disease. Other medications that older adults commonly use also have anticholinergic effects such as digoxin (Digitalis) for heart problems, cimetidine (Tagament) for heart burn and thiazide diuretics used to treat hypertension and edema. Delirium and confusion in older adults can also emerge from drug regimens that include multiple anticholinergic drugs. For instance, many over-the-counter antihistamines (i.e. Benadryl) or cough medicines combined with any of the medications listed above for common ailments in older adults can lead to an increased risk of delirium and confusion in older patients (Desai, 2004; Fick, et al., 2003). It is important to assess all medications that older adults are taking for interaction effects, and for drug regimens that contain multiple drugs with anticholinergic effects (Desai, 2004). 
Many other common medications can also lead to psychiatric symptoms. Antitussives for congestion can lead to anxiety and delirium. Some analgesic medications (i.e. Demerol), muscle relaxants and antispasmotics given for incontinence (i.e. Detrol) can also lead to delirium and other psychiatric symptoms. Tricyclic antidepressants such as Amitriptyline (Elavil) used for depression and neuropathic pain and antipsychotic medications have severe anticholinergic effects that can lead to delirium and confusion (Fick, et al., 2003). Antipsychotic medications can also lead to neuroleptic malignant syndrome with severe and possible fatal physical symptoms such as high fever, hypertension, muscle rigidity, akathisia, psychosis, and severe delirium (APA, 2000; Desai, 2004; Fick, et al., 2003). Furthermore, recent research has found that the use of antipsychotics in persons with Alzheimer’s disease who exhibit behavioral disturbances can lead to an increased risk of mortality (Ballard, Hanney, Theodoulou, et al., 2009; Schneider, Dagerman, & Insel, 2006). This finding prompted the U.S. Food and Drug Administration (FDA) to issue a warning to this effect (Ballard, Hanney, Theodoulou, et al., 2009; FDA, 2005; Schneider, Dagerman, & Insel, 2006). Overall, there is a need to seek less harmful interventions for people with dementia that exhibit mood and behavioral symptoms (Ballard, Hanney, Theodoulou, et al., 2009). 

Selective Serotonin Re-Uptake Inhibitors (SSRI’s), while generally a better choice of medication for depression in older adults, can lead to sleep problems, mania and hypomania in older adults. In particular, Fluoxetine (Prozac), due to its long half life, should be avoided in older clients (Fick, et al., 2003). Another psychotropic medication type, benzodiazepines, used for anxiety, can have deleterious effects in older adults (Fick, et al., 2003). 

In addition to withdrawal symptoms and the potential for addiction, benzodiazepines, particularly longer lasting benzodiazepines such as diazepam (Valium), can exacerbate dementia and lead to delirium and cognitive impairment (Chan & Brennan, 1999; Desai, 2004; Moore & O’Keeffe, 1999). Finally, corticosteroids, given for inflammation, can lead to psychosis, anxiety, mania and depression in older adults, while the antiviral drug Interferon-a can lead to depression and delirium (Fick, et al., 2003). Table 1 below includes some common classes of medications that can complicate and or intensify psychiatric symptoms in older adults. 

Table 1. Common medications and medication classes that can lead to psychiatric symptoms in older adults. (For a complete list and discussion see: Desai, 2004; Fick, et al., 2003). 
	Drug Class
	Indication
	Side Effects

	Antihistamines: Diphenhydramine (Benadryl) sold OTC
	Allergies
	Delirium, Visual Hallucinations

	Antihypertensives
	Hypertension
	Depression, Hallucinations

	Benzodiazepines
	Anxiety
	Delirium, Dementia, Hallucinations 

	Tri-cyclic Antidepressants
	Depression, anxiety, itching, urinary incontinence, neuropathic pain
	Delirium, Hallucinations

	Selective Serotonin Reuptake Inhibitors 
	Depression
	Agitation, Sleep Disturbances

	Antipsychotics
	Psychosis
	Delirium, Hallucinations

	Analgesics
	Pain
	Delirium

	Antispasmotics
	Urinary incontinence
	Cognitive impairment

	Anticonvulsants
	Tremors
	Delirium, Dementia

	Irritable bowel syndrome related medications
	IBS-related pain, diarrhea
	Delirium, Hallucinations

	Corticosteroids
	Inflammation
	Hallucinations, depression, mania and mixed episodes, delirium

