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There are three main reasons which are making me welcome this volume. 
First, it is bringing together primary health-care answers to key mental health 
problems which people face in older age. The problems to which the answers 
have been provided have been selected because they are frequent and because 
there are interventions which have been shown to be effective in reducing 
their impact. The answers have been provided by an array of experts with vast 
experience and deal with specific problems such as anxiety disorders and 
with important background issues such as the frailty of the elderly and the 
need to maintain and promote their dignity in health and disease.

A second reason for recommending the volume is that the text has not 
been produced by general practitioners nor by specialists nor by practitioners 
of allied professions but by all of them working together. There is no other 
manual where the principle of joint work by specialists, general practitioners, 
and allied professionals has been applied so rigorously in order to provide 
answers to problems and advice about action based on a mix of experience 
and knowledge which these three groups of people usually facing mental 
health problems in old age have assembled.

A third reason for welcoming this volume stems from its timing. The vol-
ume which has been prepared by Professors Ivbijaro and Mendonça Lima 
makes its appearance at the time when the United Nations have decided to 
make the fight against the noncommunicable diseases one of their key politi-
cal as well as humanistic goals. Until recently, the United Nations and the 
international bodies dealing with health care such as the World Health 
Organization did not include mental and neurological disorders among their 
priority concerns: this has happened for the first time 2 years ago when the 
United Nations adopted their sustainable development goals, including 
among them the promotion of mental health, and more recently in 2018 when 
they specifically discussed what could be done to deal with noncommunica-
ble diseases including mental disorders. It is to be expected that the urging of 
the United Nations will lead to action at country level, and when this happens, 
it will be particularly important to have materials which can provide guidance 
for action.
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It is thus with much pleasure that I am recommending this volume to the 
many who have to face mental health and other problems in the elderly and 
that I am expressing my thanks to its editors who have produced a most valu-
able text based on evidence and shaped by wisdom and rich practical 
experience.

Norman Sartorius 
President, Association for the Improvement of Mental  

Health Programmes (AMH) 
Geneva, Switzerland
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It is timely that this valuable book is written when we are faced worldwide 
with the physical and mental health problems of aging populations. While 
increasing numbers of older adults are living long and robust lives, many are 
facing loneliness, frailty, and multimorbidity. Primary health care is particu-
larly well-suited in countries of all types to provide a setting for the coordi-
nated health and social care required by older adults and their families.

The 1978 Declaration of Alma-Ata lays a foundation for primary health 
care. However, progress over the following decades has been uneven. At least 
half the world’s population lacks access to essential health services—care for 
communicable and noncommunicable diseases across the life span including 
mental health. Four decades later, the Declaration of Astana in October 2018 
reaffirms the historic 1978 Declaration. Countries around the world have 
vowed to strengthen their primary health-care systems as an essential step 
toward achieving universal health coverage. Mental health has a firmer place 
in this renewed commitment.

The increasing focus on global mental health is linked with this Declaration 
and with two major policy initiatives related to it. One is the World Health 
Organization (WHO) call for universal health coverage: to ensure that all 
people have access to needed health services (including promotion, preven-
tion, treatment, rehabilitation, and palliation) of sufficient quality to be effec-
tive, without imposing financial hardship. The first initiative is the World 
Health Organization (WHO) call for universal health coverage: to ensure that 
all people have access to needed health services (including promotion, pre-
vention, treatment, rehabilitation, and palliation) of sufficient quality to be 
effective, without imposing financial hardship. The second initiative is the 
renewed focus on noncommunicable diseases (NCDs), spearheaded by the 
WHO Independent High-Level Commission on NCDs and Mental Health.

Primary health care is an important setting for the realization of both these 
policies—and others, notably the link to health in the UN Sustainable 
Development Goals—that encourage parity of mental health within health, a 
holistic approach to health care across the life span, and the engagement and 
empowerment of communities in health promotion and health care. The 
holistic approach to health care with a central place for mental health has 
been championed for decades. The logic and urgency of this approach are 
undoubted, and no more so than for older adults. Yet, large gaps remain in 
primary care mental health for this population as for others. There is a need 
for policy and practice guidance and demonstration of successful approaches 

Foreword 2



x

to good primary care mental health for older adults at global and local 
levels.

The editors have responded admirably to the challenge. In a comprehen-
sive volume, they have brought together authors from different disciplines 
and various parts of the world in a scholarly and humane whole that offers 
inspiration as well as a practical resource. True to the Declarations of Alma- 
Ata and Astana, the book is primary care- and community-focused. It covers 
a number of topics relating to older people that are not commonly found in 
one volume: improving health, supporting self-care, promoting equity and 
universal access to care, recognizing the importance of primary care in the 
treatment of mental health problems of all types, and considering the com-
plex relationship between mental and somatic health. Ensuring that each 
chapter is written by a combination of primary care doctors, old-age psychia-
trists or physicians, and at least one other health professional or family carer 
gives the book its unusual and special relevance for health professionals, stu-
dents, and policy-makers as well as interested lay audiences.

I am pleased to note that there are several present and past members of the 
World Psychiatric Association Section of Old Age Psychiatry among the dis-
tinguished authors and editors. I congratulate the editors and contributors on 
producing this book at a critical time of change in the field.

Helen Herrman  
President, World Psychiatric Association

Melbourne, VIC, Australia
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It is with great enthusiasm that I urge you to read this incredibly important 
work on mental health in the elderly written for primary care. As the global 
population ages, the practitioner most likely to treat the older person is the 
primary care physician. Some may lament that there are not enough mental 
health specialists and particularly not enough specialist in geriatric psychia-
try. However, an equally important observation is that person-centered care 
can effectively be delivered by the provider who cares for the whole person. 
While there is added challenge because aging persons can have multiple med-
ical problems which need primary care attention, most primary care doctors 
see large numbers of aging persons and are more experienced than is appreci-
ated. An even bigger challenge comes in the delivery of mental health care. 
At any age, mental health is undertreated, even in many developed countries. 
With age, the problem is magnified, often because primary care settings lack 
confidence in addressing mental health in an aging and often frail population. 
Serious mental health problems are not assessed because primary care set-
tings have limited resources to address newly identified problems. 
Additionally, comorbidities of aging may create contraindications to some 
treatments, and the absence of the specialist may leave the primary care doc-
tor without confidence. Sadly, ignoring diagnosis and treatment may also 
occur because of the existing nihilism about treating elderly patients in 
general.

This book offers the perfect antidote to this lack of knowledge, lack of 
confidence, and the nihilism. Several of the introductory chapters provide a 
framework for understanding the breadth on influences in aging health includ-
ing interaction between lifestyle and the physical, social, and economic envi-
ronment and long-standing individual characteristics. The “how to” of 
interviewing for mental health and frailty are also offered. While the primary 
care provider may need a wide referral network for medical specialties, it is 
of note that more than seven chapters focus on non-pharmacological 
approaches that provide meaningful benefit. The evidence base that social 
and behavioral interventions can improve the quality of life of aging persons 
is well laid out and available to the reader.

I am particularly excited about the focus on promoting dignity in serving 
elders. Appreciation for the full past of the individuals as well as their present 
situation can help identify the path for best care and maximize quality of life.

The book has assembled experts for the chapter on pharmacological inter-
ventions in geriatric psychiatry and also contains well-constructed chapters 
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on dealing with the most troublesome conditions such as agitation, demen-
tias, and suicide. Written for primary care provider, the text delivers clear 
description and guidance for diagnosis and management and acknowl-
edges the need to integrate this care delivery with the family and other 
systems of care.

Dr. Carlos Augusto de Mendonça Lima, who is a giant in the field of geri-
atric mental health and one of my most respected colleagues, is the editor. 
After his training at the Federal University of Rio de Janeiro and his equiva-
lence in Portugal and in Switzerland, he specialized in Psychiatry in France 
and received two Master’s degrees and a Doctorate preparing himself not 
only for a lifetime of work in psychiatry but for a commitment to geriatric 
mental health. During his time at the World Health Organization, he initiated 
and then led the Collaborating Centre for Psychiatry of the Elderly. His 
expertise has been recognized as he has been elected by his peers to many 
leading professional organizations including the European Association of 
Geriatric Psychiatry and the International Psychogeriatric Association where 
I first came to know him. In this past year, he stood up to support patient and 
physician rights and opportunities to continue to receive approved treatments 
for dementia. His essay on the “The Old Age Psychiatry Paradox” remains on 
the IPA website. In it he highlights the growing knowledge in the field of old- 
age psychiatry, the growing need to serve expanding aging population, and 
the need to protect aging persons from the stigma of a secular society focused 
on wealth productivity. He also laments the constant challenges by authorities 
to undermine this specialty field by denying the need to support geriatric 
psychiatry specialty care, training, and education of the mental health work-
force and by limiting the input of this special expertise in the development of 
guidelines and care for geriatric conditions. However, not one to simply point 
to such injustices, Dr. Lima has supported the generalists’ need for more 
information and education to serve aging people because there are insuffi-
cient numbers of trained specialists.

Dr. Lima is joined in this effort by Dr. Gabriel Ivbijaro, MBBS, who was 
trained in Nigeria and has specialties in Neurology and Psychiatry from the 
United Kingdom. He is a Member of the World Organization of Family 
Doctors and was President of the World Federation for Mental Health 
(WFMH). He has been awarded a Member of the Most Excellent Order of the 
British Empire (MBE) by Her Majesty Queen Elizabeth II. Dr. Ivbijaro is an 
expert in addressing ways to reducing disparities in mental health services for 
ethnic minorities, and his psychiatry expertise is further evidenced in his role 
as Editor in Chief of Mental Health in Family Medicine.

Together, through this book, Drs. Lima and Ivbijaro bring their expertise 
and commitment to serving the mental health needs of elderly patients 
through their most likely health-care providers, primary care physicians. 
Because of their leadership, they have been able to assemble international 
experts to provide this work, written for a wide audience of health-care pro-
fessionals to provide understanding of the complex problems in geriatric psy-
chiatry. This advocacy in action will serve aging patients by supporting their 
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treating physicians. I am so grateful for the role model these authors provide 
and this important work. It will make contributions for many physicians and 
the aging patients they serve.

 Mary Sano
 President, International Psychogeriatric Association,  
 Milwaukee, WI, USA

 Professor, Department of Psychiatry,  
 Icahn School of Medicine at Mount Sinai, New York, NY, USA
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Over the past decade, Professor Gabriel Ivbijaro, Dr. Carlos Augusto de 
Mendonça Lima, and their colleagues have been leading efforts to focus 
global attention on mental health concerns and to strengthen the role played 
by primary care clinicians all around the world in the diagnosis and manage-
ment of mental health problems and in tackling the stigma and discrimination 
that often accompany a diagnosis of mental illness.

While mental health problems can affect people of all ages, this important 
new publication focuses attention on an area of clinical practice that is often 
neglected and poorly managed, and sometimes even ignored: the manage-
ment of mental health problems in older people.

We are often reminded that “you can judge a society by the way it treats its 
most vulnerable members.” Along with the youngest members of our com-
munities, our most senior members are often among our most vulnerable. 
And those with mental health problems and disability can be especially vul-
nerable and at risk of abuse, neglect, and inadequate care.

This area of clinical practice, mental health care for older people, is at last 
receiving the attention it deserves, and this book provides a timely and very 
important contribution. As populations age in every country, and as multi-
morbidity increases, the number of older people with cognitive and other 
mental health challenges will continue to rise, and our health-care services 
need to be equipped and supported to support all our older patients.

This book is not afraid to tackle some of the most serious mental health 
challenges facing older people: neurocognitive disorders, depression and sui-
cide risk, psychosis and agitation, frailty and comorbidity, bereavement and 
loss, and sexuality and sexual activity.

I especially commend the human rights approach of this publication, 
advocating for dignity and respect in the clinical treatment of all older people 
with mental health concerns. As health professionals and carers, we should 
always treat our patients with the same dignity and respect that we would 
expect for our own older loved ones, and for ourselves.

I commend the editors, Professor Gabriel Ivbijaro and Dr. Carlos Augusto 
de Mendonça Lima, and all the contributing authors on this new publication. 
The important insights and solutions to clinical dilemmas contained in this 
book will be of great interest to medical students, doctors in training, and 
established medical practitioners, not only in family medicine and in psychia-
try but in all medical specialties. This book will also provide a valuable 
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resource to all health-care workers involved in working in primary care and 
to everyone involved in the care of older people in all settings.

 Michael Kidd
 Professor and Chair of the Department of Family  
 and Community Medicine, Past President, World Organization of Family 
 Doctors (WONCA) 2013–2016, The University of Toronto,  
 Toronto, ON, Canada

 Director, World Health Organization Collaborating  
 Centre on Family Medicine and Primary Care,  
 Honorary Professor of Global Primary Care,  
 Southgate Institute for Health, Society and Equity,  
 Flinders University, Bedford Park SA, Australia

 Director, Beyond Blue, Hawthorn, Australia
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I am honored to be able to introduce this very important book. As the econo-
mies of the world develop, education and health systems improve, and people 
live longer. Hence, the phenomenon of global aging represents a success 
story for societies and their people. Coming with this though is a dramatic 
increase in the numbers of older people who have managed to avoid or outlive 
a wide range of illnesses which in the past would have cut short so many of 
those lives. This raises significant health challenges for high-, middle-, and 
low-income economies with an increasingly aging population and a range of 
chronic illnesses and comorbidities. So for so many countries, primary care 
needs to be at the forefront of health systems, and the primary care mental 
health for older people remains much in need of development.

This book is written by a combination of primary care doctors, old-age 
psychiatrists, physicians, and allied health professionals. It makes an essen-
tial contribution to knowledge, and the emphasis on health promotion is par-
ticularly welcomed, especially with the need to develop community resilience 
and self-management strategies in older people. And so important is the 
human rights approach to respecting autonomy, equity, independence, and 
universal access for older people. Primary care is likely to continue to be at 
the forefront of health systems because of the growing need for an emphasis 
on prevention, tight financial constraints, and a lack of well-developed sec-
ondary health-care services in some countries.

I am glad to see that this book addresses the wide range of mental health 
problems in older people including dementia, depression, and delirium but 
also has a strong emphasis on comorbidity and polypharmacy. This means 
that the book should be a reader-friendly practical resource for many clinical 
services seeking to improve their primary care provision with the most impor-
tant benefit of also helping improve the care provided to older people.

I congratulate Dr. Carlos de Mendonça Lima and Professor Gabriel 
Ivbijaro for putting together such a comprehensive and thoughtful book, 
which, I am sure, will be of great use for many years to come.

 Martin Orrell
 Director, Institute of Mental Health, President of the  

 European Association of Geriatric Psychiatry (EAGP),  
 Nottingham, UK
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Mental health is essential for health. Mental and physical problems are inter-
woven. Mental health problems will be among the leading causes of burden 
of disease in 2030 and the main causes of disability-adjusted life years. 
Between 2011 and 2030, the World Economic Forum predicts that mental 
illness worldwide will cost more than physical ailments such as cancer, heart 
disease, or diabetes.

Older people live longer and will be the vast majority of the population in 
the future. It is estimated from community epidemiological surveys that as 
many as 20–30% of persons meet criteria for mental disorders, but there is a 
significant gap between the prevalence of mental problems and the number of 
people receiving care. Primary care helps to close this gap because the major-
ity of people report at least one primary care visit per year and maintain a 
stable and enduring relationship with their primary care doctors. Therefore, it 
is no surprise that most mental health treatment is provided in primary care 
and most psychotropic drugs are prescribed by family physicians. In recent 
years, there has been a growth in diagnosis and drug treatment, what may 
represent an increased acceptance of mental illness and improved case find-
ing but may also be the result of overdiagnosis and overenthusiastic treat-
ment, and it is important to have a global perspective of mental health in 
primary care.

Professor Gabriel Ivbijaro is a very respected professor at Nova University 
(Lisbon) with a vast experience as Adviser of the World Health Organization, 
Chair of the World Dignity Project, and Past President of the World Federation 
for Mental Health. In 2012  in collaboration with an international group of 
general practitioners, psychiatrists, policy-makers, mental health profession-
als, and mental health advocates, he edited an unprecedented book providing 
the best available evidence for the management of patients with mental health 
conditions in primary care. Following the previous successful model, 
Professor Gabriel Ivbijaro and Dr. Carlos Augusto de Mendonça Lima coor-
dinated a new fantastic resource to support the delivery of holistic mental 
health interventions to older adults in the primary care setting.

This book reflects their style, very didactic and complete. It addresses 
functional mental health problems (such as anxiety, depression, psychotic 
and personality disorders) and acquired organic mental disorders of old age 
(such as dementia, cognitive impairments, and delirium) and explores the 
complex relationship between mental and somatic health and health prob-
lems, including aspects of multimorbidity and polypharmacy. Editors and 
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authors are primary care- and community-focused because the main aim of 
the book is to promote pathways to care for older people with mental health 
problems respecting their autonomy, independence, and human rights and the 
importance of the life-course approach.

I am happy to commend this book Primary Care Mental Health in Older 
People: A Global Perspective for use to primary health care professionals, 
general practitioners, family doctors, community psychiatrists, and trainees, 
and it should be a standard reference to those providing mental health care.

 Isabel Santos
 Invited Associated Professor, Medical School,  

 Universidade NOVA de Lisboa, Lisbon, Portugal

 Councilor, Coordination of the Residency in General 
  and Family Medicine, ARSLVT, Lisbon, Portugal

 General Practitioner, UCSP Arruda 1 ACES  
 Estuário do Tejo, Lisbon, Portugal

 Presidente, Colégio da Especialidade de Medicina Geral e Familiar,  
 Ordem dos Médicos, Lisbon, Portugal
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Many individuals and researchers who care for older adults have contributed 
to this book, and we are very grateful to each one of them.

Primary Care Mental Health in Older Adults is based on the current litera-
ture and the clinical experience of a group of psychiatrists who care for older 
adults, family doctors and other mental health professionals, public health 
professionals, policy makers and mental health advocates with an interest in 
the mental health of older adults. We would like to thank them all for their 
invaluable contribution towards the success of this project.

Global mental health is very important. This is why we have brought 
together experts from all continents of the world who have taken into account 
current trends in the care of older adults, the current burden of disease, the 
philosophy of care whilst knowing that primary care can help to improve 
access to care in an equitable and fair way and ensuring that dignity is at the 
core of all our clinical encounters with older adults.

We have also included good practice examples to help clinicians, older 
adults and their families and those who pay for the delivery of services to 
consider innovative ways to deliver care.

Older adult patients with mental health difficulties, carers and their fami-
lies matter and we hope that this book will be an additional resource to pro-
mote practice that allows them to lead a more fruitful life in the community.

Each chapter in this book was assigned to a team with a team leader/cor-
responding author who coordinated the contributions of team members to 
develop the chapter. Each chapter was peer reviewed by a psychiatrist, gen-
eral practitioner and a public health specialist using the following criteria:

Acknowledgements



xxii

• Will the chapter support primary and community care practitioners caring 
for older adults with mental health difficulties in their daily practice?

• Will the chapter support dignity in the delivery of care to older adults with 
mental health difficulties?

• Is the content relevant to the care of older adults with mental health 
difficulties?

• Are the key messages:
 – consistent with the chapter content?
 – fit for purpose?

• Does the chapter reflect the complexity and systems within primary and 
community care?

• Are there copyright issues?
• Is the chapter internally consistent?
• Are there any factual errors?
• Are there any chapters that need to be merged to present a more coherent 

picture?

Additional changes were made by the team and the chapter resubmitted to 
peer review and accepted once it was considered robust and relevant to pri-
mary care and mental health of older adults.

We are grateful to the reviewers for all their efforts. We would also like to 
thank all the contributors, including the project manager and copy-editors at 
Springer and all those who contributed in one way or another to produce this 
book. This work would not have been possible without them.

We learn a lot from our patients, and we are grateful to them.
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Aims and Concept of Primary Care 
Mental Health in Older Adults: 
A Global Perspective

Gabriel Ivbijaro and Carlos Augusto  
de Mendonça Lima

Primary care mental health in older adults: a 
global perspective is a resource to support 
improved care for a growing population of older 
adults with mental health difficulties that recog-
nises innovative solutions to support the dignity 
of older adults whilst embracing new technology.

As we celebrate the 40th anniversary of the 
Alma-Ata Declaration, we need to recognise that 
not everyone has fully benefitted from the oppor-
tunities provided by the move to primary care [1] 
especially many older adults with mental health 
difficulties.

We can do better, and the world can do better, 
but, for this to happen, primary care needs to be 
more receptive to the special needs of older adults 
with mental health difficulties and better skilled 
to address these common problems.

In 1978, the world had a total of 4,287,000,000 
habitants; 248,998,000 of them were over 65 years 
of age representing 5.81% of the total population. 
Forty years later, the world has a total population 
of 7,530,000,000 habitants; 654,568,000 of them 
are over 65 years of age  representing 8.70% of the 

total population. Older adults are now the group 
with the greatest growth rate [2].

In the context of the rapid growth in numbers 
of the older adult population, the mental health of 
older adults has become a huge challenge for all 
concerned, especially with the high prevalence of 
mental health issues in this group.

The ageing world population needs to be cen-
tral in all policies and programmes in order to 
enable health systems to be more equitable, 
inclusive and fair. Services need to be designed to 
respond to the mental health needs of older 
adults; educational programmes need to be 
offered for professionals to improve their specific 
skills to treat and care for this important group.

Carers of older adults with mental health dif-
ficulties are an important resource and need to 
be supported to prevent their own burn out. The 
population needs to be educated about the age-
ing process and encouraged to be advocates for 
older adults with mental health difficulties to 
combat misconceptions, prejudices, stigma and 
discrimination [3], and we have provided some 
resources that can be used to inspect places 
where older adults with mental health difficul-
ties can be cared for.

Keeping up with technological advances and 
innovations is very important in delivering quality 
care to older adults with mental health difficulties 
to support their continuing independence and dig-
nity, and we have provided some examples of this.

G. Ivbijaro (*) 
NOVA University, Lisbon, Portugal 

Waltham Forest Community and Family  
Health Services, London, UK 

C. A. de Mendonça Lima 
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Integrated and collaborative care between pri-
mary care, specialists, social services, the volun-
tary and charitable sector, patients, carers, 
families and government bodies should always 
be considered and embraced when developing 
care packages for older adults with mental health 
difficulties [4–7].

The WPA-Lancet Psychiatry Commission on 
the Future of Psychiatry [8] has identified several 
priority areas for mental health over the next 
decade including health-care system reform 
embracing stepped care, increased use of multi-
disciplinary teamwork, more of a public health 
approach and the integration of mental and physi-
cal health care. The collaboration between pri-
mary care teams and other sectors of the 
health-care system, as well as improving knowl-
edge and skills, will help to improve the mental 
health care of older adults.

1.1  Structure

The book is structured to enable individuals to 
understand the complex network of factors that 
contribute to the mental health of older adults, 
and each chapter opens with key messages.

• Parts I and II provide an introduction to the 
foundations of integrated systems to promote 
good mental health in older adults, including 
the wide determinants of health, the general 
concept of frailty and the importance of some-
times complex multimorbidity in this particu-
lar population.

• Part III describes the tools for assessment, 
including neurocognitive assessment.

• Part IV describes therapeutic strategies includ-
ing the importance of promoting mental and 
physical health and strategies to advocate for 
better support for those in need.

• Parts V and VI describes common mental 
health problems in older adults and how to 
manage them using a multidisciplinary 
approach.

• Part VII is focused on psychosocial and neuro-
cognitive rehabilitation.

• Part VIII presents a range of case examples 
from professionals working with older adults 
with mental health difficulties.
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Epidemiology and the Scale 
of the Problem

Yaccub Enum, Wolfgang Spiegel, Karen Bernard, 
Monica Hill, and Taofik Olajobi

Abstract
Population ageing is taking place in nearly all 
parts of the world. Ageing results from decreas-
ing mortality and declining fertility. Older 
adults are increasingly playing important roles 
in society through volunteer work, caring for 
their families and paid workforce. However, 
not all older adults enjoy good health. The bur-
den of non-communicable diseases is increas-
ing, and this has now become a major public 
health issue. Many older adults are living with 
ill health including poor mental health. Factors 
that influence older adults’ mental and emo-
tional wellbeing include individual characteris-
tics or attributes, socioeconomic circumstances 
and the broader environment in which they live. 
With the increasing population of older adults, 
it is vital that services plan adequately to pro-
vide healthcare and wellbeing care to meet the 
growing demand. This is especially relevant to 
primary healthcare providers where older 
adults often seek help in the first instance. 
Loneliness and social exclusion are important 

risk factors for poor mental health among older 
adults. Efforts to improve mental wellbeing of 
older adults should include tackling loneliness. 
Collaborative care, bringing together health 
and social services, is a good way of managing 
mental health problems in older adults.
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Key Points
• Population ageing is taking place in 

nearly all the countries of the world. The 
largest increase will occur in Asia, fol-
lowed by Africa and Latin America, 
respectively.

• Mental health and emotional wellbeing 
are equally important in older age as at 
any other stage of life.

• Factors that influence older adult’s men-
tal and emotional wellbeing include 
individual characteristics or attributes, 
socioeconomic circumstances and the 
broader environment in which they live.

• Mental health problems in older adults 
globally are underestimated and gen-
erally under-detected by healthcare 
professionals.

• Primary care has a very important role 
to play in detecting mental health prob-
lems in older adults.

• Collaborative care is a useful model for 
providing holistic care for older adults.
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2.1  Introduction

There is no agreed definition of ‘older adults’ or 
‘old people’, and there are wide variations in 
what people consider to be old. For the purpose 
of this paper, we will use the United Nations 
agreed cut-off numerical criterion of 60+ years to 
refer to the older population [1].

Population ageing is taking place in nearly all 
the countries of the world. Ageing results from 
decreasing mortality and, most importantly, 
declining fertility. This process leads to a relative 
reduction in the proportion of children and to an 
increase in the share of people in the main working 
ages and of older persons in the population [2].

2.2  Demography of Older Adults

In 2015, there were 901 million people aged 60 
or over, comprising 12% of the global popula-
tion. The population aged 60 or above is growing 
at a rate of 3.26% per year. The number of older 
persons in the world is projected to be 1.4 billion 
by 2030, 2.1 billion by 2050 and 3.2 billion in 
2100. Sixty-six per cent of the increase between 
2015 and 2050 will occur in Asia, 13% in Africa 
and 11% in Latin America and the Caribbean. In 
Europe, 24% of the population is already aged 
60 years or over and that proportion is projected 
to rise to 34% in 2050 [2].

Older persons are projected to exceed the 
number of children for the first time in 2047. 
About two thirds of the world’s older persons live 
in developing countries. Because the older popu-
lation in less developed regions is growing faster 
than in the more developed regions, the projec-
tions show that older persons will be increasingly 
concentrated in the less developed regions of the 
world. By 2050, nearly eight in ten of the world’s 
older population will live in the less developed 
regions [2].

For most nations, regardless of their geographic 
location or developmental stage, the older popula-
tion is itself ageing. The population aged 80 and 
over is growing faster than any younger segment of 
the older population. At the global level, the aver-
age annual growth rate of persons aged 80 years or 
over (3.8%) is currently twice as high as the growth 

rate of the population over 60 years of age (1.9%) 
[3]. Globally, the number of persons aged 80 or 
over is projected to increase from 125 million in 
2015 to 434 million in 2050 and 944 million in 
2100. In 2015, 28% of all persons aged 80 and over 
lived in Europe, but that share is expected to decline 
to 16% by 2050 and 9% by 2100 as the populations 
of other major areas continue to increase in size 
and to grow older themselves [2].

The older population is mostly female. Because 
women tend to live longer than men, older women 
outnumber older men almost everywhere. In 2013, 
globally, there were 85 men per 100 women in the 
age group 60 years or over and 61 men per 100 
women in the age group 80 years or over. The male 
to female sex ratios are expected to increase mod-
erately during the next several decades, reflecting 
a slightly faster projected decline in old-age mor-
tality among males than among females [4].

2.3  Social and Political 
Participation

Older adults are increasingly playing a critical 
role in society through volunteer work, caring for 
their families, paid workforce and transferring 
experience, skills and knowledge. However, not 
all older adults enjoy good health. The burden of 
non-communicable diseases is increasing, and 
this has now become a major public health issue. 
Many older adults are living with ill health 
including poor mental health. Mental and emo-
tional well-being is equally important in older 
age as at any other stage of life. Approximately 
15% of adults aged 60 and over suffer from a 
mental disorder [5].

2.4  Risk Factors for Poor Mental 
Health in Older Adults

Factors that influence older adult’s mental 
and  emotional wellbeing include individual 
 characteristics or attributes (age, sex, genes), 
socioeconomic circumstances in which older 
persons find themselves and the broader envi-
ronment in which they live. It can be a single 
aspect or a combination of factors [6].

Y. Enum et al.



7

Older adults are more likely to experience 
events such as bereavement, a drop in socio-
economic status with retirement or a disability 
that may trigger distorted emotional responses. 
All of these factors can result in isolation, loss 
of independence, loneliness and psychological 
distress which can impact on mental wellbe-
ing. The neurobiological changes associated 
with getting older (alterations in memory func-
tion that are associated with normative age-
ing), prescribed medication for other conditions 
and genetic susceptibility (which increases 
with age) all impact on mental wellbeing [6].

2.4.1  Co-morbidity of Mental 
and Physical Health Problems 
in Older Adults

Many people with long-term physical health con-
ditions also have mental health problems. Getting 
old is a risk for long-term conditions like cardio-
vascular disease. Cardiovascular disease man-
agement has great benefits for older adults’ 
health. Similarly as older adults lose their ability 
to live independently because of limited mobility, 
chronic pain or frailty, they are at an increased 
risk for poor mental wellbeing. Mental health has 
an impact on physical health and vice versa. For 
example, older adults with physical health condi-
tions such as heart disease have higher rates of 
depression than those who are medically well. 
Conversely, untreated depression in an older 
adult with heart disease can negatively affect the 
outcome of the physical illness [7, 8].

2.4.2  Alcohol Abuse

Alcohol abuse is a problem that affects people of 
all ages, but it is more likely to go unrecognized 
among older adults [9]. Some reasons for alco-
hol abuse in older age include loneliness, 
bereavement and other losses, physical ill health, 
disability and pain, loss of independence, bore-
dom and depression. Retirement may also pro-
vide more opportunities for drinking too much 
as there is no pressure to go to work each day. 
According to the Royal College of Psychiatrists, 

a third of older adults with alcohol problems 
(mainly women) develop them for the first time 
in later life [10].

2.4.3  Medication

Prescribed medications can cause symptoms 
associated with mental illness in older adults. 
Many older adults take some kind of medication, 
and some take several at the same time. There are 
risks associated with taking multiple medications 
(both prescribed and over-the-counter medica-
tions) due to drug interaction. This can cause 
problems such as confusion.

2.4.4  Abuse

Older adults are vulnerable to elder abuse—
including physical, sexual, psychological, emo-
tional, financial and material abuse, abandonment, 
neglect and serious losses of dignity and respect. 
Elder abuse can lead not only to physical injuries 
but also to serious, sometimes long-lasting, psy-
chological consequences, including depression 
and anxiety.

2.4.5  Retirement

Retirement from work or career that has been a 
major part of one’s life can affect:

• The social aspect of life through loss of work 
friendships/relationships

• Sense of self-worth and self-esteem if one felt 
valued at work
Financial security

2.5  Mental Health Problems 
in Old Age: Epidemiology

Older adults aged 60 and over constitute a sub-
stantial proportion of vulnerable group of people 
with an elevated risk of developing mental health 
problems [11, 12]. They are more likely to have 
high levels of functional dependency and psycho-

2 Epidemiology and the Scale of the Problem
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social needs which have implications for their 
health and the delivery of care. According to the 
World Health Organization (WHO), 6.6% of 
cases of disability (disability-adjusted life 
years—DALYs) occurring among older adults 
aged over 60 is attributable to neurological and 
mental health problems which account for 17.4% 
of years lived with disability (YLDs) [13].

It is estimated that about 20% of people at old 
age have mental health conditions that are not con-
sidered as part of “normal” ageing [14]. An earlier 
report suggests that the number of older adults 
with major mental health disorders will increase 
substantially by 2030 [15]. However, it is argued 
that the true prevalence of mental health problems 
globally are underestimated and generally under-
detected by healthcare professionals [16, 17].

2.5.1  Common Mental Disorders

Common mental disorders (CMD) among the 
general population include anxiety-related disor-
ders, panic disorder, obsessive-compulsive disor-
der (OCD), posttraumatic stress disorder (PTSD) 
and depression [18].

The most common mental disorders reported 
among older adults are anxiety-related disorders, 
including phobias and obsessive-compulsive dis-
order; severe cognitive impairment, including 
Alzheimer’s disease; and dementia, depression 
and substance use disorders [19–21].

It is estimated that 3.8% of the older popula-
tion have anxiety related disorders, about 1% are 
affected with alcohol and drug dependence disor-
ders and in addition about 25% of deaths relating 
to self-harm and suicides occurred among elderly 
people aged 60 or above [13]. A meta-analysis of 
the prevalence of mental disorders in older adults 
in Western countries shows that the most preva-
lent mental disorder is dimensional depression 
(19.5%) followed by lifetime major depression 
(16.5%). Lifetime alcohol use disorders are esti-
mated to be 11.7%, while drug use disorders, 
bipolar disorder and current agoraphobia have 
the lowest prevalence rates [11].

Findings from the Global Burden of Disease 
Study 2010 indicate that depressive disorders had 
the highest proportion of total burden among 
older adults across all regions and accounted for 
most DALYs (40.5%) caused by mental and sub-
stance use disorders. This is followed by anxiety 
disorders, drug use and alcohol use disorders [22].

2.5.2  Severe Mental Illness (SMI)

Severe Mental Illness is defined according to 
diagnostic criteria of the International 
Classification of Mental and Behavioural 
Disorders, which include major depression, bipo-
lar disorders, schizophrenia, paranoid and other 
psychotic disorders [23].

A report on the prevalence of serious mental 
illness among US adults estimated a prevalence 
of 3.1% for older adults aged 50 years and above 
[24]. A meta-analysis estimated the prevalence of 
current bipolar disorder among older adults in 15 
different Western countries (Europe and North 
America) to be 0.5% and 1.1% for lifetime bipo-
lar disorder [11]. Another study estimated the 
lifetime prevalence of major depression for older 
adults aged 75 years and older as ranging between 
3.7% and 28.0% [20].

2.5.3  Dementia

The prevalence of dementia rapidly increases 
from about 2% to 3% among those aged 
70–75  years to 20% to 25% among those aged 
85 years or more [25]. Several studies show the 
overall prevalence of dementia varies widely 
among countries, being influenced by cultural 
and socioeconomic factors [26]. Dementia rates 
are growing at alarming proportion in all regions 
of the world and are related to population ageing 
[27]. The prevalence of dementia is rising with 
increasing longevity, and this presents a great 
economic burden [28].

There were an estimated 35.6 million people 
living with dementia worldwide in 2010, with 

Y. Enum et al.
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58% of them in middle- or low-income countries. 
The number of people living with dementia is 
expected to almost double every 20 years, to 65.7 
million in 2030 and 115.4 million in 2050. The 
proportion living in middle- or low-income coun-
tries is also projected to increase to 63% in 2030 
and 71% in 2050 [29].

However, it has been argued that there is a gen-
eral trend for overdiagnosis of mild cognitive 
impairment since the ageing of the population by 
some is seen as a commercial opportunity [30]. Le 
Couteur and colleagues point out that the belief 
that there is value in screening for “pre- dementia” 
or mild cognitive impairment is creeping into clin-
ical practice, with the resulting overdiagnosis hav-
ing potential adverse consequences for individual 
patients, resource allocation and research [30].

The prevalence of dementia in people aged 75 
and over in the poorest regions of Latin America 
was estimated to be higher than in other regions 
of the world. This may be due to a combination of 
low to average educational attainment and high 
vascular risk profile among Latin American 
elderly population [25].

A systematic review and meta-analysis of the 
literature on the global prevalence of dementia in 
people aged 60 and over found that the age- 
standardized prevalence in most world regions 
varied between 5% and 7%. The exceptions were 
in Latin America, with a higher prevalence of 
8.5% and a lower prevalence of 2–4% in some 
sub-Saharan African regions [29].

A meta-analysis of dementia prevalence sur-
veys in the Chinese population found that the 
prevalence of Alzheimer’s disease in the popula-
tion aged 60 years or older was 1.9% and for vas-
cular dementia was 0.9% [31].

In Europe the number of people with dementia 
is expected to increase by 90% between 2013 and 
2050, from 11 million to 21 million [32].

Current estimates suggest that about 4.2 mil-
lion adults in the USA have dementia and that the 
economic cost of their care is about $200 billion 
per year [33]. This report also estimates that the 
worldwide prevalence is expected triple to 135.5 
million by 2050.

2.6  Suicide in Older Adults

The three most frequent life problems associated 
with suicide are physical illness, interpersonal 
problems and bereavement [34]. Long-term con-
ditions and bereavement are common among 
older adults, and these conditions increase the 
risk of depression. Social isolation, which is a 
risk factor for depression, is common among 
older adults, especially in Europe and the 
USA. People who are depressed are at a greater 
risk of suicide and untreated depression can 
increase the risk of suicide. Even though suicide 
rates vary by age group in different regions, sui-
cide rates globally are highest in people aged 
70 years and over [35]. The primary care setting 
is an important venue for late life suicide preven-
tion. Primary care providers should be well pre-
pared to diagnose and treat depression in their 
older patients.

2.7  Conclusion

Population ageing presents challenges for 
healthcare and social care systems world-
wide. However, many older adults are living 
well. The variability in the prevalence rates 
reported may be attributed to the use of dif-
ferent diagnostic criteria, geographical and 
cultural differences in the included studies. 
Given the demographic transformation tak-
ing place in older adults, it is vital that ser-
vices plan adequately to provide healthcare 
and wellbeing care to meet the growing 
demand. This is especially relevant to pri-
mary healthcare providers where older adults 
often seek help in the first instance. 
Loneliness and social exclusion are impor-
tant risk factors for poor mental health 
among older adults. Efforts to improve men-
tal wellbeing of older adults should include 
 tackling loneliness. Collaborative care, 
bringing together health and social services, 
is a good way of managing mental health 
problems in older adults.

2 Epidemiology and the Scale of the Problem
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Abstract
Wider determinants of health are most 
 complex, and there exists a complex interac-
tion between lifestyle and the physical, 
social, and economic environment and indi-
vidual characteristics. Wider determinants of 
health play an important role in the mental 
health of older adults. During primary care 
assessment of patients’ mental wellbeing, it 
is important to consider the broader influ-
ences on the individual, such as physical 
health, family/friends and social networks, 
finances/debts, alcohol and drug use, life 
events, etc. These wider determinants should 
be taken into consideration when giving 
health promotion information. As the wider 
determinants are often outside the scope of 
primary care, GPs and others should work 
with other professionals such as social work-
ers in order to ensure holistic assessment of 
the older adult’s needs and appropriate care 
planning. Professionals should be mindful of 

cultural influences, diversities, and differ-
ences, maintaining the individual’s dignity 
during the process.
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3

Key Points
• The mental health of older adults is 

influenced by wider determinants and 
their life course.

• By considering the wider determinants 
of health and the concepts of flourishing 
and languishing involved parties can 
understand better the impact on health 
of the interaction between the person 
and their environment.

• Primary care assessment needs to be 
holistic and gather information from 
validated questionnaires and interviews 
with the person and those close to them.

• Evaluations can be necessary to under-
stand the needs and unmet needs of 
older adults in primary care settings 
within their individual situations.

• Evaluations and performance assess-
ments in primary care settings should be 
explained within national and additional 
social contexts.

• Heath promotion and intervention needs 
to be provided by health professionals, 
local communities, friends, family, and 
other social networks.
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3.1  Wider Determinants 
of Health: An Introduction

The UN projected that the proportion of persons 
aged 60 (+) is expected to double between 2007 
and 2050, and their actual number will more than 
triple, reaching around two billion by 2050 [1]. 
Developing countries worldwide will see the 
largest increase in absolute numbers of older per-
sons. Dementia/Alzheimer’s disease is strongly 
associated with increasing age [2, 3].

Wider determinants of health are most com-
plex [4], and there exists a complex interaction 
between lifestyle and the physical, social, and 
economic environment and individual character-
istics. One of the first works in the field was the 
Whitehall study published during the 1970s, one 
of the more current publications is the WHO pub-
lication—Social Determinants of health—the 
solid facts (2003) [5]. The Dahlgren and 
Whitehead model (1991) [6] as a conceptual 
background guide underlines the broad and com-
plex content of social determinants. For example, 
socioeconomic aspects and access to social and 
health services, health partnerships [7], social 
involvement, and empowerment are important 
areas for older adults, besides the improvement 
and stability of resources [8] of the individual in 
his individual context. Attention to social 
 determinants during the course of life with the 

inclusion of individual’s autonomy, indepen-
dence, and human rights in order to minimize, 
e.g. risk factors, chronic diseases, and/or multi-
morbidity [9] and deficiencies of older adults is 
urgently required.

It is as well very well documented that, e.g. to 
be part of ethnic minorities [10], living condi-
tions, social participation [11], physical activi-
ties, and lifestyle factors are relevant social 
determinants of health and death amongst older 
adults [12].

The intersectorial and transsectorial perspec-
tive of social determinants with the greatest 
impact on health-related quality of life (HRQL) 
must have a high priority in the health sector with 
sustainable political implementations and with a 
special focus on management, exploration with 
diagnostic criteria, and evaluation especially in 
the primary care settings.

3.2  Nature of the Problem Using 
a Life Course Approach

The World Health Organization defines mental 
health as “a state of well-being in which every 
individual realizes his or her own potential, can 
cope with the normal stresses of life, can work 
productively and fruitfully, and is able to make a 
contribution to her or his community” [13].

When applying this definition to an older per-
son, there may be differences. As someone ages, 
their potential may change—perhaps through the 
onset of physical illnesses such as chronic 
obstructive pulmonary disease can significantly 
limit activity. Older adults are less likely to work 
formally, so their fruitfulness may be different to 
that of someone engaged in traditional employ-
ment. They remain in a position to contribute to 
their communities, for example, through volun-
teering, and cope with the stresses of normal life. 
Although the potential of an older person may be 
different from that of a younger one, they can 
nonetheless realize it [14].

A further perspective on the definition of 
health is suggested by Keyes [15]. He has chal-
lenged the continuum model of mental health and 
mental illness, with each being the polar opposite 

• Health promotion consists of modifying 
specific components of individuals, 
groups, and populations, with the inclu-
sion of intrapersonal, interpersonal, 
institutional, environmental, and soci-
etal aspects.

• Primary and community health-care 
teams should have knowledge of the 
wider determinants of mental health and 
interventions to promote mental health.

• The role that clients/patients and net-
works could play in the improvement of 
health care and primary health care and 
for an everyday reality in all countries 
needs to be highlighted.

S. Bährer-Kohler and B. McLoughlin
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of the other. He proposed that there are two dif-
ferent continua, one measuring the extent of ill-
ness and the other with the poles of languishing 
and flourishing.

The concepts of languishing and flourishing 
are distinguished by variation in the domains of 
social acceptance, personal growth, social actual-
ization, purpose in life, social contribution, envi-
ronmental mastery, social coherence, autonomy 
(exhibits self-direction and resists unsavoury 
social pressures), positive (warm and satisfying) 
relations with others, and social integration.

Using this model, the health continuum 
(languishing- flourishing) may help to prevent or 
precipitate a negative movement along the illness 
continuum. Thus, flourishing may contribute to 
personal resilience and protect someone  developing 
a mental illness, despite factors which might be 
associated with onset. Similarly, languishing may 
make it harder for someone to be able to defend 
against challenges, leading to illness [15].

Whitehead and Dahlgren’s [16] model consid-
ers a range of factors which can influence our 
health known as “the Wider Determinants of 
Health” [16].

The WHO Commission on Social 
Determinants of Health [17] reported on socio-
economic and policy influences on health and its 
wider determinants.

These models for determinants of health will 
be used to inform the content of this chapter, 
which will take a life course approach and con-
sider the mediating influence of Keyes work on 
flourishing and languishing.

Factors which are associated with mental 
health and wellbeing in later life include [14]:

• Discrimination
• Participation in meaningful activity
• Relationships
• Physical activity
• Poverty

There have been challenges to the applicabil-
ity of such findings to rural as opposed to urban 
populations (such as the application of the inter-
action between health and wealth in rural older 
women in Canada [18]), but other studies of older 

rural adults would support them (a relationship 
existing between health and wealth in rural popu-
lations in Vietnam and Brazil [19, 20]).

When older adults themselves were asked 
what was important in maintaining their wellbe-
ing in Scotland in the UK, they cited [21]:

• Family and friends
• Attitudes (their own and that of society)
• Keeping active
• Maintaining capability and independence
• Negotiating transitions

There are clear overlaps between these, with 
the most notable difference being that older 
adults identified transitions as a factor, whereas 
the previous report included poverty (not having 
enough income to provide for a decent standard 
of living and opportunities to participate in 
society).

Other factors have been identified in different 
countries and cultures. For example, in Brazil, 
better self-assessed health was associated with 
being a widow with independent income [20].

If these are accepted as the prevalent factors 
once in old age, how can the life course influence 
them? Within a life course approach, the stages of 
life which can influence health include:

• Perinatal
• Childhood and young adulthood
• Adulthood
• Old age

Through these stages, a person will be exposed 
to influences on their health as a result of their 
own actions and, as noted above, within the con-
text of wider society and culture, systems, eco-
nomics, and politics. Some of the influences are 
discussed below.

Perinatal The unborn child can potentially 
experience undernourishment as a result of a 
poor and stressed mother. Maternal depression 
can have a significant impact on a child, affecting 
weight and bonding and increasing the risk of 
future depression [22]. Social isolation and self- 
rated maternal health are often connected with 
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economic deprivation. Social isolation in a 
mother can pass this disadvantage onto the child 
[23]. Poor water quality and sanitation [24] and 
health systems [4] can contribute further risks.

Childhood and Young Adulthood Where chil-
dren grow up in abusive families, with neglect 
and violence, they are at increased risk of later 
health and social problems. This is more likely to 
occur in lower socioeconomic groups [25]. For 
those in these lower groups, the impact of pov-
erty and associated issues, e.g. poor access to 
education, poor nutrition, and infections, contrib-
utes to further risks for health [26]. Children who 
experience social isolation are more likely to 
have lower educational levels and lower 
 socioeconomic status and are more likely to be 
obese, smoke, and have psychological problems 
in the future [27]. Young people are at risk of 
being bullied for being different in any way, 
including race, sexuality, and weight. Bullying 
has adverse social, physiological, and psycho-
logical consequences [28]. Adolescence can be a 
time of increased risk of substance misuse and 
smoking, which can then continue into adulthood 
and old age. Levels of physical activity and diet 
can similarly have significant impacts at this and 
later stages [29]. Failure to progress in society in 
developed countries through education and 
employment deprives young people of the chance 
to develop social and life skills which contribute 
to their integration into society and increases the 
risk of future poor health [30].

Adulthood Unemployment and poor-quality 
employment are significant risk factors for health 
problems, a consequence of low income and pov-
erty. These affect diet, living conditions, and the 
mental health of parents. Unemployment reduces 
opportunities for social contact through col-
leagues, etc. and through reduced income and 
embarrassment about their position. Being out of 
work makes it harder to find work too, making 
unemployment a particularly pernicious factor 
affecting social inclusion and health [31]. It is 
perhaps unsurprising then that depression and 
anxiety disorders are two to three times more 
common in the unemployed [32]. Having experi-

enced depression once, 50% of people will expe-
rience it again [33].

Older Age All of the preceding life stages can 
have an impact on older age, e.g. socioeconomic 
and educational status [16]. Significantly, by 
older age, many people have developed long- 
term physical health conditions, a predictor of 
mental illness. There is an increasing risk of iso-
lation and perceived loss of status. Transitions 
were identified by the sample of older adults as a 
factor effecting their health and wellbeing. 
Retirement can be a significant transition when 
contact with friends and colleagues can reduce, 
together with the sense of participation, capabil-
ity and independence. Bereavement and the loss 
of loved ones are inevitable features of older life 
and can contribute to reduced social contact. 
These can be compounded by stigma and dis-
crimination—commonly experienced in older 
age in some communities [17]. Other determi-
nants will influence mental health such as the 
environment and perceptions of safety [34].

Following on from Keyes’ use of the term 
autonomy [15], increased isolation and reduced 
participation can contribute to less autonomous 
behaviour as an older adult may be more depen-
dent on others and less self-directing. This pos-
sibly reduced autonomy and dependence on 
friends, family, and carers and can have implica-
tions for their human rights [35] (such as their 
right to freedom of movement, equality, and 
access to public services) as they make an older 
adult vulnerable to a range of abuses (see below).

3.3  Management of the Problem 
(Topic) Using a Stepped Care 
Framework to Include

3.3.1  Aspects of Diagnostic Criteria 
Including Assessment Tools

Evaluations are necessary, for example, to under-
stand the needs and unmet needs of older adults 
in primary care settings within their individual 
situations [36], including the possibilities of 
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withdrawal, resignation, and low expectations, 
not merely to collect information and data. Many 
older adults and carers do not appear to seek help 
for their needs for a range of very complex 
reasons.

It is important to use diagnostic criteria by 
assessment tools which have a broad spectrum, 
which include social determinants, which feature 
liability, comprehensibility, and which are scien-
tifically based and established, means with the 
possibility of e.g. reliability and validity, self- 
rated or rated aspects. The strength of social net-
works has been documented to be one of the 
biggest determinants in the context.

Around the world, researchers, primary care 
occupational groups, and others may be able to 
find assessment tools [37] (APA and others). It is 

important for a senseful, meaningful, and sus-
tainable manageability in every planned context 
to find evaluation tools, which are useful, tai-
lored, and aligned to the desired exploration. 
Primary care workers and others in the health 
field should be trained to work with scales but 
also in examining situations for health promotion 
in a broader, holistic context without any scales. 
Awareness, effective communication styles, and 
empathy are substantial content modules.

In the following an extract of possible tools 
with diagnostic criteria and survey aspects in the 
broad context of social determinants will be pre-
sented, exactly to the following determinants: 
social networks, social participation, social sup-
port, quality of life, agitation, griefs, stress fac-
tors, life change events, and social capital.

Name of the test/
survey Abbr. Authors Aspects/content
Lubben Social 
Network Scale 
and the Lubben 
Social Network 
Scale–6

LSNS
LSNS-6

Lubben (1988 [38], 
2003 [39], 2004 [40])

The Lubben Social Network Scale (LSNS) is a 
10-item instrument (or 6 item) to measure social 
isolation in older adults (aged 65 and above) by 
measuring perceived social support received by 
family, friends, and others. It can be used to assess the 
level of social support. Possible interpretations: 
isolated, high risk for isolation, moderate risk for 
isolation, low risk for isolation

Social 
Participation

WAS Welin Activity Scale 
(Welin et al. 1992) [41]

The Welin Activity Scale (WAS) measures the 
frequency of 32 activities, divided into 3 
subcategories: home, outside home, and social 
activities in the past year

Interpersonal 
Support 
Evaluation List

ISEL Cohen et al. (1997) 
[42], Cohen and 
Hoberman (1983) [43]

The 40-item version has 10-item subscales for 
perceived availability of 4 separate functions of social 
support: (1) emotional support, (2) instrumental 
support, (3) companionship support, and (4) 
self-esteem maintenance through social comparisons

UCLA Social 
Support 
Inventory 
(UCLA-SSI)

UCLA-SSI Dunkel-Schetter and 
Bennett (1990) [44], 
Dunkel-Schetter et al. 
(1987) [45], Dunkel- 
Schetter et al. 
(1986/2015) [46]

The 70-item interview protocol focused on specific 
stressors. The inventory is based upon a 
conceptualization of support as interpersonal 
transactions between people, characterized by several 
forms. Forms or types of support include:
 − Information
 − Advice
− Aid
 − Assistance
 − Emotional support
(cf. Dunkel-Schetter et al. [46])

Arizona Social 
Support 
Interview 
Schedule

ASSIS Barrera (1980) [47] The schedule, a 27-item interview guide, provides an 
assessment of the subject’s social network for the past 
6 months. However, it requires a skilled interviewer. 
The schedule assesses six functions: (1) intimate 
interaction, (2) material aid, (3) physical assistance, (4) 
guidance, (5) social participation, (7) positive feedback
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Name of the test/
survey Abbr. Authors Aspects/content
The World 
Health 
Organization 
Quality of Life 
tool

WHOQOL
WHO Bref
WHOQOL- 
SRPB

WHO (2015) [48], 
WHOQOL-SRPB 
(2002) [49], WHOQOL 
Group (1998) [50]

The World Health Organization Quality of Life 
(WHOQOL) project was initiated in 1991 to develop 
an international cross-culturally comparable quality of 
life assessment instrument. Result: The current long 
version WHOQOL, the short version WHO Bref, and, 
e.g. an additional 32-item instrument to assess aspects 
of spirituality, religiousness, and personal beliefs 
(WHOQOL-SRPB)

Quality of Life 
Assessment 
Schedule

QOLAS Selai et al. (2001) [51] Dementia QOL instrument—with 10 items—tailored 
to individual patients. With qualitative and 
quantitative measurement approaches. Areas: 
physical, psychological, social/family, usual activities, 
and cognitive functioning
− Self-administered
− Caregiver-administered
 − Interviewer-administered

Cornell-Brown 
Scale for Quality 
of Life in 
Dementia

CBS Ready et al. (2002) 
[52]

A global assessment of QOL with 19 items. Reliable 
and valid measurement of patient QOL.
For example, exploration of:
− Happiness
 − Self-esteem
 − Optimism
 − Physical complaints
− Absence of negative affects

Cohen-Mansfield 
Agitation 
Inventory—
elderly person

CMAI Finkel et al. (1992) 
[53], Cohen-Mansfield 
(1990) [54], Cohen- 
Mansfield and Billig 
(1986) [55]

The Cohen-Mansfield Agitation Inventory (CMAI) is 
a 29-item scale to assess agitation, exact the 
frequency of manifestations.
A primary caregiver rates the older adult.
Measurement:
 − Physical aggression
− Physical nonaggression
 − Verbal agitation

Inventory of 
Complicated 
Grief

ICG Prigerson et al. (1995) 
[56]

The Inventory of Complicated Grief with 19-item 
inventory assesses indicators of pathological grief, to 
measure maladaptive symptoms of loss, such as anger, 
disbelief, and hallucinations

The Standard 
Stress Scale

SSS Gross and Seebass 
(2014) [57]

Measuring stress in the life course. 11-item Standard 
Stress Scale.
For example:
 − Social distress
− Social support
− Social approval

The Social 
Readjustment 
Rating Scale

SRRS Holmes and Rahe 
(1967) [58]

One of the most widely cited measurement 
instruments with 43 items in the stress context to 
measure a wide range of common stressors and life 
change events, which have taken place in the last 
12 months.
For example:
• Death of a spouse
• Divorce
• Marital separation
• Death of close family member
• Change in financial state
• Change in living conditions
• Change in residence
• Change in sleeping habits
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Name of the test/
survey Abbr. Authors Aspects/content
General Social 
Survey items 
self-rated health 
social capital

GSS Kawachi et al. (1999) 
[59], General Social 
Survey (GSS) (2015) 
[60]

Since 1972, the General Social Survey (GSS) has 
been monitoring societal change and studying the 
growing complexity. The GSS survey contains a 
standard core of demographic, behavioural, and 
attitudinal questions, plus issues of special interest, 
e.g. the 2014 GSS has modules on, e.g. social identity, 
social isolation, and civic participation. Kawachi et al. 
[59] documented a contextual effect of low social 
capital on risk of self-rated poor health

3.3.2  Specific Issue for Primary Care 
Assessment

In order for people to get help, they must first 
come forward for it and be able to access it. 
Older adults have the same stigmatizing attitudes 
towards mental illness as the rest of society and 
can in fact be more stigmatizing. More age 
appropriate and culturally appropriate services 
can help with this. The inclusion of a range of 
stakeholders will contribute to the services and 
support which will help them to engage 
[61–63].

Assessment of mental health in older adults by 
the primary care team needs to be holistic and 
take into account each person’s own life course 
or story and experiences. This can help to iden-
tify and understand the range of influences on 
that person’s health and wellbeing.

In conducting the assessment, the practitioner 
needs to consider [64]:

• Physical health: Long-term physical health 
conditions, functional (including visual) limi-
tations, changes in body mass index

• Mental health: Depression and anxiety, cogni-
tive impairment, self-efficacy

• Social health: Frequency and nature of social 
contact, relationships

• Lifestyle: Levels of physical activity, alcohol 
use, smoking

These different aspects of someone’s health 
and wellbeing might frequently interact. A long- 
term physical condition, for example, might 
reduce functioning, increase social isolation, and 
reduce self-efficacy and be associated with the 

development of depression and/or anxiety. These 
in turn can inhibit management of the long-term 
condition, and a vicious circle can develop. The 
interaction between these issues will be idiosyn-
cratic, hence the need for a holistic, personalized 
assessment.

Health professionals may not be trained or 
have the time to enable consideration of these 
broad perspectives. The use of validated scales 
(see above) may be helpful, but they do require 
time and training. This can sometimes be miti-
gated by the person completing questionnaires 
prior to their consultation with the health profes-
sional. Primary care assessment may be most 
effective if it brings together information from a 
range of sources [65]. As noted above, the per-
son themselves, any relatives, friends, or carers 
will be able to supply relevant information for 
the range of determinants which have been iden-
tified above.

They would also need to approach such assess-
ment from perspectives which they are not famil-
iar with. In this case, the views of the older person 
and any relatives or carers may be more signifi-
cant than observed symptoms or even rating 
scales. Such interaction needs time with the con-
versation steered by knowledge of those factors 
identified as risk factors for poorer wellbeing and 
functioning.

What is often required is time and the abil-
ity to listen judiciously, being aware of issues 
and facts to focus on and explore, rather than 
seeking symptoms which might lead to a diag-
nosis. This may be carried out effectively by 
health workers with appropriate basic training 
and pre-existing social skills, i.e. an under-
standing of signs and symptoms of disorders 
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and an attitude of understanding of the person, 
and their world [66]. They could be drawn 
from local communities and so have a knowl-
edge and understanding of local factors which 
might contribute to mental health or illness 
too. This workforce would then consult with 
other health professionals, pooling the knowl-
edge and information obtained from their 
respective assessments which can then lead to 
a more holistic and personalized plan of care, 
including physical, mental, and social health 
interventions, and lifestyle advice.

At the population level, where public health 
bodies are seeking to reduce the incidence or 
impact of particular conditions, they can under-
take screening for such conditions. Given the 
prevalence of mental health conditions in older 
adults, and stigmatizing attitudes to mental 
health and to older adults (from themselves and 
others), it is good practice to routinely screen 
for common mental illnesses at each consulta-
tion with an older adult. This can be done using 
the PHQ 4, a validated measure designed as a 
screening tool for primary care, which asks four 
questions to predict severity of anxiety or 
depression [67]. If a system of health checks for 
older adults is in place, this can be added to 
them, but this instrument is brief enough to 
enable routine use in everyday consultations 
too. Screening in this context is likely to be ben-
eficial as it would identify issues earlier when 
there are potential interventions which could 
improve the current situation and possibly pre-
vent deterioration or development of further 
problems over time [68].

When assessing older adults, practitioners 
need to be sensitive to the risk of elder abuse. This 
has been defined as “a single, or repeated act, or 
lack of appropriate action, occurring within any 
relationship where there is an expectation of trust, 
which causes harm or distress to an older person” 
[69]. Such abuse can take the form of:

• Physical
• Emotional
• Financial
• Sexual
• Neglect

The WHO recognizes this as a significant 
issue affecting the rights as well as the health and 
welfare of older adults [70]. This problem can be 
hard to identify—people (including the abused) 
will frequently hide such issues through shame 
and stigma. Where identified in more developed 
countries, there are often specific services which 
address such issues. In less developed countries, 
where such services do not exist, it may be harder 
to deal with.

3.3.3  Health Promotion

According to the WHO definition, health promo-
tion is “the process of enabling people to increase 
control over and to improve their health” [71]. The 
background concepts of health promotion, self-
care, and community participation emerged during 
the 1970s, related to policies promoting, e.g. social 
justice and social equity. The Ottawa Charter, a 
very important milestone in health promotion 
practice worldwide, defines five key strategies for 
health promotion actions: building a public health 
policy, creating supportive environments, strength-
ening community action, developing personal 
skills, and reorienting health services.

Health promotion in general consists of modi-
fying specific components of individuals, groups, 
and populations, with the inclusion of intraper-
sonal, interpersonal, institutional, environmental, 
and societal aspects. Before considering the 
implementation of any public health promotion 
programme, several points such as appropriate-
ness, feasibility, cost-effectiveness, and potential 
need to be carefully considered [72].

There is documented evidence that intraper-
sonal factors including beliefs, attitudes, knowl-
edge, skills, self-concepts, motivation, self-control, 
emotional regulation, coping variables, and 
resources can have a strong impact [73]. A better 
socioeconomic position and good housing quality 
are further important gradients [74, 75]. For older 
adults, for example, results demonstrated that 
adults with higher-quality social relationships 
might be motivated to be engaged in health-pro-
moting behaviours such as leisure activities and, in 
turn, reap more health benefits [76].
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Whenever public health education interven-
tion attempts to modify erroneous values and 
opinions regarding health promotion, sufficient 
consultation and conversation time, reminders, 
and follow-up visits are applied in every case at 
the intrapersonal level [73].

It has to be faced that primary care profes-
sionals are pointing at barriers in the context of 
primary prevention and health promotion in 
clinical practice, such as heavy workloads, a 
lack of skills, competences and knowledge, 
problems related to the professional-patient 
relationship, and lack of confidence in the effec-
tiveness of these interventions [77–79]. One 
reason of the lack of confidence can be the miss-
ing knowledge that different segments of the 
population respond differently to identical pub-
lic health intervention [80]. Indispensable nec-
essary for health promotion are multidisciplinary 
knowledge, skill-related competence, and com-
petence with respect to attitudes and personal 
social characteristics [81].

One aspect of finding solutions to improve the 
effectiveness of interventions can be to investi-
gate the possibility of using technological inno-
vations. This can be useful in improving patient 
self-care and care, perhaps using SMS messaging 
(with reminders) to improve outpatient atten-
dance, or eHealth to improve the clinical man-
agement of identified risk factors through 
provision of tailored feedback, tailored educa-
tional materials, and referral to online self- 
management/empowerment programs [82].

3.4  Self-Care and Interventions

As has been noted above, assessment requires 
consideration of the older person’s life story and 
their perspective on their lives and health. Many 
of the influences which have been discussed 
might be best addressed by the individual with 
the provision of any support if needed. By old 
age, some of the damage to health can have 
already happened. The emphasis needs to be then 
on what might be done to either mitigate the 
effects of earlier behaviour and life experience or 
prevent further problems from developing.

Such interventions might include an increase 
in physical activity and exercise, stopping smok-
ing, and reducing alcohol intake. If someone is 
currently engaging in unhealthy behaviour, it can 
be very hard for them to change those patterns—
which may well have become ingrained over 
many years. Whilst self-care will be central to 
any improvement in mental health and wellbeing, 
older adults’ capacity to undertake it will vary 
depending on their physical and mental health 
and circumstances.

In helping someone to undertake such a 
behaviour change programme, it is important to 
work across a range of domains and with a range 
of supporting organizations [83]. It requires an 
understanding of the person, their context and 
circumstances, what barriers to change they may 
encounter, and how to overcome them. Whilst 
professional input can contribute to this, profes-
sionals are unlikely to be able to provide suffi-
cient time and be available at the right time that 
someone needs that support. Family members 
and friends ought to be considered as part of the 
care and support network for an older person. 
There is increasing interest in the role and bene-
fits of peer support for people with mental health 
conditions [84] and some evidence that older 
adults can help their peers to improve their men-
tal health conditions [85]. Supporting a peer is 
also good for the supporter, giving them many of 
the benefits of employment such as a sense of 
contributing and purpose [84].

Taking a lead from Keyes [15], older adults 
can be encouraged to focus on, for example, their 
social contribution, sense of purpose, positive 
relationships, and social integration. Support 
from a peer or other sources may be needed to 
achieve these or other aspects of flourishing such 
as environmental mastery and autonomy.

3.4.1  Biopsychosocial Interventions

The important role for self-care with aid and sup-
port from friends, family and carers, and health- 
care teams makes a significant contribution.

In the context of the holistic assessment previ-
ously discussed, a number of issues may have 
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been identified which are amendable to interven-
tion. Medical treatments for pain experienced as 
a result of a long-term condition, for example. 
This may be restricting someone’s activity and 
having an impact on their social contact. Effective 
treatment through analgesia might enable some-
one to go out more, take more physical exercise, 
and lead them to feel more independent and capa-
ble and results in their being more active partici-
pants in their communities, reducing social 
isolation [86].

Similarly, depression, anxiety, and sleep prob-
lems can be treated using psychotropic medica-
tion. Medication prescribed for mental illness in 
adults however needs to be used with greater cau-
tion in older adults, due to the potential for side 
effects to be more significant [87]. Tolerance of 
these drugs is affected by changes in absorption, 
distribution, metabolism, and excretion of sub-
stances which occur with age. Hypotension, for 
example, is a common side effect of psychotropic 
medication. This increases the risk of falls. 
Further caution is advised over polypharmacy 
and interactions between drugs, especially with 
older adults being more likely to be taking medi-
cation for their physical heath [86]. There is con-
cern over the use of neuroleptic drugs in those 
with cognitive impairments and challenging 
behaviour, and high use of psychotropic medica-
tion is reported in those in hospital and care 
homes [88].

This risk of drug interactions adds further 
emphasis to the need for health-care teams to be 
communicating effectively.

Where available, the option of taking thera-
pies can reduce the requirement for drug treat-
ments. Psychological therapies such as cognitive 
behavioural therapy and counselling are effective 
for older adults and lack any physical side effects. 
In the major national rollout of psychological 
therapy services in England [89], recovery rates 
were generally higher amongst older adults (58% 
for over 65  years, 45.2% for 36–64-year-olds, 
and 42.4% for 18–35-year-olds) [90].

Many of the wider determinants of mental 
health identified above are not amenable to spe-
cific health interventions, though those inter-
ventions may be useful. Also, thinking back to 

the Keyes’ model [15] interventions might best 
be tailored to promoting contributions, relation-
ships, and integration. Those beyond the health- 
care team must therefore contribute to 
improvement in health. A key function for the 
health team might be to have knowledge of the 
wider determinants of health and sources of 
help to address them. Problems with accommo-
dation, for example, can have a significant 
impact on health [18] but would be addressed 
best by a specialist advocate rather than a health 
professional. Similarly, social isolation may be 
reduced more by the interventions of a small 
local charity. The heath-care team therefore 
would need to signpost people to a range of 
organizations as indicated by the holistic and 
person-centred assessment.

The role of primary care might therefore be 
more about intervening where there are clear 
treatable health conditions which are having an 
effect on, for example, social isolation or physi-
cal activity and helping people to understand 
where help with other issues can be found, sign-
posting them to it, and encouraging people to 
take greater control over influences where they 
can. By providing greater understanding and sup-
port for increased control, they can empower 
older adults [91].

3.4.2  Evaluation of Interventions

Evaluation, as defined in The American Heritage 
Dictionary, is action “to ascertain or fix the value 
or worth of” something [92]. As documented, e.g. 
in patients’ experience survey measures, access, 
interpersonal and intrapersonal communication, 
coordination, and health promotion in general are 
important items in the overall context of evalua-
tion in primary health care [93].

Although the lines between intervention 
research and programme evaluation are not 
always clearly defined, both are necessary and 
requested in the context of social determinants 
[94]. It is generally accepted that better evidence 
about interventions and brief interventions [95] 
around the social determinants of health in action 
are essential [96].
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To evaluate social determinants in the broad 
field of primary care, it is important how primary 
care is defined, how task shifting is regulated, 
how interprofessional teams are composed, and 
how more consistent primary care data to build 
workforce strategies can be assembled [97].

Social determinants are always embedded in 
and related to social systems. Any evaluation of 
interventions including social determinants should 
reflect and integrate these dependencies and 
should highlight that the social systems, which 
make up societies, are not static objects [98].

In general, evaluations and measurements of 
performance increasingly play an important role 
in health-care reforms. Stakeholders need quanti-
tative and qualitative information to form and 
guide their opinions and political will, engage-
ments, decisions, and recommendations in steer-
ing health systems in a variety of settings [99]. 
This requires analysing and evaluating the respon-
siveness of all participants during interventions as 
well as the conditions that can impact on behav-
iour and wellbeing, such as person’s internal locus 
of control [100]. Finally, finding aspects of an 
answer how care and cure in primary care settings 
within social determinants can be managed effec-
tively and sustainably.

Further, evaluations and performance assess-
ments in primary care settings should be 
explained within national and additional social 
contexts, for example, across countries at similar 
levels of income and educational attainment.

A final major requirement of evaluations and 
performance assessments is to start from a proper 
framework and conditions from which measures 
are developed, see, e.g. the Primary Care 
Evaluation Tool (PCET) of the World Health 
Organization (1990) [101], with access to ser-
vices, continuity of services, coordination of 
delivery, and comprehensiveness.

To implement the verified data, to find a good 
practice model for local communities, and to 
revitalize primary health care, the comprehensive 
primary health-care (CPHC) model can be useful 
and practicable. It is a sound model of health sys-
tem organization, addressing health issues 
including effective management and prevention, 
e.g. of chronic diseases, achieving more equita-

ble health outcomes, and involving communities, 
other participants, and other network partners in 
planning and managing services. The operating 
principles of the model are accessible; locally 
delivered; community driven; comprised of a mix 
of direct care, prevention, and promotion; charac-
terized by multidisciplinary teamwork and inter-
sectoral and interagency collaboration; and 
embedded within ethically and culturally respect-
ful work [102].

3.4.3  Specific Recommendations 
for Management in Primary 
Care

3.4.3.1  Part 1
A range of factors determine health. Some of 
these are individual, such as genetics and less 
amendable to interventions, whilst others, such 
as lifestyle are. Beyond this, environmental fac-
tors such as housing and community are less 
open to the influence of the individual. This is 
true for all ages. Here there is a role for govern-
ments. Local governments can encourage 
increased physical activity or provide opportuni-
ties for social contact and engagement, through 
transport policies and the provision of communal 
spaces. Central governments determine the pro-
vision of pensions. Their policies can influence 
health throughout the life course and can promote 
healthier behaviour by individuals (e.g. stop 
smoking initiatives by governments have had sig-
nificant impacts on rates of smoking [103]). They 
can influence the training and practice of health- 
care professionals and others. They can run pub-
licity campaigns to inform and educate to 
promote health and to challenge attitudes.

Primary and community health-care teams 
have knowledge of the wider determinants of 
mental health and interventions to promote men-
tal health.

• Health-care assessments of older adults should 
be personalized and holistic and use a life 
course approach.

• Services need to be accessible (e.g. by public 
transport) and non-stigmatizing.
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• Peer support should be locally promoted and 
enabled.

• Health-care professionals communicate effec-
tively so all are aware of the range of diagno-
ses for a person and the treatments being used.

• Evidence-based psychological therapies 
should be available to older adults with com-
mon mental health conditions.

• Primary and community care teams work with 
their communities to have directories of local 
services and organizations which deal with the 
wider determinants of mental health and health.

3.4.3.2  Part 2
Best planned and tailored interventions in the 
context of wider social determinants and the 
management in primary care show that the treat-
ment of lifestyle-related conditions can be related 
to the unwillingness to change habits and opin-
ions. The individual can have, e.g. an insufficient 
knowledge about health promotion and of the 
risk of health conditions [104]. Professionals will 
face the question related to limits of the patients’ 
responsibilities in health counselling and for 
management in primary care. The participation 
concept arose from the consumer movement of 
the 1960s that affirmed the consumer’s right to 
safety, the right to be informed, the right to 
choose, and the right to be heard. The World 
Health Organization (WHO) World Alliance for 
Patient Safety is highlighting the role that clients/
patients and networks could play in the improve-
ment of health care and primary health care and 
for an everyday reality in all countries 
[105–107].

3.5  Conclusion

Wider determinants of health play an important 
role in the mental health of older adults. During 
primary care assessment of patients’ mental well-
being, it is important to consider the broader 
influences on the individual, such as physical 
health, family/friends and social networks, 
finances/debts, alcohol and drug use, life events, 
etc. These wider determinants should be taken 
into consideration when giving health promotion 

information. As the wider determinants are often 
outside the scope of primary care, GPs and others 
should work with other professionals such as 
social workers in order to ensure holistic assess-
ment of the older adult’s needs and appropriate 
care planning. Professionals should be mindful of 
cultural influences, diversities, and differences, 
maintaining the individual’s dignity during the 
process.
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Frailty

Christophe J. Büla, Manuel Sanchez Perez, 
and Laurence Seematter Bagnoud

Abstract
Frailty is a common clinical syndrome in 
older adults, usually resulting from the accu-
mulation of decline in physiological pro-
cesses, function, and reserve in multiple 
organs or systems. Its prevalence among 
community- dwelling older adults ranges 
from 5% to 7% in persons aged 65–74 years 
to more than 20% in those aged 85 years and 
over. Through increased vulnerability to 
stressors, frailty is associated with numerous 

adverse outcomes such as falls, functional 
decline, hospital admission, nursing home 
admission, and death. The frailty process 
often remains undetected until later stages, 
when reversibility is no longer possible. 
Therefore, several definitions of frailty have 
been proposed, without reaching consensus, 
and most are too cumbersome to be imple-
mented in clinical routine. Thus, another way 
of screening for frailty in practice is to rely 
on comprehensive geriatric assessment. The 
comprehensive geriatric approach, although 
not specific to frailty, allows setting up inter-
ventions targeting underlying health prob-
lems related to frailty and has shown 
beneficial in preventing the occurrence and 
consequences of this syndrome. Among spe-
cific interventions tested to prevent or reverse 
frailty, exercise and, to a lesser extent, nutri-
tion appear as the most effective ones, while 
no pharmacological treatment showed con-
clusive benefit.
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analysis)
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4.1  Introduction

Life expectancy has been steadily increasing 
over the last century in most countries around 
the world. As individuals age, one of their 
major concern is to keep a good quality of life, 
which means for most of them to remain inde-
pendent and autonomous. However, the very 
same segment of the older population (i.e., 
those aged 80 and over) that is growing at fast-
est speed is hit hard by incident chronic dis-
eases. The concept of frailty was born from 
observations that older adults do not age at the 
same pace, with resulting discrepancy between 
chronological and biological ages. Frailty is an 
age-related syndrome which might explain the 
heterogeneity of health statuses in older adults 
of similar age. Several risk factors, including 

chronic diseases, concur to progressively alter 
physiological functional reserves, ending in a 
reduced ability to cope with physical or psy-
chological stressors.

Health professionals often claim to easily 
identify frailty in their older patients. However, 
this syndrome is less obvious to detect in its 
initial stages, when it might still be best revers-
ible. Frailty places older adults at increased 
risk for poor health outcomes, notably disabil-
ity. Therefore, it is crucial to better understand 
its determinants and natural history, as well as 
to develop screening tools and, most impor-
tantly, to implement effective interventions 
aiming at preventing or postponing frailty in 
aging populations. This chapter first discusses 
the different definitions of frailty, considered 
as a physical concept. Then, the epidemiology 
of frailty and its relationship with chronic dis-
eases, including mental disorders, as well as 
associated health consequences is reviewed. 
Finally, the potential clinical usefulness of the 
concept of frailty in primary care and its man-
agement are discussed.

4.2  Definitions 
and Epidemiology

4.2.1  Definitions

The term “frailty” is commonly used as much by 
laypeople and by health professionals to usually 
describe elderly persons with chronic diseases 
who appear at risk for further deterioration in 
their health. Likewise, numerous definitions of 
frailty have been proposed over time in the field 
of gerontology, but a universally accepted defini-
tion is still lacking. Even though clinicians, 
researchers, and epidemiologist share a consen-
sus on several characteristics of the frailty con-
cept, definitions still differ according to domains 
considered in this concept. This chapter focuses 
on frailty as a physical concept, in accordance to 
a 2006 consensus conference defining frailty as 
“a state of increased vulnerability to stressors due 
to age-related decline in physiologic reserve 
across neuromuscular, metabolic, and immune 
systems” [1]. As a consequence, when facing an 

Key Points
• Frailty is a common clinical syndrome 

in older adults, usually resulting from 
the accumulation of decline in physio-
logical processes, function, and reserve 
in multiple organs or systems.

• Several definitions of frailty, often rely-
ing on a physical concept, have been 
proposed without reaching consensus 
on a gold standard.

• Frailty results in increasing vulnerabil-
ity to even minor stressors that can trig-
ger disproportionate consequences.

• Frailty has been associated with numer-
ous adverse outcomes such as falls, 
functional decline, hospital admission, 
nursing home admission, and death.

• As a non-specific approach targeting 
underlying health problems related to 
frailty, comprehensive geriatric assess-
ment and management is beneficial in 
preventing frailty and its consequences.

• Exercise and, to a lesser extent, nutrition 
appear as the most effective interven-
tions to prevent as well as to reverse 
frailty occurrence, while no pharmaco-
logical treatment showed conclusive 
benefit.
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acute illness or even an apparently small insult, 
frail older adults are likely to experience a greater 
loss in functional ability as their non-frail coun-
terparts, as well as to have slower and incomplete 
recovery of their functional status, as shown in 
Fig. 4.1 [2].

Frailty is a syndrome, i.e., a constellation of 
symptoms and signs traducing this underlying 
reduced physiological reserve in physiological 
systems. Although less frequently admitted, frailty 
can certainly also result from alteration in physio-
logical reserve in only one system. Numerous 
attempts have also been made to investigate bio-
logical mechanisms underlying the concept of 
frailty. For instance, studies of inflammatory and 

neuroendocrine biomarkers did not yet identify 
any that would be specific enough to be helpful in 
identifying frailty. As will be discussed later in this 
chapter, frailty differs from aging as, even though 
it affects a substantial proportion of elderly per-
sons as they age, many others are not and will not 
become frail over their aging path.

In the absence of a gold standard, several 
researchers proposed an operationalization of 
the frailty concept. Among other definitions, 
Fried’s frailty phenotype relies on a biological 
model that postulates a vicious circle of poor 
nutrition leading to sarcopenia, diminished 
strength, exhaustion, and very low physical 
activity (Fig.  4.2) [3]. According to this 
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 definition, frailty relies on measuring five crite-
ria: (1) unintentional weight loss, (2) low grip 
strength, (3) slow walking speed, (4) low physi-
cal activity, and (5) fatigue. Subjects without any 
criterion are considered as robust, those with one 
or two criteria are considered as pre-frail (i.e., 
with a high risk of progressing to frailty), and 
those meeting three to five criteria are consid-
ered as frail.

Frailty, disability, and comorbidity are consid-
ered to be overlapping but distinct entities. As 
shown in Fried’s study, about two-thirds of frail 
older adults have comorbidity, among whom one 
in five is additionally disabled [3]. In other words, 
about three out of four older adults qualifying as 
frail also presented comorbid conditions, disabil-
ity, or both. Inversely, frailty was detected in the 
absence of comorbidity and disability in one in 
four persons, suggesting that these three health 
outcomes are different (Fig. 4.3) [4].

Fried’s phenotype is widely used in clinical 
research settings, because only five criteria have 
to be measured. However, it requires specific 
material (dynamometer) and is not suitable in 
care settings. Therefore, several adaptations of 
Fried’s criteria have been operated to overcome 
these difficulties [5]. Fried’s phenotype has also 
been criticized for excluding the mental health 

dimension, even though several criteria (weight 
loss, slow gait, fatigue) might undeniably be 
linked to either depressive symptoms or cognitive 
decline. This criticism appears even more sub-
stantiated as cross-sectional studies uniformly 
indicate that cognitive impairment is more fre-
quent among pre-frail and frail older adults than 
robust ones and shows a dose-dependent associa-
tion across the stages of frailty [6]. A consensus 
panel thus proposed the concept of cognitive 
frailty to distinguish individuals with both frailty 
and cognitive impairment without dementia, a 
subgroup particularly at risk for adverse out-
comes [7]. An additional argument supporting 
the incorporation of an explicit measure of cogni-
tive impairment into Fried’s phenotype comes 
from a study which demonstrated that adding this 
criterion improved the predictive validity of the 
model for adverse outcomes [8, 9].

In the meantime, other researchers developed a 
different approach by evaluating the accumulation 
of deficits: Rockwood’s frailty index uses a count 
of diseases, geriatric syndromes, physical, cogni-
tive, social, and psychological impairments, as 
well as abnormal laboratory values, depending on 
which data are available. It requires that at least 
20–30 items are at hand [10]. This more compre-
hensive approach probably better reflects the mul-
tidimensional nature of frailty. It is grounded on 
the hypothesis of an underlying dynamic process 
that results in deficits accumulation and challenges 
the stability of the human body complex system, 
putting the person at risk for adverse outcomes. 
The frailty index was conceptualized as a continu-
ous score that should reflect the spectrum of frailty 
severity rather than an index to categorize older 
adults into frail and non-frail subgroups. 
Nevertheless, studies have shown that a score of 
0.25 or more (i.e., a quarter or more of measured 
items shows impairments) can be used as a cutoff 
to identify frail elderly persons [11].

Because several single measures have been 
associated with adverse outcomes similar to those 
associated with frailty, their ability to identify 
physical frailty has also been examined [12]. For 
instance, slow gait speed and low grip strength per-
form well in predicting mortality, and both have 
also been associated with subsequent cognitive 

26%

disability comorbidity

frailty

46%6%

21%

Fig. 4.3 Overlap of frailty, comorbidity, and disability, 
adapted from Fried (2004) [3]. The diagram shows the 
distribution of the participants to the Cardiovascular 
Health Study assessed as frail (n = 368) according to the 
presence of disability and comorbidity
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impairment, even a decade earlier, and might there-
fore be useful to detect preclinical dementia [6].

There is no agreement on the best way to screen 
for frailty in the clinical context. Both the frailty 
phenotype and the frailty index are too cumber-
some to be implemented in clinical routine. 
Overall, most simple measures developed to iden-
tify frailty tend to have a high sensitivity, even 
shorter tools adapted to a clinical use. However, 
their specificity is lower as compared to Fried’s 
frailty phenotype, i.e., there are too many false-
positive [12]. For example, a timed- up- and-go test 
>10 s identifies 93% of subjects meeting Fried’s 
definition for frailty, but about 30% of the indi-
viduals with a timed-up-and-go test >10 s are not 
frail. A similar observation applies for gait speed 
≤0.8 m/s. Such a test could be useful to exclude 
frailty in case of a normal performance (i.e., gait 
speed >0.8  m/s, or timed- up- and-go-test <10  s, 
with a negative predictive value of 0.99) [12].

Another way of screening for frailty is to use 
the information issued from a comprehensive 
geriatric assessment [2].

4.2.2  Prevalence

The prevalence of frailty varies greatly according 
to the age of the population under study and is 
usually about twice higher in women than men. 

This prevalence also varies according to the defi-
nitions applied in the studies, as well as according 
to the specific operationalization, in each specific 
study, of criteria used in these definitions. Frailty 
is of course much more prevalent among persons 
who live in long-term care institutions, with 
20–75% of residents classified as frail [13]. This 
paragraph focuses on studies in community-
dwelling older adults who have the greatest poten-
tial for frailty postponement or reversal.

A systematic review published in 2012 
included 21 community-based studies reporting 
on frailty prevalence, most often using Fried’s 
frailty index [14]. Frailty was found to be more 
common when criteria of weakness and slow gait 
were self-reported, rather than objectively 
assessed. Overall, weighted average prevalence 
among older adults aged 65  years and over 
amounted to 44% for pre-frailty and 10% for 
frailty. However, frailty prevalence increased as 
age increased, from 5% to 7% in persons aged 
65–74 years to 15% in those aged 80–84 years 
and more than 20% in those aged 85 years and 
over. These figures are quite close to the esti-
mates of the Cardiovascular Health Study, in 
which Fried initially quantified the prevalence of 
the phenotype (Fig. 4.4) [3].

Regarding differences across countries, a 
European multicountry survey found that the 
age- and gender-adjusted prevalence of frailty in 
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community-dwelling persons aged 65 years and 
over increased from the north to the south, rang-
ing from less than 10% in Sweden and Switzerland 
to 27% in Spain [15]. Likely some of this varia-
tion might be explained by different perceptions 
of health, as well as by differences in socioeco-
nomic conditions across Europe.

Studies on the prevalence of frailty in South 
America and Asia found inconsistent estimates, 
some observing greater figures compared to 
Europe and the USA, while other reported lower 
ones. This might be due to poorer survival of frail 
older adults in low- and middle-income coun-
tries, as compared to wealthier countries with 
better social and health systems [16].

As previously mentioned, prevalence of 
frailty strongly depends on the definition used, 
as indicated by two analyses that retrospectively 
applied different definitions on the same study 
population. One study reported that the preva-
lence of frailty was 9% using the frailty pheno-
type and 18% using the frailty index [17]. A 
systematic review specifically examined the 
impact of modifying the operationalization of 
the frailty phenotype’s criteria, such as using 
self-reported rather than objectively measured 
information, or changing the cutoff points. 
Applying a set of 262 modified definitions of the 
frailty phenotype, prevalence ranged from 13% 
to 29% [5].

4.2.3  Incidence and Transitions 
Between Frailty States

Numerous studies examined the ability of a 
frailty score to predict poor health outcomes 
such as disability, hospitalization, and death. 
There are less data about the impact of changes 
in frailty status on the risk of these outcomes. 
However, frailty is a dynamic process, and even 
though it is more often directed toward worsen-
ing frailty, improvement occurs in as much as a 
third of individuals, especially in the early stages 
of frailty.

Transitions across frailty states have been 
examined in a few population-based studies 
[18–21]. Over 4–8  years of follow-up, these 
studies showed that:

• Frailty transitions are observable in 50–80% of 
the population under study, depending on the 
duration of follow-up and baseline frailty status.

• Most of the transitions occurred between adja-
cent frailty status (e.g., from non-frail to pre- 
frail or from pre-frail to frail).

• Transitions are most frequent between the 
non-frail and pre-frail states, with transitions 
toward greater frailty (about 40%) being twice 
more frequent than reverse transitions.

• Complete reversal from frail to non-frail sta-
tus was exceptional.

• Transitions from non-frail to frail states were 
uncommon in the absence of a hospitalization.

As mentioned previously, whereas frailty pre-
dicts cognitive decline, several studies indicated 
that cognitive impairment also aggravates the 
frailty process [6]. Finally, other risk factors (see 
Sect. 4.2.4 below) for frailty such as lower socio-
economic status are susceptible to accelerate the 
transition toward more frailty.