	Anti-Parkinson’s Medications
	Parkinson’s Disease
	Psychosis, delirium, depression

	Interferon-A
	Antiviral Medication
	Depression, Delirium

	Digoxin/Digitalis
	Heart Medication
	Delirium, Depression, Visual Hallucinations

	Antitussives such as Dextromethorphan sold OTC
	Decongestant (sold OTC)
	Delirium, Visual Hallucinations


Depression in Older Adults

Depression is the most common mood disorder in older adults (Dorfman, et al., 1995).  Major Depressive Disorder (MDD) is sometimes referred to as major depression, clinical depression or unipolar depression. This syndrome impacts multiple biological, cognitive and social systems (NIMH, 2003). The American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (Text Revised) (DSM-IV TR) recommends the following diagnostic requirements (APA, 2000):

· At least one symptom is either:

· Depressed mood (all day/ everyday), or 

· Loss of interest or pleasure (anhedonia)

· At least three of the following symptoms present during the same two week period and represent a change from previous functioning:

· Significant weight change (more than 5% in a month)  or significant appetite disturbance nearly everyday

· Sleep problems nearly every day (insomnia/hyperinsomnia)

· Psychomotor agitation/retardation nearly every day

· Chronic fatigue/loss of interest nearly every day

· Excessive feelings of worthlessness/guilt nearly every day

· Diminished ability to think or concentrate nearly every day

· Recurrent thoughts of death/dying/suicidal ideation

Depression can be further categorized as mild, moderate or severe (APA, 2000). Even in mild forms, depressive symptoms can reduce the quality of life for older adults, thus increasing a sense of hopelessness and suicidal ideation or behavior. There exists a high rate of co-morbidity between depression and other chronic conditions, most commonly other medical illnesses or cognitive impairments (Alexopoulos, 2005).  Depression is commonly associated with several chronic illnesses such as diabetes, nutritional deficiencies, cancer, vision and hearing loss, cerebrovascular disease, endocrine diseases, neurological diseases and dementia (Carnethon, Biggs, Barzilay, Smith, Vaccarino, Bertoni, Arnold, and Siscovick, 2007). A study by Carnethon et. al. (2007), found that older adults with even a single report of high depressive symptoms were at an increased risk for an incidence of diabetes. Overall, older adults with the highest scores on a depression questionnaire were roughly fifty percent more likely to develop diabetes than those with the lowest scores (2007). 


Due to the increased number and types of medications older adults use, pharmacology may have an impact on depressive symptoms in older adults (Karel et. al., 2002). Medications such as: beta-blockers, anti-ulcer medications, Parkinson disease medications (such as Sinnemet), thyroid medications, the antiviral medication Interferon-a, muscle relaxants and steroids, can all increase a person’s vulnerability to depressive symptoms (Desai, 2004; Fick et al., 2003; Zarit & Zarit, 2007). 

Often older adults see only their primary care physicians for depressive symptoms (Dorfman et. al., 1995). These depressive symptoms are frequently described as somatic complaints, with emotional symptoms often not reported or minimized (Fielden, 1992). Often, older adults are treated for somatic complaints without uncovering the underlying depression. Moreover, depressive symptoms are perceived as a part of the aging process by clinicians. Without proper treatment for depressive symptoms, somatic complaints can reoccur, causing frustration for both the treating clinician and the older adult. Additionally, older adults who have co-morbid depression are more likely to experience longer hospital stays and higher morbidity (Dorfman et. al., 1995; NIMH, 2003). 
Psychosocial factors can also impact depressive symptoms in older adults. Low socioeconomic status, social isolation and relocation, such as from an individual residence to an institutional setting, can lead to a greater likelihood of depressive symptoms in older adults (Alexopoulos, 2005). Additionally, the frequency of losses experienced by older adults, such as decreases in physical and functional abilities, reduction in cognitive function, and loss of autonomy can increase an older adult’s vulnerability towards depression (Ron, 2002). These losses sometimes lead to development of sense of hopelessness and disengagement. 

Suicidal feelings are often not assessed for in older adults, in spite of their higher suicide than the younger populations (Conwell, 2001). In order to prevent suicidal thoughts feelings being carried out, a thorough suicide assessment must be performed frequently with older adults. However, it should be noted that seventy-five percent of older adults who take their own lives, visited a physician within a month before death. Therefore, it is crucial to ask frequently if an older adult is feeling suicidal (Conwell, 2001).. 
Depression has also been shown to impact dementia symptoms. Depression throughout one’s lifetime is a possible risk factor for the development of Alzheimer’s disease. Symptoms of depression often precede cognitive decline in older adults; however, it is unknown whether depression is a risk factor for dementia or an early manifestation of dementia (Gatz, Tyas, St. John, & Montgomery, 2005). Since the exact relationship is still unknown, it is crucial for clinicians to monitor older adults experiencing depression for changes in cognitive functioning.  Co-morbidity between depression and dementia in older adults is associated with higher rates of placement in institutional settings, particularly skilled nursing facilities (Gruber-Baldini, Zimmerman, Boustani, Watson, Williams, & Reed, 2005).
Complicated Grief

Complicated grief is a newer diagnostic distinction. Grief is considered complicated because it implies that symptoms associated with the loss are not only unresolved but also associated with or predictive of impaired performance in daily activities (Prigerson, 1995; Shear, Frank, Houck, Reynolds, 2005). Therefore, complicated grief must be differentiated from depression or bereavement-related depression due to its distinct symptomology and duration. 

Complicated grief is the failure to return to pre-loss levels of performance or states of emotional well-being and can exist along with depression and depression related to bereavement (Prigerson, 1995). There are several risk factors associated with complicated grief, including pre-loss biological temperament, psychological character and social context. Symptoms such as crying frequently, difficulty accepting the loss, and preoccupation with thoughts of the deceased might substantially influence long-term adjustment and lead to complicated grief. Usually, these symptoms dissipated or decline considerably after the first few months of the death of a loved one, but may continue and lead a person to experience complicated grief symptoms (Prigerson, 1995).
Complicated grief symptomology is a combination of several factors. These factors include (Prigerson, 1995): 

· A sense of disbelief regarding the death

· Anger and bitterness over the death

· Recurrent pang of painful emotions, with intense yearning and longing for the deceased

· Preoccupations with thoughts of the loved one

· Intrusive thoughts of the death

· Sadness is the primary emotion

· Avoidance of situations and people related to the deceased

· Marked avoidance of activities and situations that remind one of the loss

· Lasting for six months or more after death with enduring social, psychological and medical impairment

Symptoms of complicated grief exist despite the passage of time and treatment for depressive symptoms, including treatment with antidepressants. Estimates for complicated grief symptoms are between 10-20% of bereaved persons.  These symptoms are associated with a range of negative health consequences, such as insomnia, weight loss/gain, fatigue, etc. Additionally, complicated grief possesses elements of major depressive disorder, generalized anxiety disorder, and post traumatic stress disorder. A scale designed to measure complicated grief was developed by Prigerson. et al., (1995b). The citation for the scale is:
Prigerson, H.G., Maciejewski, P.K., Reynolds, C.F., Bierhals, A.J., Newsom, J.T., Fasiczka, A., Frank, E., Doman, J., and Miller, M. (1995). Inventory of complicated grief: A scale to measure maladaptive symptoms of loss. Psychiatry Research, 59, 65-79.


There are a few possible treatments for complicated grief. Psychotropic medications are frequently utilized to address any underlying depressive symptoms. Treatments for complicated grief involve several types of therapy. Interpersonal therapy assists the person in processing information about his or her grief and feelings of loss. Moreover, this technique assists the person in recognizing and accepting loss and developing personal goals towards achieving satisfying relationships and activities (Karel, Ogland-Hand & Gatz, 2002).. A variation of interpersonal therapy, called complicated grief treatment, can be helpful. It is similar to interpersonal therapy except trauma symptoms are addressed through revisiting the story of the death and in-vivo exercises designed to confront avoidant behavior (Shear et al, 2005).  Additionally, loss-focused cognitive behavioral therapy techniques can be used. This technique involves using imaginary conversations with the deceased and focusing on positive memories. Finally, restoration focused interpersonal therapy techniques involves repeated retelling of the “story of the death” and working on confronting avoided situations (Karel, Ogland-Hand & Gatz, 2002). 