4.2.4  Risk Factors and Determinants

Frailty is thought to result most frequently from 
impairments in multiple systems, including neu-
romuscular, immune, or metabolic systems. 
Therefore, a large number of risk factors might be 
included in its causation. First of all, chronic dis-
eases play an important role in promoting frailty, 
but social conditions, education, lifestyle, mood, 
and cognitive disorders modulate the effects of 
diseases and age-related deficits, ending up in a 
vicious cycle of fragilization [22]. The life course 
theory suggests that the negative influence of 
these factors on the development of frailty might 
be more pronounced when they occur in an early 
life sensitive period, by reducing the ability to 
reach full capacity in adulthood [23].

4.2.5  Relation with Psychological, 
Cognitive, and Social 
Functioning

Frailty has reciprocal relationships with psycho-
logical, cognitive, and social functioning. These 
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findings suggest that these dimensions have to be 
taken into account when caring for frail older 
patients, as quality of life might be threatened by 
all of these three dimensions as well as by frailty 
itself [24].

As mentioned previously, evidence from lon-
gitudinal studies indicates that frailty and cogni-
tion influence each other. A recent review 
explored the underlying mechanisms of this asso-
ciation [6]. First, it is worth noting that frailty and 
cognitive impairment share common risk factors, 
notably cardiovascular diseases which are highly 
prevalent in older populations. Chronic systemic 
inflammation might also contribute to both frailty 
and cognitive decline directly and through vascu-
lar disease, notably small vessel alteration.

Further, mood disorders are linked to both 
frailty and cognition: depressive symptoms 
sometimes impair cognition and double the odds 
of incident frailty. Frailty has been shown to 
increase the risk of new-onset depressive symp-
toms up to four times [25]. Several processes 
might be causally implicated, including a reduc-
tion in physical activity and a poor nutritional 
intake. Moreover, personality and perception of 
aging also influence frailty and cognition through 
their effects on mood, physical activity, and 
social participation. Indeed, social network and 
support seem to narrow over time among frail 
older adults, who face increasing loneliness, and 
decreased social activities with sedentarity [7, 
26]. Moreover, the onset of frailty is a critical and 
challenging period for the older adult, but only 
limited attention has been given to the relation-
ship between physical frailty and psychological 
vulnerability. The concept of “frailty identity cri-
sis” has been proposed to characterize a psycho-
logical syndrome that may accompany the 
transition from robustness to frailty [27]. While 
research on this topic is still scarce, this concept 
suggests that the perception of loss in physical 
ability might generate anxiety about declining 
opportunities, changing social role, increasing 
loneliness, and nearing of death. Transitioning to 
frailty should be considered a significant negative 
event in an older adult’s life and may cause a psy-
chological process similar to grief. As such, high 
levels of psychological resources are needed to 
cope with frailty, and the risk for depression as 

well as for entering a vicious cycle of increasing 
physical frailty is high in case of a maladaptive 
response [27]. The psychological and social 
dimensions seem therefore quite closely inter-
twined to the physical and cognitive ones in mod-
ifying the process leading to frailty.

These observations lend support to a frequent 
criticism about the frailty concept as it neglects 
the importance of coping through personal and 
social resources. Therefore, similarly to models 
of vulnerability developed in the social sciences 
domain, it has been suggested to incorporate cop-
ing into models of frailty. Taking coping resources 
into account is claimed to better estimate the risk 
for harm in older adults [28]. Other researchers 
concluded that social vulnerability was a concept 
related to frailty, but distinct from it, and demon-
strated that social vulnerability was associated 
with higher mortality, independently from and 
additionally to frailty [29].

As discussed later in this chapter, addressing 
appropriately the frailty process in primary care 
patients requires to also incorporating their 
social, psychological, and cognitive functioning.

4.2.6  Implication for Independence 
and Autonomy

Whereas frailty itself does not automatically 
threaten one’s independent and autonomous liv-
ing, the consequences of frailty on functional 
decline and hospital admission do have a nega-
tive impact. Several studies aimed to produce 
summarized evidence regarding the conse-
quences of frailty (Fig. 4.5), some of them having 
their results pooled in meta-analyses. Notably, 
falls incidence has been shown to be about twice 
higher in frail older adults (pooled odds ratio 
from seven studies: OR 1.8) [31]. Frailty also 
conveys a risk for imminent future falling, even 
in older adults who still seem to age well, a find-
ing of importance for health professionals [32].

Frailty significantly increases the risk of 
disability in activities of daily living (OR about 
1.8–5) and of nursing home admission, even 
when adjusted for covariates such as age, gen-
der, and comorbidity [2, 33]. According to a 
meta- analysis, frailty is associated with a 
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higher risk for hospital admission (pooled OR 
from ten  studies = 1.9) [34]. For all outcomes, 
weaker but still significant associations were 
also found when comparing pre-frail to non-
frail individuals. Moreover, each of these out-
comes further increases the risk to experiencing 
another one, e.g., fall-related hospitalization 
may cause functional decline leading to nurs-
ing home admission.

4.3  Frailty Management

Before presenting in more details the specifics of 
frailty management in the next sections, it seems 
important to further discuss why frailty is a rele-
vant concept in primary care. In most countries, 
gains in life expectancy have triggered growing 
concerns about the disability burden in the future. 
Frailty might precede disability by several years 
in older adults who do not experience cata-
strophic disability [3], and a large proportion of 
older adults transitioning to disability will 

 therefore spend time in this state [35]. This time 
period will theoretically offer a unique window 
of opportunity to potentially reverse the frailty 
process. However, important gaps still remain in 
our ability to reliably detect frailty as well as to 
effectively manage frailty. Although promising, 
evidence from trials is still scarce, and applica-
tion of the frailty concept within the daily clinical 
practice remains therefore largely empirical.

4.3.1  Frailty in Primary Care: 
A Useful Concept?

The high prevalence of frailty in community- 
dwelling older adults is in itself a strong factor 
that supports its relevance for primary care phy-
sicians [14]. Indeed, most primary care physi-
cians are intuitively very familiar with the 
notion of frailty. Moreover, the five components 
of Fried’s  phenotype (weakness, poor endur-
ance, weight loss, reduced physical activity, and 
slow gait speed) belong to stereotypes fre-
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quently  associated with aging. Many older 
adults who suffer multiple chronic diseases are 
also frail, and addressing frailty should there-
fore be considered a hallmark of caring for older 
adults. Yet, because of its close association with 
chronic diseases, frailty remains frequently 
undetected in many older adults. Furthermore, it 
is precisely so among those who suffer from 
chronic diseases because their physician’s atten-
tion is monopolized by these diseases’ manage-
ment. This observation has led several national 
and international bodies to strongly recommend 
active and systematic search of frailty in older 
adults aged 70 years or over as a first step toward 
implementing better adapted management of 
these chronic diseases [36, 37]. Yet, scientific 
evidence supporting these guidelines remains 
relatively weak.

Frailty is also an appealing concept in primary 
care because it helps us to better understand the 
heterogeneity of the association between age and 
health among older adults. Primary care and spe-
cialists physicians frequently report their obser-
vation that older adults of the same chronological 
age and—apparent—health status may respond 
very differently to similar interventions. Frailty is 
therefore a useful concept not only because it 
illustrates this heterogeneity but also because it 
helps to understand as well as to predict these 
older patients’ response to specific treatments, 
such as chemotherapy or surgery. Indeed, frailty 
identifies among older adults a subgroup at high 
risk for adverse outcomes. Markers of frailty 
have been shown to add to the capacity of chronic 
diseases to predicting adverse outcomes such as 
disability or death [37].

Finally, frailty is also an important concept 
because frailty might precede by several years 
the development of non-catastrophic disability in 
a large proportion of older adults. Moreover, 
observational studies have shown that frailty is 
reversible in early stage. Although definitive evi-
dence are lacking, some interventions, such as 
exercise or nutritional support, have been shown 
to have some effectiveness in preventing frailty. 
This makes frailty a meaningful target for inter-
ventions to prevent functional decline and future 
disability.

4.3.2  Frailty as a Prognostic 
Indicator: Preoperative 
and Pre-treatment 
Assessment

As previously mentioned, one of the important 
potential clinical applications of the concept of 
frailty is to identify vulnerable patients who 
might need adjustment of their treatment. More 
and more medical specialties are confronted with 
an increasing number of very old persons for 
whom therapeutic decisions are difficult. 
Identifying among these patients those who need 
these adjustments because of their frailty is of 
utmost importance. However, it must be recog-
nized that, even though we are able to identify 
frailty at a population level, its recognition at the 
individual level and its translation into adapted 
management still remain unsatisfactory. For 
instance, frailty screening was tested to identify 
cancer patients subsequently found with signifi-
cant impairments at a comprehensive geriatric 
assessment [38]. Unfortunately, none of the seven 
screening methods did perform well in terms of 
sensitivity (ranging from 31% to 92%) and speci-
ficity (ranging from 47% to 97%), resulting in a 
negative predictive value of only 60%, largely 
insufficient to be clinically useful at the individ-
ual level. In another study in older patients under-
going transcatheter aortic valve replacement, a 
frailty index based on measures of cognition, 
mobility, and nutritional status better identified 
those who experienced functional decline in 
basic activities of daily living after a 6-month 
follow-up period, as compared to traditional sur-
gical risk scores [39].

The concept of frailty appears also theoreti-
cally useful in helping primary care physicians 
to identifying, among their patients who are sur-
gery candidates, those who might bear a higher 
risk for complicated postoperative courses. 
Frailty is increasingly applied in surgical popu-
lations as it precisely helps to better determine 
the extent of remaining physiological reserve 
and to assess a patient’s capacity to overcome 
the stress of surgery [40]. Indeed, numerous 
studies have shown that, even when undergoing 
elective surgery, frail surgical patients have 
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increased risk of  complications, longer stay, and 
more frequent discharge disposition other than 
home, as well as increased mortality [41, 42]. 
However, as in other areas of health care, the 
implementation of frailty assessment into rou-
tine surgical preoperative assessment remains to 
be seen. Moreover, further studies are needed to 
show how much, once identified, frail surgical 
patients benefit from pre- and postoperative 
interventions to minimize peri- and postopera-
tive risks. Among older surgical patients, frail 
ones are likely to be those who benefit most 
from interventions such as neuraxial anesthesia 
and avoidance of benzodiazepines that proved 
beneficial in decreasing delirium as well as 
other postoperative complications and 30-day 
mortality.

4.3.3  Prevention

Although observational studies suggest the 
reversibility of the frailty process, strategies to 
prevent and/or reverse frailty are still lacking. As 
frailty has been associated with several diseases 
such as cardio- and cerebrovascular diseases, 
interventions targeting risk factors for these dis-
eases are likely to be effective. Indeed, evidence 
from observational studies strongly suggests that 
exercise is probably the single most effective 
intervention to prevent frailty incidence. This 
seems especially true if started in earlier age. For 
instance, one study showed that, over a 26-year 
follow-up, active middle-aged adults with the 
best fitness level had about 34% more time spent 
without or with only one chronic disease and 
about 50% less time spent with four or more 
chronic diseases than sedentary adults [43]. 
Similarly, obesity has been associated with 
increased risk of frailty and strategies to reduce 
weight are likely to also affect subsequent frailty 
incidence [44].

Overall, these observations suggest that multi-
faceted interventions are best suited to address 
the complex challenge of frailty prevention. 
A  recent large Japanese study precisely imple-
mented such multimodal strategy to prevent or 
delay frailty incidence. Using a public health 

approach, physical activity, nutrition, and social 
participation were promoted through a health 
education program targeting citizens aged 
70 years or older [45]. After a 10-year follow-up, 
results showed benefits in terms of functional 
health that corresponded to a gain in healthy life 
expectancy of 1.2 and 0.5  years in women and 
men, respectively.

Despite these promising results, it remains 
unclear whether traditional, disease-oriented, 
preventative strategies will be sufficient to impact 
on frailty dynamics. Furthermore, the interplay 
between such strategies and those aiming at 
reducing social vulnerability needs further inves-
tigation to determine whether such interaction 
could add to frailty prevention.

4.3.4  Interventions

Currently, scientific evidence supporting inter-
ventions to manage frailty is weak. Well-designed 
interventions that specifically address frailty 
management are still needed because most stud-
ies did not use validated models of frailty to 
select their population, as well as to measure 
frailty evolution over time in participants. Despite 
these limited evidence, two main approaches are 
still advocated.

The first approach refers to the observed ben-
efits from comprehensive geriatric assessment 
and management programs in community- 
dwelling elderly population [36]. These programs 
have shown their efficacy in maintaining func-
tion, increasing the likelihood to remain at home, 
and decreasing the probability to be institutional-
ized. Even though some evidence suggest that 
these programs might actually be less effective 
among the frailest older adults, the complex, 
multimodal, interventions they proposed appear 
especially appropriate to address the multifacto-
rial etiology underlying the frailty concept.

Other countries, such as the UK, are already 
implementing dedicated frailty care pathways 
that combine home visits, comprehensive geriat-
ric assessment, targeted interventions, and fol-
low- up monitoring [36]. These programs appear 
very promising as they combine health and social 
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care interventions to provide a better integrated 
approach. Their effectiveness remains however to 
be demonstrated.

The second main approach refers to specific 
interventions designed to treat frailty. Evidence 
from these targeted interventions is however 
very limited and comes mostly from exercise 
interventions. Several systematic reviews have 
been recently published about the benefits of 
exercise in frail older adults [46–48]. Results 
from these studies were mixed but suggest that 
exercise may improve specific functions, such 
as transferring or mobility performance. For 
instance, a structured, moderate-intensity phys-
ical activity program that included aerobic, 
resistance, and flexibility training activities 
resulted in about 20% (hazard ratio [HR], 0.82; 
95% CI, 0.69–0.98, P  =  0.03) and 30% (HR, 
0.72; 95% CI, 0.57–0.91, P  =  0.006) lower 
probability over 2.6  years of major disability 
and mobility impairment, respectively, than a 
control intervention [49].

Similarly, benefits in reversing frailty have 
been found in a recent randomized controlled 
study [50]. Intervention consisted in a multicom-
ponent exercise program including balance, 
strength, endurance, and stretch exercise training 
performed 5 days a week over 24 weeks. Only 
three persons needed to be treated over 24 weeks 

to prevent incidence of frailty in one, whereas no 
frailty reversal was observed among the control 
group. Interestingly, consistent with the associa-
tions described in Fig. 4.6, significant and clini-
cally meaningful improvements were also 
observed in cognition, depressive symptoms, 
activities of daily living performance, as well as 
quality of life of participants who benefited from 
this multicomponent exercise program. Overall, 
exercise programs appear to provide benefits to 
frail older adults, but questions remain about the 
best combination to propose in terms of type 
(resistance, endurance, balance, and/or flexibil-
ity training), frequency, duration, and intensity.

Because weight loss is considered a major 
determinant of frailty in older adults, nutritional 
support appears a logical intervention to pro-
pose. Surprisingly, evidence supporting nutri-
tional intervention is very limited, mostly 
indirect, and not conclusive [52]. For instance, 
although several randomized controlled trials of 
vitamin D supplementation reported improve-
ment in muscle strength and decreased in fall 
risk [53], its role in frailty management remains 
controversial [54].

Clinical evidence is also still lacking for sev-
eral pharmacological agents (statins, angiotensin 
converting enzyme inhibitors, beta-blockers, 
etc.) and other hormonal supplementation (tes-
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Fig. 4.6 Conceptual 
description of the link 
between exercise 
interventions, several 
chronic diseases, and 
functional impairments 
in the disability pathway 
(adapted from [51])
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tosterone, growth hormone, selective androgen 
receptor modulators, etc.). These have been dis-
cussed to manage frailty because they improved 
some components (mostly muscle wasting and 
sarcopenia) of the frailty phenotype. Research is 
still needed in this area, as in several other fields 
of frailty in older adults.

Finally, strategies such as educating patients 
and their caregivers about physical frailty and its 
functional as well as prognostic implications, 
promoting patients’ social engagement, and sup-
porting those experiencing the frailty identity cri-
sis through psychological counseling may all be 
useful to maximize these patients’ functional 
health and quality of life, as well as their caregiv-
ers’ well-being [27].

In England frailty identification and frailty 
care have been incorporated into the GP contract. 
It outlines a six-step process as shown in Table 4.1.

4.4  Conclusions and 
Recommandations for 
Primary Care

Frailty is increasingly recognized as an important 
concept when caring for older patients. In particu-
lar, assessing frailty in primary care allows to 
identifying a subgroup of patients at increased 
risk of morbidity and mortality. Primary care phy-

sicians should be aware of the main symptoms 
(exhaustion, fatigue, low physical activity) and 
signs (weight loss, decreased grip strength and 
walking speed) of frailty. Identifying frail patients 
has two main implications for their care. First, it 
allows better adapting pharmacological and/or 
surgical interventions to prevent  complications in 
these high-risk patients. Second, once diagnosed 
these patients could benefit from timely interven-
tions aiming at treating—ideally reversing—
frailty, even though evidence is still scarce. 
Nevertheless, comprehensive geriatric assessment 
and management programs, exercise, and, to a 
lesser extent, nutritional support interventions 
have been shown to improve clinical outcomes in 
frail older population. Further research is however 
still needed to improve our understanding of 
frailty, to improving its prediction, as well as the 
management of frail older adults.
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Abstract
One of the consequences of an ageing popula-
tion is the increasing prevalence of people liv-
ing with more than one long-term condition 
(multi-morbidity). The coexistence of more 
than one long-term condition often has poorer 
outcomes for older adults and makes them 
more likely to access care from different 
health and social care providers concurrently. 
As a result, the overall cost of managing these 
individuals increases. Collaborative care is a 
useful way of providing care for such patients, 
utilising the skills and expertise of different 
disciplines in primary, secondary care and 
other settings in a coordinated way. Stepped 
care ensures that interventions match the 
severity and complexity of presentation so that 
effort is not wasted.

5.1  Introduction

Improvements in science, medical and social care 
have resulted in increasing life expectancy and a 
growing population of older adults in almost all 
regions of the world. In spite of the technological 
advances, many older adults live with chronic 
conditions and functional impairment. This 
 presents a challenge to commissioners and pro-
viders of health services.
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5

Key Points
• Many older adults live with some kind 

of long-term condition or functional 
impairment.

• Multi-morbidity affects the manage-
ment of illness and often results in 
poorer outcomes.

• Older adults with multi-morbidity are 
more likely to be accessing more than 
one caregiver at any time.

• Depression has a detrimental effect on 
coexisting physical conditions; there-
fore management of the physical condi-
tion should include management of 
depression.

• Collaborative care is a useful model for 
organising the care of older adults with 
multi-morbidity.
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5.2  Multi-Morbidity 
and Comorbidity

It is common for older adults living with long- 
term conditions to have more than one condition 
or multi-morbidity, which is the coexistence of 
two or more long-term conditions [1]. Comorbidity 
is often used to describe the presence of a defined 
index condition with other linked conditions, for 
example, diabetes and depression, and multi-mor-
bidity refers to instances where any condition 
could be included [2, 3].

Comorbidity affects clinical management of a 
condition as well as patient self-care. This results 
in poorer outcomes for patients in terms of mor-
bidity and mortality [4, 5]. Patients with multi- 
morbidity are more likely to have lower perception 
of health status and have poorer quality of life. 
Due to the presence of multiple health issues and 
lower perception of health status, they are more 
likely be admitted to hospital [6–8]. A study of the 
impact of comorbidity on disability found that 
disability increases rapidly with increasing num-
ber of chronic conditions [9]. In addition, certain 
health conditions and impairments contribute 
independently to the risk of falling or experienc-
ing a fall injury [10, 11]. Older adults with multi-
morbidities are likely to be taking a number of 
medicines for different conditions. This increases 
the risks of adverse drug reactions [12].

5.3  Impact of Multi-Morbidity

A case study in the UK (London Borough of 
Waltham Forest) showed disproportionate use of 
emergency department and significantly 
increased cost of treatment for comorbid depres-
sion and other long-term conditions such as can-
cer, hypertension and coronary heart disease 
(CHD). In this case the average cost per patient 
with asthma and depression, for example, was 
found to be almost three times the cost per patient 
with asthma alone [13]. Furthermore, this study 
found that general practices with high prevalence 
of depression also had high prevalence of long- 
term medical conditions—heart failure and 
hypertension had the strongest associations.

As depression increases the perceived severity 
and cost of the management of other long-term 
health conditions [14, 15], it is necessary to man-
age both the depression and the long-term physi-
cal condition to achieve the best outcomes.

Older adults with multi-morbidities are more 
likely to be accessing health services from differ-
ent professionals/disciplines. An individual may 
be receiving care from primary care, other spe-
cialists in secondary care and social care who 
may not be communicating effectively with each 
other. This leads to fragmentation of care [16] 
and a need for a collaborative approach for deal-
ing with comorbid long-term conditions.

5.4  Management of Comorbidity 
and Multi-Morbidity

A systematic review to determine the effective-
ness of interventions designed to improve out-
comes in people with multi-morbidity in primary 
care and community settings [2] identified health 
service and patient-oriented interventions as 
follows:

• Professional interventions: for example, edu-
cation designed to change the behaviour of 
clinicians by increasing professionals’ aware-
ness of multi-morbidity or providing training/
education to equip clinicians with skills in 
managing these individuals.

• Financial interventions: for example, finan-
cial incentives to providers to reach treatment 
targets.

• Organisational interventions: for example, 
any changes to care delivery such as case 
management or the addition of different 
healthcare workers such as a pharmacist to the 
healthcare team. These interventions may 
work by changing care delivery to match the 
needs of people with multi-morbidity across a 
range of areas such as coordination of care, 
medicines management or use of other health 
professionals such as physiotherapists and 
occupational therapists to address needs relat-
ing to physical and social functioning. 
However, this has to be carefully negotiated to 
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ensure clarity of roles and payment 
mechanisms.

• Patient-oriented interventions: this would 
include any intervention directed primarily at 
individuals, for example, education or support 
for self-management. These interventions 
might work by improving self-management, 
thus enabling people to manage their condi-
tions more effectively and to seek appropriate 
health care.

5.5  Collaborative Care

Collaborative care is an effective model for inte-
grating mental health care into primary care med-
ical settings. It aims to develop closer partnerships 
between primary care professionals and second-
ary care and provides both clinical and cost- 
effectiveness [17–19]. It is a useful model for 
ensuring that the care of older adults with multi- 
morbidity, who might be accessing different 
health and social care services, is well coordi-
nated for the benefit of the patient.

A meta-analysis of practice-based interven-
tions for depression comorbid with a range of 
long-term conditions concluded that collabora-
tive care interventions improved outcomes for 
depression and quality of life in primary care 
patients with a variety of medical conditions, 
although the effect was modest in diabetes care 
[20]. In another meta-analysis of collaborative 
care for depression and diabetes, the authors 
noted that collaborative care led to better depres-
sion outcomes and improved adherence to treat-
ment for both conditions [20].

Ivbijaro et al. [13] set out practical steps for 
developing a collaborative/integrated service. 
This includes:

• A need to understand the population you are 
serving and the existing pathways to care 
including the range of third sector or non- 
government organisations and existing sec-
ondary care providers.

• Development of a business model and a proj-
ect plan which includes the workforce, skill 
mix and training required to deliver the model. 

You have to deal with physical and mental 
health conditions together, as part of a stepped 
care approach.

• Collaborative/integrated care requires 
accountability from all the organisations 
involved in the partnership or collaboration. It 
requires clear clinical leadership, information 
sharing protocol with a clear methodology of 
payments or incentives that are clearly estab-
lished and understood.

• Clinical protocols and guidelines which clar-
ify when to refer to secondary care and when 
secondary care should discharge back to pri-
mary care.

5.6  Stepped Care

Stepped care is a model used to organise the pro-
vision of care for people with common mental 
health disorders, their families and carers. The 
model helps healthcare professionals to choose 
the most effective interventions [21].

Stepped care is collaborative in nature. To 
progress through the stages, there is a need for 
some form of collaboration between primary and 
secondary care. A randomised controlled trial in 
the Netherlands to evaluate the effectiveness of 
collaborative stepped care in the treatment of 
common mental disorders concluded that treat-
ment within a collaborative stepped care model 
resulted in an earlier treatment response com-
pared with care as usual [22]. The authors empha-
sised that the organisation of care in the 
Netherlands, and other countries, may benefit 
from the rapid provision of low-intensity treat-
ments in primary care and improved collabora-
tion between healthcare providers.

However, if resources are stretched, many of 
the low-intensity treatments may be hard to pro-
vide. The low-intensity treatments are very useful 
where there are patients receiving a high- intensity 
treatment which can be replaced by a  low- intensity 
treatment. It is also necessary for primary care 
physicians and nurses to be trained in these low-
intensity treatments.

A qualitative study to gain insight into the per-
ceptions of clinicians on implementing stepped 
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care for depression found that stepped care is 
received positively in primary care. While it is 
difficult to fully implement a stepped care 
approach within a short time frame, clinicians 
can make incremental progress towards achiev-
ing a stepped care approach. Creating a shared 
understanding of depression within multidisci-
plinary teams and reaching a consensus about the 
care to be provided and the allocation of tasks are 
important when addressing the implementation 
process [23].

In stepped care the least intrusive, most effec-
tive intervention is provided first. If this inter-
vention does not benefit the individual, an 
appropriate intervention from the next step 
should be offered [24]. Table 5.1 illustrates the 
stepped care model.

The appropriate skill mix is essential in any 
collaborative work, particularly with stepped 
care. For example, as step 1 involves case identi-
fication and recognition, it is important that if 
depression is suspected, a practitioner who is 
competent in mental health assessment reviews 
the person’s mental state and associated func-
tional, interpersonal and social difficulties [24].

Services need to ensure they have appropri-
ately trained staff with skills in delivering 
evidence- based treatments, access to telephony 
and efficient patient management information 
systems. With these in place, stepped care can 
facilitate supported self-management [25].

5.7  Conclusion

Older adults are more likely to have multi- 
morbidity, which leads to poorer outcomes for the 
patient. Those with multi-morbidity are more 
likely to be accessing more than one health service 
provider, sometimes in addition to social services. 
Accessing multiple service providers results 
in  increased overall cost of management. 
Collaborative care provides a useful model for the 
management of multi-morbidity in older adults. It 
can be entirely within primary care or in collabora-
tion with a provider outside primary care. Stepped 
care is a good model for managing depression 
accompanying other disorders. It is a way of ensur-
ing that interventions match the severity and com-
plexity of presentation so that effort is not wasted.
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History Taking and Assessment
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Abstract
The clinical history is a fundamental part of 
the medical semiology. It requires assessing 
the patient with a holistic approach and 
demands special attention to specific elements 
that may allow a deeper understanding of dis-
ease process and its progression over time. In 
the present text, we emphasize some of the 
most relevant aspects of history taking in geri-
atric psychiatry, including the characterization 
of premorbid features, personal and family 
history, and the establishment of an accurate 
estimate of cognitive/functional status and 
behavioral symptoms both in primary 

 (functional) and secondary (organic) psychiat-
ric disorders. The identification of risk factors 
for neuropsychiatric disorders associated to 
general medical conditions is another impor-
tant element, for the modification of these fac-
tors (whenever possible) may be crucial for 
overall response and prognosis. We further 
propose that use of psychometric scales in 
clinical practice not only yields the objective 
measurement of baseline cognitive/functional 
state for diagnostic purposes but also enables 
the clinician to monitor changes during 
 follow-up, particularly those related to treat-
ment response.
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6

Key Points
• To elaborate a diagnosis of mental 

 disorder in older adults, the search for 
information related to the current com-
plaint is an active process directed by 
the clinician. It comprises the identifica-
tion of initial symptoms and its evolu-
tion, as well as the aggravating or 
improvement factors.

• One of the key aspects of psychiatric 
history is to identify the patient’s cogni-
tive profile and its level of functional 
performance in daily life activities.

• A crucial step toward the diagnosis of 
dementia is the description of when and 
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6.1  Clinical History 
of the Current Disease

The purpose of the clinical history is to obtain 
detailed information about the onset of mental 
health disease and its progression over time. Each 
psychopathologic symptom should be carefully 
investigated based on its appearance, temporal 
evolution, current manifestations, and functional 
impairment.

In addition, detailing the clinical history also 
implies to clarify eventual pathological anteced-
ents, premorbid socio-occupational skills level, 
family history of neuropsychiatric conditions, as 
well as the surrounding psychosocial context and 
all the prescribed drugs.

In order to better understand the complexity of 
the current medical condition, the clinician should 
try to understand when and how the symptoms 
evolved throughout the course of the disease and 
to identify aggravating or improvement factors, as 
well as to be able to recognize any similarities and 
dissimilarities between the events.

The search for information related to the cur-
rent complaint is an active process lead by the 
clinician that helps to contextualize the condi-
tions in which the clinical condition has emerged. 
This way, memory or depression symptoms may 
be related to cerebrovascular events. Over time, 
these occurrences can converge into physical dis-
abilities or vascular dementia. Moreover, current 
complaints of persistent anergy, bradypsychia, 
anhedonia, or a sense of worthlessness may be 
associated with the presence of depression. This 
correlation can occur in degenerative diseases 
such as cancer, chronic obstructive pulmonary 
disease, heart failure, Parkinson’s disease, or 
other general medical illnesses that lead to 
reduced physical ability, mental performance, 
and autonomy loss.

6.1.1  Personal Antecedents

Identifying specific neuropsychiatric conditions, 
such as traumatic brain injury, neuroinfections, 
central nervous system tumors, depression, anxi-
ety, and sleep disturbances, among other disor-
ders, is one of the most important steps in the 
clinical history.

Aggressive or uninhibited behavior is very 
common among patients with bipolar disorder in 
a manic phase or in patients with frontal syn-
dromes related to cerebrovascular accidents and 
brain injury. It is also frequent in neurodegenera-
tive conditions, among them, the frontotemporal 
lobar degeneration—behavioral variant, a condi-
tion also known as frontotemporal dementia. 
Reports of psychotic symptoms like hallucina-
tions and delusions, when associated with bizarre 
or aggressive behaviors, need to be thoroughly 
investigated. These events can be mistakenly 
interpreted as being against the law, under a 
forensic approach, and not always are understood 
from a medical point of view.

how the cognitive and functional 
 impairments have appeared and if this is 
a persistent and progressive process.

• The elaboration of a clinical interview 
directly with the patient, followed by an 
interview with family members or care-
givers, decisively contributes to estab-
lish a diagnosis and to suggest an 
etiological hypothesis.

• The nature and onset of the clinical con-
dition and also the context where the 
condition has emerged, which factors 
can improve or deteriorate the symp-
toms, number and reasons for hospital 
admissions, as well as the recurrences of 
symptoms and response pattern to previ-
ous treatments, constitute elements that 
should be carefully investigated.

• Clinicians must be aware of particular 
cultural concepts that misleadingly con-
sider mental disorders among the elderly 
as “normal” or that attribute other spe-
cific conditions, such as depression, 
apathy, or memory loss, as due to aging.

• Scales with a good reliability rate allow 
to accurately measure the frequency and 
severity of cognitive decline, changes in 
functional and neuropsychiatric symp-
toms, and, also, the follow-up of treat-
ment results.
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In addition, clinicians must be aware that his-
tory of previous depression, especially with a late 
onset, when accompanied by cognitive altera-
tions or impairments in daily life activities, can 
constitute a progression risk to dementia or, 
eventually, represents a prodromal stage of neu-
rodegenerative disease [1]. Also, previous depres-
sion episodes with psychotic symptoms, cognitive 
impairment, insomnia, anorexia, or suicide 
attempts can predict the current episode severity.

It must be considered that history of rapid 
mood cycling, with clinically relevant fluctua-
tions, is an alert sign of extra care when dealing 
with elderly patients in either a depressive or 
manic phase. Psychiatric admissions, psychotic 
symptoms, and episodes of severe agitation sug-
gest that the current bipolar disorder episode 
deserves close clinical monitoring.

In this scenario, one of the key functions of 
psychiatric history is to define a cognitive profile 
and a level of performance in instrumental activi-
ties of daily living, in particular, the most complex 
ones. It is crucial to characterize the onset of 
memory and other cognitive domain alterations 
and if there has been any functional decline or if 
the changes have been persistent and progressive.

6.1.1.1  Alcohol and Other Psychoactive 
Substances Abuse Pattern

The abuse pattern of alcohol, tobacco, and other 
nonmedical psychoactive substances deserves 
special attention from the clinician. Criteria such 
as age of onset, quantity, frequency, episodes of 
intoxication, time of use, and addiction must be 
evaluated. Individuals with a history of alcohol 
dependence usually show symptoms like mental 
disorders, abstinence syndrome, altered levels of 
consciousness, delirium, anxiety episodes, mem-
ory, and other cognitive impairments, as well as 
dementia.

In addition, with the increase in average life 
expectancy, it is estimated an increase in the rates 
of individuals with conditions related to alcohol 
abuse. Listed below are some extended com-
ments on alcohol dependence (see Sect. 6.5).

6.1.1.2  Use of Medical Drugs
The use of drugs, especially those acting on the 
central nervous system, deserves careful inves-

tigation. Benzodiazepines are often used by 
older adults and is not uncommon the occur-
rence of dependency associated with them. 
These drugs have been widely used by patients 
whose treatment could be conducted using 
other strategies. Thus, it is not rare an initial 
prescription of benzodiazepine for long-term 
treatment of depression, insomnia, or anxiety, 
with a high inherent risk of sedation, daytime 
sleepiness, and falls, apart from the tolerance 
risk and possible addiction. The indiscriminate 
use of benzodiazepines in elderly patients, 
especially when they already have mild cogni-
tive impairment, has an adverse impact on 
memory and other areas of cognition and con-
stitutes a risk of progression to dementia.

6.1.2  Family History

Unlike what happens with young patients, obtain-
ing family history related to the elderly patient 
becomes a difficult task due to the fact that peo-
ple who could possibly provide accurate infor-
mation have already passed away.

This way, the current informants are usually 
spouses or children, who were close to the patient 
early in the clinical course of the disease. 
However, due to their lack of proximity with the 
patient’s predecessors, it is not always possible to 
collect sufficient information about the emer-
gence and clinical course of the disease. Still, 
these people represent important references when 
gathering information about the medical history, 
especially when similar symptoms are observed 
in any of these family members at the present 
moment. Accordingly, researchers have con-
firmed that suicidal behavior has a strong familial 
component and people with suicidal history in the 
family tend to exhibit personality traits compati-
ble with high risk of self-injurious behaviors [2].

6.2  Clinical Interview

The first interview is a crucial moment for the 
establishment of an interpersonal relationship 
that will lead to a precise psychiatric clinical 
 history. It is also essential for subsequent 
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 assessments, which are invaluable tools to 
reach a conclusive diagnosis and posterior 
treatment [3].

Information obtained when interviewing the 
patient and, additionally, family members or 
caregivers greatly contributes to achieve a diag-
nosis and, sometimes, to outline an etiological 
hypothesis. Aspects such as the nature and onset 
of the clinical condition, context within which 
the symptoms have began, aggravating or 
improvement factors, number and reasons for 
hospital admissions, frequency and severity of 
recurrent symptoms, as well as the response pat-
tern to drug interventions, need to be carefully 
assessed.

Initially, it is important to create a friendly and 
serene environment where the patient feels 
encouraged to express, verbally and non-verbally, 
his complaints. This is usually a useful strategy 
for the semiotics of the subject’s mental 
disorder.

The clinician needs to guarantee that the 
patient is able to attend the interview alone and 
that he has cognitive competence enough to 
 provide reliable answers. Cognitive impairment, 
lack of confidence, and emotional stress can 
affect the clarity of semiological data. In any 
case, it is relevant to promote an active engage-
ment of the patient during the interview. Thus, 
direct questions, with short and easy to under-
stand sentences, may facilitate an engaged atti-
tude, specially among patients with cognitive 
deficits.

Another important element to consider during 
the interview is the alertness and anxiety level 
shown by the patient, because they can have a 
significant impact on the quality of his answers. 
Therefore, it is crucial for the clinician to main-
tain an open and dialoguing posture, being able at 
the same time to appreciate each patient’s com-
plaint, in order to establish an effective interper-
sonal communication.

Also, different cultural elements can greatly 
affect the interview. Particularly in socioeconom-
ically disadvantaged countries, a vast number of 
clinical conditions are often attributed to aging 
per se, as if they were not clinically relevant and, 

therefore, would not need appropriate clinical 
assessment and treatment. The notion that certain 
clinical manifestations can be “normal” or cer-
tain prevailing beliefs within the patient’s social 
context may compromise the quality of informa-
tion. As an example, the cultural misconception 
that depression is a feature of the aging process 
or that memory loss is part of the natural course 
of life leads the informant to underestimate 
depressive manifestations and not to consider 
that dementia may be in its early course.

In addition, symptoms like lack of interest, 
indifference toward surrounding events, reduced 
response to affective and emotional appeals from 
the group, phenomena such as insomnia or day-
time sleepiness, and conditions like constipation, 
urinary incontinence, or mental confusion can be 
interpreted by uninformed family members or 
caregivers as inherent to natural course of aging 
and not as possible clinical conditions that 
deserve appropriate diagnosis and treatment.

Regarding possible approaching methods, 
when possible, the clinician should be able to 
interview both the patient and his family mem-
bers or caregiver, separately. It is important to 
point out that the informant should be someone 
living with the patient and who is knowledgeable 
about his symptoms.

6.2.1  Idiosyncrasies of the Clinical 
Interview

The way the patient presents himself during the 
interview can provide elements such as general 
appearance, overall attitude, facial expressions, 
body language, costumes, tidiness, and hygiene 
that will be very helpful when trying to under-
stand his clinical condition. Also, the clinician 
must ascertain eventual recent changes in his 
life, like loss of family members or friends, 
declining socioeconomic conditions, social iso-
lation, and inability to autonomously perform 
basic health care.

Moreover, a further investigation must be car-
ried out to assess the onset of symptoms. It is not 
infrequent that family members associate specific 

O. V. Forlenza et al.



57

events with the onset of disease, when in fact, 
they must be merely concomitants. A pertinent 
example is the association of a sudden onset of 
Alzheimer’s disease with a hospital admission 
for prostate resection or a case of sudden memory 
loss after a wife’s death. Although it is known 
that stressful events and mourning periods have 
an adverse impact on cognitive condition, this is 
not a cause-effect association [3]. Nonetheless, 
although the emergence of Alzheimer’s disease 
has been observed by family members in the con-
text of a relevant event, most certainly, memory 
decline would have been insidious and progres-
sive over time, due to a neurodegenerative 
process.

Finally it is convenient to underline that the 
search for additional information from other 
sources—within the patient’s personal relation-
ship circle—tends to clarify this issue.

However, it should be noted that a sudden 
impairment of cognitive abilities is usually asso-
ciated with an episode of delirium as part of a 
general medical condition (urinary tract infec-
tion, drug toxicity, subdural hematoma, acute 
cerebrovascular event, etc.). A major depressive 
episode with psychotic symptoms may also favor 
the emergence of cognitive decline in the elderly, 
in a relatively short amount of time.

Some psychological factors may compromise 
the accuracy of information provided by the 
patient. Individuals with personality disorders 
may “disguise” behaviors or consciously/uncon-
sciously “deny” certain psychopathological 
symptoms they consider embarrassing or that 
may reveal personal weaknesses. Nonetheless, 
the clinician needs to be aware of the fact that 
changes in personality, especially the impulsive, 
socially inadequate, or apathetic types, may rep-
resent the first manifestations of frontotemporal 
dementia.

Also, the speech style of a patient who is 
uninhibited or without social judgment, com-
bined with socially inadequate attitudes and also 
difficulty to logically organize answers to the 
clinician’s questions, suggests certain neuropsy-
chiatric conditions, among them, frontotemporal 
dementia.

6.2.2  Recommendations

During the clinical interview, several recom-
mendations can promote a fruitful relationship 
between the clinician and the patient, which will 
lead to a more efficient data research and to 
more accurate information. The clinician should 
resist the urge to “infantilize” his relationship 
with the patient, since this can leave him with a 
feeling of incompetence or even to lower his 
self-esteem.

It is the clinician’s responsibility to outline a 
cognitive profile for the patient. However, it 
must be taken into consideration that specific 
cognitive impairments, such as attention, thought 
processing, and motor and semantic aphasia, 
may compromise the accuracy of information. In 
accordance, it cannot be overemphasized that at 
least one informant should be present during the 
interview, in order to achieve a better data 
accuracy.

General medical comorbidities tend to become 
the focus of concerns shown by the patient and 
his family. The professional must be careful not 
to underestimate any systemic complaint, in par-
ticular those that impact the central nervous sys-
tem. Additionally, emaciated patients with 
walking problems, psychomotor retardation, and 
without any interest in environmental stimuli 
require additional care from the consultant in 
order to investigate the general medical condi-
tions underlying the current complaints. On the 
other hand, the clinician who is conducting the 
interview aims to achieve a diagnosis of a neuro-
psychiatric condition.

6.3  Cognitive and Functional 
Assessment

Specially in patients with dementia—currently 
designated as major neurocognitive disorder—
particular clinical alterations involving cognition, 
functionality, and behavior can be observed. 
These changes interact with each other, given 
that memory deficits and other cognitive domains 
affect the performance of daily life activities and 
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induce, at the same time, disorganized behavior, 
a phenomena also referred as neuropsychiatric 
disorders (Fig. 6.1).

6.3.1  Cognitive Screening

For the initial cognitive assessment, several 
tools are available to measure cognitive 
domains such as memory, attention, language, 
executive functions (abstraction, calculation, 
logical thinking, decision-making, and self-
monitoring), working memory, perception, 
recognition, and praxis. The clinician may use 
multiple tests: Mini-Mental State Examination 
(MMSE) [4], Montreal Cognitive Assessment 
(MoCA) [5], Semantic and Phonemic Verbal 
Fluency Tests [6], Boston Naming Test [7], 
Test Clock Drawing [8], and Trial Making 
Test [9].

Also available is the Cambridge Cognitive 
Test (CAMCOG)—a cognitive section of the 
Cambridge Examination for Mental Disorders 
of the Elderly—Revised Version (CAMDEX-R) 
[10]. CAMDEX-R is a structured and compre-
hensive interview that aims to identify mental 
disorders in older adults, with a special focus 
on dementia. The test also aims to assess the 

impact of cognitive deterioration on daily life 
activities.

CAMCOG covers a wide range of cognitive 
domains such as orientation, language, memory, 
attention, praxis, calculation, abstraction, and 
perception. Also as part of the instrument is an 
interview with the informant, in order to comple-
ment the existent clinical data.

In more recent years, several computerized 
tests have been developed such as the Cambridge 
Neuropsychological Test Automated Battery 
(Cantab) [11] and the Computer-Administered 
Neuropsychological Screen for Mild Cognitive 
Impairment (CANS-MCI) [12], with the purpose 
of identifying subjects with mild cognitive 
impairment.

In general, cognitive screening test have been 
consistently used by practitioners and represent a 
useful tool for health professionals working in 
primary health-care centers to screen the most 
obvious cognitive alterations. Furthermore, cog-
nitive screening underpins a clinical decision 
about referring the patient to a more comprehen-
sive neuropsychological assessment in order to 
clarify the existence of a possible early stage 
dementia.