Complicated grief does have some interaction with dementia symptoms. However, this is a largely unstudied issue, with few concrete results (Ward, Mathias & Hitchings, 2007). While dementia symptoms usually decline once complicated grief issues are resolved, challenges with memory and thinking for older adults experiencing complicated grief can lead to premature placement in long term care facilities (Litchenberg, 1999). 
Acute and/or Chronic Pain in Older Adults


Chronic and acute pain can greatly reduce quality of life for older adults. It can severely limit older adults’ participation in a variety of everyday activities, as well as social relationships (Hooyman & Kiyak, 2008). Persistent pain is associated with higher rates of depression, impaired cognitive and physical function, sleep disturbance, agitation and decreased socialization in older adults (American Geriatrics Society, 2002). It is estimated that about thirty percent of community dwelling older adults experience chronic pain, with seventeen percent of them showing a limitation in activity due to pain (Regier, Narrow, Rae, Manderscheid, Locke & Goodwin, 1993). Additionally, between forty-nine percent and eighty-three percent of nursing home residents report chronic pain (Fox, Raina & Jadad, 1999). Unfortunately, many nursing home residents also report that their pain is left untreated. One reason for this lack of treatment may be that many older adults are reluctant to discuss pain (Hooyman & Kiyak, 2008). 

Clinicians must take a proactive approach and always ask older adults if they are experiencing any type of pain (Herr, 2002). Additionally, any reports of pain should be followed by a comprehensive pain assessment. The assessment should focus on recording the events that led to the pain, establishing a diagnosis, developing a management plan, and determining a likely prognosis.  Several methods exist that can help social workers and other health professionals assess for pain. First, social workers should inquire routinely and directly about pain. Social workers should ask about the weekly occurrence of pain, bodily location, type of pain (i.e. sharp, burning, dull ache), frequency, duration, and severity of pain, any functional impairment caused by pain and methods used to control pain. Instruments used to assess pain include: Pain Diary with numeric rating scale (1-10); pain thermometer; verbal descriptor scale; and the faces pain scale (AGS, 2002). 

Pain assessments may need to be adapted for older adults with cognitive impairments (AGS, 2002). In cases of dementia or other cognitive impairments, visual assessments may be useful in assessing for pain indicators:

· Facial expressions such as frowning, grimacing or tightly closed eyes.

· Verbalizations such as moaning, asking for help, verbally abusive language, and noisy breathing.

· Rigid body posture or rocking/pacing.

· Changes in interpersonal interactions such as becoming combative or socially isolating. 

· Changes in activity patterns such as cessations of common routines, sleep patterns, eating changes, crying or increased confusion.
These types of changes may be subtle or dramatic, but should be noted and addressed regardless of the severity. 
Several treatments for pain exist. Non-medication related treatments include: Patient education; cognitive behavioral strategies; relaxation techniques; biofeedback; exercise; chiropractic, acupuncture; heat, cold, and massage (AGS, 2002). Studies have shown that exercise can greatly reduce the amount of pain experienced in older adults (Ettinger, et al., 1997; Ferrell, Josephson, Pollan, Loy, & Ferrell, 1997; Gloth, 2001). Common medications used to control pain include: Acetaminophen; NSAIDS; and Opiod Analgesics (AGS, 2002). All medications carry risks, but the experience of pain can severely limit the quality of life of older adults. The use of medications can be effective in helping increase older adults functioning in the community and in residential placements. For instance, the provision of acetaminophen to nursing home residents experiencing chronic pain led to less distress and an increase in time spent talking to themselves, and engaging in social interaction, media, and work-like activity than those receiving placebo (Chibnall, Tait, Harman, & Luebbert, 2005). However, clinicians should be cautious regarding opiod analgesics, particularly Methadone due to its long-lasting effect. Opiod analgesics can lead to delirium and cognitive impairment in older adults as well lead to falls due to dizziness (Fick, et al., 2003). Renal complications are possible with acetaminophen and NSAIDS can carry cardiovascular risks such as congestive heart failure, myocardial infarction, vascular disease, and stroke/TIA (AGS, 2002). 