6.3.2  Functional Screening

Regarding functional assessment, different strate-
gies have been reported, such as the Direct 
Assessment of Functional State, Revised (DAFS-R) 
[13], and the Pfeffer Functional Activities 
Questionnaire (Pfeffer) [14]. These instruments 
allow to screen the ability shown by the patient to 
carry out instrumental activities of daily living. 
The value of this type of assessment is directly 
related to global cognitive ability. When diagnos-
ing dementia, it is critical to determine how much 
memory impairment and other cognitive domains 
interfere with the ability to perform instrumental 
activities of daily living. Table 6.1 summarizes the 
most common tools for cognitive and functional 
screening of elderly patients often used in primary 
mental health-care centers.

behavior

functionalitycognition

Fig. 6.1 Interaction between cognition, functionality, 
and behavior

O. V. Forlenza et al.



59

6.4  Assessment 
of Neuropsychiatric 
Manifestations

The prevalence of Alzheimer’s disease in devel-
oping countries reaches 60% of cases [15]. 
Neuropsychiatric symptoms in this type of 
dementia have a frequency of up to 80% [16–18] 
and manifest themselves mainly as depression, 
apathy, anxiety, delusions and hallucinations, 
irritability, agitation, aggression, and sleep dis-
turbances [19], even in the early stages of the dis-
ease [20, 21]. These manifestations are a source 
of distress for the patient, and also they anticipate 
institutionalization, predispose to increased med-
ical comorbidity, increase mortality risk, and 
cause emotional burden and high workload to 
families and caregivers [19].

Many scales have been developed with the 
purpose of evaluating these neuropsychiatric 
symptoms in patients with dementia. The 
Neuropsychiatric Inventory (NPI) [22] has been 
one of the most used resources. This instrument 
considers 12 groups of symptoms considered as 
“domains,” and each domain consists of specific 
items that clarify the psychopathological condi-
tion in dementia patients. Each domain is 
assessed on the basis of scripted questions admin-
istered to the caregiver about the patient’s symp-
toms. The caregiver is asked to rate the frequency 
and severity of these symptoms in each domain 
and the level of distress associated with each 

symptom. It is up to the caregiver to rate a final 
score for each domain.

De Medeiros et al. [23], in collaboration with 
JL Cumming (responsible for creating the NPI), 
have developed a new version of this instrument 
designated as Neuropsychiatric Inventory- 
Clinician Rating Scale (NPI-C). This restruc-
tured version includes expanded items within 
various syndromic domains. Also, agitation/
aggression domain was split into two new spe-
cific domains, with an inclusion of new items in 
each one of them. From a psychopathological 
perspective, agitation and aggression are phe-
nomena of a different nature. Generally, patients 
showing agitation demonstrate wandering behav-
iors without any defined goal. They also demon-
strate uncooperative attitudes or resistance to 
care; however they do not manifest physical or 
verbal behaviors against a specific target. On the 
other hand, an aggressive patient exhibits angry 
behaviors and presents intentional actions against 
himself or a particular target or persons, intend-
ing to destroy specific objects. In this version, the 
author added a new domain (aberrant vocaliza-
tions), more common in advanced dementia 
conditions.

NPI-C’s main feature relies on its accuracy 
degree. It is the consultant who sets the final 
score for each item in each domain. Hence, the 
designation “clinician rating” was chosen for the 
title of this new version. This way, in order to rate 
each item’s score and each domain’s total score, 

Table 6.1 Instruments for cognitive and functional screening in primary mental health care

Global cognitive screening
Modality Test Author
Cognitive assessment Mini-Mental State Examination, Montreal 

Cognitive Assessment
Folstein et al. [4]

Clock Drawing Test Nasreddine et al. [5], Sunderland et al. [8]
Verbal Fluency (semantic and phonemic) Lezak et al. [6]
Boston Naming Test Kaplan et al. [7]
Trial Making Test Tombaugh [9]
Cambridge Cognitive Test (CAMCOG) Roth et al. [10]

Functional assessment Direct Assessment of Functional State, 
Revised (DAFS-R)

Loewenstein and Bates [13]

Pfeffer Functional Activities Questionnaire Pfeffer [14]
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the clinician should take into account all the 
available information that can help to accurately 
identify any domain-related neuropsychiatric 
symptom observed in the past month. Besides the 
information provided by the caregiver, the 
patient’s interview and direct observations are 
also important tools when assessing patient’s 
behavior. Furthermore, the clinician can also 
incorporate any available data from the patient’s 
chart and reports provided by individuals from 
the patient’s inner circle. To sum up, using the 
expert clinical judgment as part of the rating sys-
tem increases the assessment’s sensitivity and 
gives a higher accuracy for the diagnosis of neu-
ropsychiatric symptoms [23].

The Behavioral Pathology in Alzheimer’s 
Disease Rating Scale (BEHAVE-AD) [24] was 
developed to investigate psychopathology in 
patients with Alzheimer’s disease, namely, delu-
sions and hallucinations, aggression, sleep and cir-
cadian rhythm disturbances, affective disorders, 
anxiety and phobias, and impairment of activities 
of daily living. The scale allows for a comprehen-
sive examination of these symptoms and, at the 
same time, to identify symptom clusters.

Another behavioral assessment tool is the 
Cohen-Mansfield Agitation Index (CMAI) [25]. 
This inventory is intended to assess episodes of 
agitation in elderly patients with neuropsychiat-
ric disorders, especially dementia. The consultant 
completes the test, based on the informant’s 
report, about the frequency of agitation behaviors 
that occurred within the last 2 weeks. The rating 
scale ranges from 1 (never or hardly never) to 7 
(several times an hour). Also, situations when the 
instrument is not applicable are taken into con-
sideration, for example, when the caregiver is not 
able to answer the questions or when the patient 
does not present agitation, due to a physical dis-
ability. A disruptiveness scale was added to the 
test, and the informant is asked to give informa-
tion as to how disruptive each behavior is, on a 
scale from 1 (never) to 5 (extremely).

Depression is a common condition among 
older patients. Around 27% of the elderly living 
in long-stay institutions have major depression 

[26]. In Alzheimer’s disease, this condition 
affects approximately 50% of patients [27].

Regarding depressive symptom’s assessment, 
several instruments have been used with good 
accuracy rates, for example, the Beck Depression 
Inventory [28], the Hamilton Rating Scale for 
Depression [29], the Montgomery-Asberg 
Depression Raging Scale [30], the Cornell Scale 
for Depression in Dementia [31], and the 
Geriatric Depression Scale [32]. These last two 
scales have been widely used to measure depres-
sive symptoms in elderly patients.

The Cornell Scale for Depression in Dementia 
[31] is an instrument originally designed to mea-
sure the course of depressive symptoms in demen-
tia patients undergoing psychopharmacological 
antidepressant treatment. Apart from its use in 
clinical trials to determine the efficacy of antide-
pressants, this scale has also been used to assess 
symptoms of major depression in dementia, includ-
ing Alzheimer’s disease, in ambulatory patients.

The Geriatric Depression Scale [32], in its 
short version of 15 items, has been widely used, 
with a good reliability rate, to screen depressive 
symptoms among the elderly, in specialized clini-
cal settings or in primary mental health-care 
environments [33, 34]. A score greater than 4 
points suggests clinically relevant depressive 
symptoms, and a score equal to or greater than 11 
points indicates severe symptoms.

Apathy is another important condition, one of 
the most common neuropsychiatric impairments 
in neurodegenerative disorders, like Alzheimer’s 
and Parkinson’s disease. It can also be detected 
co-occurring with depression, although they have 
distinct psychopathologic manifestations and dif-
ferent neuropathological correlates [35]. Several 
studies have reported a high prevalence of apathy 
in patients with Alzheimer’s disease, ranging 
from 55% to 70% of cases [23, 35]. Patients with 
this syndrome exhibit a reduction or lack of moti-
vation in three clinical dimensions—emotional 
reactivity, interest, and initiative.

The Apathy Inventory [35, 36] measures the 
abovementioned dimensions. Thus, the inventory 
examines alterations of motivation related to 
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(a) reduction or loss of ability to react affectively 
and emotionally; (b) reduction or loss of 
 cognitive interest toward a particular target; and 
(c) reduction or loss of initiative, that is, lack of 
behaviors in response to internal or external envi-
ronmental stimuli. For each inventory item, the 
clinician rates a final score based on the follow-
ing sources of information: caregiver’s reports, 
patient’s interview, and observation of behavioral 
manifestations during the assessment.

Other scales have also been used to measure 
apathy in elderly patients with neuropsychiatric 
conditions: the Apathy Scale [37] and the Apathy 
Evaluation Scale [38]. However, these are not 
scored according to the consultant’s judgment, as it 
happens in the Apathy Inventory but according to 
information reported by the family or caregiver.

The Global Deterioration Scale (GDS) [39] is 
a scale that measures global deterioration in 
dementia patients. Individuals are rated accord-
ing to a seven-point scale. Level 1 refers to no 
cognitive deficit evidences. Levels 2 and 3 refer 
to very mild and mild cognitive alterations, 
respectively. Subsequent levels, from 4 to 7, com-
prise evident global deterioration levels charac-
terized by severe cognitive and functional decline 
with clinically relevant disorganized behavior.

The Brief Psychiatric Rating Scale (BPRS) 
[40] has been used to investigate the severity of 
psychopathologic manifestations in patients with 
chronic psychotic disorders, such as schizophre-
nia or persistent delusional disorder. This scale 
has been used in patients whose disease onset 
happened long before aging or in older adults 
with late-onset psychotic symptoms. Table  6.2 
reports the most commonly used scales to mea-
sure neuropsychiatric symptoms in older adults.

6.5  Complementary Clinical 
Assessments

6.5.1  Alcohol Abuse

Alcohol abuse is a condition that affects a sig-
nificant percentage of the general population and 

has been consistently associated with systemic 
diseases such as liver cirrhosis, pancreatitis, gas-
tric disorders, nutritional deficiencies, head 
trauma, seizures, peripheral neuropathy, and 
cerebrovascular diseases. Also, alcohol abuse 
has a negative impact on social relationships, 
working skills, road traffic accidents, or domes-
tic violence, among others. Regarding older 
adults, alcohol abuse has been related to alco-
holic dementia, with a prevalence of 10% of 
cases [41], and to vascular dementia. In these 
conditions, it is possible to observe a global cog-
nitive decline or specific cognitive deficits, 
depending on the affected brain areas. Cognitive 
impairment usually occurs simultaneously with 

Table 6.2 Frequently used scales to assess neuropsychi-
atric symptoms in primary mental health care

Assessment of global neuropsychiatric symptoms
Neuropsychiatric scale Author
Neuropsychiatric Inventory (NPI) Cummings et al. 

[22]
Neuropsychiatric Inventory- 
Clinician Rating Scale (NPI-C)

de Medeiros 
et al. [23]

Behavioral Pathology in 
Alzheimer’s Disease Rating Scale 
(BEHAVE-AD)

Reisberg et al. 
[24]

Cohen-Mansfield Agitation Index 
(CMAI)

Cohen-
Mansfield [25]

Global Deterioration Scale (GDS) Reisberg et al. 
[39]

Brief Psychiatric Rating Scale 
(BPRS)

Ventura et al. 
[40]

Specific modalities
Assessment of depression Author
Cornell Scale for Depression in 
Dementia (CSDD)

Alexopoulos 
et al. [31]

Beck Depression Inventory (BDI) Beck et al. [28]
Hamilton Rating Scale for 
Depression (HRSD)

Hamilton [29]

Montgomery-Asberg Depression 
Raging Scale (MADRS)

Montgomery 
and Asberg [30]

Geriatric Depression Scale Yesavage et al. 
[32]

Assessment of apathy Author
Apathy Inventory (AI) Robert et al. 

[35–36]
Apathy Scale Starkstein et al. 

[37]
Apathy Evaluation Scale Marin et al. [38]
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impairments of daily life activities [3]. A vast 
number of neuropsychiatric manifestations may 
also appear, such as social inadequacy, agitation, 
aggression, depression, anxiety, sleep disorders, 
or disorganized and bizarre behavior. On the 
other hand, withdrawal symptoms and depen-
dence syndrome are not uncommon phenomena 
among seniors with a chronic and abusive drink-
ing pattern.

Several scales help the clinician to measure 
the degree of alcohol consumption, such as the 
CAGE Questionnaire [42] and the Alcohol Use 
Disorders Identification Test (AUDIT) [43]. 
These instruments are easy-to-administer screen-
ing tools and provide valuable information when 
assessing this clinical condition. CAGE screens 
drinking habits developed over time and is an 
acronym of its four questions (C, Have you ever 
felt you should cut down on your drinking?; A, 
Have people annoyed you by criticizing your 
drinking?; G, Have you ever felt bad or guilty 
about your drinking?; E, Eye opener, Have you 
ever had a drink first thing in the morning to 
steady your nerves or to get rid of a hangover?). 
Two positive responses indicate the need for fur-
ther research. AUDIT is administered to measure 
the amount and frequency of alcohol consump-
tion. It also aims to assess the occurrence of 
binge, dependence symptoms, work-related 
harm, relationship problems, health impairments, 
and socially inappropriate or violent behaviors.

6.5.2  Cerebrovascular Risk

Another relevant topic in clinical research is the 
identification of cerebrovascular risk factors. 
When uncontrolled, these factors can determine 
vascular dementia occurrence. This is a highly 

prevalent condition, particularly in developing 
countries, with incident estimates of 30%, sec-
ond only to Alzheimer’s disease, with occur-
rences up to 60% of cases [15]. Cerebrovascular 
disease can only be preventable in most cases 
and is strongly associated with hypertension, 
diabetes mellitus, chronic high cholesterol and 
triglyceride levels, obesity, sedentary lifestyle, 
and smoking. These factors raise risk for vascu-
lar dementia and Alzheimer’s disease. The 
Hachinski Ischemic Score [44] is a clinical tool 
for identifying cerebrovascular risk factors. 
A score equal or greater than 7 suggests vascular 
involvement. In the presence of cognitive and 
functional decline, a diagnosis of vascular 
dementia can be considered. Table 6.3 shows the 
clinical scales for assessing alcohol abuse and 
cerebrovascular diseases.

A useful way of formulating holistic assess-
ment is to consider the “3 P factors”:

• Predisposing factors
• Precipitating factors
• Perpetuating factors

This is illustrated in Table 6.4 below.
To undertake a thorough assessment of 

these factors, the GP must involve the patient and 
family/carer.

Table 6.3 Other clinical scales

Other clinical assessment tools
Complementary 
assessment

Hachinski Ischemic 
Score

Hachinski 
et al. [44]

CAGE 
Questionnaire

Ewing [42]

Alcohol Use 
Disorders 
Identification Test 
(AUDIT)

Saunders 
et al. [43]

Table 6.4 Formulating holistic assessment in older adults

Physical Psychological Social
Predisposing 
factors

For example. poor eye sight For example, low mood For example, isolation

Precipitating 
factors

For example, acute infection For example, bereavement

Perpetuating 
factors

For example, untreated 
infection and multiple 
prescription drugs
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6.6  Conclusion

Clinical assessment of elderly patients in primary 
health-care settings involves a detailed examina-
tion of the clinical condition, exploration of even-
tual circumstances that may have contributed to 
the disease manifestation, and its triggering fac-
tors. It also contemplates the identification of 
environmental aspects that may have interfered 
with the severity and progression of symptoms, 
imminent risks of worsening, chances of clinical 
recovery, and prevention of recurrence.

Also, involving family members, long-term 
caregivers, or informants in the evaluation pro-
cess can improve data accuracy and reliability, 
making the clinician’s practice safer and more 
effective.

Another structural condition is the existence 
of clinical centers with well-planned and man-
aged services and also with formally trained pro-
fessionals that guarantee an adequate assistance 
to elderly patient with mental disorders.

In addition, interventions aiming to prevent 
mental disorders among the elderly, or at least to 
attenuate their worsening when already present, 
deserve to be the main focus of primary care in 
mental health.

It is essential to keep accurate and timely 
records. As older adults are more likely to be 
under the care of more than one organization or 
service, there is a need to establish appropriate 
data sharing agreements between organizations.

Finally, keeping the patient close to his com-
munity and interpersonal relationships, encourag-
ing the ability to make decisions, recognizing 
cultural and religious beliefs, as well as accepting 
a different ideological thinking—in short, taking 
into account every aspect of the patient’s personal 
history—constitute a key element of a humanized 
clinical intervention with elderly patients.
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Abstract
Neurocognitive disorders, are frequent in old 
age, they alter activity of daily living and may 
be complicated by serious psychological or 
behavioral symptoms. They also may alter the 
quality of life of family caregivers. In that con-
text, their early detection is a major issue in pri-
mary care. Regarding the use of screening tools 
in primary care, the present chapter review dif-
ferent points: which screening tools should GP 
use, when, and how? Answering these ques-
tions should help improving an appropriate use 
of screening tools, the early screening being the 
first step of the healthcare paths.
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7

Key Points

• The diagnosis of a cognitive disorder is 
often challenging, particularly distin-
guishing normal age-related cognitive 
changes from early Alzheimer’s disease 
and related disorders.

• The term “poor memory” means differ-
ent things to different people, and a 
comprehensive neurocognitive assess-
ment will enable a clinician to establish 
the problem.

• There are limitations in the primary care 
setting in enabling comprehensive neu-
rocognitive assessment.

• There are tools available for dementia 
screening. However, none of them is 
recognized as the most suitable for pri-
mary care.

• The MMSE is a reliable test to assess 
the severity of a patient’s overall deficit 
and has the advantage of assessing vari-
ous cognitive functions in addition to 
memory, including attention, orienta-
tion, language, and visuospatial 
orientation.
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7.1  Introduction

In primary care, between 10% and 15% of older 
adult patients have evidence of cognitive impair-
ment [1], and general practitioners (GPs) are 
increasingly asked to screen, diagnose, and man-
age patients suffering from Alzheimer’s disease 
and related disorders (AD&RD). Neurocognitive 
assessment (NA) is now widely used in the screen-
ing and diagnostic process of cognitive disorders, 
and NA is commonly thought in terms of the stan-
dardized neuropsychological tests used to measure 
cognitive abilities and deficits. Indeed, a compre-
hensive neuropsychological evaluation, usually 
performed by a neuropsychologist or equivalent, 
generally requires several hours to complete. 
However, shorter and more suitable cognitive tests 
are now available for the primary care setting. Still, 
GPs are sometimes reluctant to implement NA [2], 
either because of lack of time, information, and 
training or because some of them argue that a for-
mal diagnosis of dementia is not necessary for 
appropriate management of AD&RD for various 
reasons, including no currently available disease-
modifying treatment (although symptomatic treat-
ments are available). However, recent guidelines 
[3] recommend that GPs have a central role for sys-
tematic screening for cognitive impairments, as 
growing data tend to show that early diagnosis is 
significantly associated with more advantages than 
inconveniences in management of Alzheimer’s dis-
ease patients. In the following chapters, we review 
the use of NA in primary care and the role of GPs 
in the screening and diagnostic processes of cogni-
tive disorders, eventually suggesting practical strat-
egies to implement NA in primary care.

7.2  Cognitive Assessment 
for the Diagnosis 
of Neurocognitive Disorders

7.2.1  The Diagnosis 
of Neurocognitive Disorders

The diagnosis of a neurocognitive disorder is 
often challenging. GPs are increasingly demanded 
to identify and characterize cognitive impair-

ments, and, in older adults, distinguishing normal 
age-related cognitive changes from MCI or from 
early Alzheimer’s disease and related disorders 
(AD&RD, which include not only Alzheimer’s 
disease but also cerebrovascular diseases, Lewy 
body disease, frontotemporal lobar degeneration, 
etc.) may be challenging. Moreover, cognitive 
complaints may also reflect affective and/or anxi-
ety symptoms or disorders, personality traits, as 
well as an unstable medical condition (including 
delirium identified as an acute and sudden change 
in cognition characterized by a disturbance in 
attention, awareness, and at least one other cogni-
tive domain) or medication side effects. Studies 
have shown that late or missed diagnoses of 
dementia are not uncommon in primary care with 
less than one-third of cases of mild dementia and 
38–71% of moderate to severe cases of dementia 
being formally diagnosed [4]. Diagnostic chal-
lenges include the gap between patients’ subjec-
tive cognitive complaints and the effective 
presence of vascular disease or a neurodegenera-
tive disorder [5]. Moreover, complaining of cog-
nitive deficits does not necessarily mean an 
individual has a dementia, and conversely, a neu-
rodegenerative disorder may develop without an 
individual being aware and thus voicing any cog-
nitive complaints. On the one hand, cognitive 
deficits may be due to normal aging or other psy-
chiatric disorders (especially depression which 
may be challenging to identify in older adults), 
and on the other hand, cognitive deficits due to 
underlying neurodegenerative disorders may not 
be identified as such but rather be considered as 
normal aging. Informal observation alone by a 
physician is not sufficient to diagnose AD&RD, 
which is rather a stepwise, iterative process. The 
diagnostic strategy generally includes a thorough 
review of the medical history (to look for other 
potential etiology of impairment); a clinical inter-
view of the patient and relatives (to ascertain 
change in everyday function); a medical examina-
tion; neuroimaging; blood sampling  and,  in 
appropriate cases,  CSF testing in appropriate 
cases and, when available; screening for other 
psychiatric disorders and differential diagnoses; 
and eventually neurocognitive assessment (NA) 
as the core of the diagnosis process. Indeed, 
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DSM5 AD diagnostic criteria are based on the 
identification of impairments in at least two cog-
nitive domains (major neurocognitive disorder) 
among learning and memory, language, complex 
attention, executive function, perceptual-motor 
cognition, and social cognition—deficits that pro-
gressively evolve for several years and are associ-
ated with functional deficits (otherwise, the 
cognitive disorder may be labeled as a mild cogni-
tive impairment—MCI or a mild neurocognitive 
disorder). NA not only allows “objective” confir-
mation of cognitive impairment, but it also pro-
vides the opportunity to characterize the type of 
cognitive impairment, i.e., identify the cognitive 
functions that are impaired (working memory, 
episodic memory, executive function, language, 
visuospatial ability, etc.). Moreover, it can pro-
vide an assessment of the severity and the pro-
gression of cognitive impairment, and stages of 
AD are usually based on the use of repeated NA 
(MMSE score, for instance).

In primary care, patients often report having a 
“poor memory,” but the term “memory” has a 
variety of meanings such as remembering to per-
form a task in the future (“prospective mem-
ory”), finding misplaced objects (which may 
reflect attention or organizational skills rather 
than memory per se), and remembering names 
(“word finding”) or recent events or newly 
acquired information (“episodic memory”). 
Even a deficit in episodic memory may underlie 
a range of different memory-related processes, 
including difficulties with initial learning, or 
encoding of information or difficulties in  effi-
ciently retrieving information, and actual loss or 
decay of the memory trace, comprehensive NA 
(beyond a screening instrument such as the 
MMSE or MoCA) enables one to make such dis-
tinctions. For instance, if a patient shows poor 
performance on initial learning or recall trials of 
a test, but after a delay, he is still able to recall 
most of the information he learned, then his defi-
cit is likely one of learning or encoding rather 
than forgetting. Similarly, comparison of cued 
recall to free recall permits the identification of 
patients with inefficient retrieval rather than 
actual forgetting, and comparison of immediate 
free recall to delayed free recall allows for the 

identification of decay or loss of the memory 
trace. These types of distinctions are key in the 
differential diagnostic process.

7.2.2  The Role of GPs 
in the Diagnostic Process

 Most of the current practice guidelines advocate 
a central role for the GP who is assumed to be 
able to detect and diagnose AD&RD [6]. A recent 
study from the United Kingdom found that GPs 
appeared mostly concordant with recommenda-
tions and perform most of the diagnosis process 
except NAs that are documented in less than 40% 
of the patients’ records [7]! Yet, a recent Dutch 
study [8] found that a diagnosis made with and 
without NA leads to different conclusions: a GP’s 
diagnosis of suspected dementia was confirmed 
by NA less than half of the time, and conversely 
NA was associated with cognitive impairments in 
12.5% of the GPs’ diagnosis of no cognitive 
impairment. The authors conclude that many of 
the missed diagnoses of cognitive disorders in 
primary care may be due to the lack of formal 
NA. They also note that the lack of awareness of 
cognitive impairments by GPs was particularly 
seen in older adults whose cognitive impairments 
were misattributed to normal aging only.

What could be the limitations for GPs to 
implement NA in their routine practice? Some 
studies [9] found various reasons: (1) NA is 
viewed as time-consuming; (2) some GPs con-
fess a lack of skills or familiarity; (3) direct refer-
ral to specialists is sometimes preferred; (4) some 
GPs argue that provision of good care does not 
require a diagnosis and some believe the diagno-
sis may even be harmful to the patient, including 
stigmatization [10]; and finally, some GPs nega-
tively perceive the importance of early diagnosis 
[11]. With regard to time consumption, a compre-
hensive NA indeed usually requires several 
hours, but much shorter cognitive tests, taking 
less than 10 min to perform, have been developed 
and been found to be accurate and suitable for 
diagnosing dementia in most (although not all—
screening instruments often miss mild dementia 
in highly educated or high-functioning individu-
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als) patients seen in the primary care setting. 
Besides, in some countries, a specific consulta-
tion fee for NA has been recognized by health-
care systems. With regard to familiarity and 
skills, many authors indeed recommend more 
NA training for physicians [9]. Although instruc-
tions are usually very clear for brief NA tools, 
they still require training and sometimes supervi-
sion to avoid basic mistakes in both administra-
tion and interpretation of the results. Notably, 
some websites provide instructional videos for 
online NA training, designed by experts, and 
involve real physicians and real patients [12]. 
With regard to the specialist referral, most of the 
memory clinics or specialists have long appoint-
ment delays, and pre-assessments by GPs may 
allow for shorter consultations and eventually 
reduced delays and inappropriate referrals. 
Finally, with regard to diagnosis disclosure and 
to the importance of early diagnosis, studies tend 
to show both potential benefits and inconve-
niences [13]. However, a large majority of 
patients and caregivers claim they prefer to be 
aware of the diagnosis rather than being left in 
uncertainty [14]. Moreover, recent recommenda-
tions tend to highlight the benefits of an early 
diagnosis [15], including early provision of avail-
able treatments but also implementation of care 
plans and access to services in order to improve 
symptoms, help maintain independence, improve 
quality of life, reduce unfavorable dementia- 
related behaviors, and reduce caregivers’ stress. 
These recommendations argue then for a screen-
ing strategy in the general population.

7.3  Cognitive Assessment 
for the Screening 
of Neurocognitive Disorders

7.3.1  Is Systematic Cognitive 
Screening Associated 
with Benefits?

The US health reform legislation of 2010 has put 
an emphasis on early detection of cognitive 
impairments, and US authorities have recom-
mended a systematic screening for persons 65 

and older [16]. NA is now a mandated compo-
nent of both the initial and annual wellness visit, 
although the implementation is at the discretion 
of the provider. Nonetheless, the issue of whether 
or not to employ systematic cognitive assessment 
in primary care has been controversial, and some 
authors have argued that screening has been inap-
propriately urged because of the lack of efficacy 
evidence [17]. Their argument is based on the 
questionable performances of the screening tests, 
as they may be responsible for as much as 23% of 
false positives when applied to the general popu-
lation [18]. Besides, many factors apart from 
dementia influence the tests, including premorbid 
intelligence, education, ethnicity, sensory impair-
ment, mood, and both medical and neuropsychi-
atric comorbidities [19]. In addition, it is argued 
that an earlier diagnosis has not been shown to 
reduce morbidity/mortality and screening may be 
associated with harms, including psychological 
harms from labeling and direct harms associated 
with diagnostic tests, early treatment, and over-
treatment [20]. A survey in the United Kingdom 
reported that one in five physicians had received 
complaints from patients who were unhappy 
about dementia screening [21]. On the contrary, 
others have argued that screening is the first step 
toward improving care [22]. Their argument is 
based on the potential benefits of early detection, 
as it may optimize medical management of coex-
isting conditions that could worsen cognition, as 
it may help in planning for the future when 
decision- making capacity is still relatively intact, 
as this is a necessary step for providing education 
about symptoms and access to services [23]. 
Moreover, dementia is not merely a cognitive dis-
order, but it is significantly associated with 
behavioral and psychological symptoms, and 
their diagnosis and management are often chal-
lenging and particularly burdensome to caregiv-
ers. Knowing the diagnosis of dementia certainly 
optimizes the clinicians’ strategies to prevent or 
manage behavioral and psychological symptoms 
of dementia which otherwise could be misidenti-
fied and taken for late-life schizophrenia or late- 
life depression, than rather being psychotic 
symptoms of AD or apathy, for instance. 
Obviously, other psychiatric conditions require 
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different treatment strategies, and since patients 
with dementia are highly sensitive to some psy-
chotropic drugs, a misdiagnosis may imply 
severe side effects. In addition, as dementia is 
associated with potentially preventable excess 
morbidity, early identification of AD may be 
associated with early interventions to reduce 
complications, and a prospective study found that 
more than 40% of hospitalized patients older 
than 70  years had dementia, but only one-half 
had been previously diagnosed [24].

7.3.2  The Strategy of the Screening 
Procedure

Based on expert recommendations [3], the 
Alzheimer’s Association acknowledges the ben-
efits of an earlier diagnosis and argues for a popu-
lation screening strategy and provides a set of 
recommendations to incorporate NA within the 
annual wellness visit on the website of the asso-
ciation [12]. An algorithm for NA implementa-
tion is provided. It first suggests not to 
systematically implement NA if neither the 
patient nor an informant reports symptoms 
related to cognitive decline. If the patient or an 
informant reports suspect symptoms or if no 
informant is available to confirm, or again if the 
GP has the clinical impression of a beginning 
AD, it is recommended to conduct a brief struc-
tured NA which should include either a Mini- 
Cog, a General Practitioner Assessment of 
Cognition (GPCOG), or a Memory Impairment 
Screen (MIS) as well as an informant assessment, 
either a Short (IQCODE), an Eight-item 
Informant Interview to Differentiate Aging and 
Dementia (AD8), or a GPCOG, informant part. 
Finally, the conduction of a full dementia evalua-
tion by the GP himself or the referral to a special-
ist is recommended if scoring reach a certain 
threshold (Mini-Cog ≤3, patient GPCOG <5, 
MIS ≤4, Short IQCODE ≥3.38, AD8 ≥2, infor-
mant GPCOG ≤3). The website also provides the 
tests as well as instructional videos designed for 
primary care setting on how to assess cognition, 
disclose an AD diagnosis, and recommend 
follow-up.

Other groups, including the 10/66 Dementia 
Research Group, have proposed specific demen-
tia screening tests suitable for cross-cultural stud-
ies and for low- and middle-income countries 
[25]. These tests have been found to identify a 
much higher incidence of dementia in countries 
such as Cuba, Venezuela, or rural China, com-
pared to classical tests and DSM-IV criteria [26]. 
To diagnose dementia, the 10/66 group refers to a 
probabilistic algorithm based on two cognitive 
tests, an informant interview and the diagnostic 
output from a structured clinical interview. The 
cognitive tests are the Community Screening 
Instrument for Dementia (CSI-D; 32 items, 
20 min) [27] and the modified CERAD 10-word 
list-learning task with delayed recall [28].

7.4  Choosing Cognitive 
Assessment Tools for use in 
Primary Care

7.4.1  The Choice of the Tests

There are more than 40 published tests available 
for dementia screening. According to guidelines, 
however, no one tool is recognized as the best 
suited for primary care [3]. The ten most com-
monly used screening tests have been recently 
reviewed for their diagnostic performance to 
detect dementia [29]. The authors found that the 
MMSE, certainly the most widely applied test for 
dementia screening, had a good sensitivity (0.81) 
and specificity (0.89) for dementia screening, but 
they also found that several tests had similar per-
formances including the Mini-Cog, the ACE-R, 
and the MoCA. They concluded that several free 
tests, which possess good performance character-
istics and are easily to administer, are available 
for dementia screening. Nonetheless, they also 
pointed out that one issue that remains to be 
addressed is the cutoff score standardization, 
including cutoff adjustments for premorbid IQ 
and functioning, as brief screening cannot be sen-
sitive enough to capture mild impairment in high- 
functioning people, for example. Still, the most 
common cutoff score for MMSE is 23–24/30, but 
some studies refer to a score of 25–26/30. 
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Likewise, the range of the cutoff score of the 
Mini-Cog test is also variable across studies, 
although a majority of them refer to a score below 
3 for potential dementia.

The MMSE is a reliable test to assess the 
severity of a patient’s overall deficit and has the 
advantage of assessing various cognitive func-
tions in addition to memory, including attention, 
orientation, language, and visuospatial orienta-
tion. Moreover, it usually takes less than 10 min to 
perform. However, the MMSE overemphasizes 
language and underemphasizes visuospatial and 
executive functions and has become less accessi-
ble and useful since its intellectual property rights 
were transferred to Psychological Assessment 
Resources in 2001. Shorter and free tests, usually 
taking less than 5 min, are available like the MIS 
and the Mini-Cog, but they assess only memory 
for the first and also visuospatial and executive 
functions for the latter. Other various tests with a 
similar duration of the MMSE (less than 10 min) 
are also suitable for the primary care setting, like 
the MoCA and the GPCOG.  Compared to the 
MMSE, the MoCA has the advantage of assessing 
executive functions and has been shown to reli-
ably detect MCI. The GPCOG also assesses exec-
utive functions and daily living functions as well. 
Other longer tests (10–20 min) are available like 
the ACE-R or informant-rated questionnaires like 
the IQCODE and the E-Cog. These may be suit-
able for the primary care setting, when a more 
complete NA is required.

According to guidelines [3], NA should be per-
formed both for the screening and the diagnosis of 
dementia. In the primary care setting, a brief eval-
uation instrument with a high and well- established 
sensitivity (especially for screening purpose) and 
specificity (especially for “positive” diagnosis) 
would be more appropriate, as GPs’ consultation 
is not limited to NA only and extra time is needed 
for the global assessment of the patient. Guidelines 
recommend either MMSE or freely available tests, 
especially Mini-Cog, MIS, and GPCOG.  Mini-
Cog has the advantage of being very brief as it 
only requires that the patient learn three words, 
draw a clock, and then recall the three words. In 
addition, Mini-Cog has shown very good sensitiv-
ity/specificity in meta- analysis. MIS (or the very 

similar test of the five- words screening test) is also 
very brief and focuses on free and cued recall that 
helps distinguish episodic memory from executive 
deficit. GPCOG takes about 10 min to perform and 
has the advantage of assessing a large panel of 
cognitive functions, like the MMSE or the MoCA, 
and is composed of an informant part with a vali-
dated interview to assess relative’s awareness of 
the patient’s cognitive decline. MoCA is also a 
reliable and free test, available in many languages, 
and has multiple alternate forms, to minimize 
practice effect.

7.4.2  The Implementation 
of Cognitive Assessment Tools 
in Primary Care

In primary care, NA takes place within the 
patient’s global evaluation and is usually not the 
first step of the consultation which would rather 
typically begin with a thorough clinical interview 
to precisely characterize the patient’s complaints 
(the nature of the symptoms, frequency and 
severity, onset and course, degree to which they 
interfere with regular activities), to review his/her 
medical history as well as interviewing his/her 
relatives when available. The patient should also 
be prepared to undergo NA, and explanations 
regarding the purpose of the test should be pro-
vided, along with a brief overview of the proce-
dure and general instructions. In addition, an 
appropriate context is required for NA. A simple 
explanation, that the test will help the physician 
understand whether there is something going on 
in their brain that requires treatment, is often very 
helpful. Still, testing may be disturbing for 
patients with cognitive decline, and patients may 
sometimes refuse to cooperate. Physicians should 
reduce their patient’s stress, and it may some-
times require delaying the NA, on a latter appoint-
ment if necessary. In particular, a patient’s 
emotional instability may lead to inconclusive 
results. Moreover, a one-on-one assessment 
(physician and patient alone) may be necessary 
if, for any reasons, the relatives’ interactions are 
disturbing. Sometimes, on the contrary, relatives’ 
presence improves the emotional stability.
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When the patient is ready to perform the NA, 
the physician should strictly follow the instruc-
tions of the test and should be aware of the appro-
priate scoring. As an example, instructions may 
require one to repeat several words in a row and 
only then to ask the patient to recall them and not 
to say the first word, ask the patient to recall it, 
then proceed with the second word, etc. 
Sometimes a limited time or a limited number of 
attempts are allowed. Sometimes one may score 
zero on an item even if the patient has refused to 
respond, for example. Finally, a single assess-
ment may not be sufficient to accurately detect a 
cognitive disorder, and complementary NA 
within a follow-up period may be required. 
Referral to a specialist may be required, espe-
cially in case of an atypical presentation and 
behavioral/psychiatric symptoms or in young 
patients. If the patient is depressed or has an 
acute episode of a psychiatric or medical disor-
der, NA may be inconclusive, and waiting until 
the patient has recovered is generally required 
before proceeding to perform the NA.

The National Institute for Health and Care 
Excellence (NICE) in England has developed a 
useful dementia care pathway which provides 
evidence-based recommendations and informa-
tion on risk factors, early identification, diagno-
sis, and assessment [30].

7.5  Conclusion

We reviewed here the available options to face 
the challenges of the practical implementation of 
NA in primary care. Recommendations are now 
available for GPs guidance, and NA tools suit-
able for primary care setting can be used to avoid 
both the risk of underestimation (impairments 
falsely attributed to normal aging only, for 
instance) and overestimation (diagnosis of AD 
instead of disorders that mimic cognitive impair-
ments, such as psychiatric disorders or medica-
tions, for instance) of cognitive disorders. 
Although some GPs may be reluctant to imple-
ment NA in their practice, because it requires 
training or it’s time-consuming, for instance, NA 
is an invaluable tool for the diagnosis and the 

characterization of cognitive disorders. Besides, 
evidence-based data tend to show that early 
detection, which usually falls to GPs, generally 
contributes to a better management of patients 
with AD&RD and their relatives.
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Abstract
This chapter considers the importance of dig-
nity in the care of older people. It starts with 
a case vignette to illustrate that dignity is not 
simply a medical input but a holistic approach 
to life. It considers the definition of dignity 
and how this is related to all aspects of care 
in older people with special reference to clini-
cal syndromes including frailty and dementia 
and the need for evidence-based care deliv-
ery to avoid violations of an individual’s 
dignity. Technology has an increasing role 
to play in care delivery to older adults, and 
this is considered through the lens of dignity. 
Recommendations include:

• Maintaining older adults’ independence as 
much as possible should always be at the cen-
tre of their care plans. This can be facilitated 
by giving older adults choice and involving 
them and their carers in developing and imple-
menting care plans.

• For frail older adults and those with dementia, 
for example, caregivers should always balance 
the need for safety with the older adult’s inde-
pendence and autonomy.

• All staff caring for older adults must be suit-
ably trained and supported to maintain dignity 
in older adults. They must be aware of the 
older adult’s cultural background and respect 
any cultural sensitivity, demonstrating empa-
thy, respect and kindness while caring for the 
older adult.

• Older adults are more likely to be receiving 
care from different agencies due to co- 
morbidities, personal care and social needs. 
Collaborative care is a good model to ensure 
that all the agencies/caregivers work together 
with the older adult at the centre.

• Services that provide care for older adults 
such as care homes, sheltered housing and 
hospitals should embrace and invest in new 
technology to help enhance older adults’ inde-
pendence and quality of life.

• Social isolation is a risk factor for poor mental 
health, which can affect older adults’ self- 
esteem. Health and social care commissioners 
should ensure there are facilities in place to 
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identify and help older adults at risk of social 
isolation such as befriending schemes and day 
centres.

8.1  Introduction

Mr Brown is a 72-year-old gentleman who has 
become progressively blind as a result of com-
plications of glaucoma and now resides in shel-
tered accommodation for older adults. Prior to 
moving into sheltered housing, he was a keen 
gardener and a cyclist and enjoyed outdoor 
activities.

During a routine consultation, Mr Brown 
complained of feeling lonely and hopeless and 

said that he wished that he could cycle again. 
He also told his family doctor that he gained 
value and self-worth from helping others and 
found this more difficult to do because of his 
failing eyesight. He and his family doctor con-
sidered possibilities for addressing his loneli-
ness and they came up with the idea of riding 
tandem with another person who had good 
eyesight.

On his return to the sheltered housing com-
plex, Mr Brown discussed this idea with the shel-
tered housing manager who paired him up with 
another lonely gentleman who was 80 years old 
and had a diagnosis of diabetes. The two gentle-
men were referred to a sports therapist who sup-
ported them to buy a tandem bicycle, and they 
now safely ride around the area together, the 
80-year- old gentlemen with good eyesight in 
front and the 72-year-old gentleman with failing 
eyesight behind.

When reviewed in their family practice 
appointment 3 months later, they both expressed 
how happy they were to be able to help one 
another, to have the freedom to ride and explore 
and to feel valued again. They each felt their dig-
nity had been reinstated.

Dignity in mental health and social care is 
very important especially in older adults. If dig-
nity in care is maintained, it protects against 
stigma and discrimination, elder abuse and 
neglect and supports the legal framework to sup-
port older adults who may have lost their auton-
omy as a result of mental illness and other 
co-morbidities associated with the older adult 
population [1–3].

Many people are living longer with co- 
morbidity, dementia and other progressive ill-
nesses [4, 5]. The quality of care provided is 
important to the older adult population, their 
families and carers, and dignity in the care of the 
older adult is very important [6, 7].

Increased longevity is the result of a signifi-
cant decline in mortality rates across the whole 
age spectrum, and nations have often not taken 
this into account in their long-term planning. As 
a result the older adult population face many 
more challenges [5, 8].

Key Points
• Although everybody is entitled to be 

cared for with dignity, irrespective of 
age, ethnicity and gender, it is especially 
important to address the many older 
people do not feel valued

• Dignity should be central to the devel-
opment of all health and social care 
packages provided to the older adult 
population.

• Older adults should participate in all 
decisions made to support their health 
and social care.

• There is a need for a good framework 
for providing feedback from patients 
and carers on the care environment such 
as PLACE used in the UK.

• The use of robots and other assistive 
technologies to support dignity and 
independence in older adults should be 
promoted.

• Providing a range of sheltered living 
maximises independence.

• More effective transitions of care can 
prevent homelessness in older adults 
and should include temporary shelter 
and assistance while their healthcare 
and social needs are assessed.
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There is a lot said about dignity in health by 
health providers, and in health policy in the 
experience of care described by many older 
patients, this often does not go beyond rhetoric. 
Many individuals and reports continue to high-
light age discrimination and poor access to 
health delivery and social care in the older age 
group [9, 10].

8.2  Definition

The concept of dignity is now central to many 
policies worldwide to support the delivery of 
care, but there is often no single agreed defini-
tion of dignity in care. Despite this people are 
usually able to recognise when an individual’s 
dignity is violated and also when dignity in 
care is enhanced. We therefore require the con-
cept to be clarified into its component parts so 
that caregivers and care receivers can have a 
shared understanding of what is being referred 
to when we talk about dignity in health 
[11–13].

A good working definition of dignity is that it 
refers to being of value or having worth [9]. If 
healthcare professionals can keep this in mind 
during every encounter with an older adult, then 
dignity is likely to be maintained and enhanced. 
Dignity is often included in the code of practice 
for many professional groups, including nurses 
[14] and doctors [15], and is included in the 
Declaration of Human Rights [16].

Research has shown that a sense of personal 
dignity flows from two components: one internal, 
“how I see myself”, and one external, “how oth-
ers see me” [17]. These two dimensions reinforce 
each other. Therefore, it’s essential for healthcare 
professionals to approach an older adult empa-
thetically—as an individual human being—while 
also recognising his or her specific age-related 
physical and mental health needs. The temptation 
to stereotype older adults into a single homoge-
nous group takes away their individuality, con-
tributes to the increased stigma associated with 
older age and increases the risk of denying them 
their dignity.

8.3  Frailty

An important area in which dignity in care is 
important is in the management of frail older 
adults. Frailty is highly prevalent with increasing 
age and leads to increased dependency, institu-
tionalisation and falls. Traditionally it was 
thought that the onset of frailty was irreversible 
resulting in stigma, loss of hope and therefore 
loss of dignity [18, 19].