Alcohol Use and Older Adults

Special concerns arise when developing alcohol consumption guidelines for the older adult population (National Institute on Alcohol Abuse and Alcoholism, 2004). Community survey data indicate that the prevalence of problem drinking among older adults ranges from one percent to fifteen percent (National Institute on Alcohol Abuse and Alcoholism, 2004). Compared with younger people, older adults have an increased sensitivity to alcohol, as well as to over-the-counter and prescription medications. Of particular importance to the elderly population is the potential interaction between alcohol and both prescribed and over-the-counter medications, especially psychoactive medications such as benzodiazepines, barbiturates and antidepressants (National Institute on Alcohol Abuse and Alcoholism, 2004). There is an age-related decrease in lean body mass versus total volume of fat. The resultant decrease in total body volume increases the circulating distribution of alcohol and other mood-altering chemicals in the body. Liver enzymes that metabolize alcohol and certain other drugs become less efficient with age, accompanied by increases in central nervous system sensitivity. Alcohol abuse increases an older adult’s risk of stroke, impaired motor skills, injury, sleep problems and disorders, suicide, and negative interactions with dementia symptoms. Additionally, alcohol abuse increases the risk for many health problems such as hypertension, diabetes, breast cancer, etc. for older adults (Lichtenberg, 1999).
It is important for clinicians to be able to distinguish signs of potential alcohol problems in older adults. Physical and mental health care personnel do not recognize the majority of older adults who are at-risk or problem drinkers (National Institute on Alcohol Abuse and Alcoholism, 2004). Moreover, few elderly individuals with alcohol abuse or dependence seek help in specialized addiction treatment settings. Given the utilization of social and health care services by older adults, social workers in these settings can be crucial in identifying those in need of treatment and providing appropriate interventions based on clinical need. 
Drinking guidelines for older adults recommend no more than one standard drink per day, with no more than two to three drinks on any drinking day (National Institute on Alcohol Abuse and Alcoholism, 2004). Altogether, eight or more drinks per week or two or more occasions of binge drinking in the last month are indicative of alcohol use problems. One screening tool is the Short Michigan Alcohol Screening Test (Geriatric Version) (SMAST-G) (Blow, 1991). Screenings such as the SMAST-G are important because screening tools and interventions focused on lifestyle factors, including alcohol use, may be the most appropriate way to maximize health outcomes and minimize health care costs among older adults (National Institute on Alcohol Abuse and Alcoholism, 2004). 
Delirium and Older Adults


Delirium is described as a serious, time-limited condition with a sudden onset and short, fluctuating course marked by impaired or altered consciousness and cognition (American Psychiatric Association, 2000). Older adults experiencing delirium have difficulty thinking clearly or perceiving the world around them. They may use incoherent speech and experience confusion, memory impairments and disorientation. Delirium can cause hyper-arousal, making someone overly alert or agitated, or hypo-arousal, making someone sleepy or groggy. This condition can be a sign of a serious medical condition that can lead to brain damage or death. There are a variety of causes for delirium, including: surgery, infection, medication, nutritional deficiencies, alcohol, drugs, head trauma, chemotherapy or environmental changes. Delirium often presents in primary care settings and is often incorrectly diagnosed as dementia (Zarit & Zarit, 2007).  Between ten and twenty-six percent of older hospital patients experience delirium (Inouye & Charpentier, 1996; Levkoff et al., 1991; Lindesay et al., 2002; Pompei et al., 1994). Additionally, patients with delirium have longer hospital stays, higher mortality rates, and are more likely to be discharged to nursing homes (Inouye & Charpentier, 1996; Levkoff et al., 1991; Lindesay et al., 2002; Pompei et al., 1994; Zarit & Zarit, 2007).
Delirium is a very serious, time-limited condition with a sudden onset and short/fluctuation course marked by impaired or altered consciousness and cognition (APA, 2000). A key to effectively diagnosing delirium is the rapid onset and change in functioning experienced by the older adult. Additionally, it is important to uncover any recent changes or other triggering events which may have precipitated the onset of delirium (APA, 2000). 


Older adults experiencing delirium have great difficulty thinking clearly or perceiving the world around them. They often present with incoherent speech, which may be slurred, incoherent or disorganized, increased confusion, memory impairments and disorientation. Older adults may fluctuate between hyper- and hypo-arousal. 


It is crucial for clinicians working with older adults to be able to recognize the signs of delirium. As previously mentioned, it is a condition characterized by a rapid onset, within hours or days, and is usually a drastic change in a person’s level of functioning. Delirium more frequently occurs at night, than during the day. This condition is characterized by problems in consciousness, memory, cognition, attention, speech and perception. Older adults with delirium are often disoriented, not knowing where or who they are or what day, time or year it is. Hallucinations and delusions are also common in older adults experiencing delirium. To remember the potential causes of delirium, clinicians can use the following acronym adapted from the Saint Louis University Division of Geriatric Medicine’s newsletter Aging Successfully(2003). 
Drugs: As mentioned in earlier slides – several medications can produce delirium symptoms such as: drugs with anticholinergic effects (antihistamines, tricyclic antidepressants, antipsychotics, antispasmotics, digoxin, medications for Irritable Bowel Syndrome, heartburn and gastric ulcers. Other medications that can produce delirium include opiod analgesics, muscle relaxants, and benzodiazapines (Frick, et al., 2003). Alcohol and street drugs can also lead to delirium symptoms. 

Emotional: The experience of depression in older adults can lead to delirium (and dementia) symptoms. 

Low O2: The effects of conditions that restrict blood (and thereby oxygen) to the brain can lead to a delirium.

Ictal: Delirium can precede, and often follows, seizure activity.

Retention of Urine and Feces: The toxins associated with retention of urine and feces can cause delirium. This can often occur when older adults take antispasmotic medications for incontinence (Fick, et al., 2003).  

Infection: Urinary tract infections are a prime cause of delirium in older adults as are other infections such as staph infections. 

Undernutrition/Vitamin deficiency: Older adults are very susceptible to the effects of dehydration and lack of appropriate diet vitamin intake, particularly b-complex) can lead to delirium and can often be seen in community dwelling older adults with early to mid stage dementia, people with vascular trauma or people who do not have access to an appropriate diet due to income, transportation etc. 

Metabolic: Changes in the endocrine systems and other metabolic changes can lead to delirium. 

Subdural: Subdural hematoma due to (head trauma (i.e. falls), strokes or trans-ischemic attacks (i.e. mini-stokes) are a common source of delirium symptoms. 
Dementia and Older Adults


Dementia is one of the most common challenges older adults face. The prevalence of dementia increases drastically as people age (Plassmana et al., 2007). In 2002, the prevalence of dementia among older adults age seventy-one and older was almost fourteen percent, with rates as high as thirty-eight percent for older adults over ninety years old. The primary types of dementia are: Alzheimer’s disease, vascular dementia, Lewy Body dementia, Frontotemporal dementia, Huntington’s disease, and Creutzfeldt-Jakob’s disease (APA, 2000). The secondary types of dementia are: Parkinson disease with dementia, AIDS related dementia, Multiple Sclerosis, ALS and Wilson’s disease (APA, 2000). 

Dementia of the Alzheimer’s Type (DAT) is one of the most prevalent diagnoses when working with older persons. Currently, DAT is the most common cause of severe mental deterioration in the elderly (Akhondzadeh & Abbasi, 2006) and it is always fatal (Morris, 2005). DAT affects all races, ethnicities, genders, and socioeconomic classes and is responsible for two-thirds of all dementia cases in the United States (Morris, 2005). According to 2000 U.S. census data, approximately 4.5 million Americans have DAT. An estimated 5.1 million Americans will have DAT in 2007 (Alzheimer’s Association, 2007). Since age is the greatest risk factor for developing DAT, prevalence of the disease doubles every five years after age 60 (Small et al., 1997). Currently, thirty percent of Americans, eighty-five years and older have been diagnosed with DAT (Morris, 2005), but it is estimated that fifty percent of this population has DAT since many undiagnosed cases exist (Alzheimer’s Association, 2007). Roughly every seventy-two seconds, one American will develop DAT. It is projected that by 2050, nineteen million Americans, eighty-five years and older, will have DAT (Morris, 2005), with sixty percent of Americans, 85 years and older living with DAT (Alzheimer’s Association, 2007). In 2000, California had the highest number of DAT at 440,000 people, followed by Florida at 360,000 (Hebert et al., 2004).  By 2050, California is expected to have 480,000 cases, with Florida increasing to 450,000. Additionally, DAT affects around one million nursing home residents each year (Kane, 1999). Finally, according to the Centers for Disease Control and Prevention, DAT was the seventh leading cause of death for people of all ages and the fifth leading cause of death for people sixty-five years and older (Alzheimer’s Association, 2007).  