Recent evidence has provided hope in the field 
of frailty and recommends that adults with frailty 
should be identified early using a validated 
screening tool. Individuals who are identified as 
suffering from frailty should be included in a 
physical activity training programme that 
includes a resistance training component and 
investigated for other causes of fatigue and 
weight loss [20].

In the same way that the management of sec-
ondary causes of frailty and fatigue is important 
in promoting dignity in the older adult, the man-
agement of overmedication is also very impor-
tant. Many older adults in care homes and other 
types of supported accommodation experience 
overmedication, and the prevalence can be up to 
one half of the patients in some care homes [21]. 
Managing polypharmacy is essential because it 
will help to reduce falls, improve mobility and 
decrease multiple medication interactions that 
lead to side effects and poorer quality of life.

STOPPFrail (Screening Tool of Older Persons 
Prescription in Frail adults with limited life 
expectancy) can be used to identify prescribed 
medication that can be stopped safely, particu-
larly for those older adults who are in end-stage 
physiological pathological conditions, with a 
poor 1-year survival prognosis, with severe cog-
nitive and functional impairment and for symp-
tom control rather than prevention of disease 
progression [22].

The STOPPFrail criteria have been generated 
using Delphi methodology and can be used by 
appropriately trained clinicians for medication 
review, and the instrument is not constrained by 
copyright as long as it is not used for a commer-
cial purpose.
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It highlights four key principles to be taken 
into account in the review and reduction of medi-
cation in adults over the age of 65 years. The four 
principles that need to be considered are:

 (a) Whether the individual have end-stage irre-
versible pathology

 (b) Whether the individual have a poor progno-
sis for 1-year survival

 (c) Whether the individual suffers from severe 
functional and/or cognitive impairment

 (d) Whether symptom control is the priority 
rather than prevention of disease 
progression

Keeping these principles in mind during the 
assessment of the older adult enables the 
 clinician, the patient and their family member/
carer to come to a shared understanding and the 
STOPPFrail screenign tool can support this and 
has been shown to be very reliable [23]. 
STOPPFrail has also been used in the manage-
ment of palliative care in frailty [24].

8.4  Eliminating Unnecessary 
Medication

Dignity is also supported by offering evidence- 
based treatment interventions because this reduces 
unnecessary treatment, including unnecessary 
medication. The most common medications asso-
ciated with preventable drug-related admissions 
to hospital or adverse drug reactions and over-
treatment in older adults are antiplatelets (includ-
ing aspirin when used as an antiplatelet), diuretics, 
non-steroidal anti-inflammatories (NSAIDs), 
anticoagulants, opioid analgesics, beta blockers, 
drugs affecting the renin- angiotensin system, 
drugs used in diabetes, positive inotropes, cortico-
steroids, anti-depressants, calcium channel block-
ers, anti-epileptics and nitrates. Patients who are 
prescribed these medications need to be thor-
oughly reviewed to ensure that the medication is 
(a) required and (b) prescribed in the right dose 
for the right indication [25, 26].

Treating individuals and teams should become 
familiar with the most up-to-date guidelines and 

resources available in the local area in order to 
provide the best available treatment for the 
patients.

8.5  Dementia

In addition to the treatment interventions 
offered, an important goal in the care of demen-
tia is supporting quality of life, dignity and 
comfort, and this should remain central to treat-
ment and care delivery. Meaningful attention 
should be paid to the activities of daily living, 
the choice of treatments offered and the involve-
ment and engagement of the individual and their 
family to enhance and maintain the individual’s 
dignity [27].

Intervention programme that includes the 
individual’s family network has also been found 
to be helpful. Family caregiver’s health needs 
should also be considered, because positive 
health in family caregivers has been found to 
improve the well-being of the person with demen-
tia. This promotes dignity because it delays the 
time it takes for people with dementia to be cared 
for in supported institutional settings [28].

Collaboration with other caregivers, commu-
nity groups and families is essential, because no 
one individual or organisation will have all the 
necessary resources to provide the holistic care 
that people with dementia and their families 
require and are entitled to [29, 30].

8.6  Technological Innovation 
and Robots

The use of technology to support the older adult 
to maintain independence and personal dignity 
needs to be accelerated [31]. Simple technology 
to support independence is already available in 
some communities and includes telephones and 
alarm systems.

The proportion of older adults in the popula-
tion is expected to rise significantly by 2020, and 
with a reduction in or shortage of caregivers, 
there is a need to consider the role of assistive 
robots and technologies that will support patients 
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to continue to live as independently as possible 
and support some of their daily needs to be met 
[32, 33].

Robots can assist the older adult and their car-
er’s in a number of ways including daily house-
hold and personal care tasks, the monitoring of 
behaviour and health and the provision of com-
panionship [33–36].

The use of robots to support dignity and inde-
pendence of the older adult has a lot of potential 
but ethical issues and concerns have been raised. 
These include the reduction of human contact 
resulting in social isolation and the possibility of 
deception of the older adult with cognitive diffi-
culties [31, 37].

Robotic pets have been found to be effective 
in care homes, and their use is associated in an 
improvement in resident’s physiological func-
tions, including improved urinary function and 
improved efficiency in vital organs [38]. 
Robotic pets can promote relaxation and moti-
vation in care home residents and have social 
effects such as stimulation of communication 
among residents and caregivers, similar to live 
animals [39, 40].

For robots to be deployed properly as part of a 
personalised care package to support dignity, 
individuals and their carers should be included in 
the decision-making about what kind of a robot is 
necessary and what the function of that robot will 
be while acknowledging that robots are not a 
replacement for human contact [41].

There are many robots and the list continues 
to grow and, with improvements, some are being 
retired and new ones are coming onto the market. 
Examples of robot used for therapeutic or assis-
tive purposes, or with a dual assistive and thera-
peutic function, include Paro, a baby harp seal 
robot with moving parts covered with pure white 
fur. It is equipped with four primary senses: 
visual (light sensor), audio (determination of 
sound source direction and speech recognition), 
balance and tactile senses [38]. iCAT is another 
example, made of hard plastic with a catlike 
appearance [42]. One of the most studied robots 
so far is Pearl, a mobile robot that provides func-
tional care by helping older adults to navigate 
through nursing facilities [43].

8.7  Sheltered Housing, 
Residential and Nursing Care 
Homes and Hospitals

Although, in general, older adults prefer to 
remain at home, it is inevitable that some will 
require care in sheltered, residential and nursing 
care homes. In these circumstances, research 
shows that the older adult residents want a well- 
trained workforce sensitive to their need that pro-
vides care in a safe and clean place. They want 
reliable key workers and a positive attitude 
among staff [7].

Similarly research shows that many older 
adults prefer to die at home, but this is not possi-
ble in many cases. If an older adult is to die in any 
supported setting other than their own home, it is 
important for them and their family to be involved 
in planning this. Some of the things that older 
adults find important to prepare for in these cir-
cumstances are pain control, good management 
of any symptoms that they are experiencing, the 
avoidance of inappropriate prolongation of life, 
feeling that they still have control as an individ-
ual and closeness to loved ones. Religious, spiri-
tual and cultural values also need to be considered 
and incorporated into care planning [44–46].

Older adult residential and nursing home resi-
dents want to participate in decisions about their 
own care, the choice of where they live and their 
daily routine, including what to wear. Older adult 
residents want good security wherever they are 
and having someone to talk to [7].

When the factors that contribute to dignity in 
supported accommodation settings were 
explored, the themes that emerged were those of 
independence, autonomy, choice, ability to con-
trol your destiny and privacy. More specifically, 
older adults living in such settings wanted to be 
recognised as individuals that demand and expect 
respect, the opportunity to talk to other people 
and the maintenance of good physical appear-
ance [8]. Some studies have suggested that bring-
ing in pieces of their own furniture and household 
belongings including photographs supports the 
recognition of individuality [7, 47].

It is therefore important that those who com-
mission and deliver any kind of supported 
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 accommodation to the older adult take this into 
account if they are to support the dignity of their 
residents.

One of the greatest challenges to care deliv-
ery in sheltered, residential and nursing care set-
tings is that of balancing risk management with 
privacy while supporting maximum indepen-
dence. There need to be environmental, rela-
tional and procedural structures in place to 
ensure that the older adult has as much indepen-
dence and privacy as possible while reducing 
risk because many people’s greatest fear when 
they enter such accommodation is loss of inde-
pendence [48].

It has been suggested that there should be a 
different contracting model for people who are 
placed in long-term care. In Missouri, USA, a 
change of language from patients to tenants, and 
an opportunity for people to remain in the same 
location as their needs increase to support inde-
pendence, has been provided. In this model indi-
viduals are treated as tenants whatever their level 
of care need [49].

For a model such as this to work requires a 
clear and specific contract that includes appro-
priate quality markers that are regularly moni-
tored. Quality indicators that have been 
considered relevant include injuries, falls, 
behavioural symptoms, polypharmacy, bladder 
and bowel incontinence, prevalence of dehydra-
tion and incidence of decline in activities of 
daily living (ADL) skills. It is essential for the 
quality markers to be codesigned with residents, 
carers and those who commission and pay for 
the services. This requires underpinning by reg-
ular inspections with the results published and 
made available to residents, carers and the gen-
eral public so that confidence in the system can 
be maintained and areas for improvement 
targeted.

Supported accommodation of all types should 
continue to empower residents through providing 
the opportunity and supporting an independent 
residents’ council so that resident’s views can be 
actively considered and change and improvement 
plans taken forward [50].

Some patients will require hospital treatment 
and care. Patients are more vulnerable to loss of 

dignity in such settings, and staff should be aware 
that their interventions can help to promote 
patient dignity or lead to loss of patient dignity. 
Hospital managers need to play a role in ensuring 
that the institution promotes dignity and that staff 
have the capabilities to provide dignity in care. 
Ward design can either support privacy, auton-
omy and dignity or make patients more vulnera-
ble by making it harder to promote individuality 
[51, 52].

When an older adult is admitted to an in- 
patient hospital ward, it is important to include 
them in all the decision-making, and the care 
plan should contain a section on maintaining dig-
nity so that this can be at the forefront of every-
body’s mind. Issues that should regularly be 
considered include personal and oral hygiene, 
ability to interact and communicate, good nutri-
tion and hydration, opportunity to exercise, pri-
vacy and the quality of staff patient interactions 
[53–56].

Patient-Led Assessments of the Care 
Environment (PLACE) is an example of good 
practice in providing institutions with the motiva-
tion for improvement by providing clear mes-
sages to hospital managers directly from patients 
and carers.

PLACE was introduced in the UK National 
Health Service (NHS) in 2013. Organisations 
train patients and carers to be assessors (patient 
assessors) to go into hospitals as part of a team 
to assess how the environment supports the pro-
vision of clinical care. PLACE training materi-
als and assessment forms are freely available on 
the Internet [57]. All hospitals in the public and 
private sector should engage in patient-led 
activity with feedback provided to hospital 
management, patient groups and the local 
public.

In all supported care settings, good staff com-
munication skills are fundamental to the promo-
tion of dignity in older adults, and this is a skill 
that can be taught. Patients should routinely be 
asked about how they would like to be addressed, 
and there should be meaningful interactions 
between those who care for the older adult and 
the older adult being cared for in order to avoid 
social isolation [58].
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8.8  Homelessness

The proportion of older adults among the home-
less population is rising sharply, and likely to 
continue to do so, influenced by demographic, 
economic and social trends in western societies. 
For example, in the UK, people over 60 are now 
more than twice as likely to be homeless than in 
2009 [59]. In the USA, late baby boomers, born 
in 1954–1964, have a higher risk of homeless-
ness than other age cohorts [60], and one third of 
the chronic homeless are aged 50  years old or 
over, a number which are likely even higher 
today [61].

Homelessness goes hand in hand with physi-
cal and mental health issues. The homeless older 
adults are more likely than their housed peers to 
have chronic conditions, including mental 
health issues, and face substantial barriers to 
accessing healthcare [62]. Homeless individuals 
also suffer from geriatric conditions decades 
earlier than housed older adults, including cog-
nitive or visual impairment, incontinence and 
frailty [63].

The homeless older adults often fall between 
the cracks of government provision because 
they are not elderly enough to meet the criteria 
for the type of social programmes they require 
or face delays and lack of coordination in the 
transition of care following a hospital admis-
sion. Research shows that stigma is endemic in 
the way the homeless older adult is treated in 
hospital and on discharge back onto the streets, 
with little support [64].

Not only are the homeless older adults unable 
to age with dignity on the harsh streets; they also 
have a four times higher mortality rate compared 
to housed older adult [65]. Preventing homeless-
ness is essential to promote dignity in the care of 
older individuals and ensure equality of health 
and life expectancy.

8.9  What Patients Want

Many older adults want the same as everybody 
else in the general population. They want ser-
vices that are reliable and dependable, easy to 

access and with competent staff that are sensi-
tive and recognise diversity. When they have 
health needs, older adult people like to have 
their needs managed in a collaborative way [7].
This requires a supportive community. Older 
adult people want to be close to their families 
if they need to receive treatment in hospital. 
We need innovation for this to be achieved, 
taking the patients’ view into account, and may 
have to adapt and use a new technology in an 
ethical way.

The elderly, as much as the general popula-
tion, want healthcare professionals to care for 
them with empathy, seeing the patient as an indi-
vidual and developing a human connection [66]. 
There is growing evidence that clinical empa-
thy—the medical professional’s cognitive under-
standing of patients’ emotions combined with 
emotional attunement—directly enhances thera-
peutic efficacy [67]. Increasingly, the teaching 
and spreading of empathetic behaviour must be a 
priority among healthcare professionals caring 
for the elderly [68].

8.10  Research Opportunities

Dignity is a complex issue and there are areas for 
futher research including the ethical implications 
for use of technology including robots and theri 
acceptability to older adults.

8.11  Recommendations

• Maintaining older adults’ independence as 
much as possible should always be at the cen-
tre of their care plans. This can be facilitated 
by giving older adults choice and involving 
them and their carers in developing and imple-
menting care plans.

• For frail older adults and those with dementia, 
for example, caregivers should always balance 
the need for safety with the older adult’s inde-
pendence and autonomy.

• All staff caring for older adults must be suit-
ably trained and supported to maintain dignity 
in older adults. They must be aware of the 
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older adult’s cultural background and respect 
any cultural sensitivity, demonstrating empa-
thy, respect and kindness while caring for the 
older adult.

• Older adults are more likely to be receiving 
care from different agencies due to co- 
morbidities, personal care and social needs. 
Collaborative care is a good model to ensure 
that all the agencies/caregivers work together 
with the older adult at the centre.

• Services that provide care for older adults 
such as care homes, sheltered housing and 
hospitals should embrace and invest in new 
technology to help enhance older adults’ inde-
pendence and quality of life.

• Social isolation is a risk factor for poor mental 
health, which can affect older adults’ self- 
esteem. Health and social care commissioners 
should ensure there are facilities in place to 
identify and help older adults at risk of social 
isolation such as befriending schemes and day 
centres.

• All healthcare providers should work with 
older adults, their carers and voluntary sec-
tor organisations to ensure that whenever it 
is appropriate, older adults are cared for in 
their homes or in the community with the 
right package of care, instead of in 
hospital.
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Abstract
In this chapter, we discuss the different phar-
macological interventions for psychiatric dis-
eases in the geriatric population. We 
specifically divide these treatments into five 
categories: anxiolytics and sedative- hypnotics, 
antipsychotics, antidepressants, mood stabi-
lizers, and cognitive enhancers. These catego-
ries are further divided into disease-specific 
medications. The utility, general recommen-
dations, mechanism of action, dosing, and 
adverse reactions of drugs are covered for the 
medications in this chapter. The treatment of 
mental illness in the geriatric population is a 
complicated process due to the physiologic 
changes of metabolism, drug absorption, and 
drug excretion. These transformations specifi-
cally alter the dosing of pharmacological 
treatments in older adults. The shift in metab-
olism inherently changes the side effect pro-
file of medications compared to the general 
adult population, which further complicates 
the utilization of pharmaceutical interventions 

for older adults with psychiatric conditions. It 
is our goal to provide a solid background for 
clinicians to make prudent decisions in the 
treatment approach of psychiatric diseases in 
the geriatric population.

Abbreviations

ACE Angiotensin-converting enzyme
AD Alzheimer’s disease
ADCS-ADL Alzheimer’s disease cooperative 

study/activities of daily living 
inventory score

ADLs Activities of daily living
AED Antiepileptic drug
APA American Psychiatric 

Association
BADL-S Bristol Activities of Daily Living 

score
BUN Blood urea nitrogen
BZDs Benzodiazepines
CBC Complete blood count
CBT Cognitive behavioral therapy
CKD Chronic kidney disease
CNS Central nervous system
ECG Electrocardiogram
ECT Electro-compulsive therapy
eGFR Glomerular filtration rate
GABA Gamma-aminobutyric acid
GAD Generalized anxiety disorder
GIS Global impression score

J. J. Patel (*) · D. W. Smith · J. Heafner · C. NG 
Department of Neurology and Behavioral 
Neuroscience, Saint Louis University School  
of Medicine, St. Louis, MO, USA
e-mail: jay.patel@health.slu.edu; jpatel32@slu.edu 

G. T. Grossberg 
Department of Psychiatry and Behavioral 
Neuroscience, Saint Louis University School  
of Medicine, St. Louis, MO, USA

9

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-10814-4_9&domain=pdf
mailto:jay.patel@health.slu.edu
mailto:jpatel32@slu.edu


86

HAMD-17 Hamilton Depression Rating 
Scale score

HIV Human immunodeficiency virus
LFT Liver function test
MADRS Montgomery Asberg Depression 

Rating Scale
MAOI Monoamine oxidase inhibitor
MMSE Mini mental status exam
MNCD Major neurocognitive disorder
NMDA N-methyl-d-aspartate
NPI Neuropsychiatric inventory
OCD Obsessive compulsive disorder
OSA Obstructive sleep apnea
PTSD Post-traumatic stress disorder
SAD-S Social avoidance and distress 

scale
SIADH Syndrome of inappropriate antid-

iuretic hormone secretion
SIB Severe impairment battery scale
SJS Steven-Johnson syndrome
SNRI Serotonin-norepinephrine reup-

take inhibitor
SSRI Selective serotonin reuptake 

inhibitor
SSRIs Selective serotonin reuptake 

inhibitors
TCA Tricyclic antidepressant
TENS Toxic epidermal necrolysis 

syndrome

9.1  Anxiolytics and Sedative 
Hypnotics in Older Adults

9.1.1  Introduction

Anxiety and insomnia are serious conditions in 
older adults that deserve ample attention. They 
can be debilitating disorders which can drasti-
cally affect an older adult patient’s daily life, and 
it is important to alleviate these problems with 
appropriate forms of intervention that carry the 
least risk. In fact, it is shown that more than 50% 
of older adults may have insomnia, revealing that 

Key Points
• The most effective treatment approach 

toward insomnia in older adults is the 
non-benzodiazepines, zolpidem, 
zaleplon, and zopiclone.

• Anxiety disorders are now largely 
treated with antidepressants, but there 
are some situations where benzodiaze-
pines can still continue to play a role.

• In older adult patients with major neuro-
cognitive disorder, non- pharmacological 
methods should be attempted first due to 
the risk of significant side effects of 
antipsychotics.

• Antipsychotics for older adults, if nec-
essary, should be chosen based on side 
effect profile; atypical neuroleptics have 
less severe side effects than typical 
neuroleptics.

• SSRIs are the first line for depression in 
older adults due to favorable side effect 
profile.

• Depression with co-occurring medical 
conditions should be treated with mono-
therapy when possible.

• Mood stabilizers are effective medica-
tions for controlling manic and/or 
depressive symptoms but have signifi-
cant adverse events and should be moni-
tored appropriately.

• There is limited research on mood stabi-
lizers in the older adult population, so 
most dosing recommendations are based 
on younger, healthier individuals.

• Cholinesterase inhibitors are the main-
stay of treatment options for mild to 
moderate Alzheimer’s disease, while 
memantine is first line for moderate to 
severe Alzheimer’s disease.

• New treatment options such as vitamin 
E are showing promise in slowing the 
progression of disease, but there are still 
no treatment options available to pre-
vent, stop, or reverse major neurocogni-
tive disorder.
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it may be a much more prevalent condition than 
people may suspect [1]. Although insomnia is 
often mistaken as a normal part of aging and is 
too frequently ignored, this lack of restorative 
sleep can worsen other health conditions or 
impact quality of life, and therefore it is impor-
tant to develop a strong treatment plan. On the 
other hand, anxiety is less likely to be a  standalone 
diagnosis and is much more associated with 
comorbid depression or another general medical 
or psychiatric disorder [2]. Although many of the 
anxiety disorders are now being treated with anti-
depressants, this chapter of the text will focus on 
various other forms of treatment such as benzodi-
azepines (BZDs) which still continue to play a 
role in some treatment approaches. However, 
before anxiolytics and sedatives can be further 
elaborated upon, it is important to take a brief 
step back and understand how they function. This 
discussion will start with the mechanism of 
selected anxiolytics and hypnotics before moving 
onto the treatment approach of prevalent 
illnesses.

9.1.2  Pharmacology and Adverse 
Effects

BZDs such as diazepam act as agonists at the 
gamma-aminobutyric acid (GABA) receptor on 
postsynaptic neurons [3]. It is important to note 
that these GABA receptors can be located in vari-
ous areas of the central nervous system (CNS) 
including the cerebral cortex, limbic regions, cer-
ebellum, and brainstem [4]. Therefore, the wide-
spread effect of BZDs opens the opportunity for 
potential unwanted side effects such as cognitive 
dysfunction including amnesia, confusion, 
impaired reaction time, and sedation. BZDs are 
also metabolized by cytochrome P450 3A4 in the 
liver, and this can lead to interactions with sev-
eral other drugs that work through the same 
enzyme in hepatocytes [5]. This includes antiepi-
leptics and some antibiotics such as macrolides, 
and it logically follows that CYP450 3A4 induc-
ers decrease levels of BZDs, while inhibitors 
increase their levels. Furthermore, there can be 
additive sedative effects when BZDs are used 

alongside other CNS depressants including alco-
hol and opioid pain relievers. This can lead to 
life-threatening sedation [6]. Similarly, the rate 
of absorption is increased on an empty stomach 
or with alcohol, whereas it is decreased by food 
or antacid use [7]. This is why it is important that 
patients be informed on which conditions to take 
medications. Lastly, BZDs are lipophilic, and this 
affects their volume of distribution. Since fatty 
tissues increase with age, distribution will also 
increase in older adults [8]. This accounts for the 
most lipophilic drugs having a short duration of 
effect due to rapid redistribution to adipose tissue 
versus the less lipophilic drugs having a longer 
duration of effect.

To delve deeper into BZDs, it is important to 
discuss the two different types. The first type is 
oxidatively metabolized including alprazolam, 
chlordiazepoxide, diazepam, and others, and they 
lead to active metabolites. They have very long 
half-lives and have decreased clearance with age. 
This can cause daytime sedation and slowed 
activity, and therefore these BZDs are not recom-
mended in older adults. On the other hand, some 
BZDs are conjugated such as lorazepam, oxaze-
pam, and temazepam. More specifically, they 
undergo glucuronidation. They produce no active 
metabolites and have short half-lives, especially 
lorazepam and oxazepam. Their clearance is not 
affected by age, and they are all around a safer 
option to use in older adults [7].

In case of an overdose on BZDs due to the 
drug itself or factors like alcohol, it is important 
to note that there can be extreme sedation. This 
can lead to falls, immobility, confusion, and 
incontinence. Flumazenil is a BZD antagonist 
that can be used for reversal in emergency situa-
tions. However, it is important to monitor for sei-
zures, and this therapy should not be used in 
those with a history of seizure disorders. 
Furthermore, it is important to taper the use of 
BZDs in older adults when discontinuing their 
use, and this could potentially last several weeks 
[9, 10].

Some non-BZDs that similarly act as anxio-
lytics include buspirone, gabapentin, and 
hydroxyzine. Buspirone is a 5HT-1A partial ago-
nist, and it can alleviate anxiety without causing 
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sedation or functional impairment. This is 
thought to be due to the interaction with multiple 
neurotransmitters at multiple sites in the brain 
[11]. Although the mechanism is not fully under-
stood, it is nevertheless an effective drug that can 
be used for generalized anxiety. However, it is 
important to note that it takes two or more weeks 
to take effect, so it would not be a good drug for 
acute anxiety or panic attacks. Gabapentin has a 
much vaguer mechanism. It is similar in structure 
to GABA but does not act on GABA receptors. 
Instead, it modulates GABA synthesis. 
Gabapentin has also been shown to bind to 
voltage- gated calcium ion channels which help 
with pain alleviation in disorders of hyperalgesia 
[12]. On the other hand, hydroxyzine has the 
most well-understood mechanism of action, and 
it is a first-generation antihistamine thus acting as 
a H1-receptor antagonist. It has been used in 
older adults for anxiety relief in generalized anxi-
ety disorder as well as anxiety associated with 
psychoneurosis. However, due to its highly anti-
cholinergic properties, there is a high risk of 
adverse effects including confusion, dry mouth, 
and constipation. This limits its use as an anxio-
lytic in the older adult population [13–15].

Lastly, there are several types of hypnotics 
that are popularly used. Ramelteon is a melatonin 
receptor agonist that operates via circadian 
rhythms to promote sleep. It has no effect on any 
of the other CNS receptors, and so it has a low 
chance of abuse. It acts on MT1 and MT2 [16]. 
There is also zolpidem, zopiclone, and zaleplon 
which act on the GABA receptor similar to 
BZDs. However, they induce less tolerance and 
dependence than BZDs and therefore are gener-
ally preferred [17]. An important consideration to 
prescribing these medications, though, is the risk 
of “hangover effects.” This includes residual 
sleepiness, psychomotor retardation, and cogni-
tive impairment in the day following nighttime 
administration. This is especially harmful in 
older adults considering the increased risk of falls 
and subsequent injuries including hip fractures 
[18]. Nevertheless, trazodone is another drug 
used for sedation, and it acts as a serotonin antag-
onist and reuptake inhibitor [19]. This is similar 
to the mechanism of some antidepressants.

9.1.3  General Recommendations 
for Selected Syndromes 
and Disorders

Although the list of anxiety and sleep disorders is 
extensive, this chapter will discuss some of the 
most common diseases in older adults. First of 
all, generalized anxiety disorder (GAD) is at least 
6  months of excessive uncontrollable worry. It 
has a high level of comorbidity with major 
depression, and anxiety may even be a symptom 
of the depression itself. Cognitive behavioral 
therapy (CBT) may be useful in selected older 
adults with GAD, but more controlled trials are 
needed in this population. The pharmacotherapy 
of choice is antidepressants regardless if the 
patient has depression or not. Some of the more 
efficacious drugs in this category include citalo-
pram and venlafaxine. BZDs may also be used 
but are less favored due to their side effect pro-
file, and lorazepam or oxazepam is preferred if 
necessary. Lastly, buspirone can be used but it is 
secondary to antidepressants [20].

Another source of anxiety may be specific 
phobias which cause extreme irrational fear. 
Studies have found that there is a 10% phobia 
prevalence in people over 65  years of age, and 
this is split into agoraphobia which accounts for 
7.8%, specific phobia which accounts for 2.1%, 
and social phobia which accounts for 1.3%. 
Agoraphobia is an irrational fear of crowded or 
enclosed spaces, whereas social phobia is an irra-
tional fear of social situations. For all these disor-
ders, the treatment of choice is behavioral therapy 
and not pharmacotherapy. CBT and progressive 
desensitization allow for people to lessen the per-
ceived severity of their stressor and therefore 
experience less anxiety [21].

Another source of stress in older adults is 
panic attacks, but it is less frequent in older 
adults and rarely starts for the first time in old 
age. Therefore, a novel presentation of panic dis-
order necessitates a full workup in order to 
ensure another illness or drug is not causing the 
panic attack symptoms. If a true panic disorder is 
diagnosed, then various forms of treatment can 
be applied. Since there are no reliable predictors 
to the response of certain treatments, there have 
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been no appreciable differences among CBT, 
antidepressants, or BZDs. It is recommended 
that the risks and benefits of each type of treat-
ment should drive the treatment selection. 
Similar to GAD, panic disorder has a high 
comorbidity with depression, and so first-line 
treatment is usually selective serotonin reuptake 
inhibitors (SSRIs). Also, they carry less side 
effect risks than BZDs [22].

Two other disorders that will be briefly dis-
cussed are post-traumatic stress disorder (PTSD) 
and obsessive compulsive disorder (OCD). PTSD 
is defined as greater than 1 month of disturbing 
thoughts, feelings, or dreams after a stressful life 
event. This may manifest as re-experiencing the 
trauma, avoidance, and/or hyperarousal. Many 
contributory factors play a role in recovery from 
PTSD such as the patient’s social support and 
personality traits. Regardless, the mainstays of 
treatment have been CBT, antidepressants, and 
group therapy [23]. On the other hand, OCD 
involves irrational obsessions which drive com-
pulsive behavior and cause severe anxiety in 
daily life. Most often it manifests in young adult-
hood and persists into late life. CBT may be 
effectively used to deal with obsessions appropri-
ately so that compulsions are not expressed. Also, 
SSRIs and clomipramine (be wary of anticholin-
ergics) can be used as additional pharmacother-
apy and both have proven to be effective [24].

As for sleep disorders, insomnia is by far the 
most common. It is characterized by an inability 
to fall and/or stay asleep. To reiterate what was 
previously mentioned, it is often ascribed to nor-
mal aging despite that more than 50% of older 
adults may have insomnia. A very effective 
approach is changing maladaptive sleep habits or 
improving sleep hygiene. This includes relax-
ation techniques to induce sleep, and sleep 
restriction can be incorporated to only sleep dur-
ing specific times of the day in order to maintain 
a proper sleep-wake cycle. There can also be 
stimulus control therapy to limit the use of the 
bedroom to sleeping and sexual activity only. If 
older adult patients cannot sleep, they are encour-
aged to leave and read a book or perform another 
activity until they feel drowsy at which point they 
can return to the bedroom. Pharmacotherapy can 

also be used, and zolpidem, zaleplon, and zopi-
clone are the most effective non-BZDs which can 
alleviate insomnia. They do not alter sleep archi-
tecture and have no tolerance or rebound insom-
nia that can be seen with other treatments. Still, 
there may be a risk of hangover effects, and it is 
important to exercise caution. Trazodone and 
ramelteon may also be used. On the other hand, 
antipsychotics, diphenhydramine, chloral 
hydrate, barbiturates, and benzodiazepines are 
not recommended as primary treatments. 
Furthermore, many older adult patients may try 
to self-medicate with over-the-counter antihista-
mines such as Tylenol PM (the PM component is 
diphenhydramine), but these do not maintain 
sleep, and there is a risk of tolerance. 
Anticholinergic side effects of these drugs may 
include cognitive impairment, daytime drowsi-
ness, constipation, urinary retention, and visual 
blurring, and therefore these drugs are to be 
avoided [25].

9.2  Antipsychotics for Older 
Adults

9.2.1  General Recommendations

In the past, older adult patients with major neuro-
cognitive disorder (MNCD), agitation, and psy-
chosis have been treated with antipsychotic 
medications. On the contrary, more recent studies 
have contradicted this approach to behavioral 
disturbances in these patients. Recent studies 
have shown that there is modest benefit from 
using antipsychotic medications in geriatric 
patients with agitation and psychosis. In fact, 
these studies have shown that there is an increased 
risk of mortality, stroke, and neurocognitive 
decline (black box warning) [26]. These recent 
findings have led the American Psychiatric 
Association (APA) to release new guidelines for 
the use of antipsychotics in older adults.

The APA has most recently suggested that 
antipsychotics in older adult patients with MNCD 
should only be used when the symptoms of agita-
tion and psychosis are dangerous and/or can 
cause harm to others or the patient [27]. It is also 
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recommended that non-pharmacological meth-
ods should be attempted prior to starting a geriat-
ric patient on antipsychotics. Prior to starting a 
patient on antipsychotics, the physician should 
always weigh the risks and benefits with the 
patient, their family members, or their surrogate 
decision-maker. The initial treatment should 
always be started at a low dose and increased 
slowly. Patients can experience significant side 
effects such as Parkinsonism, akathisia, dyskine-
sia, orthostasis, and sedation, depending on the 
choice of neuroleptic. If these occur, the physi-
cian must assess the risks and benefits to deter-
mine if the antipsychotic should be discontinued. 
The antipsychotic medication should also be dis-
continued if there has been no significant 
response after 2–4 weeks. The medication should 
be tapered off gradually when being discontin-
ued. If the patient does show response to medica-
tions, then the drug should be tapered off within 
4  months of beginning the drug. The patient’s 
should be monitored on a monthly basis as the 
antipsychotic is being tapered off. The APA also 
recommends that all antipsychotic medications 
should be used in conjunction with other non- 
pharmacological treatments [28].

The selection of which antipsychotic medica-
tion to use is based upon their side effects and 
how they may affect each individual patient. We 
will focus on the three most commonly used 
agents. As previously discussed, antipsychotics 
in older adults have shown to increase the risk of 
mortality, stroke, neurocognitive decline, extra-
pyramidal symptoms, sedation, and a serious but 
rare condition called neuroleptic malignant syn-
drome [28]. Atypical and conventional antipsy-
chotics have also shown to have an increased risk 
of falls. For example, in a meta-analysis of geri-
atric patients, the odds ratio for any psychotropic 
use among patients who had one or more falls 
was 1.73 (95% CI 1.52–1.97) [29].

Conventional antipsychotics work by block-
ing dopamine (D2) receptors. Atypical antipsy-
chotics work by blocking both dopamine (D2) 
receptors and serotonin (2A) receptors. Atypical 
antipsychotics have been preferred over the use 
of conventional antipsychotics because they have 
less severe side effects.

9.2.1.1  Olanzapine
Olanzapine is a second-generation antipsychotic 
that can be used to treat schizophrenia, manic 
episodes in bipolar I disorder, and agitation asso-
ciated with schizophrenia and bipolar I and for 
augmentation in depression. Olanzapine can also 
be used off-label for delirium, post-traumatic 
stress disorder, Tourette syndrome, and 
chemotherapy- associated nausea or vomiting. 
Olanzapine works by antagonizing serotonin 
5-HT2A and 5-HT2C, dopamine D1–4, histamine 
H1, and alpha1-adrenergic receptors.

Olanzapine Dosing: The dosage for short- 
acting oral olanzapine in older adults for psycho-
sis should start at a low dose of 2.5–5 mg daily 
and can be increased to a maximum of 5  mg 
twice per day. The dosage for short-acting IM is 
the same as oral olanzapine. If using oral olan-
zapine off-label, they should be initially started at 
a dose of 1.25–5  mg daily. The dose can be 
increased gradually, but should not exceed 10 mg 
daily. If using olanzapine extended release IM, it 
is recommended to start at a low dose of 150 mg 
every 4 weeks. For the off-label use of olanzapine 
for psychosis and agitation related to MNCD, it 
is recommended to start with an initial dose of 
2.5–5 mg of the short-acting IM. The patient can 
receive up to two more additional doses of 1.25 
or 2.5 mg.

Side Effects of Olanzapine: Olanzapine can 
affect the cardiovascular system by causing 
orthostatic hypotension and prolonging the Q-T 
interval which may cause an arrhythmia [30]. It 
can also affect the central nervous system by 
causing drowsiness, extrapyramidal symptoms, 
and insomnia. The extrapyramidal side effects 
include akathisia, cogwheel rigidity, tremor, 
Parkinsonism, and hypertonia. Extrapyramidal 
side effects are lower when doses are 5 mg per 
day or less [30]. Olanzapine also has an effect on 
the metabolic system, which causes weight gain 
in patients. Patients on olanzapine can have 
increased appetite and constipation while taking 
the medication. This medication can also have an 
impact on the hepatic system by causing patients 
to have an elevated AST and ALT while having a 
decreased serum bilirubin. Olanzapine can also 
cause a rare but serious skin condition called 
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drug reaction with eosinophilia and systemic 
symptoms (DRESS) [31]. The patient should also 
be monitored for hyperglycemia and evaluated 
for cerebrovascular risks that can occur with all 
antipsychotics [32].

Olanzapine Precautions and Drug Interactions: 
Olanzapine should be used with caution in 
patients with certain diseases. Olanzapine should 
be used with caution in patients with MNCD- 
Lewy body type because antipsychotics can trig-
ger severe extrapyramidal symptoms in this 
patient population. Due to possible elevated AST 
and ALT levels, olanzapine should be used with 
caution in patients with hepatic impairment.

Olanzapine has interactions with several 
drugs. Olanzapine when combined with potas-
sium acid phosphate, potassium chloride, potas-
sium citrate, and potassium phosphate may cause 
constipation. The combination of these drugs 
may decrease the rate of passage of potassium 
throughout the gastrointestinal tract, which can 
cause ulcers and stenosis. Olanzapine should be 
avoided with bromocriptine because it antago-
nizes dopamine receptors. Olanzapine should 
also be avoided with the use of epinephrine 
because it can cause hypotension due to an unop-
posed beta agonist effect [33]. CYP1A2 inducers 
may require dosing adjustments because olan-
zapine is a CYP1A2 substrate.

9.2.1.2  Risperidone
Risperidone is an atypical antipsychotic that has 
mixed serotonin and dopamine antagonist activ-
ity. It has a more profound effect on 5-HT2 recep-
tors than dopamine D2. Risperidone also 
antagonizes to alpha1, alpha2 adrenergic, and 
histamine receptors. Risperidone is used to treat 
manic episodes in bipolar I disorder, schizophre-
nia, and agitation in patients with autism [34]. It 
has been used off-label for major depressive dis-
order, psychosis, and agitation associated with 
Alzheimer’s disease, Tourette syndrome, and 
post-traumatic distress disorder [34].

Risperidone Dosing: It is recommended that 
oral risperidone be administered at an initial dose 
of 0.25–0.5 mg per day. An initial dose of less 
than 1  mg per day can reduce the incidence of 
orthostatic hypotension and syncope in older 

adults. An increase in the dosage should be done 
slowly and gradually. It should not be increased 
at an increment greater than 0.5 mg. The dosage 
of risperidone should be decreased if the patient 
has any renal or hepatic impairment. If IM/depot 
risperidone is administered to patients with 
hepatic and renal impairment, then the patient 
should be given oral risperidone at 0.5 mg twice 
per day for the first week and then 2 mg per day 
for the week after. If this is tolerated, the patient 
can be started on IM risperidone at 25 mg every 
2 weeks, while oral risperidone is continued for 
the 3 weeks following the initial injection. When 
risperidone is used off-label for Alzheimer- 
related neurocognitive disorder, it is recom-
mended to start with a dose of 0.25 mg daily and 
to increase in increments of 0.25  mg every 
2–4  days [35]. The maximum dose should be 
2  mg daily divided into two doses per day. 
Patients usually have the best response at a dose 
of 0.5 mg twice per day [35].

Risperidone Side Effects: Risperidone has 
side effects that involve multiple systems that are 
similar to olanzapine. It can affect the central ner-
vous system by causing sedation, Parkinsonism, 
akathisia, tremor, insomnia, headache, and anxi-
ety. The side effects of sedation and Parkinsonism 
are of greater importance in older adults because 
they can increase the risk of falls. Risperidone 
can increase appetite and has metabolic effects 
by causing weight gain. In addition to increased 
appetite, it may cause constipation, vomiting, 
nausea, and abdominal pain. It also may cause 
urinary incontinence, which occurs more often in 
children. As with the other antipsychotics, it can 
cause neuroleptic malignant syndrome. 
Risperidone is contraindicated in patients that 
have a hypersensitivity reaction to the drug which 
include symptoms of rash, angioedema, short-
ness of breath, and wheezing [36].

Risperidone Drug Interactions: Risperidone 
has similar drug interactions with those of olan-
zapine due to its antagonism of dopamine and 
serotonin receptors. Risperidone should be 
avoided with bromocriptine which also antago-
nizes dopamine receptors. Haloperidol and ris-
peridone should not be administered together 
because this combination can increase 
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 risperidone levels, which can increase the seda-
tive and extrapyramidal effects of the antipsy-
chotic. Use of vemurafenib should also be 
avoided with risperidone because it can increase 
risperidone levels by inhibiting the hepatic 
metabolism of risperidone [36]. Ginseng is a 
substance that should be avoided with risperi-
done because it can worsen psychiatric condi-
tions. Ziprasidone is another drug that should be 
avoided with risperidone because its additive 
effects can cause psychomotor impairment in 
patients [36]. This would especially be of con-
cern in older adult patients because it would 
increase the risk of falls. CYP2D6 inhibitors 
may require dosing adjustments because risperi-
done is a CYP2D6 substrate.

9.2.1.3  Quetiapine
Quetiapine is another atypical antipsychotic that 
antagonizes dopamine and serotonin. Quetiapine 
can be used to treat acute episodes of mania in 
bipolar disorder. It can be used as a monotherapy 
or used in combination with other drugs such as 
divalproex or lithium. It can also be used to treat 
major depressive disorder and schizophrenia. 
Quetiapine has several off-label uses: psychosis 
in Parkinson disease, delirium, generalized anxi-
ety disorder, post-traumatic stress disorder, and 
agitation and psychosis associated with 
Alzheimer’s disease and obsessive compulsive 
disorder [37].

Quetiapine Dosing: It is recommended to use 
an initial dose of 50 mg daily of quetiapine when 
being used as a treatment for schizophrenia or 
bipolar disorder. The dose can be titrated by 
increments of 50  mg per day to a dose that 
achieves desired effects [38]. When quetiapine is 
used in conjunction with an antidepressant to 
treat major depressive disorder, it is recom-
mended to start at an initial dose of 50 mg daily 
and to titrate in increments of 50 mg daily until 
the desired effect is achieved. When quetiapine is 
used off-label to treat psychosis in Parkinson dis-
ease, it is recommended to start with a dose of 
25 mg daily that can be administered in one or 
split into two doses. The dose can be increased to 
reach the desired effects, but the maximum dose 
should be 200 mg daily. When quetiapine is being 

used off-label to treat psychosis and agitation 
related to MNCD and Alzheimer’s disease, it is 
recommended to start with a dose ranging from 
12.5 to 50  mg per day [39]. The dose can be 
increased up to 300 mg daily.

Quetiapine Side Effects: The side effects of 
quetiapine can involve multiple systems. 
Quetiapine has an effect on the cardiovascular 
system by causing hypotension, tachycardia, and 
prolonged QT.  It affects the nervous system by 
causing sedation, dizziness, agitation, fatigue, 
and extrapyramidal symptoms. Quetiapine has 
also been known to cause weight gain, decrease 
HDL levels, increase LDL levels, and cause 
hyperglycemia [40]. It affects the gastrointestinal 
system by causing constipation and increased 
appetite. Some individuals can develop a hyper-
sensitivity reaction to this drug, and it should be 
avoided in these patients. Quetiapine has anticho-
linergic effects; therefore, it should be used with 
caution in patients with urinary retention, 
decreased gastrointestinal motility, or vision 
problems. Agranulocytosis and neutropenia has 
been shown in patients taking antipsychotics. A 
patient with a history of a low white blood cell 
count should have a complete blood count before 
administration. Quetiapine should be discontin-
ued if the neutrophil count is less than 1000 [40]. 
Quetiapine may also cause hypothyroidism. TSH 
and free T4 levels should be checked prior to 
administration and periodically during follow-up 
visits.