Diagnostic Description

The American Psychiatric Association defines DAT, in the DSM-IV TR (APA, 2000), as:

The development of multiple cognitive deficits manifested by both a memory impairment and one or more of the following cognitive defects: aphasia (language disturbance), apraxia (impaired ability to carry out motor activities despite intact motor function), agnosia (failure to recognize or identify objects despite intact sensory function, or disturbance in executive functioning (i.e., planning, organizing, sequencing abstracting). (p.88) 

The cognitive impairments cause significant challenges in social or occupational functioning and should demonstrate a decline from a person’s earlier level of functioning (APA, 2000). DAT is typified by progressive memory loss, impaired judgment, impaired abstract thinking and personality changes (Kane, 1999). In the later stages, motor and sensory functions also become severely impaired (Rogan & Lippa, 2002). 


People with DAT have difficulty retaining newly learned information for more than a few minutes. As DAT progresses this ability becomes increasingly difficult and eventually distant memories may be lost during the later stages. Cognitive impairment can profoundly impact daily life (Small et al., 1997). Planning meals, managing finances or medications, using a telephone, or driving without getting lost all become increasingly difficult to do as DAT progresses. Often, these cognitive challenges are the first sign to families that their loved ones may be experiencing a memory problem. Moving into the moderate stage of DAT, activities of daily living become overwhelming. Bathing, eating, using the restroom, and dressing commonly can cause confusion and distress for people with DAT. In the later stages of DAT, people may forget how to eat, speak, socially interact, and care for themselves. 


Additionally, behavioral, personality and mood changes often begin in the earliest stages of DAT (Kane, 1999). These changes affect both younger and older persons, suggesting that the symptoms are a result of the damaging process of DAT rather than being related to age alone. It has been speculated that personality changes may occur very early in the course of DAT (Balsis et al., 2005). These changes may even precede the measurable cognitive loss associated with DAT. Typically, persons with DAT experience a change in negative ways to their former selves. For example, it is common for individuals to become increasingly self-centered and inflexible. Despite these changes, persons with DAT still retain their unique personalities, which lead clinicians to argue against the emergence of a universal DAT personality.  Unfortunately, it is not known at what point personality begin to change in persons with DAT and whether such changes can be used to enhance an early diagnosis (Balsis et al., 2005). 


Behavioral changes can be the most upsetting for caregivers of a person with DAT (Kane, 1999). Agitation is the most common behavioral change experienced by persons with DAT and is frequently the first problematic symptom as it can continue throughout the course of the illness (Chan, 2002). However, the frequency and severity of agitated behaviors may be reduced as the person with DAT enters into the later stages of the disease as more neurons die or become non-functional (Chan, 2002). Apathy is another common behavioral change in persons with DAT (Tekin & Cummings, 2001). Fortunately, apathy typically responds to anticholinesterase therapy which is frequently used in treating DAT. Additionally, wandering and aggression are common behaviors for persons with DAT (Small et al., 1997). These behavioral changes can become the most influential and decisive factors in caregiver stress and may lead to eventual nursing home placement (Chan, 2002; Small, 1997). 


Depression is common in persons with DAT and may precede the onset of the disease. Additionally, a depressed mood has been shown to moderately increase the risk of developing Alzheimer’s disease and can exacerbate the person’s struggle to perform activities of daily living (Kane, 1999). This can be seen in difficulties in the areas of bathing, dressing, and feeding oneself. Often depressive symptoms are reported by caregivers rather than the person with DAT (Tekin & Cummings, 2001). It is proven that caregivers’ reports are usually reliable for persons with DAT. 
Furthermore, depressive symptoms may have an atypical presentation in persons with Alzheimer’s disease and other Dementia’s. Aggression, agitation, wandering, apathy, and changes in sleeping patterns may all signal depression. Because of the atypical presentation, depression in persons with DAT is often inappropriately treated with anti-psychotic medications to prevent the behavioral disturbances. However, depression can be treated with common anti-depressants such as selective serotonin re-uptake inhibitors (SSRI’s) for persons with DAT. Side effects of SSRI’s include the potential for mania, sleep problems and anxiety. However, the use of tricyclic antidepressants (TCA’s) should be used with caution as they have anticholinergic effects that can be can worsen dementia symptoms and lead to delirium as well. Monoamine Oxidase Inhibitors (MAOI’s) should be avoided due to the severe side effect profile of these medications that includes anticholinergic effects (Desai, 2004; Fick, et al., 2003). Furthermore, recent research has found that the use of antipsychotic medications in persons with DAT who exhibit behavioral disturbances lead to an increased risk of mortality. This prompted the U.S. Food and Drug Administration (FDA) to place a warning to this effect (Ballard, Hanney, Theodoulou, et al., 2009; FDA, 2006; Schneider, Dagerman, & Insel, 2006). The use of Benzodiazapines should also be avoided in clients with dementia as these drugs can worsen dementia symptoms and lead to delirium (Fick et al., 2003). Overall, there is a need to seek less harmful interventions for people with dementia that exhibit mood and behavioral symptoms (Ballard, Hanney, Theodoulou, et al., 2009). 

It is important to screen for dementia and to differentiate between dementia and symptoms from other disorders including delirium and depression. To remember the potential causes of dementia, clinicians can use the following acronym adapted from the Saint Louis University Division of Geriatric Medicine’s newsletter Aging Successfully (2003). 
Drugs: Benzodiazepines and drugs with anticholinergic effects should be carefully considered with older adults as they can cause and exacerbate dementia symptoms (Fick et al., 2003; Starr & Whalley, 1994)

Emotional: The experience of depression in older adults can lead to dementia symptoms and pseudodementia (Zarit & Zarit, 2007).  

Metabolic: Hypothyroidism can lead to dementia symptoms
Eyes and Ears Impaired: Sensory impairment can cause dementia symptoms (sometimes linked with depression) or the appearance of dementia symptoms. ns that restrict blood (and thereby oxygen) to the brain can lead to a delirium.

Normal Pressure Hydrocephalus: This condition often effects older adults and is caused by a build up of cerebrospinal fluid in the brain. The symptoms mimic those of Alzheimer’s Disease. This condition can be treated by draining the fluid and relieving the pressure through a surgically implanted shunt. If surgical treatment cannot be obtained, then manage of symptoms is the next step. 

Tumors and Lesions: These can be sources of dementia symptoms.  

Infection: Like delirium, bodily infections can lead to dementia-like symptoms or worsen an already existing dementia syndrome. 

Anemia: Anemia due to a vitamin B-12 or folate deficiency can result in dementia symptoms. 

Depression, Delirium and Dementia

The so-called “three Ds,” of depression, dementia and delirium have overlapping symptoms, origins and consequences. These overlapping symptoms can include: confusion, apathy, anhedonia, emotional liability, irritability, inability to concentrate, memory problems and eating/appetite changes or problems (Zarit & Zarit, 2007).



Overall, social workers must keep in mind the significant overlap that exists among the sources and symptoms of dementia, depression and delirium. They must be sure to first assess for the possibility of delirium and depression before making a conclusion in regard to the presence of a dementia syndrome due to the medical severity and potential for reversal seen in delirium and depression. 
Implications for Assessment 

Social workers must continually explore and reflect on views of older adults in order to challenge the misperception that pathology is a normative part of aging. This starts with the social worker exploring his or her own assumptions and misperceptions in supervision. Social workers must recognize that psychiatric and medical symptoms can mimic, overlap, interact, and impact each other. This recognition can be enhanced by routinely adopting a holistic assessment and treatment framework that takes into account the biological, psychological, social and spiritual components of illness and wellbeing. 

Social workers must also routinely screen for depression, suicide and substance use and be vigilant for the presence of delirium, a potentially life threatening medical condition. The importance of this cannot be overstated. To highlight this point several students and practicum supervisors exposed to this module have since commented that they were able to effectively “catch” the presence of delirium in their older clients when no other medical or social work personnel thought to assess for this condition. Routinely assessing for delirium can save lives and preserves independence in older adults!  

Furthermore, social workers working with older adults should utilize caregivers as appropriate and recognize that they are resources and an essential part of the client system. But social workers must also remember to always treat their older clients with respect. Social workers should speak directly to older adults and not to caregivers unless indicated. They should spend time understanding their older clients’ perspective and explore all areas completely. Social workers should not assume older adults will tell them if something is wrong without asking. Social workers should ask about emotional and cognitive symptoms, pain, grief, substance use and medications directly. 
Finally, social workers should not rely solely on screening instruments or assessment forms to get information. Social workers should take their time in their assessments. They should get to know their clients by listening to their stories and respecting and affirming their lives. In this way, social workers can better engage their clients in a therapeutic alliance and enhance the amount and quality of information they obtain in their assessments. The most important assessment skills social workers can use when working with older adults are the skills of empathic, active and reflective listening and open-ended questioning. 
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