Quetiapine Drug Interactions: Quetiapine has 
several interactions with drugs that should be 
considered when deciding to administer it. As 
stated earlier, quetiapine can lead to prolongation 
of the QT; therefore, it is contraindicated with 
cisapride and dronedarone because they both can 
cause a prolonged QT leading to additive effects 
of the two drugs [41]. Quetiapine should be 
avoided if patients are taking any drugs that can 
prolong the QT such as amiodarone, clarithromy-
cin, and many other drugs. Azelastine, a central 
nervous system depressant, should be avoided in 
combination with quetiapine because it can 
enhance central nervous depression [41]. 
CYP3A4 inducers may require dosing adjust-
ments because it can decrease quetiapine concen-
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trations. Likewise, CYP3A4 inhibitors may 
require dosing adjustment because it can increase 
levels of quetiapine.

9.2.1.4  Newer Agents
Lurasidone is an atypical antipsychotic that has 
had minimal research done in the geriatric popu-
lation. Lurasidone binds to dopamine (D2), nor-
epinephrine (alpha 2A and 2C), and serotonin 
(1A, 2A, and 7) receptors. The drug acts as an 
antagonist at all of these receptors except on 
serotonin 1A receptors. It acts as a partial agonist 
on serotonin 1A receptors. It is metabolized via 
CYP 3A4. The bioavailability of lurasidone has 
been shown to be three times higher when admin-
istered with food [42]. It is recommended to start 
with an oral dose of 40 mg daily. The dose can be 
increased based off of the patient’s response and 
tolerability. The maximum dose is 160  mg per 
day. Lurasidone has less metabolic side effects 
and is less likely to cause an arrhythmia than 
other antipsychotics.

Cariprazine is another atypical antipsychotic 
with minimal research in the geriatric population. 
It is an atypical antipsychotic that displays partial 
agonist activity at dopamine D2 and serotonin 
5-HT1A receptors and antagonist activity at sero-
tonin 5-HT2A receptors. It is a D3/D2 receptor 
partial agonist. It has a higher affinity for D3 than 
D2. It has been recently approved for use in older 
adults. It is recommended to start with an initial 
oral dose of 1.5 mg daily and to adjust based on 
response and tolerability to 3  mg on day 2. 
Adjustments can be made in increments of 1.5 or 
3.0 mg. The maximum dose is 6 mg. It is metabo-
lized via CYP3A4. Cariprazine has similar side 
effects to the other atypical antipsychotics. It is 
less likely to cause an arrhythmia than other atyp-
ical antipsychotics [43].

Pimavanserin is a recently approved antipsy-
chotic used for psychosis in Parkinson’s disease. 
It has a unique mechanism of action. It is an 
inverse agonist and antagonist with a high affin-
ity for 5-HT2A receptors and low affinity for 
5-HT2C and sigma 1 receptors. It does not have 
affinity for 5-HT2B, dopaminergic (including D2), 
muscarinic, histaminergic, or adrenergic recep-
tors or to calcium channels.

9.3  Antidepressants

9.3.1  Introduction

Pharmacologic treatment for depression in older 
adults is understudied proportional to the con-
siderable problems that it presents. Few ran-
domized, placebo-controlled trials have focused 
specifically on antidepressant use in the geriat-
ric population. This research is important 
because side effects and comorbidities make 
treatment of depression in older adults different 
from treatment in other populations. The prob-
lem of late life mood disorders is not 
insignificant.

Although depression rates are lower in this 
population [44], there is a possibility of under-
reporting. This is due to the stigma of seeking 
treatment and the silent presentation of this dis-
order in older adults [45]. Independent of preva-
lence, and possibly more concerning, is an 
increased risk of suicide in this population when 
compared to younger patients [46]. Another fac-
tor that increases morbidity and mortality in 
these patients is depression’s danger when com-
bined with comorbidities. Depression has been 
linked with poor outcomes in pneumonia, coro-
nary heart disease, and nonalcoholic fatty liver 
disease [45, 47, 48], but these are only some 
examples in a wide sea of research on the topic. 
The purpose of this section is to outline treat-
ment strategies for depression specific to older 
adult patients in the primary care setting with 
particular attention to side effects and 
comorbidities.

9.3.2  Treatment Concerns

Treatment of depression in older adults comes 
with unique challenges. Meta-analyses have 
shown that antidepressants are effective in older 
adults, but have not shown differences in efficacy 
between classes of antidepressants [49]. 
Therefore, medication choices should be made 
on an individualized basis with side effects in 
mind. They are more susceptible to side effects 
and have pre-existing medical conditions that 
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may complicate antidepressant treatment. Given 
these issues, individualized medication plans are 
essential for safe and effective treatment.

9.3.3  Dosing

American Psychiatric Association (APA) guide-
lines recommend lower starting doses and slow-
ing the process of titrating the medication up to 
an effective dose [50]. They also recommend 
weekly visits in the acute phase of depression to 
monitor for improvement and side effects. The 
acute phase may also last longer in older adults 
irrespective of titration speed. For example, in 
younger patients, signs of improvement may be 
seen in 2–4 weeks, whereas in older adults it may 
take 6–8 weeks [49, 50]. Even more care needs to 
be taken with patients with co-occurring renal or 
hepatic dysfunction. While most drugs will still 
require a decrease in starting dose, selective sero-
tonin reuptake inhibitors (SSRIs) seem to be the 
safest in these patients [50, 51]. Once the patient 
is titrated to an effective dose, management 
seems to mirror younger patients as effective 
doses appear to be similar to younger adults [49, 
52, 53].

9.3.4  Side Effects in the Context 
of Comorbidities

Specific medication interactions and contraindi-
cations for specific comorbidities will be dis-
cussed later, but overall, older patients are more 
likely to experience side effects even at “lower” 
doses [49]. This is the most important factor 
informing medication choice and will dominate 
the rest of this section.

Comorbidities increase the risk of side effects 
with certain antidepressants. Epidemiological 
studies have found increased rates of depression 
in patients with chronic diseases so it is important 
to know which drugs can be prescribed safely 
[54]. Geriatric patients are also more likely to 
suffer from chronic medical conditions and have 
more medications in general. Therefore, they 
should require even more attention when 

 prescribing psychoactive drugs. Dementia and 
anticholinergic sensitivity are among the most 
important comorbidities to keep in mind in older 
adults because of their prevalence and relatively 
poor outcomes when combined with cholinergic 
blockade. This blockade commonly occurs with 
TCAs, and the subsequent delirium is a danger-
ous and common occurrence [55]. One consulta-
tion and liaison service at a hospital examined the 
1-year mortality rate of older adult inpatients 
with either dementia, delirium, or depression. Of 
the three, delirium had a significantly higher 
mortality rate of 35.5% [56]. Given this increased 
risk, the implications for treatment are clear: 
delirium is a poor trade-off for the treatment of 
geriatric depression. Therefore, TCAs should 
be used with extreme caution in older adults. 
Other pre-existing conditions can be worsened 
by cholinergic blockade. The most important of 
these includes benign prostatic hyperplasia and 
glaucoma with risk of developing urinary reten-
tion and acute angle closure glaucoma, respec-
tively [50].

Cardiovascular risk in a patient is another rea-
son to carefully examine medication choice. 
TCAs are associated with higher risks in these 
patients due to induction of dangerous arrhyth-
mias [57]. SSRIs, on the other hand, are consid-
ered safe and may even improve mortality [58]. 
Hypertension is yet another condition worsened 
by antidepressants, but in this case, SNRIs are the 
culprit. These drugs tend to raise blood pressure 
[59] and should be avoided in patients with 
uncontrolled hypertension [50]. Antidepressants 
worsening obesity is another problem [50]. The 
greatest weight changes have been seen with mir-
tazapine, TCAs, and monoamine oxidase inhibi-
tors (MAOIs), but there is evidence that most 
antidepressants with the notable exception of 
bupropion cause weight gain [60]. TCAs can also 
worsen glycemic control in some diabetic patients 
[61]. Obstructive sleep apnea (OSA) is another 
common condition in older adults that may influ-
ence treatment of depression [50]. This is not 
only because OSA can mimic depression but 
because for OSA patients whose depression is 
confirmed and treated, the sedating effects of 
some antidepressants may increase daytime 
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sleepiness [62]. Mirtazapine, trazodone, and 
TCAs seem to have the most sedating effects 
[63–65].

Comorbidities may also present an opportu-
nity to choose the best drug for a patient. If a 
patient has depression along with other condi-
tions that can be treated with a certain antidepres-
sant, it’s better to use that one medication than to 
add two or more. A good example of this is an 
older patient who is losing weight, depressed, 
and having trouble sleeping. A concise medica-
tion in this situation is mirtazapine at bedtime 
[50]. It is associated with weight gain and seda-
tion and is as effective as SSRIs in depression 
studies [66–68]. Smoking cessation in the setting 
of depression is another opportunity to combine 
medications. Bupropion by itself or as an adjunct 
is effective in this situation [69]. Obesity can be 
another indication for use of bupropion because it 
seems to be the most weight neutral of all antide-
pressants [70].

Many examples of chronic pain in the setting 
of depression can be treated with one concise 
antidepressant. The most well-known example of 
this is duloxetine, the serotonin-norepinephrine 
reuptake inhibitor, used for pain and depression. 
While this benefit may not reach clinical signifi-
cance in studies, it has been shown to help [71]. 
This marginal effect is particularly important to 
keep in mind for risk-benefit analysis. Though 
TCAs and serotonin-norepinephrine reuptake 
inhibitors (SNRIs) have been shown to improve 
chronic pain and neuropathic pain [72], there is a 
question as to whether this is worth the side 
effects in some patients. A depressed older adult 
patient with chronic pain, dementia, glaucoma, 
and benign prostatic hypertension may not bene-
fit from the cholinergic blockade seen in TCAs. 
Likewise, a depressed older adult patient with 
chronic pain and uncontrolled hypertension may 
not benefit from an SNRI.  Fibromyalgia co- 
occurring with depression is much the same 
although duloxetine and amitriptyline have been 
shown to be the most effective [73]. This comes 
with the same weighing of risks. Chronic head-
ache can also be treated with a TCA such as ami-
triptyline, but again, aging patients may be at 
higher risk for side effects due to the anticholin-

ergic properties of these medications [50, 74]. 
The specific comorbidities that may preclude use 
of certain medications will be discussed next.

9.3.5  Medication Classes

9.3.5.1  SSRIs
Various classes of antidepressants have their 
unique side effects. Each class has medications 
that may be better tolerated in this vulnerable 
population. The first class is the SSRIs. SSRIs are 
superior to placebo in older adults [75] and are 
considered first line due to their favorable side 
effect profile. Dropout rates due to side effects 
for SSRIs are lower in multiple systematic 
reviews [49, 76]. Two caveats to this statement 
are the drugs paroxetine and fluoxetine. 
According to the Beer’s Criteria, paroxetine has 
the most anticholinergic activity of any SSRI and 
should be treated with the same caution as a TCA 
[77]. Fluoxetine’s use in older adults is likewise 
discouraged because of its long half-life [78]. 
Paroxetine, fluoxetine, and fluvoxamine also 
have a higher risk of drug-drug interactions 
owing to their inhibition of the cytochrome P450 
system [50, 79]. Sertraline, citalopram, and esci-
talopram have less interactions so are the pre-
ferred SSRIs in older adults, although no study 
has found significant differences in efficacy. Side 
effects may be relatively mild compared to other 
classes, but there are several serious side effects 
specific to older adults that merit discussion. The 
first of these is the syndrome of inappropriate 
antidiuretic hormone (SIADH) secretion which is 
common only in older adults. While this can 
occur with any antidepressant [77], the risk is 
highest for SSRIs and venlafaxine (an SNRI) for 
which the rate has been reported to be between 
10 and 28% [80, 81]. The relative frequency with 
which this occurs makes periodic measurements 
of sodium levels prudent in the acute phase [50]. 
Increased falls and fractures are other adverse 
outcomes researched with SSRI use. In nursing 
home studies, SSRI use significantly increased 
the fall risk [82, 83]. The mechanism of this 
increased fall risk is not known. The risk of frac-
ture was also increased with one study reporting 
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90% increase in risk [84]. Fall risk may increase 
fracture risk in this situation, but there may be 
another component. Functional serotonin recep-
tors have been found in the bone that suggested a 
direct effect by SSRIs on bone mineral density 
[85]. However, these findings may be exagger-
ated by the fact that depressed patients may have 
lower bone mineral density in the first place [85]. 
It may be beneficial to assess fall risk when first 
prescribing SSRIs. SNRIs are similar to SSRIs in 
efficacy and most of their side effect profile. 
SNRIs differ in that they may raise blood pres-
sure [69] and should be used with caution in 
patients with uncontrolled hypertension.

9.3.5.2  TCAs
TCAs are a good example of the need for further 
research in geriatric psychopharmacology. They 
are widely considered to be inferior to SSRIs due 
to their side effect profile and have shown higher 
treatment withdrawal rates in a systematic review 
[49]. This is in stark contrast to a recent cohort 
study in which it was found that SSRIs were 
actually linked with increased risk of several 
adverse outcomes compared to TCAs [86]. There 
are several reasons for this. One possible reason 
is that this study found that TCAs were often pre-
scribed at a lower dose in older adults and this 
may account for the decreased side effects. Low- 
dose TCAs may be a future direction of research 
as some studies have found little difference in 
efficacy between high- and low-dose TCAs [86]. 
Another encouraging avenue in the use of TCAs 
is the secondary amines, nortriptyline, and desip-
ramine. They have decreased anticholinergic 
activity compared to the tertiary amine TCAs, but 
further research is needed to assess their risk in 
geriatric populations [50, 79]. These are the 
encouraging aspects of TCAs that must be taken 
in context with the considerable negatives.

Most adverse outcomes with TCAs have 
already been addressed with the most obvious 
being anticholinergic activity and arrhythmia 
induction. As discussed earlier, cholinergic 
blockade can lead to delirium, acute angle clo-
sure, and urinary retention in high-risk patients. 
For patients with cardiovascular risk factors, they 
should be given a pretreatment electrocardiogram 

(ECG) to assess for arrhythmias and QT prolon-
gation [50, 57, 87]. Another equally important 
complication is their lethality in overdose [57]. 
At a usual therapeutic dose, taking only a 10 day 
supply may be lethal [50]. This is especially 
important in older adults given their increased 
suicide rates.

9.3.5.3  MAOIs
MAOIs have in large part been replaced by TCAs 
and SSRIs in older adults. This is due to serious 
side effects (including the need for washout 
period when switching to and from other antide-
pressants) and comparable efficacies. The most 
important of these side effects is hypertensive cri-
sis with ingestion of tyramine [88]. This is usu-
ally prevented with dietary restrictions, but with 
the prevalence of neurocognitive impairment in 
older adults, it may make these hard to follow.

9.3.5.4  Atypicals and Future Directions
Mirtazapine is an atypical antidepressant that is 
commonly used in older adults. It acts as an 
antagonist on alpha-2 receptors. It is used so 
often because mirtazapine has comparable effects 
with other antidepressants, may work faster, and 
can be used effectively as an adjunct with SSRI 
treatment [66, 67]. Another favorable aspect is its 
sedating effect, useful for treating depression and 
co-occurring insomnia. It also causes weight gain 
which may be beneficial for some older adult 
patients experiencing weight loss.

Bupropion is another atypical antidepressant 
that has shown efficacy in certain situations. It 
has lower rates of sexual side effects, can help 
with lethargy [89], and has shown to be an effec-
tive adjunct therapy in the general population 
[69]. It’s most serious side effect in older adults is 
its propensity to lower seizure threshold. A thor-
ough seizure history should be taken before intro-
duction of bupropion [90].

Trazodone is an atypical antidepressant that 
works much like SSRIs but has different effica-
cies and side effects. Trazodone may not work as 
well as other antidepressants [91]. The most seri-
ous side effect is priapism [92]. Sedation is the 
most common side effect of trazadone and is one 
reason why it is used [93]. If, for example, a 

J. J. Patel et al.



97

depressed patient has developed a dependence on 
benzodiazepines, then trazodone may be helpful 
in the withdrawal period to encourage sleep.

One future direction for depression treatment 
involves the use of ketamine, an N-methyl-D- 
aspartate (NMDA) antagonist. Ketamine’s acti-
vation of glutamatergic receptors is hypothesized 
to increase excitatory activity in the CNS in 
depressed patients. A randomized trial of ket-
amine therapy for treatment refractory depres-
sion yielded short-term results. Hamilton 
depression scales were significantly lower from 
110  min to 7  days, but after that, there was no 
difference from placebo [94]. The significance of 
this study is that depression may be more compli-
cated than just a serotonin imbalance, and novel 
treatments may be developed to address this.

Other possible treatments in the future include 
the drugs levomilnacipran, vilazodone, and vor-
tioxetine. While it is true that only vortioxetine 
has proven efficacious in older adult patients, the 
other novel treatments introduce new pathways 
to improvement for patients. Levomilnacipran 
appears to improve functioning. There is incon-
clusive evidence that vilazodone may have a 
faster onset of action and may have less sexual 
side effects. Vortioxetine appears to have a cogni-
tive enhancement effect that is not entirely 
explained by mood improvement. More evidence 
is needed to prove efficacy against established 
antidepressants [95].

9.3.6  Conclusion

In conclusion, pharmacological treatment for 
depression in older adults requires special atten-
tion given to each individual’s risks and benefits. 
Antidepressants seem to work as well in older 
adult patients as in the general population, and 
there is no difference in efficacy between classes. 
The choice is therefore made by side effect pro-
files and comorbidities. While SSRIs are gener-
ally considered the safest, their use comes with 
risks that are specific to and common in older 
adult. TCAs have a poor side effect profile in 
older adult including induction of arrhythmias, 
anticholinergic activity, and lethality in overdose. 

Atypicals can be used in special circumstances 
and to treat conditions co-occurring with depres-
sion. Antidepressants often require dose adjust-
ments due to both renal and hepatic dysfunction 
but also due to age-related metabolic slowing. 
Depression in older adults is of special concern 
given its risks when combined with comorbidi-
ties. Careful antidepressant use is essential in 
treatment, though more research is needed to elu-
cidate details of treatment (Tables 9.1 and 9.2).

9.4  Mood Stabilizers

Mood stabilizers are utilized for the management 
of bipolar I and bipolar II disease and hypoma-
nia. Individuals with bipolar I and II or hypoma-
nia should also be assessed for psychotic or 
mixed features, which would require the use of 
antipsychotics. This section will only focus on 
mood stabilizers, while antipsychotics are useful 
therapies for mood stabilization; their efficacy 

Table 9.1 Averse effects of antidepressants

Drug classes Pertinent side effects in older adults
SSRI CYP 450 inhibitor

Anticholinergic effects with paroxetine
Risk of fracture
Risk of falls
Serotonin syndrome with MAOI
Anorgasmia/erectile dysfunction
Weight gain
Discontinuation syndrome
Risk of bleeding with NSAIDs

SNRI Hypertension
TCA Sedation

Orthostatic hypertension
Cholinergic blockade
Weight gain
Arrhythmia induction
Lethality in overdose

MAOI Serotonin syndrome with SSRI
Hypertensive crisis

Mirtazapine Weight gain
Sedation
Increased cholesterol

Bupropion Seizure risk
Trazodone Priapism

Sedation
Orthostasis

Nefazodone Liver failure
Sedation
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will be discussed in a different section of this 
chapter. The mainstay mood stabilizers are lith-
ium, valproate, and lamotrigine with other anti-
epileptic medications used as adjunctive, 
secondary, or tertiary treatment. Before begin-
ning any medication regimen, patients should be 
assessed for comorbid conditions such as renal 
impairment, substance abuse, or anxiety 
disorders.

9.4.1  Lithium

Lithium is the treatment of choice for acute 
mania, acute depressive episodes, and bipolar II 
disorder and for maintenance treatment of bipo-
lar I and II disorder. Lithium’s mechanism of 
action is not completely understood in the treat-
ment of mania. For the acute phase, lithium can 
be used in conjunction with antipsychotics or 
benzodiazepines for optimal treatment. Based 
on a systematic review of 22 randomized trials, 
lithium demonstrated better control of mania 
symptoms than chlorpromazine and placebo. In 
the same review, there were no significant 

 differences in efficacy or adverse effect profile 
when comparing lithium to haloperidol, valpro-
ate, and carbamazepine [97]. Lithium and dival-
proex both showed a significant difference from 
placebo for the treatment of mania with 49 and 
48% response, respectively, compared to 25% 
response in placebo group [98]. Lithium com-
pared to olanzapine had better outcomes in con-
trolling frequency and intensity of symptoms in 
a small, 3 week, controlled trial [99]. Treatment 
with lithium is also associated with decreased 
successful suicides and all-cause mortality, but 
not decreased suicide attempts [4]. Dosing for 
lithium is shown in Table 9.3 [100–103].

Screening and Monitoring Before treating with 
lithium, patients must have weight/BMI, BUN, 
electrolytes, calcium, estimated glomerular fil-
tration rate (eGFR), thyroid function, and com-
plete blood count (CBC) checked. 
Electrocardiogram (ECG) should be checked for 
individuals with a predisposing heart condition. 
When first starting patients on lithium, check 
levels at the first week and then every week and 
every dose change until blood levels are stable. 
Once the patient is on maintenance dosing, their 
weight/BMI, BUN, electrolytes, calcium, eGFR, 
thyroid function, and CBC should be checked 
every 3  months for the first year and then 
6 months moving forward if there are no abnor-
malities [100–103].

Interactions As with all medications, lithium 
has interactions with other medications. Those on 
lithium should avoid nonsteroidal anti- 
inflammatory drugs, diuretics, angiotensin- 
converting enzyme (ACE) inhibitors, and 
angiotensin receptor blockers. All of these may 
increase serum lithium levels causing potential 
toxicity [100–103].

Adverse Effects The common adverse effects of 
lithium are listed in Table  9.4 [100–103]. 
Individuals on lithium are at specifically high risk 
for chronic kidney disease (CKD) and hypothy-
roidism. Women, older adults, and those on pro-
longed treatment are particularly susceptible to 
CKD and hypothyroidism [105, 106].

Table 9.2 Dosing for antidepressants

Selected drugs

Starting 
dose (mg/
day) Usual dose (mg/day)

Citalopram 
[96]

10 10–20 FDA issued warning 
to not exceed 20 mg/day 
due to risk of arrhythmia in 
older adults

Escitalopram 5 5–10 FDA issued warning 
to not exceed 10 mg/day 
due to risk of arrhythmia in 
older adults

Sertraline 25 50–150
Desvenlafaxine 25 50
Venlafaxine 37.5 75–300
Duloxetine 20–30 30–120
Nortriptyline 25 25–50 (serum level useful)
Desipramine 25–50 100–200 (serum level 

useful)
Selegiline 
transdermal

6 6

Mirtazapine 7.5–15 15–60
Bupropion, 
XL, SR

75 150–300

Trazodone 25–50 150–300
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Treatment Cessation Lithium treatment 
needs to be tapered over a 4-week time period 
but preferably 3 months while continuously 
monitoring for recurrence of mania or depres-
sive symptoms. Tapering over 15–30  days 
rather than 1–14 showed benefit in a small 

retrospective study of roughly 100 women. 
Women who were tapered quickly had relapse 
of symptoms in two-thirds cases, while 
women who were slowly tapered only had a 
relapse of symptoms in one third of cases 
[107].

Table 9.3 Dosing for mood stabilizers [100–103]

Lithium Valproate/divalproex Carbamazepine Lamotrigine [104]a

Starting 
dose

300 mg/twice daily and 
adjust every 2–3 days 
until 900–1800 mg/day 
oral

15–20 mg/kg loading 
for acute mania or 
500–750 mg/day 
increasing as needed 
every 2–3 days

Begin at 200 mg 
twice daily and 
increase by 200 mg 
daily as tolerated

Oral: 25 mg/day for 2 weeks  
and then increase to 50 mg/day 
for 2 weeks and then to 100 mg/
day for 1 week, and then 
maintain at 100–200 mg/day

Desired 
blood 
serum level

Acute-phase serum 
level > 0.8 mEq/L
Maintenance between 
0.6 and 0.75 mEq/L

50–125 μg/mL 4–12 μg/mL Levels not useful/needed

aDosing depends on concurrent use of valproate, carbamazepine, phenytoin, phenobarbital, primidone, rifampin, and 
oral contraceptives

Table 9.4 Common adverse effects of mood stabilizers [100–103]

Lithium Valproate/divalproex Carbamazepine Lamotrigine
Thirst x
Polyuria x
Cognitive effects x
Sedation x x
Tremor x x x
Weight gain x x
Diarrhea x x
Polyuria x
Nausea x x
Hypothyroidism x
Diabetes insipidus x
Hair loss x
Leukopenia x x
Thrombocytopenia x x
Elevated liver transaminase levels x
Hepatic failure x
Pancreatitis x
Headache x x
Fatigue x
Nystagmus x
Ataxia x
Rash (SJS/TENS) x x
Pancytopenia x
Aseptic meningitis x
Dry mouth x
Dizziness x
Somnolence x
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9.4.2  Valproate/Divalproex

Valproate and divalproex are similar medications 
that are both metabolized to the active ingredient 
valproic acid. Divalproex comes in an extended, 
enteric-coated capsule formulation, while valpro-
ate is a slow-release formula used for intravenous 
use. The mechanism of action of valproic acid is 
unknown but is believed to exert its effects 
through increasing GABA within the brain. Both 
are approved for the treatment of acute mania or 
mixed episodes associated with bipolar disorder 
with or without psychotic symptoms. A Cochrane 
review demonstrated valproate more effective 
than placebo, but no different than lithium or car-
bamazepine; however, it was less effective than 
olanzapine but had better adverse effect profile in 
regard to weight gain and sedation. Symptoms 
for patients were measured with the Young Mania 
Rating Scale and the Social Avoidance and 
Distress Scale (SAD-S) [108]. For individuals 
not in an acute episode, divalproex ER is effec-
tive for ambulatory hypomania and bipolar I and 
II at 15–30  mg/kg/day for 8  weeks when com-
pared to placebo [109]. For older adults, usual 
maintenance doses of divalproex are 500–
1500 mg/day.

Screening and Monitoring Before beginning 
valproate/divalproex treatment, patients need to 
have their weight/BMI, CBC, and liver function 
test (LFT) checked [5–8]. If there are no abnor-
malities at baseline, then weight/BMI, CBC, and 
LFTs should be checked at 6  months and then 
annually assuming there are no abnormalities 
[100–103].

Interactions As with all medications, valproate 
has interactions with other medications. 
Anticonvulsants, including carbamazepine and 
lamotrigine, olanzapine, and smoking are not 
recommended while using valproate or any of its 
derivatives. Patients that develop signs of blood 
or liver disorders should seek medical attention 
immediately [100–103].

Adverse Effects The common adverse effects of 
valproate are listed in Table 9.4 [100–103]. More 

serious adverse effects include thrombocytope-
nia. Reproductive issues in younger adults and 
suicide. Suicide risk is discussed at the end of the 
section along with the rest of the AEDs.

9.4.3  Carbamazepine

Carbamazepine is an AED used for acute mania 
or mixed episodes with bipolar I. Carbamazepine 
acts on voltage-gated sodium channels leaving 
them less excitable until the drug dissociates. It 
also acts as a GABA receptor agonist. 
Traditionally carbamazepine is utilized for the 
treatment of seizures; however, significant evi-
dence exists for its use as a mood stabilizer. A 
systematic review of seven randomized control 
trials demonstrated therapeutic effects similar to 
lithium and for trial withdrawal due to adverse 
effects, number of adverse effects, and improved 
Global Impression Score (GIS) [110]. No screen-
ing tests or regular monitoring is needed before 
prescribing carbamazepine. The most common 
adverse effects of carbamazepine are listed in 
Table  9.4 [100–103]. Unfortunately, due to the 
need for monitoring blood levels, monitoring for 
agranulocytosis, and its multiple effects on the 
CYP-450 system, carbamazepine is infrequently 
use in older bipolar patients. Its active metabolite 
oxcarbazepine is easier to use, has less drug 
interactions, and has no need for monitoring 
serum levels. Its major liability is hyponatremia.

9.4.4  Lamotrigine

Lamotrigine is an AED utilized for maintenance 
therapy for individuals diagnosed with bipolar I 
disorder who are receiving standard therapy. 
Lamotrigine is a sodium channel blocker that 
inhibits voltage-sensitive sodium channels result-
ing in stabilization of neuronal membranes. 
While lamotrigine is traditionally used for sei-
zures and has an FDA approval for maintenance 
therapy of bipolar I, there is evidence to support 
its use in treating hypomania or depressive symp-
toms of bipolar II.  A randomized trial of 102 
patients showed no significant differences 
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between lamotrigine and lithium on the Hamilton 
Depression Rating Scale (HAMD-17) score or 
the Montgomery Asberg Depression Rating Scale 
(MADRS) [15]. In post hoc analysis of two other 
randomized trials, lamotrigine was shown to have 
a significant effect on weight loss when com-
pared to lithium and placebo for obese patients. 
There were no weight loss effects for nonobese 
individuals [16]. The most common adverse 
effects of lamotrigine are listed in Table  9.4 
[100–103].

Screening Before beginning treatment with 
lamotrigine, individuals should have a CBC, 
LFTs, BUN level, and electrolytes checked. 
Rashes are a serious concern and should be moni-
tored closely. Individuals of Asian ancestry 
should consider screening for HLA-B1502 to 
avoid increased risk of Steven-Johnson syndrome 
(SJS) [100–103].

Treatment Cessation When stopping treatment 
with lamotrigine, similar to lithium, the medica-
tion should not be stopped immediately. Taper off 
treatment over a 4-week period [100–103].

9.4.5  Suicide Risk with Mood 
Stabilizers

When evaluating suicide risk, there is mixed evi-
dence from the literature about mood stabilizers. 
Lithium appears to decrease suicide mortality 
compared to valproate, but does not decrease the 
number of suicide attempts when compared to 11 
different antiepileptic drugs (AEDs). A retro-
spective study of greater than 20,000 patients 
indicates a significant increase in suicide 1.7/1000 
life years for valproate vs 0.7/1000 for lithium. 
Carbamazepine and combo therapies showed no 
significant differences compared to lithium [17]. 
However, another cohort study of greater than 
47,000 patients indicates that there is no signifi-
cant difference when comparing AED use to lith-
ium in bipolar patients in terms of suicide 
attempts. However, there was a decrease in sui-
cide attempts between individuals post AED 
treatment when compared to pretreatment num-

bers. Lastly, AEDs were shown to be protective 
against suicide when compared to the group tak-
ing no medications [110]. More evidence is 
needed to confirm the relationship between lith-
ium, AEDS, and suicide.

9.5  Cognitive Enhancers

Currently there are no medications that will 
reverse or cure cognitive decline. Older adults 
diagnosed with cognitive decline have options as 
to possibly slowing the progression of their dis-
ease based on clinical presentation and symptom-
atology. These medications have been used 
traditionally to treat dementia, which is now clas-
sified as major neurocognitive disorder (MNCD).

As with any age group, but specifically older 
adults, medication adverse effects need to be seri-
ously considered before writing prescriptions. 
The clinician should discuss the risk and benefits 
with the patient and family to determine whether 
benefits of the drug outweigh the possible adverse 
effects. The main classes and/or drugs under the 
domain of cognitive enhancers are cholinesterase 
inhibitors (donepezil, rivastigmine, galantamine), 
memantine, and herbal therapies (ginkgo biloba 
and huperzine A). These drugs are focused on 
delaying or improving function within the realm 
of cognition, behavior, mood, global function, 
quality of life, and activities of daily living 
(ADLs).

9.5.1  Cholinesterase Inhibitors

Cholinesterase inhibitors have been shown to 
have a benefit for those with mild, moderate, and 
severe Alzheimer’s disease (AD). Cholinesterase 
inhibitors mechanism of action is through bind-
ing and irreversibly inhibiting cholinesterase, 
which increases the availability of acetylcholine 
in cholinergic synapses. All cholinesterase inhib-
itors should be started at the time of diagnosis 
unless otherwise indicated. As a class, cholines-
terase inhibitors have shown overall benefits, 
improving Mini Mental Status Exam (MMSE) 
scores and neuropsychiatric inventory (NPI) 
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scores, ADLs, and behavior at 6-month and year- 
long assessments [111]. Currently, not enough 
evidence exists to demonstrate superiority among 
the cholinesterase inhibitors; however, when 
compared donepezil, rivastigmine, and galan-
tamine show no significant differences in effect 
on cognition, functioning, or behaviors [111]. 
Weak evidence indicates that donepezil is associ-
ated with fewer adverse effects than oral rivastig-
mine and galantamine [112].

For all cholinesterase inhibitors, greater ben-
efits have been shown for increased dosing; how-
ever, as the dose increases, the number and 
severity of adverse events increase [113]. The 
most common adverse effects of cholinesterase 
inhibitors are nausea, vomiting, and diarrhea 
[111]. Other studies indicated that cholinesterase 
inhibitors have also been associated with an 
increased risk of bradycardia and syncope [114], 
worsened incontinence [115], and truncal dysto-
nia [116]. The Society of Geriatric Physicians 
recommends periodic assessment of cholinester-
ase inhibitors for clinical benefit and possible 
adverse effects.

After initiation of cholinesterase inhibitors, 
systematic reviews have shown benefits in con-
tinuing cholinesterase inhibitors as opposed to 
ceasing therapy. Upon stopping cholinesterase 
inhibitors in five separate trials, the patients expe-
rienced worsening neuropsychiatric and cogni-
tive function [117].

Donepezil Donepezil is a centrally acting cho-
linesterase inhibitor, which is dosed depending 
on the severity of the diagnosis. See Table 9.1 for 
all cholinesterase inhibitor dosing. Individual tri-
als and systematic reviews have shown benefits 
in cognition, functioning, and behavior with the 
use of donepezil with benefits in quality of life, 
health resource use, and associated costs [111]. 
At 10 mg per day dosing, donepezil was effective 
in improving MMSE and Bristol Activities of 
Daily Living score (BADL-S) at 52 weeks even 
after progression to moderate or severe AD [118].

While donepezil has its benefits and may slow 
the progression of AD, studies have demonstrated 
that institutionalization or progression of the dis-

ease is unaffected compared to no medication 
usage at 3 years [119].

Rivastigmine Rivastigmine is a centrally acting 
cholinesterase inhibitor, which is dosed depend-
ing on the severity of the diagnosis. Two routes 
exist for rivastigmine dosing, oral and transder-
mal. Regardless of the dose or route of adminis-
tration, rivastigmine demonstrated lower rates of 
deterioration on measures of global impression in 
seven different trials. At lower doses (1–4 mg), 
patients showed improvements in cognition, but 
not ADLs. At higher doses (6–12 mg), patients 
showed improvements in ADLs and cognition, 
although not surprisingly the patients suffered 
worse adverse events compared to placebo. While 
there were differences in effect based on the dos-
ing, the route of administration (patch vs cap-
sules) showed no differences in cognition, 
behavior, and ADLs when compared to high-dose 
rivastigmine; however, the transdermal route pro-
duced fewer adverse effects [120, 121].

Galantamine Galantamine is a centrally acting 
cholinesterase inhibitor, which is dosed depend-
ing on the severity of the diagnosis. Two formula-
tions exist for galantamine dosing, immediate 
and extended release. Both have similar effects 
just at different dosages. If treatment is stopped 
for any reason for longer than 3  days, then the 
dosing regimen should be restated with the low-
est dose. See Table  9.1 for all cholinesterase 
inhibitor dosing. At higher doses, 16–24 mg/day 
galantamine improved global impression score, 
cognitive function [1], and impairment scores, 
but not in ADLs [122].

Tacrine For completeness sake, tacrine will be 
mentioned in this chapter, but it is no longer on 
the market within the United States as of 2012 
due to hepatotoxicity. Tacrine is associated with 
decreased cognitive decline and improved global 
impression scores over the first 3 months of usage 
[123] (Tables 9.5 and 9.6).

Memantine Another drug used for the treatment 
of MNCD is memantine, which is an NMDA 
receptor antagonist that impacts the glutamater-
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gic system. Dosing regimens for memantine can 
be seen in Table 9.5. In six different controlled 
trials, memantine showed benefits for cognition, 
ADLs, and behavior in comparison to placebo for 
individuals with moderate-severe AD. Although 
effective for moderate-severe AD, memantine 
may have decreased effectiveness for individuals 
with mild AD [125].

One double-blind, placebo-controlled trial uti-
lizing the MMSE and BADL-S tools did not 
demonstrate a significant difference in the use of 

memantine or memantine plus donepezil for indi-
viduals who have progressed to moderate or 
severe dementia [8]. However, another random-
ized control trial showed benefits of adding 
memantine 10 mg to donepezil on ADLs and the 
severe impairment battery (SIB) scale [126]. 
Currently, there is not enough data to support the 
additive effects of memantine and cholinesterase 
inhibitors for individuals with mild AD. However, 
adding memantine to a cholinesterase inhibitor 
has been shown to delay time to nursing home 

Table 9.5 Dosing for cognitive enhancers

Donepezil
Rivastigmine 
oral

Rivastigmine 
transdermal

Galantamine 
ER

Galantamine 
IR

Memantine 
XR Memantine

Starting 
dose

5 mg; 
increase to 
10mg at 4-6 
weeks; 
increase to 
23 mg at 
3 months or 
later, if 
needed

1.5 mg twice 
daily; increase 
by 1.5 mg 
twice daily at 
2 weeks 
intervals up to 
12 mg twice 
daily

4.6 mg; 
increase to 
9.5 mg/day at 
4 weeks; 
increase to 
13.3 mg 
4 weeks later 
if indicated

8 mg am; 
increase to 
16 mg am at 
4 weeks; 
increase to 
24 mg at 
8 weeks or 
later, if 
needed

4 mg twice 
daily; increase 
to 8 mg twice 
daily at 
4 weeks; 
increase to 
12 mg twice 
daily at 
8 weeks or 
later, if needed

7 mg daily; 
increase by 
7 mg/week 
up to 
28 mg/day

5 mg; 
increase by 
5 mg/week 
to 20 mg/
day

Mild 5–10 mg/
day

3–6 mg BID 9.5 mg/day Titrate 
according to 
adverse 
effects

Titrate 
according to 
adverse effects

Not used 
for mild 
disease

Not used 
for mild 
disease

Moderate 5–10 mg/
day or 
10–23

3–6 mg BID 9.5 mg/day Titrate 
according to 
adverse 
effects

Titrate 
according to 
adverse effects

7–28 mg/
day

5–20 mg/
day

Severea 10–23 mg/
day

9–12 mg BID Up to 13.3 mg/
day

Titrate 
according to 
adverse 
effects

Titrate 
according to 
adverse effects

7–28 mg/
day

5–20 mg/
day

aTake medications as tolerated due to increased adverse effect profile at higher doses [111]

Table 9.6 Adverse effects of cognitive enhancers

Donepezil Rivastigmine Galantamine Memantine
Nausea X X X
Vomiting X X X X
Diarrhea X X X X
Muscle cramps Xa

Fatigue Xa

Headache X X X X
Insomnia X
Any GI complication X X X X
Dizziness X X X
Confusion X X

aAdverse effects worsen as dose increases [111, 124]
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admissions at 2.5 years when compared to cho-
linesterase inhibitors alone and individuals on no 
medications [127].

Other Medications and Herbal Remedies Along 
with the traditional treatments for MNCDs, 
other remedies have been tried mainly focusing 
on cognitive function. First, based on Cochrane 
reviews of statins [128] and omega-3 fatty acids 
[129], there is no existing evidence to support 
the use of these substances for prevention or 
treatment of AD or vascular dementia. These 
agents have not been researched in the treat-
ment of other types of MNCD in any substan-
tial trials. Along with statins and omega-3 fatty 
acids, there is limited to no evidence to support 
the use of vitamins for prevention or treatment 
of AD. Research has been done into the effect 
of various vitamins (B6, B12, folic acid, and 
E). Based on Cochrane reviews, limited to no 
evidence supports the use of vitamins B6 [130], 
B12 [131], and folic acid [132]. High-dose vita-
min supplementation (folic acid, B6, and B12) 
compared to placebo was shown to have no 
effect on cognition or ADLs but increased 
depression-related adverse events [133].

While high-dose vitamin supplementation 
(folic acid, B6, and B12) did not prove to have 
desired benefits, a randomized control trial evalu-
ating the effects of vitamin E on AD showed 
promising results. At 2000 IU of vitamin E, indi-
viduals with mild to moderate AD had slower 
functional cognitive decline as tested by the 
Alzheimer’s Disease Cooperative Study/
Activities of Daily Living (ADCS-ADL) 
Inventory score. Over the 2-year follow-up, the 
ADCS-ADL scores declined by 3.15 units more 
in the placebo group compared to the vitamin E 
group; therefore, vitamin E can be utilized in 
dosages of 2000  IU to treat mild to moderate 
AD. However, when vitamin E was used in con-
junction with memantine, there was no statistical 
significance in ADCS-ADL scores when com-
pared to placebo [134].

Other over-the-counter herbal remedies that 
have been researched are Ginkgo biloba and 
huperzine A.  For Ginkgo, there is mixed evi-

dence with no conclusive results on its effects 
on cognition. Based on 3 systematic reviews of 
36 randomized trials with multiple methodolog-
ical flaws, there is evidence that ginkgo in doses 
greater than 200 mg may show improvements in 
clinical global impression (CGI) scores and 
ADLs at 6  months. At any dose Ginkgo was 
associated with improved cognition at 3 months 
but not 6 months [135, 136]. Huperzine A has a 
similar mechanism of action as cholinesterase 
inhibitors and is derived from Chinese Club 
Moss. Recommended dosing is 0.2–0.8  mg 
twice daily. Huperzine A compared to placebo 
showed improvements in MMSE and ADLs; 
however, when compared to trials with galan-
tamine and donepezil, there were no significant 
differences shown in MMSE, ADLs, or adverse 
effects [137]. With the exception of vitamin E, 
more research is needed in order to make any 
recommendations for use in treatment of 
MNCD.

9.6  Conclusion

Treating mental illness in older adults is a chal-
lenging yet necessary endeavor that merits 
careful decision-making. Whether it is insom-
nia or depression, serious psychiatric ailments 
in older adults often compound co-occurring 
diseases and increase overall morbidity. The 
physiologic changes associated with aging, 
including  differences in drug absorption, 
metabolism, and excretion, also change the 
side effect profile compared to the adult popu-
lation and further complicate treatment. 
Although it may appear difficult, it is impor-
tant that the physician is willing to learn and 
adapt according to the patient’s presentation 
and response to treatment, and diligence must 
be practiced to avoid all harmful medicine 
effects. Overall, patience and persistence are 
important characteristics of any physician 
treating mental health in older adults, and the 
information presented in this chapter is a good 
basis from which to expand as more research 
and data is collected.
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Key Points
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shifting roles in families as older adults 
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on their adult children and the multiply-
ing demands on caregivers suggests that 
both older adult family members and 
caregivers will be at increased risk for 
depression and anxiety.
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barriers to accessing mental health ser-
vices (e.g., stigma), psychological ther-
apies are effective when used on their 
own or in combination with psychotro-
pic medication in older adults who 
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10.1  Introduction

The afternoon of human life must also have a sig-
nificance of its own and cannot merely be under-
stood as a pitiful appendage to life’s 
morning.—Carl Jung

Between 2015 and 2050, the proportion of the 
world’s population over 60 years will nearly dou-
ble, from 12% to 22%. Identifying and imple-
menting effective, community-level 
psychological interventions for older adults are 
essential. To date, mental health problems of 
older adults have been under-identified by health-
care professionals, family members, and patients 

themselves. The stigma surrounding mental ill-
ness contributes to older adults’ reluctance to 
seek help. When older adults do seek help, there 
is evidence that a variety of psychosocial inter-
ventions are effective in alleviating distress for 
the patient and family [1].

A chapter on psychological interventions for 
older adults can never capture all of the salient 
issues for older adult patients and their family 
members. We have chosen to address treat-
ments for common presentations in primary 
care, including depression, anxiety, and bodily 
distress syndrome, and secondary care, includ-
ing dementia and personality disorders. We also 
discuss the universal experience of loss. 
Although we do not address preventive pro-
grams, it is important to note that there are 
many strategies to promote mental health well-
being, including adequate housing, social sup-
port for older adults coping with illness and 
their caregivers, and education to prevent elder 
abuse, among others.

10.2  General Considerations

Ageism and generational values, both on the part 
of the service user, the practitioner and society in 
general, can be major barriers to a good therapeu-
tic outcome. Ageism may be expressed as beliefs 
such as “too old to change,” which may prevent 
older adults from seeking help or getting referred 
for help and also reduces expectations about ther-
apy outcomes. Patients may feel that they do not 
deserve psychological therapy and it should be 
reserved for those who are younger. However, 
many older adults express a preference for a talk-
ing treatment [2].

When older adults do get referred and par-
ticipate in therapy, age-specific adaptations of 
standard therapy procedures are advisable. For 
example, the pace of therapy should be slower, 
and fonts for written material should be larger. 
Providing memory aids such as handouts and 
session summaries also can be very helpful. 
Accounting for unique cohort-based differ-
ences (e.g., sociohistorical environment, norms 
and commonly held beliefs, role expectations, 

 suffer from common disorders, such as 
depression, anxiety, dementia/cogni-
tively impaired disorders, and personal-
ity disorders.

• Psychological intervention for bodily 
distress syndrome in older adults is 
based on accurate assessment of the 
underlying psychosocial issues, which 
are often not evident to the patient or 
present in the medical record.

• The psychological treatment of demen-
tia/cognitively impaired disorder is spe-
cifically focused on specific targets, 
which include global quality of life, 
affective states, disruptive behavioral 
symptoms, functional impairment, and 
prevention of self-harm.

• Numerous resources exist to help older 
adults and their family members clarify 
the necessary changes that must be 
made to keep the losses in their place 
and protect other sources of meaning 
and hope.

• Psychological therapy for older adults 
can be delivered in a variety of ways. 
These include upskilling of existing pri-
mary care staff to provide psychological 
interventions: stepped care, collabora-
tive care, and referral to a mental health 
specialist in the community.
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illness beliefs, culture) and age-specific stress-
ors (e.g., chronic illness and disability, loss of 
loved ones and, consequently, sources of sup-
port, caregiving responsibilities) is also advis-
able. In-home mental health services may be a 
valuable option for those who lack reliable 
transportation and/or have a medical or physi-
cal disability.

Most empirical evidence has shown some 
effectiveness of psychological therapies when 
used alone or in combination with psychotropic 
medication in older adults who suffer from com-
mon disorders such as depression, anxiety, 
dementia/cognitively impaired disorders, and 
personality disorders. Generally, there are two 
types of psychotherapies: (1) those used in adults 
which are modified for use in older patients, most 
prominent among them are cognitive behavioral 
therapy (CBT), problem-solving therapy (PST), 
dialectical behavior therapy (DBT), interpersonal 
therapy (IPT), and family therapy; and (2) those 
devised specifically for older adults which 
include psychosocial, behavioral, and cognitive 
stimulation therapies in cognitively impaired 
patients.

Psychological treatments can be offered to 
older patients and/or their caregivers with the fol-
lowing indications:

• Patient preference, as an alternative treatment 
to medication (e.g., in the treatment of an anx-
iety disorder)

• Augmenting the effect of psychotropic medi-
cation (e.g., in the treatment of a depressive 
disorder)

• To avoid the use of potentially harmful medi-
cation (e.g., in managing behavioral symp-
toms of dementia)

• To foster adherence to medication (e.g., in the 
treatment of depression)

• To help distressed caregivers (e.g., treating a 
dementia caregiver experiencing depressive 
and anxiety symptoms)

• To alleviate psychological problems related to 
aging (e.g., to help achieve contentment and 
acceptance of aging or to resolve disputes 
within a family brought on by the illness of an 
older family member)

• As part of a collaborative care intervention in 
the treatment of depression, anxiety, and/or 
bodily distress syndrome

• To provide the clinician and patient with a 
psychological formulation to the patient’s 
problems [3]

Deficits in verbal reasoning, speed of 
responses, and sensory function may result in dif-
ficulty understanding the complex verbal content 
of some psychological treatments. Therefore, 
evaluation for psychological treatment should 
include at least a brief assessment to look for pos-
sible deficits [4].

10.3  Interventions for Common 
Disorders in Primary Care

10.3.1  Anxiety and Depression

The combination of extended years of shifting 
roles in families as older adults gradually grow 
increasingly dependent on their adult children 
and the multiplying demands on caregivers sug-
gests that both older adult family members and 
caregivers will be at increased risk for depression 
and anxiety. Symptoms of anxiety and depression 
are common in all countries throughout the lifes-
pan, with up to 13.5% of older adults having 
depression and between 1 and 15% diagnosed 
with anxiety disorders [5–7]. How depression 
and anxiety manifest will vary greatly by 
culture.

It is important to recognize that in primary 
care settings, the most common mental disor-
ders encountered are various mixtures of anx-
ious, depressive, and somatic symptoms, and 
in many cases, a diagnosis of “anxious depres-
sion” will be appropriate [8]. These symptom 
clusters have been documented in all global 
populations and countries in which they have 
been studied and are consistently found to be 
more prevalent among women than among 
men [9].

Although there are fewer studies available for 
other therapies in older age groups, the available 
evidence suggests that, as in younger people, 
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most therapies will have some efficacy compared 
with no intervention. In the treatment of late-life 
depression, psychotherapy may be the only avail-
able modality, if the antidepressant pharmaco-
therapy is poorly tolerated. An expert consensus 
guideline from 2001 favored cognitive behavioral 
therapy (CBT), problem-solving therapy, inter-
personal therapy, and supportive psychotherapy 
over psychodynamic psychotherapy. The consen-
sus among the experts was to recommend psy-
chotherapy as an adjunctive treatment to 
pharmacotherapy, except in the case of mild 
depression or dysthymia, for which psychother-
apy alone was seen as an alternative to medica-
tion [10, 11].

Pharmacotherapy is quite effective in the man-
agement of late-life anxiety; however, unwanted 
side effects can limit the use of psychotropic 
medication. CBT appears to be the best form of 
psychotherapy to manage the diagnosis and treat-
ment issues that exist within the older population 
with generalized anxiety disorder [12]. Also, 
CBT can be used to augment psychotropic 
medications.

Other forms of psychotherapy for anxiety 
include psychoeducation, relaxation training, 
cognitive restructuring, and exposure to anxiety- 
provoking stimuli. Relaxation training, which is 
based on behavioral psychology, is most fre-
quently used and is also the most  well- substantiated 
treatment for anxiety in older adults. Work by 
DeBerry showed that progressive muscle relax-
ation and meditation relaxation techniques 
reduced anxiety symptoms more effectively than 
treatment control condition in older adults [13]. 
These strategies can be taught in brief individual 
or group sessions.

While the overall effectiveness of psychologi-
cal therapies in the management of these condi-
tions is recognized, debate continues about any 
differences in effectiveness between therapies, 
the best way to deliver psychological therapies in 
primary care settings, and the relative merits of 
psychological versus drug therapies. The overall 
costs of providing psychological therapies to 
large numbers of patients are also an important 
issue, particularly given the rapid growth in the 
aging population.

10.3.1.1  Stepped Care for Anxiety 
and Depressive Symptoms

The delivery of psychological therapy for anxiety 
and depression is increasingly aligned to the con-
cept of stepped care. Stepped care delivers the 
simplest and most effective intervention first. If 
the patient fails to benefit from the initial inter-
vention, then a more complex intervention from 
the next “step” is considered [14, 15].

Although a firm evidence base for a stepped 
care approach is lacking, it is recommended in 
evidence-based guidelines as the approach to 
take in the management of depression in a num-
ber of high-income countries. Examples of this 
approach have also been described in the treat-
ment of depression and anxiety disorders in pri-
mary care in low- and middle-income countries, 
including India and Chile [16]. Psychological 
therapies lend themselves to a stepped care 
approach as they can be tailored to the availabil-
ity of local resources.

A range of specific therapies has been assessed 
for the psychological management of anxiety and 
depression. They range from low-intensity modi-
fications to lifestyle (e.g., exercise) and social 
connectedness to more specific therapies such as 
CBT, which require more intensive input. All 
psychological therapies have their effectiveness 
increased by a good therapeutic relationship 
between the health provider, the patient, and fam-
ily. We describe the range of therapies below.

10.3.1.2  Exercise
There is good evidence for exercise as a low- 
intensity input treatment for mild to moderate 
depression. It is likely that it is also effective for 
the relief of symptoms of anxiety [17]. A recent 
meta-analysis which specifically assessed nine 
trials with older adult patients, suggested that, for 
older adults who present with clinically meaning-
ful symptoms of depression, prescribing struc-
tured exercise tailored to individual ability will 
reduce depression severity [18].

10.3.1.3  Enhancing Social Contact 
(Befriending)

Befriending may also be useful in the manage-
ment of mild depression in older adults [19]. 
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There is significant literature suggesting that 
social support affects the onset, course, and out-
come of depression and individuals with distress 
appreciate emotional and social support. One 
way of providing this support is through befriend-
ing, where a relationship between two or more 
individuals is initiated, supported, and monitored 
by an external agency. A systematic review of 24 
studies showed that compared with usual care or 
no treatment, befriending had a modest but sig-
nificant effect on depressive symptoms in both 
the short and long term [19].

While low-intensity interventions are effec-
tive in the management of depressive symptoms, 
there may be little difference between their 
effectiveness. In a recent randomized controlled 
trial, for example, while overall mood scores 
improved with intervention, no differential effect 
was observed between a physical activity inter-
vention and social visits on mood in a group of 
older primary care patients with depressive 
symptoms [20].

10.3.1.4  Cognitive Behavioral 
Therapy (CBT)

The most commonly prescribed psychotherapies 
are those derived from cognitive therapies, which 
focus on overly negative beliefs the patient pos-
sesses that lead to low mood and low self-esteem 
[21]. CBT, and the associated problem-solving 
therapy (PST), emphasizes behavioral tech-
niques, repetition, a slower pace, identifying a 
highly specified focus, and giving homework 
assignments for practice. For example, PST 
explicitly trains patients to select and solve daily 
problems that seemed insurmountable to them 
initially, with the goal of increasing their self- 
efficacy and overcoming feelings of helplessness, 
which form the core of depression. With contin-
ued rounds of problem-solving with highly spe-
cific action plans arrived at through 
patient-therapist collaboration, self-esteem and 
confidence rises, thereby countering demoraliza-
tion and lowering overall depressive symptoms 
[22]. Planned termination takes place when 6–8 
sessions are completed. In PST, the hoped-for 
result is that the newfound confidence in problem- 
solving will continue to additional problems, 

which, if also successfully handled, will maintain 
the patient’s confidence and continue to relieve 
depressive symptoms over the long term [11].

There is considerable literature outlining the 
efficacy of CBT for anxiety and depression in 
many different populations and different coun-
tries. WHO recommends it as a treatment for 
depression in adults. The evidence base for CBT 
is more developed than for other therapies. It 
seems likely this is due to a lack of research evi-
dence rather than a lack of potential benefit from 
other therapies. It should also be considered that 
in many cases the comparator used to assess the 
effectiveness of a specific intervention was “treat-
ment as usual.” This is something that is likely to 
vary widely across settings. Furthermore, 
research trials take place in a highly controlled 
environment that is unlikely to accurately reflect 
day-to-day clinical practice. In pragmatic obser-
vational studies where patients have had access to 
a wide range of different therapies, there is often 
little difference between them [23].

In the most recent meta-analysis, 23 random-
ized controlled trials were included. At the end of 
the intervention period, CBT was shown to be 
significantly more effective at reducing depres-
sive symptoms (irrespective of whether rated by 
clinicians or participants) than treatment as usual 
or being on a waiting list but not than active con-
trols. The same pattern of results was found for 
6-month follow-up. Clinician-rated outcome 
measures resulted in larger effect sizes in favor of 
CBT than self-rated measures. No significant dif-
ferences in efficacy were found between CBT 
and other treatment (pharmacotherapy and other 
psychotherapies) [24].

A similarly conducted meta-analysis and 
regression explored the effect of CBT on anxiety 
in community settings. Twelve studies were 
included. CBT was significantly more effective 
than treatment as usual or being on a waiting list 
at reducing anxiety symptoms at the end of the 
intervention, with the effect size being moderate, 
but when CBT was compared with an active con-
trol condition, the between-group difference in 
favor of CBT was not statistically significant, and 
the effect size was small. At 6- but not 3- or 
12-month follow-ups, CBT was significantly 
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more effective at reducing anxiety symptoms 
than an active control condition, although the 
effect size was again small. The review confirmed 
the effectiveness of CBT for anxiety disorders in 
older adults but was suggestive of lower efficacy 
in older than working-age people [25].

10.3.1.5  Additional Therapies
Interpersonal psychotherapy (IPT) was empiri-
cally derived from attachment theory and social 
psychology as a specific treatment for depres-
sion. It is a manual-based treatment that focuses 
on one of four specific areas: (1) grief, (2) role 
transition (such as retirement or ceasing to drive), 
(3) role disputes (e.g., with spouse, boss, or adult 
children), and (4) interpersonal deficit (those 
with more chronic trouble maintaining mutually 
satisfying relationships) [26]. The work of IPT is 
carried out in a real-world setting of patients’ 
current interpersonal relationships, which are 
explored in depth with problem-solving strate-
gies to help make currently available relation-
ships more satisfying and in the process reduce 
depressive symptoms. A monthly maintenance 
version is particularly useful for maintaining 
gains in those with chronic role disputes [27].

Reminiscence or life review therapy helps 
patients to either accept past negative events and 
resolve past conflicts or recollect past coping 
strategies. A number of studies involving older 
adult patients with depression demonstrate that 
those receiving reminiscence therapy showed 
fewer depressive symptoms, less hopelessness, 
and improved life satisfaction [28, 29].

10.3.2  Bodily Distress Syndrome

Many terms and labels have been applied to 
patients experiencing pain or other physical 
symptoms that are not fully explained by organic 
or structural abnormalities, including body dis-
tress syndrome (BDS), psychophysiologic disor-
der, medically unexplained symptoms, and 
chronic functional syndromes (fibromyalgia, irri-
table bowel syndrome, etc.). Diagnostic tests in 
these patients typically reveal either no abnor-
malities or findings that are found just as fre-

quently in asymptomatic people. An estimated 
25–30% of primary care outpatients fall into this 
category.

Presenting symptoms may affect almost any 
organ system and often more than one simultane-
ously. Gastrointestinal symptoms; chronic joint, 
limb, and spine pain; headache; and problems 
referable to the neurologic, ENT, cardiac, pulmo-
nary, urologic, or gynecologic systems are com-
mon. Fortunately, in most of these patients 
symptoms are linked to one or more forms of 
psychosocial stress. Intervention directed at these 
issues leads to relief of symptoms, sometimes 
dramatically, and at other times only after months 
or years of psychotherapy.

Psychological intervention for BDS is based 
on accurate assessment of the underlying psycho-
social issues, which are often not evident to the 
patient or present in the medical record. 
Therefore, it is helpful to mention the possibility 
of psychosocial stress as a cause of symptoms 
during the initial encounter with patients who 
lack an obvious organic etiology for their illness. 
Most patients accept this more readily than when 
stress is brought up only after extensive diagnos-
tic testing. It is important to emphasize that phys-
ical symptoms linked to stress are just as “real” 
as symptoms with an organic or structural etiol-
ogy and that there is no suspicion of symptoms 
being imaginary, self-inflicted, or due to malin-
gering, psychosis, or psychological “weakness.”

10.3.2.1  The Stress Checkup
Stress checkup is a term readily accepted by 
patients for the process of uncovering the links 
between psychosocial issues and physical symp-
toms. In an integrated practice, the stress checkup 
can be initiated by a doctor and, if needed, com-
pleted by the mental health professional. The lat-
ter may also provide initial treatment and, where 
indicated, referral for mental health follow-ups.

The stress checkup consists of six parts as fol-
lows. This information may be gathered over 
multiple visits when time is limited:

 (a) Illness chronology: The stress checkup 
begins with acquiring a detailed chronology 
of the patient’s illness. Knowing when and 
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where the symptoms began and their pattern 
over time is essential to recognizing links to 
stressful events in the patient’s life that are 
discovered later in the process. It is also 
important to look for patterns in the symp-
toms that don’t correspond to an organic or 
structural etiology, for example, a 75-year- 
old man with 25+ years of daily spine pain 
that was completely absent during his annual 
2-week fly-fishing holiday.

 (b) Current stresses: Almost any source of ongo-
ing life stress is capable of causing physical 
symptoms. A personal crisis, problems with 
a spouse or partner, difficulty with children 
or parents, workplace issues, financial prob-
lems, or a dilemma involving a friend or 
neighbor are worthy of inquiry. Another 
common theme in this category is a lack of 
self-care skills. A good question here is “Are 
you the kind of person who takes care of 
those around you but has difficulty finding 
time for yourself?” Corroboration of the 
patient’s answer to this question from a 
spouse/partner/friend is often helpful. Along 
similar lines, the question, “What do you do 
for enjoyment and how often?” can be reveal-
ing. For many patients with limited self-care 
skills, their childhood environment presented 
problems that prevented them from focusing 
on their own needs. Consequently they failed 
to develop self-care skills, and now, as adults, 
their lives lack space for personal fulfillment 
and recreation.

 (c) Childhood stress: Surprisingly, childhood 
stress can lead to symptoms years and even 
decades after the patient has left the family of 
origin. Symptoms may begin during child-
hood or adolescence but may also emerge for 
the first time in mid-life. Symptoms may be 
mild or severe and could persist for years or 
decades. Good questions to ask are the fol-
lowing: Were you under stress as a child? If 
you learned that a child you care about was 
growing up exactly as you did, would that 
make you feel sad or angry? On a scale of 
1–10, 10 being worst, how much stress did 
you experience as a child? and Can you tell 
me a little more about why you chose that 

number for the last question? In listening to 
the response to the last question, be aware 
that the common denominator in childhood 
stress capable of causing physical illness in 
adults is treatment of the child that adversely 
impacts their self-esteem in a lasting way. 
This may result from physical, sexual, or ver-
bal/emotional abuse. Many patients found it 
nearly impossible to elicit praise or support 
from their parents. Others were emotionally 
or physically neglected. Still others grew up 
in homes where one or both parents were 
physically violent with each other and/or 
were substance abusers. It is helpful to be 
aware of two significant barriers that hinder 
accurate assessment in this population. The 
first is that to survive childhood adversity, 
many patients suppressed their emotional 
reaction to their early experience and as 
adults are not consciously aware of the mag-
nitude of their suffering. Consequently, they 
may appear to minimize the adversity of their 
early lives. Detailed questioning combined 
with empathic skills is often needed for an 
accurate assessment. The second significant 
barrier is that physical illness may arise dur-
ing the process of recovering from childhood 
stress. Consequently, patients may be skepti-
cal about stress causing their illness because 
their lives are noticeably improved in rela-
tion to the past.

 (d) Depression often presents with a somatic 
chief complaint. Further complicating the 
diagnosis, the majority of my patients denied 
feeling depressed though they often admitted 
to feeling stressed or exasperated. Other 
clues to depression are a vague, non-specific 
description of the symptoms and desperation 
to find relief that is out of proportion to the 
findings on a physical exam. Confirmation 
follows inquiry into early morning awaken-
ing, anhedonia, fatigue, anorexia, tearful-
ness, thoughts of self-harm, and loss of hope 
for the future.

 (e) Post-traumatic stress: The link between a 
terrifying or horrifying event and an unex-
plained illness is clear when symptoms 
begin soon after the trauma accompanied by 
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 typical manifestations of post-traumatic 
stress disorder (flashbacks, nightmares, 
avoidance of reminders of the trauma, emo-
tional numbness, vigilance). More challeng-
ing, but not rare, is onset of the illness long 
after the trauma. In this situation, the onset 
of symptoms typically follows a triggering 
event linked to the trauma, as demonstrated 
below:

A 57-year-old woman with severe, focal 
(3  cm diameter) right upper quadrant 
(RUQ) abdominal pain for 3 weeks. At age 
45 she suffered a violent abduction and 
sexual assault by three men who left her 
tied to a tree in a remote area. Symptoms 
began the day after her first visit to a thera-
pist to discuss PTSD symptoms, during 
which she vomited uncontrollably at one 
point.

 (f) Anxiety may also present with a somatic 
chief complaint. The most common clue to 
this etiology is that symptoms are signifi-
cantly less severe, less common, or absent 
when the patient is in what they consider to 
be a safe environment. A patient who had 
diarrhea attacks only away from home is a 
typical example. Another patient experi-
enced progressive stiffness and discomfort 
in the neck and shoulders the longer he was 
away from home. It was not surprising to 
learn that he worked on the night shift where 
he was the only person in the building and 
shopped for groceries at nearly vacant all-
night markets. A variant of this condition is 
social anxiety disorder where symptoms are 
triggered by certain social conditions such 
as public speaking or being with large num-
bers of people. Patients often worry about 
embarrassing themselves or being judged by 
others.

10.3.2.2  Treatment
A useful diagnostic technique that also initiates 
treatment is to ask the patient, between their ini-
tial and follow-up visits, to compile a list of all 
the stresses in their life, both the past and present. 
This has value for several reasons:

• Patients who would like to discuss their 
stresses over more time than is available dur-
ing their appointment can work on this list 
instead.

• Many patients are surprised at the number of 
items on the list.

• Many will notice that their stresses tend to 
cluster in certain areas, such as with their 
spouse or in the workplace.

• Often patients will find solutions to a few of 
the items, and notice this is associated with an 
improvement in their symptoms.

Patients who are symptomatic due to a lack 
of self-care skills should, ideally, set aside 
2–5 h per week (best as a block) for trial and 
error in a search for an activity whose major 
purpose is enjoyment. This process may require 
months, often induces guilt (at first) and bene-
fits from support by other members of the 
patient’s household. But once the patient 
acquires the ability to self-indulge on a regular 
basis, their symptoms often respond in a grati-
fying way.

Depression, PTSD, and anxiety can be man-
aged with counseling and/or medication depend-
ing on the patient’s preference and local 
expertise. They are discussed elsewhere in this 
book. Patients with physical symptoms result-
ing from adversity in childhood often benefit 
from psychotherapy, but there are several tech-
niques applicable in a medical setting (imple-
mented by a behavioral health practitioner or 
medical clinician) that can be surprisingly 
beneficial.

The first step is to support greater conscious 
awareness of emotions about childhood maltreat-
ment that have persisted to the present. For exam-
ple, even patients who deny ongoing issues with 
past adversity may reconsider when asked to 
imagine their own child (or a child they care 
about) enduring the same experience, as demon-
strated below:

• A 74-year old man with a 55-year history of a 
variety of unexplained symptoms described 
being physically abused by his father as a boy 
in a flat, unemotional tone using few words. 
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He appeared to be skeptical that this experi-
ence could be relevant to his illness after so 
many years. But after I asked him to imagine 
his grandson enduring the same treatment, he 
agreed to visit a support group for adults 
abused as children. He quickly recognized 
that he was, by far, the oldest person in the 
room. However, after keeping silent for the 
first two meetings, in the third he unburdened 
himself among those highly supportive survi-
vors for nearly 45  min. His physical symp-
toms resolved soon after.

Another benefit of having the patient imagine 
a child enduring the same maltreatment is to bet-
ter appreciate the magnitude of physical and 
mental challenges that they have overcome. This 
can help them overcome the poor self-esteem that 
is so often a long-lasting effect of having been 
abused. One might suggest that the patient was 
“born on the far side of a dangerous mountain, 
but climbed up and over it to become an adult.” 
This emphasizes their lack of culpability for their 
family situation as well as the credit they can take 
for having survived.

Once the patient has greater conscious recog-
nition of the magnitude of their anger, fear, or 
grief, a helpful next step is to reduce the somatic 
expression of emotion (which causes symptoms) 
by writing about it. In effect, we are trying to con-
vert somatic expression of emotion into verbal 
expression:

• When the patient feels ready, writing a letter 
to the person(s) who perpetrated the maltreat-
ment (not to be mailed, typically) can be 
cathartic.

• Other patients prefer to write in a journal as 
ideas occur to them.

• Another helpful exercise is to imagine a child 
enduring what the patient experienced and 
write about what they would like to communi-
cate to such a child.

If perpetrators of childhood maltreatment are 
still active in the patient’s life, it can be helpful to 
discuss setting boundaries to limit the degree or 
change the nature of their interaction.

10.4  Interventions for Common 
Disorders in Secondary Care

10.4.1  Dementia/Cognitively 
Impaired Disorders

The development of psychosocial therapies for 
dementia/cognitively impaired disorders is com-
plicated because these disorders are progres-
sively deteriorating conditions which are 
unlikely to remit as a result of psychotherapy. 
The treatment is specifically focused on typical 
targets, which include global quality of life, 
affective states, disruptive behavioral symptoms, 
functional impairment, and prevention of 
self-harm.

Cognitive stimulation therapy is a psychother-
apeutic technique that helps patients cope with 
the cognitive symptoms of dementia. Usually 
these symptoms can cause distress and injury in 
patients and increased stress in caregivers. It 
derives from reality-orientation therapy, which 
aims to continually orient patients’ attention to 
the current situation and surroundings by repeat-
ing who they are and where they are. Cognitive 
stimulation therapy focuses on improving 
information- processing abilities. Treatment can 
take place in formal groups or through training of 
professional or lay caregivers to administer inter-
vention activities during the course of day-to-day 
activities [30].

Two manual-based psychotherapies have 
been modified to target the particular needs of 
older patients with cognitive impairment and 
depression. Problem-solving therapy (PST) has 
been modified to include in-house assistance 
with very practical problem-solving that can 
include caregivers as well. PST has been shown 
to improve depression and disability measure-
ment scores. Interpersonal therapy has been 
modified to incorporate the caregiver into the 
treatment process at every level. There is a heavy 
emphasis on psychoeducation tailored individu-
ally to identified patients as well as caregivers 
concerning executive dysfunction, with a flexi-
ble use of individual or joint problem-solving 
sessions to seek optional coping strategies that 
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may need to be adjusted further in the face of 
continued cognitive decline [27].

Another set of empirical treatments for care-
givers with growing empirical support is based 
on the progressively lowered stress threshold 
(PLST) theory [31]. From this perspective, the 
disease process underlying dementia progres-
sively lowers the patient’s ability to cope with 
stressors such as fatigue, change in routine, or 
physical illness. Treatment consists of educating 
and training caregivers in managing the patient’s 
environment to minimize such stressors. PLST- 
based training is effective in reducing problem 
behaviors and caregiver distress about patient’s 
behavior problems [32]. In dementia, the PLST 
approach shows great promise.

10.4.2  Personality Disorders

The prevalence rate of personality disorders in 
the older adult community is between 10% and 
20%, analogous to the 13% prevalence rate 
among younger age groups [33, 34]. Overall, the 
emotionally constricted/risk-averse disorders in 
Cluster A (paranoid and schizoid personality dis-
orders) and Cluster C (obsessive-compulsive, 
avoidant, and dependent personality disorders) 
are the most commonly diagnosed conditions in 
late life [33].

Most empirical evidence suggests that older 
adult patients with depression and comorbid 
 personality disorder are generally less responsive 
to treatments for depression including antide-
pressants and psychotherapy, respond more 
slowly to these treatments, report more severe 
depressive symptoms, and are more likely to 
experience depressive recurrence. Older adults 
with a personality disorder diagnosis are also 
more likely to report suicidal ideation and experi-
ence more severe anxiety symptoms. They also 
report having less social support, worse interper-
sonal functioning after antidepressant treatment, 
are less likely to be married, and are more likely 
to report occupational difficulties. Older patients 
with personality disorder experience a lower 
quality of life and greater functional impairment 
and disability after treatment of depression [11].

Dialectical behavioral therapy (DBT) has 
shown to be effective in reducing suicidal ide-
ation, improving interpersonal skills, and increas-
ing coping skills, and coping. DBT consists of 
regular sessions of group therapy and additional 
sessions of specific training that strive to improve 
emotion-regulation skills and distress tolerance. 
The skills for delivering this therapy require 
intensive training and a commitment of several 
hours per week for at least 6 weeks.

10.5  Interventions for Transitions 
and Losses in Later Life

Whether they’re coping with a specific mental 
health disorder or not, all older adults are coping 
with a variety of transitions (e.g., retirement, 
moves) and losses (e.g., friends, physical 
decline). Four areas that deserve special attention 
by healthcare professionals include health, 
finances, social ties, and purpose/meaning. If an 
older adult has adequate resources in these four 
broad areas, aging need not be a period of depres-
sion and hopelessness. However, for most people, 
aging gradually involves multiple losses in each 
of these areas. In addition, the cultural context of 
the older adult strongly influences his resources 
and how he and his caregivers respond to losses.

An appropriate metaphor to guide responses 
to these losses comes from the family literature 
on coping with chronic illness [35]. “Finding the 
place for the illness and keeping it in its place” 
recognize that losses, whether they are illness, 
death of loved ones, retirement from meaningful 
work, physical frailty, or other losses, can change 
a person’s life forever. However, the patient and 
his family have some influence over the ultimate 
effects of the losses. “Keeping it in its place” sug-
gests that losses do not have to always spill over 
into every area of well-being. Sources of pleasure 
and meaning can be protected with thoughtful 
planning and an understanding of the patient’s 
wishes.

In Being Mortal, Dr. Atul Gawande illustrates 
how often the wishes of the patient are missed or 
overlooked as caregivers, family members, and 
medical providers respond to inevitable changes 
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[36]. Dr. Gawande suggests that the patient is the 
expert on the place of the loss in her life. Also, 
with help, she can often identify the areas of her 
life that most need protecting against the incur-
sion of the loss. Activities like the card game Go 
Wish can help clarify what is most important to 
the patient.

One reason the patient’s preferences might be 
overlooked is that the losses lead to increasing 
dependence on others. The patient may begin to 
feel that she has little to contribute and may even 
feel like she is only a burden. She may feel 
increasingly isolated. As the patient faces losses, 
family members may need to compensate for the 
losses in some ways, such as driving the loved 
one to her doctor’s appointments or providing 
financial support. Thus, family members often 
want to participate in decisions about how to 
respond to changes from aging. Balancing the 
patient’s needs and the family’s needs can be 
challenging and renegotiation of roles and 
responsibilities can be explicit or implicit. Qualls 
discusses the many tasks of aging adults and their 
family members [37]. Some of the common areas 
that need restructuring include roles, authority, 
flexibility, closeness/distance, and responsibili-
ties. While most patients and their families will 
not attend family therapy, the physician can use 
other resources, such as those found in Table 10.1 
to help patients and their families negotiate the 
inevitable changes.

Table 10.1 identifies some of the numerous 
resources on the web to help older adults clarify 
adaptations that must be made to keep the losses 
in their place and protect other sources of mean-
ing and hope. Table 10.1 also lists resources that 
healthcare professionals, aging adults, and their 
family members could use. Encouraging patients 
to use these resources can create a sense of 
agency as the patient comes to terms with neces-
sary transitions and simultaneously identifies 
what he values most about his life.

10.6  Methods of Therapy Delivery

Psychological interventions for older adults can 
be delivered in a variety of ways. These include:

• Upskilling of existing primary care staff to 
provide psychological interventions

• Stepped care, which was described earlier
• Collaborative care, which is described below
• Referral to a mental health specialist, who is 

responsible for the patient’s presenting prob-
lem and its treatment (e.g., a course of 
psychotherapy)

Collaborative care is a growing movement 
around the world that links doctors and mental 
health specialists, either through a traditional 
referral system or by immediately assisting with 
care in coordination with other healthcare profes-
sionals as they are in the process of seeing their 
patients. When a doctor detects emotional stress, 
a formal mental health diagnosis, or a health 
behavior change need, they can perform a “warm 
handoff” during the visit to the onsite mental 
health professional, which is more likely to result 
in patients receiving timely mental health ser-
vices compared with usual referral to similar, but 
distant, services. Additional potential benefits of 
collaborative care include (1) improved sensitiv-
ity and accuracy of mental health problem identi-
fication; (2) contributions to increased screening, 
detection, and intervention; and (3) possibly ear-
lier prevention of mental health and substance 
use issues. While more studies are needed to 
deepen the support for collaborative services 
across the full range of mental health needs, there 
is strong evidence from the USA and UK that 
such care improves outcomes for older adults 
with depression [38]. Two of these initiatives are 
described below.

IMPACT—A primary care physician and 
depression care manager (nurse, social worker, 
psychologist, family therapist) implement a 
shared treatment plan and consult with a psychia-
trist as needed. The care manager provides edu-
cation about depression, provides problem-solving 
therapy, and monitors depressive symptoms. A 
study of 1801 patients showed that IMPACT sig-
nificantly reduces depressive symptoms in com-
parison with usual care and change persists after 
1 year [39].

PROSPECT—To prevent suicide among older 
primary care patients by reducing suicidal 
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 ideation and depression, primary care physicians 
are trained to recognize depression and suicide 
ideation in older patients. In addition, mental 
health specialists are included on the treatment 
team. PROSPECT studies show that patients who 
receive this intervention had decreased severity 
of depression and are less likely to report suicidal 
ideation [40]. A study also found that patients 
participating in this intervention had lower mor-
tality rates [41].

10.7  Conclusion

A wide range of psychological therapies falls 
within the term psychological interventions, 
including self-help support groups, low-intensity 
psychosocial interventions and higher-intensity 
psychological interventions. These interventions 
should be considered as a therapy option along-
side other possible options (e.g., social support, 
lifestyle interventions, pharmacological therapy) 
rather than a singular approach to assisting 
patients and their family members. Increasing the 
Internet availability raises the possibility of using 
web-based therapy to support the management of 
anxiety and depression in older life. A number of 
studies are providing evidence that age is not a 
barrier to successfully treating anxiety and 
depression online [30, 42–44]. The increased 
availability of effective psychological interven-
tions should provide much hope for older adults 
and their family members.
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Exercise for Older Adults 
with Mental Health Problems

Roger Hilfiker

Abstract
Exercise or physical activity is considered as 
medicine, and both have several positive 
effects, which outweigh largely the risks. For 
older adults with mental health issues, physi-
cal activity and exercise might be even more 
important than for healthy people: exercise 
and physical activity can prevent or at least 
delay the onset of some mental disorders; they 
have therapeutic effects, either as the sole 
intervention or as an adjunct treatment for 
mental disorders. Patients are more likely to 
recover from a mental illness if they are regu-
larly physically active. It is recommended for 
older adults to be physically active for at least 
150 min per week at moderate intensity or for 
at least 75 min at vigorous intensity. Exercise 
adherence is quite low, and measures to 
improve exercise adherence should be imple-
mented. Health-care providers should help 
older adults to find physical activities or exer-
cise modalities that are perceived as pleasant. 
Caregivers of older adults with mental health 
issues should also be physically active, as this 
has a positive effect on the burden of carers of 
persons with mental health problems.

R. Hilfiker (*) 
Physiotherapy, School of Health Sciences, HES-SO 
Valais-Wallis, Leukerbad, Switzerland

11

Key Points
• Although we do not have enough scien-

tific evidence on how exactly to exercise 
with older adults with mental problems, 
we can be confident that physical activ-
ity and exercise have several positive 
effects.

• Physical activity or exercise should not 
add to the distress already present in 
older adults with mental health prob-
lems. Health professionals should help 
each older adult to find the physical 
activity that is fun to do or is at least not 
stressing.

• The history of exercises done should be 
taken into consideration. For someone 
who has been running his/her whole 
life, running in high age is no problem, 
but for someone who never regularly 
runs, other forms of exercise are proba-
bly better suited, at least to begin with.

• As some of the positive effects of exer-
cise are due to the social component of 
it, group exercises should be offered.

• Before starting to exercise and from 
time to time, a risk screening by a medi-
cal doctor should be done.

• Physical activity does not have to be 
done in a gym; it can be part of everyday 
living such as household chores or 
walking.

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-10814-4_11&domain=pdf
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11.1  Introduction

Exercise or physical activity is considered as 
medicine, and not a bad one [1–3]. Physical 
activities are activities where you move your 
body with your own energy. Activities can 
range from walking to the grocery store to 
walking the dog, taking the stairs instead of the 
elevator or gardening. Exercise is a subcate-
gory of physical activity that is planned and 
structured. It includes activities such as 
strengthening, Tai Chi, yoga, running, cycling 
or stretching. Physical activity and exercise 
both have several positive effects, which out-
weigh largely the risks. For older adults with 
mental health issues, physical activity and 
exercise might be even more important; they 
can prevent or at least delay the onset of some 
mental disorders, and they have therapeutic 
effects, either as the sole intervention or as an 
adjunct treatment for mental disorders. Patients 
are more likely to recover from a mental illness 
if they are regularly physically active. Not only 
older adults with mental health issues should 
be physically active, but also their caregivers 
should be active: physical activity has a posi-
tive influence on the burden of carers of per-
sons with mental health problems [4]. Exercise 
is medicine, but it should not be a bitter medi-
cine. Because physical activity should be done 
the whole life, everybody should find a physi-
cal activity that is fun to do. Health profession-
als should help older adults to find physical 
activities and exercises that are fun for them. 
Exercise does not need to resemble a sporting 
activity such as weight lifting or running. It 
can be an activity such as dancing, walking or 
Tai Chi. Health professionals should know a 
large variety of exercises and physical activi-
ties. We all should do regularly physical activ-
ity and exercise every week, but exercises 
might be varied, and periods with frequent 
exercise sessions might be interrupted with 
periods with less.

11.2  Recommendations 
on Physical Activity 
and Exercise

Because of the positive effects, it is recommended 
for older adults to be physically active for at least 
150 min per week at moderate intensity or for at 
least 75 min at vigorous intensity. These activi-
ties can be broken down to bouts of 10 min. If 
chronic conditions do not allow such an extensive 
physical activity volume, older adults should be 
physically active as much as tolerated and should 
avoid being sedentary [5]. Older adults living in 
long-term care facilities should exercise twice a 
week 35–45 min per session, and every resident 
who has no contraindication should have a per-
sonalized exercise programme [6].

The World Health Organization (WHO) rec-
ommends for older adults [7]:

 1. Older adults should do at least 150  min of 
moderate-intensity aerobic physical activity 
throughout the week or do at least 75 min of 
vigorous-intensity aerobic physical activity 
throughout the week or an equivalent combi-
nation of moderate- and vigorous-intensity 
activity.

 2. Aerobic activity should be performed in bouts 
of at least 10 min duration.

 3. For additional health benefits, older adults 
should increase their moderate-intensity aero-
bic physical activity to 300 min per week or 
engage in 150 min of vigorous-intensity aero-
bic physical activity per week or an equivalent 
combination of moderate- and vigorous- 
intensity activity.

 4. Older adults, with poor mobility, should per-
form physical activity to enhance balance and 
prevent falls on 3 or more days per week.

 5. Muscle-strengthening activities, involving 
major muscle groups, should be done on 2 or 
more days a week.

 6. When older adults cannot do the recom-
mended amounts of physical activity due to 

R. Hilfiker
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health conditions, they should be as physi-
cally active as their abilities and conditions 
allow.

Figure 11.1 shows that older adults should be 
active every day for at least 30 min. The physical 
activity per day does not need to be done at once. 
Most recommendations say that one can break it 
up in smaller chunks of 10 min at least. Three to 
5 days a week, older adults should add exercise at 
moderate or moderate to vigorous intensity to 
their daily physical activities, and they should 
exercise their balance. Balance exercises can be 
combined with activities of daily living, such as 
brushing teeth while standing in a tandem stand 
or even standing on one leg. Two to 3 days a 
week, they should add strengthening and flexibil-
ity exercises. There is evidence that more time 
being physically active, for example, 300 min per 
week, is even better. Most recommendations state 
that physical activity should be performed in 
bouts of at least 10 min. However, there is some 
evidence that even shorter bouts have positive 
effects [8]. This is important, for example, in frail 
older adults or older adults with dementia. Here, 
one can try to increase physical activity by, e.g. 

standing up as often as possible, changing seats 
or rooms, walking short bouts, etc.

11.3  General Benefits and Risks 
of Exercise for Older Adults

Correctly performed regular physical activity, 
such as walking, or more vigorous exercises are 
not only safe but have several positive effects 
for older adults. The risk of developing major 
cardiovascular and metabolic diseases, osteopo-
rosis, falls and fractures, muscular weakness or 
even cognitive impairments can be reduced [9]. 
Higher levels of physical activity were associ-
ated with lower all-cause mortality and 
cardiovascular- related mortality [10]. Aerobic 
exercise does not consistently improve cogni-
tive function in older adults without cognitive 
impairments [11], but Tai Chi training improved 
processing speed and attention [12]. There is 
some evidence that lower levels of cardiorespi-
ratory fitness are associated with the onset of 
dementia [13]; this would further the impor-
tance of aerobic exercise. Low- intensity activi-
ties, such as walking after dinner, seem 

2 to 3
Days a Week
Improve your
strength and

flexibility with exercises

3 to 5 Days a Week
(cumulate 20 to 45 minutes per day)

Walk fast, Walk uphill, Jog or run,
Bike, Dance at a quick pace, train

your balance

Every Day (cumulate to 30 minutes per day)
Examples: Walk after dinner, walk with a friend, walk to

the store, work in the garden, Housework, take the
stairs not the elevator

Fig. 11.1 Pyramid for 
recommendations of the 
weekly physical and 
exercise. See also 
https://www.cdc.gov/
physicalactivity/basics/
older_adults/ and http://
www.who.int/
dietphysicalactivity/
factsheet_olderadults/en/
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protective for the onset of mild cognitive impair-
ment [14].

11.3.1  Risks

There are some serious risks associated with 
exercise. During exercise, there is an increased 
risk for sudden cardiac death or myocardial 
infarction for individuals with a heart disease. 
Atherosclerotic coronary artery disease is most 
often the cause for an exercise-related death. 
The risk is highest for sedentary older adults 
when doing vigorous activities. This under-
lines the importance of screening for risk fac-
tors and a gradually progression of the activity 
intensity [15].

Physical activity and exercise also bear the 
risk for overuse problems and injuries of the 
musculoskeletal system. The best prevention for 
these overuse problems or injuries is a slow pro-
gression. With increased physical activity, the 
risk for falls might also increase, especially as the 
older adult will take more risk during physical 
activity. Persons at high risk for falls should 
probably first perform some exercises (i.e. bal-
ance and strengthening exercises), which reduce 
the risk for falls before engaging in activities with 
a high risk for falls (such as walking pro-
grammes). During a 2-year period of exercise in 
a large study of 631 participants in the interven-
tion group and 629  in the control group, 5% of 
the participants had some musculoskeletal prob-
lems (versus only 1% in the control group) [16].

11.3.2  Pain and Physical Activity

Older adults with pain are less physically active 
than older adults without pain. This seems logi-
cal, as we all agree that pain is an unpleasant feel-
ing and because physical activity might increase 
pain. Older adults with pain, e.g. due to osteoar-
thritis of the knee, often have doubts whether 
exercises are safe or beneficial for them [17]. 
Regrettably, health professionals often recom-
mend a reduction in physical activity when older 
patients report painful joints, although a modifi-

cation of the activity would be a better choice in 
most of the cases. There is still a widespread 
belief that physical activity will increase the joint 
problems, which are attributed to wear and tear. 
In 2008, only about 60% of physiotherapists are 
convinced that exercise has positive effects for 
the symptoms of knee osteoarthritis [18], despite 
the strong scientific evidence that exercise is 
effective (and the evidence was already present at 
that time [19]). High-intensity sports, such as 
those that require rapid accelerations and instant 
decelerations, can increase the risk for osteoar-
thritis or its progression [20]. The same is true for 
continuous training with high impact on joints 
(e.g. downhill running, very-high-volume run-
ning, running with knee malalignment, running 
with overweight [21]). Running up to about 
35 km per week is not associated with a higher 
risk for osteoarthritis; in contrary, it seems that 
running reduces the risk of osteoarthritis and 
reduces even more the risk for the need of a joint 
replacement [21–24]. Therefore, one can be con-
fident that exercise at a moderate intensity and a 
moderate volume has positive effects on pain and 
function in patients with joint problems and is not 
a risk factor for osteoarthritis [25]. The best 
advice we can give is keep moving and, if over-
weight, lose weight. Pain can increase during 
exercise, or immediately after, but there is strong 
evidence that it has a positive effect on pain in the 
long term [26]. As a rule of thumb, pain should 
not persist for more than about an hour after stop-
ping the physical activity. See Table 11.1 for pain 
symptoms that either allow to continue the exer-
cise or should lead to a modification or a stop of 
the exercise. A common symptom is the delayed 
onset muscle soreness (DOMS) that can reach its 
highest pain level after 24–48 h. Health profes-
sionals should inform older adults about the 
meaning of different forms of pain during or after 
exercise and with what type of pain they can con-
tinue to exercise or when to stop.

11.3.3  Frailty and Physical Activity

Several definitions exist for frailty. Frailty can 
be defined as “a medical syndrome with multi-
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ple causes and contributors that is character-
ized by diminished strength, endurance, and 
reduced physiologic function that increases an 
individual’s vulnerability for developing 
increased  dependency and/or death” [27]. 
Frailty is not a contraindication for physical 
activity nor for exercise; in contrary, frailty is 
one of the most important reasons for an exer-
cise prescription [28]. Exercise is the medicine 
that may reverse frailty or at least slow the 
increase of functional deficits [29]. The older 
and the frailer an older adult is, the more 
important it gets to add resistance and balance 
exercises to an aerobic training [30].

11.4  Benefits of Exercise for Older 
Adults with Mental Health 
Problems

Exercise has positive effects on muscle function, 
aerobic fitness, balance, quality of life and on 
mental health, but of course, mental health issues 
do not just disappear with exercise. Some of the 
beneficial effects of exercise are due to the social 

interactions and social support during exercise 
interventions [31].

11.4.1  Exercise in Older Adults 
with Mild Cognitive 
Impairment

Aerobic exercise showed a small positive 
effect on global cognitive ability and on mem-
ory in older adults with mild cognitive impair-
ments [32]. Combined physical and cognitive 
training induces neuroplastic changes in older 
adults [33].

Resistance training can delay the decline of, 
and may even increase cortical thickness in, older 
adults at risk for dementia [34]. This might pro-
tect from further cognitive decline. A resistance 
training, where six exercises were performed, 
each three times with eight repetitions, showed to 
improve global cognition, executive functions as 
well as verbal memory in older adults with mild 
cognitive impairments [35].

11.4.2  Exercise in Older Adults 
with Dementia

Aerobic exercise alone or combined with other 
exercises has positive effects on cognitive symp-
toms and on functioning in activities of daily life 
in older adults with dementia. Exercising without 
an aerobic component does probably have less 
positive influence on dementia [36]. One exam-
ple of a successful approach shows that the 
implementation of a combined exercise pro-
gramme is feasible and improves cognitive func-
tion [37]: The programme included aerobic, 
resistance, flexibility and balance exercises. To 
add cognitive components, participants were 
asked to say names of flowers, animals, fruits, 
etc. during exercises such as walking, bouncing a 
ball up and down a stair or exercising with 
weights. The programme was supervised and 
took place three times a week over 16 weeks.

What are the possible physiological mecha-
nisms? It is most plausible that exercise increases 
brain vitality rather than acting on 

Table 11.1 Pain types and when to continue or modify 
or even stop physical activity

Pain that allows to continue 
with exercise

Pain that needs 
modification of exercise

Mild to moderate pain at 
the beginning of exercise 
that decreases after some 
minutes

Moderate to severe pain. 
Change type of exercise 
(e.g. when severe knee 
pain during running 
change to walking uphill 
or cycling)

Mild to moderate muscle 
pain after the exercise 
that even gets worse the 
next day. Most probably 
delayed onset muscle 
soreness. This is not 
dangerous, and it will be 
less the next time you 
exercise

Stabbing or sharp pain 
during exercise. Change 
type of exercise, talk to a 
health professional

Joint gets painful and hot 
and maybe swollen stop 
exercise. Restart adapted 
exercises when swelling 
and pain back to normal
Chest pain: Contact a 
medical doctor
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 dementia- specific pathological mechanisms. 
Physical activity enhances neurotrophin levels, 
neurogenesis and vascularization, mediates neu-
roinflammation and inhibits neuronal integrity 
[36]. Sensorimotor exercises (i.e. exercises that 
challenge balance and muscle coordination) posi-
tively influence cognitive function, especially 
related to the visual-spatial network [38].

Exercise might also reduce the risk for falls by 
about 30% in older adults with dementia living in 
the community [39].

Because vascular- and lifestyle-related risk 
factors are associated with dementia risk, inter-
vention that can modify these risk factors should 
also lead to a reduced risk of dementia. Combining 
interventions for diet, exercise, cognitive training 
and vascular risk monitoring showed a reduced 
cognitive decline when compared with a control 
group in a large Finnish study including 1190 
older adults [16].

11.4.3  Exercise in Older Adults 
with Depression or Depressive 
Symptoms

Exercise, for example, a combination of endur-
ance and strength training, has a positive effect 
on depressive symptoms in older adults [40, 41], 
and exercise also reduces depressive symptoms 
in adults with other psychiatric diagnoses [42]. 
The effects are comparable to the effects of 
pharmacological interventions and psychother-
apy [43]. Exercise is not only effective for mild 
to moderate depression but also, as an add-on to 
other interventions, for older adults with severe 
depression [44]. The WHO [45] and the NICE 
[46] guidelines recommend that exercise is 
implemented in the standard treatment of 
depression. Although there is sound evidence 
that exercise at different intensities has positive 
effects on depressive symptoms, physical activ-
ity and exercise are not yet a priority in some of 
the guidelines on the treatment of depression. 
One reason for this slow integration of the posi-
tive evidence for exercise into the guidelines 
might be that there is still some uncertainty 
regarding the optimal dose response and the 

type of exercise best suited for patients with 
depressive symptoms [47].

Because exercise has many other positive 
effects, it can be recommended that exercise 
should be an important part of the treatment in 
older adults with depression. Other forms of 
exercise, such as Tai Chi or Qigong, might also 
reduce depressive symptoms. Qigong, an ancient 
Chinese medical exercise form, seems better 
suited to reduce depressive symptoms than Tai 
Chi [48].

For all exercises, the amount of exercise 
should probably be more than 150 min per week 
to obtain a positive effect. Lower doses were 
often not successful [49]. Mixed aerobic and 
resistance exercises are probable best suited. 
Group sessions seem to have better effect than 
exercising alone, but this does not mean that 
every session must be in groups. For older adults 
with depression, exercise should probably be 
done with a moderate intensity instead of vigor-
ous intensity. Effects seem to be larger when 
exercise is supervised by health professionals 
[50, 51].

Exercise might help by the means of biologi-
cal factors such as increased turnover of neu-
rotransmitters and endorphins or neurotrophic 
factors such as brain-derived neurotropic factor, 
the reduction of cortisol levels or the change in 
kynurenine metabolism. But also, psychological 
factors can lead to an improvement, for example, 
by an increase in self-efficacy [44].

Adverse events of physical activity and exer-
cise in patients with depression are rare, but some 
older adults with depression may perceive exer-
cise as stressful. Therefore, it is very important to 
customize exercise programmes and to find a 
physical activity or exercise modality that is 
enjoyable, but at least not stressful for the 
participant.

Exercise adherence is quite low, and mea-
sures to improve exercise adherence should be 
implemented. Motivation for exercise can be 
reduced because of the symptoms of depression, 
such as fatigue, indecisiveness, low self-esteem, 
loss of interest, loss of pleasure and poor sleep. 
Older adults with depression and a high level of 
anxiety and lower fitness are at the highest risk 
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of not adhering to the exercise recommenda-
tions [52].

11.4.4  Exercise in Older Adults 
with Anxiety Disorders

Anxiety is treated with antidepressants and psy-
chological treatments, and added exercise might 
improve the treatment. Exercise alone is better 
than a placebo but less effective than antidepres-
sants. Therefore, exercise should be used in most 
cases combined with appropriate medication 
[53]. Tailored interventions are better suited than 
non-specific exercises, and the exercises should 
be performed for 3–4 sessions per week over at 
least 6 weeks. However, larger effects might be 
achieved when exercising over 15  weeks. One 
session should probably last at least 20 min, but 
stronger effects can be expected when session 
duration is over 30 min [54].

11.4.4.1  Exercise for Panic Disorders
Regular aerobic exercises can reduce the anxiety 
symptoms of patients with a panic disorder [55] 
but to a lesser amount than pharmacological 
treatments [56]. However, it seems that not every 
form of aerobic exercise has the same effect [57]. 
It seems that cognitive behavioural therapy might 
be better suited to reduce panic and agoraphobic 
symptoms [58], but given the positive effects of 
exercise and other outcomes, a combination of 
cognitive behavioural therapy and exercise might 
be better.

11.4.5  Exercise in Older Adults 
with Schizophrenia

Older adults with schizophrenia are less physi-
cally active than same-aged adults without 
schizophrenia. Cardiovascular mortality is 
increased in older adults with schizophrenia (and 
other psychiatric disorders, e.g. bipolar disorder); 
a large part of this increased mortality is attrib-
uted to smoking but also to reduced physical 
activity or lack of exercise [59]. This underlines 
the necessity to increase screening and treatment 

for metabolic and cardiovascular risk factors. 
Hence, increased physical activity and exercise 
are important, and exercise can improve positive 
and negative symptoms [60].

11.4.6  Falls Risk and Exercise 
in Older Adults with Mental 
Health Problems

Falls risk increased with ageing and it is higher 
in older adults with mental health problems. For 
example, older adults with depression most 
often receive antidepressant medication that is 
associated with an increased falls risk [61]. 
Therefore, all older adults with mental health 
problems should be in a falls prevention pro-
gramme including medication reviews, control 
of visual acuity, control of home hazards and the 
implementation of an exercise programme 
including strength and balance components 
[62]. Exercise programmes should be per-
formed, if possible, for at least 3  h per week. 
Balance exercises should include highly chal-
lenging exercises for balance. Exercises should 
safely be made more challenging by reducing 
the base of support and by moving the centre of 
gravity and controlling body position during 
standing (i.e. reaching exercises, transferring 
body weight from one side to the other). If the 
participant needs to stabilize by touching some-
thing fix, then try to reduce this support (e.g. 
one finger instead of the whole hand; just touch-
ing, not grasping, etc.) [63].

Walking training can be included in addition 
to a balance exercise programme; however, high- 
risk patients should not perform walking pro-
grammes unsupervised. Strength training should 
be included in a falls prevention programme. If 
there is a pronounced weakness, there should be 
dedicated sessions for resistance training. See 
Fig. 11.2 for a progression of resistance training. 
If there is not a pronounced weakness, functional 
resistance trainings can be integrated in other 
exercise sessions, for example, after a short 
warm-up before a balance session, one can per-
form functional exercises such as squatting or 
simple standing up from a chair for several times. 
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The more specific the weakness, the more spe-
cific the resistance training should be.

Dancing is an interesting approach for falls 
prevention as dancing has social, cognitive and 
physical aspects [64]. However, to prevent falls, 
dancing must be adapted to also include training 
elements such as stepping, reaction, strengthen-
ing and balance elements [65]. These elements 
can be easily implemented by a trained health 
professional. Dancing can so be used as a thera-
peutic approach.

11.4.7  Medical Clearance Before 
Exercise

The benefits of exercise clearly outweigh the 
risks, but there exist some health conditions that 
need attention. Most older adults will benefit 
from exercise, but diseases such as cardiovascu-
lar, pulmonary or metabolic disease may need 
some modifications or restrictions for their 
 exercise programme. Older adults should see a 
medical doctor before starting exercise.

11.4.8  Exercise Modalities

For the prescription and monitoring of physical 
activity and exercise, we need to consider the 
intensity, the duration, the frequency and the 
progression of exercise training. The most 
important component is the intensity of the 
exercises.

In general, exercise intensity and volume 
should be low at the beginning of an exercise 
activity. A criterion-based progression is impor-
tant. Criteria should consider the individual situ-
ation of the older adult as well as personal 
preferences.

11.4.8.1  Exercise Volume
To obtain positive effects on different age and 
inactivity-related problems, it is recommended 
to exercise for a weekly minimum of 150 min of 
moderate-intensity aerobic or 75  min of 
vigorous- intensity aerobic activity with addi-
tional muscle- strengthening exercises. Balance 
exercises should be added for all persons at risk 
for falls.
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Fig. 11.2 Progression of resistance training. Physical activity readiness questionnaire
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11.4.8.2  Exercise Intensity
Exercise intensity can be categorized in different 
zones (Table 11.2). There are no clear-cut bound-
aries between the zones. Exercising at the lower 
region of the light intensity zone can be used as 
regenerative training. The upper region of the 
light intensity zone is appropriate for beginners 
or for longer exercise sessions (i.e. longer than 
1 h). The lower region of the moderate-intensity 
zone is ideal for an exercise duration of up to 
45  min, whereas the higher region of the 

moderate- intensity zone is appropriate for shorter 
exercise durations. Exercising at the vigorous to 
very intensive training zone is appropriate for 
exercise durations up to 20 min. Exercise at high 
intensity should not be done too many times per 
week. Training above this zone should only be 
done interval training sessions.

The most appropriate measure to prescribe 
exercise intensity would be to use anchors such 
as metabolic or ventilatory thresholds (ventilator 
threshold, lactate threshold, maximal lactate 

Table 11.2 Exercise intensity zones for aerobic (endurance) exercise

Zone Description
% of 
VO2 max

Maximum 
heart rate

Heart 
rate 
reserve

RPE 
6–20

Ability to talk 
comfortably

Very 
intensive

High-intensity interval training or other 
form of interval training should only be 
performed after medical clearance and 
under supervision of health 
professionals

>80% >90 >80% 14–16–
18

I can’t speak 
comfortably; 
speaking a whole 
sentence fluently is 
not possible

Vigorous 
to very 
intensive 
intensity

Not necessary for health purposes
Only possible over a short period
Needs medical clearance

~80% ~90% ~80% 12–15 
(mean 
13.6 SD 
1.8)a

I can speak but not 
entirely 
comfortably

Vigorous 
intensity

If you would do all your exercises at 
this intensity, you should do at least 
150 min per week. But you can 
combine with lower intensities. For 
example, do 90 min at this intensity and 
120 min at the lower intensity

60–80% 70–90% 60–80% 8–12 I can speak but I 
could not sing a 
song

Moderate 
intensity

If you would do all your exercises at 
this intensity, you should do at least 
300 min per week. But you can 
combine with higher intensities. 
Remember: you can split the bouts of 
exercise; try to do some bouts of 10 min 
per day. But even shorter bouts are 
better than nothing

40–60% 55–75% 40–60% 6–8 Breathing is faster 
but speaking full 
sentences is 
possible and still 
comfortable

Light 
intensity

Could be done for hours (e.g. hiking). If 
done as warm-up: 5–10 min. Can be 
used as warm-up (5–10 min) or as 
regenerative training

<40% <50% <40% <8 Breathing is just a 
little bit increased

aSD standard deviation; most older adults will rate the intensity in this zone as between 12 and 15 on the 6–20 scale. 
This illustrates that the interpersonal variability is high and the talk test provides more confidence for the monitoring of 
the exercise intensity. These values are from a large study [66]. All parameters have substantial interpersonal variability 
and, to be known exactly, should be determined by comprehensive exercise testing measuring ventilation, oxygen con-
sumption, blood lactate levels, heart rate, etc. This would be important for maximizing performance gains. If exercise 
is mainly done for the improvement of health, these tests are not necessary. For the prescription of intensity, one prob-
ably best relies on the talk test, i.e. the different ability levels of speaking comfortably. In other words, if an older adult 
is exercising at an 80% of his heart rate reserve and is rating the perceived exertion at 15 on the 6–20 scale, you are not 
sure whether the intensity is too high. However, if the older adult is still able to speak a sentence fluently, but could not 
sing a song, you are sure that the intensity is not too high and not too low. If he is not able to speak a sentence fluently, 
you can be sure that he is exercising too hard
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steady state, etc.) and to express the training 
intensity in a relative percentage of these anchors. 
However, this would need an exercise testing and 
a monitoring with heart frequency or blood lac-
tate to determine the heart rate and the workload 
at each threshold. This is not feasible in most of 
the situations. Other parameters that are used for 
exercise prescription and monitoring are the per-
centage of maximum heart rate, percentage of 
heart rate reserve, percentage of maximum oxy-
gen consumption, blood lactate and the rating of 
perceived exertion. Recommendations for the 
prescription and monitoring of the exercise inten-
sity are often based on these parameters. 
However, the interpersonal variability is very 
large. If we take two randomly selected older 
adults and let them exercise at 70% of their heart 
rate reserve, the physiological responses may be 
very different. For person A 70% heart rate 
reserve might be a heart of 163 beats per minutes, 
and this intensity might be well below his indi-
vidual anaerobic threshold. For Person B, a 70% 
of the heart rate reserve might be a heart rate of 
154 beats per minute, and this person might be 
already above the individual anaerobic threshold, 
hence exercising too hard [67]. These differences 
may even be higher in older adults. This could 
lead to an overtraining and does increase the risk 
for cardiovascular events. Therefore, optimal tai-
lored exercise intervention can only be deter-
mined based on comprehensive cardiopulmonary 
exercise testing that would provide sufficient 
information for the physiological responses at 
different exercise intensities. However, if physi-
cal activity or exercise is performed to improve 
health, this comprehensive testing is not always 
necessary nor always possible. The mentioned 
parameters can be used but should be regarded 
with caution. As we will explain below, the so- 
called talk test, or modified version of it, can be 
recommended for exercise prescription and mon-
itoring when the aim is to improve health and 
functioning.

Exercise with the aim to improve general and 
mental health does not need to be intensive. 
However, the terms intensive or vigorous exer-
cise are not always used with the same meaning 
or definition. This is not a problem, as we can 

give a simple recommendation: exercise for 
health in the older adult should allow a conversa-
tion, i.e. speaking in whole sentences should still 
be possible. For older adults who are already 
exercising for some time, the intensity can be 
increased: “talking in whole sentences is still 
possible, but singing a song would be difficult”.

The intensity of aerobic exercise can be 
expressed in relation to the resting energy con-
sumption or with the metabolic equivalent of task 
(MET, where 1 MET corresponds to the energy 
consumption during sitting) to the VO2 max or in 
relation to the individual anaerobic threshold.

Moderate-intensity: the heart rate and breath-
ing are raised. Speaking is still comfortable. This 
corresponds to 4–6 METs. Brisk walking is clas-
sified as moderate intensity.

Vigorous-intensity activities: the heart rate 
and breathing are even higher. As a rule of thumb, 
talking is still possible, but singing a song would 
be too difficult. This corresponds to 6–8 METs.

Therefore, exercise prescription can also be 
done with the rating of the perceived exertion or 
even simpler methods, such as the talk test [68]. 
For the rating of the perceived exertion, the best- 
known scales are the 6–20, the 1–10 or the CR10 
Borg scales. The different rating of perceived 
exertion scales can be obtained from http://www.
borgperception.se; however, they are not free. 
The amount of the license fee depends on the use 
of the scale. It might be difficult to use these 
scales in patients with cognitive impairments [69, 
70].

11.4.8.3  The Modified Talk Test
With the formal talk test, the person who exer-
cises is asked to speak some sentences and to tell 
whether this talking was comfortable (“can you 
speak comfortably?”). If he responds yes, the 
exercise intensity is still mostly aerobic; if he 
gives somewhat equivocally, the exercise inten-
sity is in the aerobic-anaerobic transition zone; if 
the answer is no, the exercise intensity is mainly 
anaerobic. The person who exercises should be 
on the same intensity level for about 2 min before 
doing the talk test [71]. However, the information 
on how comfortable talking is can also be used in 
a slightly different form: If one can speak com-
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fortably, but there is already a slight increase in 
heart rate and breathing, then one is in the 
moderate- intensity zone. If one can speak but 
singing a song would not be possible anymore, 
one is exercising at a moderate to vigorous inten-
sity level. If speaking full sentences is not possi-
ble anymore, one is exercising around or above 
the anaerobic threshold (something that is not 
necessary when performing continuous exercise 
for health but could be done in an intermittent 
form, such as high-intensity intermittent train-
ing). For interval or high-intensity intermittent 
training, the talk test is not feasible, because the 
exercise intervals are too short [72]. See also 
Table 11.2.

11.4.9  Resistance Training

The older a person gets, the more important is, as 
rule of thumb, resistance training. Ageing reduces 
not only the muscle mass (sarcopenia) but also 
the capacity of neural control, muscle activation 
and muscle coordination, resulting in lower mus-
cle strength (dynapenia).

As a rule, we should first do large muscle 
exercises and second the smaller muscle exer-
cises. Exercises involving multiple joints (e.g. 
squats) should be done before single-joint exer-
cises (e.g. knee extension).

Exercise intensity is best monitored with a rat-
ing of the perceived exertion. The OMNI-RES 
scale is widely used for resistance training. The 
participant rated the intensity of effort, strain, 
discomfort or fatigue that he or she feels during 
the exercise. The OMNI-RES scale ranges from 0 
to 10. 0 represents the absolute rest, i.e. sitting, 
and 10 reports a too high intensity or a load that 
could not be lifted. The anchors for the exercise 
levels are 1 “extremely light” and 9, the intensity 
of a weight that could just be lifted one time. The 
scale can also be used on older adults [73]. 
Furthermore, the scale can also be used to choose 
the optimal load during resistance training. The 
best method to define the exercise load during 
resistance training is the 1-repetition maximum 
test. However, the use of only the OMNI-RES is 
sufficient for a resistance training; if not, the 

absolute maximal performance gain is necessary 
[73]. The OMNI-RES scale and its instructions 
can easily be found via Google.

Figure 11.2 shows a possible progression from 
sensorimotor exercises to muscle hypertrophy or 
power training. If an older person is not accom-
modated to resistance training or when starting a 
new period of training after a longer period of not 
performing resistance trainings (i.e. more than 
1  months), an adaptation phase should be per-
formed where first sensorimotor exercises 
improve coordination and reactivity. These exer-
cises can be continued in parallel to all other 
resistance training periods, for example, during 
the warm-up. After a 2- to 4-week period, low- 
intensity resistance training at 30–60% of the 
1-repetition maximum can be performed to 
improve local muscle endurance and an adapta-
tion of passive and active structures, as well as to 
learn the correct performance of the exercises. 
For each exercise, 2–3 series should be performed 
with rest periods between the series of about 
1 min. If the exercises for different muscles are 
alternated, such as in a circuit training, the rest 
periods can even be shorter than 1 min.

After a period of 2–4 weeks of local muscle 
endurance, one can progress to the phase of adap-
tation to hypertrophy training. The resistance (i.e. 
load) is still low (30–60% of 1RM), and the speed 
of the movements is slow, and one exercise is 
performed for about 40  seconds. Several exer-
cises of the same muscle group can be performed 
with relative low rest periods, to achieve a fatigue 
that is rated with about a 7 on the 0–10 OMNI- 
RES scale.

Again, after a period of 2–4 weeks of the 
adaptation phase, the intensity can be increased 
depending on the needs of the older adult. If the 
main problem is sarcopenia (loss of muscle 
mass), a hypertrophy training is best suited. If the 
main problem is power or strength, a power train-
ing can be introduced. Some health professionals 
are reluctant to perform power training with older 
adults because they believe that the exercises per-
formed at a relatively high speed for the concen-
tric phase of the exercise are dangerous. However, 
there is evidence that power training is feasible 
and as safe as other exercise forms for older 
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adults. Furthermore, the perceived exertion dur-
ing power training is lower compared to hyper-
trophy training. During power training the 
emphasis is put on a fast concentric phase of the 
exercise movement and less on fatigue. The exer-
cise is stopped when the participant cannot repro-
duce the same high speed as at the beginning. For 
safety reasons, the eccentric phase of the exercise 
is performed slowly.

For the hypertrophy training, intensities of 
about 70–85% of the 1-RM lead to the greatest 
increase in muscle mass. However, also lower 
intensities, e.g. 30–60% can lead to muscle mass 
increases. This is interesting for the training of 
older adults, where high-intensity loads are not 
always possible because of different comorbidi-
ties [74].

11.4.10  Balance Training

Balance training is important for most older 
adults, even more for older adults with mental 
health problems. Mental health problems can 
lead to a reduced balance [75–77].

Balance can be divided into the components 
“biomechanical constraints” (influenced, e.g. by 
postural alignment, strength and range of motion 
in joints), “stability limits/verticality” (influenced 
by limits of stability and the internal perception of 
postural vertical), “anticipatory postural adjust-
ments” (important in tasks that require active 
moments of the body’s centre of mass in anticipa-
tion of a change of position), “postural responses” 
(reactions, such as stepping, to an external pertur-
bation), “sensory orientation” (body sway when 
visual or somatosensory information are changed) 
and “stability of gait” (stability during gait, i.e. 
reactions to internal and external perturbations) 
[78]. In older adults, these components are altered, 
depending on which body system is most reduced. 
For example, persons with osteoarthritis will have 
most limitations in the component “biomechani-
cal constraints” [79], and persons with visual 
problems or those with polyneuropathies will 
have problems in the “sensory orientation” 
component.

Balance training should include activities that 
include progressively difficult postures that grad-

ually reduce the base of support (e.g. from two- 
legged stand, semi-tandem stand, tandem stand 
to one-legged stand) and progressively reduce 
sensory input (e.g. standing with eyes closed); 
and the training should include dynamic move-
ments that perturb the centre of gravity (e.g. tan-
dem walk, circle turns), and it should include 
exercises that stress postural muscle groups (e.g. 
heel stands, toe stands).

11.4.11  Functional Exercises

Functional exercises consist of tasks that are sim-
ilar to activities of daily living, such as standing 
up from a chair, climbing stairs, stepping, walk-
ing backwards, etc. These exercises aim to 
improve strength, balance and mobility. These 
functional exercises can be performed with older 
adults with dementia. In one study, the functional 
exercises, performed over 4 months, did delay the 
decline of functioning in activities of daily living 
in patients with dementia not related to 
Alzheimer’s disease. In patients with Alzheimer’s 
disease, the functional exercise programme was 
feasible, but did not postpone the decline in the 
functioning [80].

11.4.12  Combination of Cognitive 
and Physical Exercise

There are some good arguments of combining 
cognitive and physical exercise. However, there 
is conflicting evidence of whether the combina-
tion is better than using only one of both. In 
healthy older adults, combined exercises seem to 
be better than physical exercise only; however, 
for cognitive aspects, there is not yet enough evi-
dence for an advantage of combined exercises 
compared to cognitive exercise only [81].

11.4.13  Computerized Cognitive 
Training

Computerized cognitive training can improve 
cognitive function in healthy older adults. Verbal 
memory, nonverbal memory, working memory, 
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processing speed and visuospatial skills were the 
outcomes that could be improved. The expected 
effects are small but might still be relevant. The 
executive functions and attention seem to be 
more difficult to improve with computerized cog-
nitive training. Furthermore, it seems that home- 
based computerized cognitive training is not 
effective. Group sessions seem to be the better 
approach [82].

Older adults with cognitive deficits can also 
benefit from computerized cognitive training; 
effects were found for attention, executive func-
tions and memory. The effects are still observable 
after a follow-up period [83].

The best effects for computerized cognitive 
training were seen in group-based sessions with a 
duration per session of more than 30 min and not 
more than three sessions per week [83].

11.4.14  Exercise Adherence in Older 
Adults with Mental Health 
Problems

Only about half of adults with a mental health 
problem exercise because of an enjoyment of 
exercise. The most important effects of exercise 
are the following: improved physical health, 
increased fitness and energy, weight loss, 
improved appearance and the positive psycho-
logical effects, such as reduced stress, improved 
sleep and enhanced mood. However, stress, 
depression and low energy can limit exercise 
uptake or exercise adherence [84]. Most patients 
perceive a support from health professionals as a 
motivating factor.

11.4.15  Assessments 
for the Detection of Specific 
Needs that Could 
Be Addressed by Exercise

Although the increased use of assessments in 
older adults is a positive development, an assess-
ment without a consequence is not recommended. 
Each assessment should have a clear aim and 
should be only done if its results might lead to a 
change or a decision. One of the simplest and 

most relevant assessments is the simple measure 
of the walking speed, measured during a very 
short distance. Changes in walking speed seem to 
predict cognitive decline several years before the 
cognitive decline is noticed. Slow gait predicts 
decline in executive functions and in other cogni-
tive domains, and changes in gait precede clinical 
symptoms of dementia. Walking speed is a sensi-
tive measure and is indicative of subclinical cog-
nitive decline. Testing walking speed is cheap 
and needs not a lot of resources and time [85]. 
Gait characteristics seem to better predict vascu-
lar dementia or other non-Alzheimer’s dementia 
compared to dementia in patients with 
Alzheimer’s disease [86]. Walking speed can be 
measured at normal pace or at fastest pace 
(“walks as fast as is safe, without running). 
Furthermore, walking speed can be measured 
with a start from standing still or time can be 
started when an older adult already is walking. 
Adding a second task, either a cognitive or a neu-
romuscular task might even be a more sensitive 
predictor of cognitive decline [87]. An example 
of the inability to perform multiple tasks is when 
an older adult stops walking while talking [88]. 
An increase of gait variability is also associated 
with cognitive impairments, especially during 
walking at a fast walking speed [89]. A variabil-
ity of the stride length of more than 3% can be an 
indicator of cognitive problems.

Another simple test to screen basic mobility is 
the Timed Up and Go (TUG) test [90] in which a 
person is asked to stand up from a standard chair, 
walk 3 meters, turning around, walk back and sit 
down again. The TUG test has good reliability in 
older adults and in adults with cognitive impair-
ments, but because of its relatively high absolute 
measurement error, results need to be interpreted 
with caution in older adults. The measurement 
error increases with the time needed to perform 
the task, but even with a time of 10 s, the expected 
true value could be within a range of 7–14 s [91]. 
The TUG test is also recommended and widely 
used for the screening of falls risk but, given the 
mentioned measurement error and the limited 
predictive value, should not be used alone [92].

One of the most widely used assessments in 
older adults is the short physical performance 
battery [93], consisting of a 4  m walk test for 
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measuring gait speed, a timed five-chair stand 
test as well as a balance tests with feet held in 
different positions (feet together, semi-tandem, 
full tandem) for 10 s. The test takes about 10 min 
to complete and needs only a short course of 
training for the assessors.

11.4.16  Exercise with Older Adults 
with Dementia

Older adults who did not regularly exercise for 
some time should seek a medical doctor before 
starting with exercise. They should always seek a 
medical doctor if they have heart problems, high 
blood pressure, unexplained chest pain, breathing 
problems, dizziness or fainting episodes. A health 
professional should also be contacted if they have 
bone, joint or muscular problems, balance prob-
lems or fall frequently. These conditions will 
most probably not prohibit exercise but need 
medical clearance and might need supervision 
during exercise.

Exercise in the early to middle stages of 
dementia: most often older adults with mild 
dementia will have no problem in engaging in 
physical activity or exercise. All kind of activities 
and exercise can be considered, from gardening, 
walking to dancing or Qigong and Tai Chi.

In the later stage of dementia, physical activ-
ity remains important, and it may reduce the 
need for constant supervision from caregivers 
and may reduce the need for adaption such as 
walk-in bathtubs or stairlifts. Exercise at this 
stage often can be activities such as changing 
position from sitting to standing, walking into 
another room or moving to sit in different chairs 
from time to time. At this stage, it might be more 
difficult to achieve the recommended time-bouts 
of 10  min. But older adults with later-stage 
dementia should be encouraged to change posi-
tions as often as possible and to sit some time 
unsupported, if possible. Daily routines of mov-
ing around the house or block will help to main-
tain muscle strength and aerobic condition. Here 
are some exercises recommended from the 
British Alzheimer’s Society [94]: (a) When 
standing up from bed or when going to bed, 

shuffle along the edge of the bed in the sitting 
position, from one end of the bed to the other. (b) 
Stand with different feet positions or even on a 
single leg, supervised, with support if necessary. 
(c) Sit unsupported for a few minutes each day 
(i.e. do not lean the back against a support). (d) 
Stand up and move about as often and regularly 
as possible.

11.5  Conclusion

Physical activity and exercise have several posi-
tive effects in older adults, which outweigh the 
risks. They might be even more important for 
older adults with mental health issues by prevent-
ing or at least delaying the onset of some mental 
disorders. In addition, they have therapeutic 
effects, either as the sole intervention or in addi-
tion to other treatments. Patients are more likely 
to recover from a mental illness if they are regu-
larly physically active. Caregivers of older adults 
with mental health issues should be also physi-
cally active, as physical activity has a positive 
effect on the burden of carers of persons with 
mental health problems.
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A possible negative consequence of the rapid 
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ders. More than 20% of people aged 55 and 
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impact on an older adult’s ability to carry out 
the basic activities of everyday life and reduce 
the person’s independence, autonomy, and 
quality of life. Despite the already significant 
and increasing number of well-prepared pro-
fessionals, a well-developed body of knowl-
edge, and a large number of caregivers, it is 

becoming more and more difficult to persuade 
the authorities to invest in the overall older 
adults’ mental health. It is the responsibility of 
all mental health professionals, together with 
those involved, to advocate and to act to ensure 
that the distribution of available mental health 
resources is done in an equitable manner to 
adequately meet the needs of all. One of the 
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projects.
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Key Points
• One of the consequences of the rapid 

aging of the world’s population is the 
increase in the number of older adults 
with mental disorders who may over-
whelm mental health systems.

• It is becoming increasingly difficult to 
convince the authorities to invest in the 
overall mental health of the elderly.

• One way to ensure an equitable distribu-
tion of available resources and to pro-
voke a real change is to rely on local, 
national, and international societies, 
associations, and organizations to 
ensure a credible defense of interests.
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12.1  Mental Health of Older 
Adults: An Important Public 
Health Subject

The world population aged over 60 is estimated to 
become 2 billion by 2050 [1]. In the same year, 
30% of the population residing in the European 
Community area will be over 65 years of age, and 
10% will be over 80 years of age. The growth of 
the older adults’ number will be rapid in middle- 
and low-income countries, with enormous conse-
quences for these vulnerable economies [2]. In the 
less developed regions, by 2050, older persons are 
expected to account for a fifth of the population. 
Many people live a long and happy life without 
any mental health problems, and, despite the wide-
spread image that older people are sad, slow, and 
forgetful, mental disorders are not an inevitable 
consequence of aging. Nevertheless, one of the 
possible negative consequences of the rapid aging 
of the world population is the increase of the num-
ber of older adults with mental disorders, which is 
likely to overwhelm mental health systems in all 
countries [2] as they are now already doing.

More than 20% of people aged 55 and more 
may suffer from mental health problems. 
Biological changes can interfere with the func-
tioning of the brain. Social change can lead to 
personal isolation or devaluation. Somatic dis-
eases are also important factors in breaking an 
already fragile psychic balance. Mental disorders 
can exacerbate the symptoms and functional dis-
abilities associated with medical illnesses and 
increase the overall cost of care [3].

Mental health problems can have a significant 
impact on an older adult’s ability to carry out the 
basic activities of everyday life and reduce the 
person’s independence, autonomy, and quality of 
life. The first step to reduce these negative conse-
quences is simply by making a proper diagnosis. 
Unfortunately, mental health problems are not 

often diagnosed and treated. Many older adults 
struggle without proper help—or simply without 
any help at all [4].

There are many prejudices about the meaning 
of mental illness. Many older adults today still 
see mental illness as a sign of weakness and are 
unlikely to admit their difficulties. In addition, 
symptoms of dementia and depression are too 
often considered as part of normal aging.

Despite the significant and increasing number 
of well-prepared professionals, a well-developed 
body of knowledge, and a large number of care-
givers, it is becoming more and more difficult to 
persuade the authorities to invest in the overall 
older adults’ mental health. This is not consistent 
with the growing demographic position of this 
age group in the population. The distribution of 
skilled mental health resources for caring older 
adults among the different regions of the world 
and income groups is significantly uneven, and in 
many countries, they are even scarce.

In this context, the absence of a comprehensive 
policy and targeted programs for the older adults’ 
mental health is not surprising. Despite the 
improvement in educational programs, the recruit-
ment of new human resources to work in favor of 
the older adults’ mental health is becoming increas-
ingly difficult. Even in Europe, where services are 
considered to be better developed, between 2011 
and 2014, there were a 3% reduction in the median 
number of total psychiatrists per 100,000 inhabit-
ants and an increase of only 1% in the median num-
ber of nurses per 100,000 inhabitants: Europe is the 
WHO region with the most skilled human resources 
in mental health and the region of the world with 
the highest rate of older adults [5].

Other health professions working with older 
adults are also affected. The lack of psychologists 
specialized in older adults’ mental health severely 
reduces training opportunities for psychologists and 
is an obstacle to the development of positive atti-
tudes toward the choice of a career with the older 
adults. The low availability of specialized psycholo-
gists also reduces the availability of supervision of 
nonspecialized psychologists providing support to 
older adults. However, the lack of adequate 
resources is not the only factor limiting the recruit-
ment of adequate health personnel. Negative preju-
dices among the general public, decision-makers, 

• This chapter presents some of these 
organizations active in Europe and in 
the world, as well as some of their strat-
egies, projects, and actions.
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and health-care providers, including doctors, have 
long contributed to making careers related to care of 
older adults less attractive than other specialties.

While in some parts of the world professionals 
interested in this area of care argue for designing 
specific services catering to the older adults, in 
some countries, there is a movement to close spe-
cific mental health services for older adults, con-
sidering that this exclusivity reinforces 
segregation within the health system. This speci-
ficity was originally recognized as being neces-
sary to treat patients with multiple comorbidities 
and special needs and for which there was a natu-
ral tendency not to consider them as a priority 
adult population. Developing services should be 
closely matched with the resources available, 
existing heath systems, and prioritization. While 
developing specialist services at a national level 
may be appropriate for some health systems and 
countries, integration of old-age care and old-age 
mental health care into primary health services 
may be more appropriate in others.

The organization of services for older adults 
suffering from mental disorders needs vast 
improvement. There has been little attention on 
the needs of older adults suffering from anxiety 
and affective disorders, with suicidal ideation or 
with psychotic disorders.

It is the responsibility of all mental health pro-
fessionals, together with those involved, to advo-
cate and to act to ensure that the distribution of 
available mental health resources is done in an 
equitable manner to adequately meet the needs of 
all. The Declaration of Alma-Ata on Primary 
Health Care [6] states in Paragraph IV that every 
human being has the right and the duty to partici-
pate individually and collectively in the planning 
and implementation of health care. One of the 
ways to bring about a real change in the older 
adults’ mental health care is to rely on the local, 
national, and international associations and orga-
nizations of the persons concerned by this theme. 
Putting together their energy, competences, and 
representativeness, it becomes more efficient to 
produce a significant change in all area concerned 
by mental health care for older adults: to produce 
better policies and more efficient programs and 
to develop more and better facilities to deliver 
care and education for all.

We will review some of these international 
organizations and their current projects.

12.2  The Nongovernmental 
Organizations

12.2.1  The European Association 
of Geriatric Psychiatry (EAGP: 
http://www.eagp.com)

The EAGP, the oldest association of the specialty 
(founded in 1972), has a very important role in 
bringing together old-age psychiatrists from 
European countries, creating opportunities for 
teaching, and promoting research. It is an associa-
tion of professionals, which also encourages the 
development and promotion of national organiza-
tions of old-age psychiatry to join it. The objectives 
of the EAGP are to promote research, pre- and 
postgraduate training, and the development of old-
age psychiatry and to cooperate with national and 
international organizations involved in the field. In 
addition to its congress, the association has partici-
pated at national and international congresses and 
as well to consensus meetings and has collaborated 
to significant consensus statements in the field.

Since 2013, the association organizes every 
2 years in Lausanne the 1-week course in old-age 
psychiatry. This course offers a forum for bring-
ing together European old-age psychiatrists with 
an academic or institutional potential. Participants 
have the opportunity to improve their knowledge 
on old-age psychiatry, to develop new ideas, and 
to share experiences about mental health pro-
grams and organizations. The course includes 
workshops, group discussions, and lectures by 
European experts in the field of geriatric psychia-
try. The association also offers every year a 3-day 
refresher course for postgraduate training.

12.2.2  The International 
Psychogeriatric Association 
(IPA: http://www.ipa-online.org)

For more than 30  years, the International 
Psychogeriatric Association (IPA) has sym-
bolized the entire mental health of the older 
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adults. For the IPA, the spirit of connection, 
 collaboration, and community is fundamental. 
The IPA facilitates the bringing together of pro-
fessionals and their collaboration to interact and 
work together in research, to improve care prac-
tices, and to promote mental health improvement 
for all older adults around the world. The IPA 
promotes this spirit of community within the 
association but also seeks to work with other 
organizations that share its commitment, such as 
those included in its IPA Affiliate Organizations 
program (involving 27 associations from 24 coun-
tries), the World Health Organization, the United 
Nations, the World Psychiatric Association, the 
Alzheimer’s Disease International, and many 
others.

Some activities of the IPA in addition to the 
organization of its congresses:

IPA Junior Research Awards in 
Psychogeriatrics: presented every 2  years at 
the International Congress, the IPA recognizes 
the best original research yet unpublished in 
the field of old-age psychiatry carried out by 
young professionals who are initiating in the 
specialty.

IPA Member Forums: these are the communi-
ties of IPA members who can connect and col-
laborate online as well as at meetings and 
congresses. Based on disciplines, regions of the 
world, and common interests in old-age psychia-
try, members collaborate in forums to share best 
practices, communicate current projects, write 
articles, research, develop programs, and produce 
publications.

Expert Consensus Meeting: beginning in the 
1990s, with the first meeting on behavioral and 
psychological symptoms of dementia (BPSD), 
until the most recent meeting for a universal 
definition of care and criteria for research on 
agitation, the IPA has been at the forefront of 
older adults’ mental health. Regularly, IPA 
brings together renowned experts to conduct 
these invitational meetings only to examine and 
to discuss an important and determined issue in 
an effort to reach consensus and to advance the 
field.

12.2.3  The European Psychiatric 
Association (http://www.
europsy.net)

The association was founded in October 1983 
with the name of Association Européenne de 
Psychiatres (AEP) with the aim of promoting 
European psychiatry in the fields of research, 
treatment, and education. Another objective was 
to establish an association that would act as a 
privileged mediator between practitioners and 
public authorities on issues related to mental 
health policies.

In order to achieve these objectives, the ASP 
has gradually set up the organization of the 
annual European Congress of Psychiatry, as well 
as other regular scientific meetings, the publica-
tion of an international scientific journal, the 
award of research grants, and the creation of sec-
tions corresponding to sub-disciplines of 
psychiatry.

Since its foundation, the number of AEP 
members has grown steadily, and its openness to 
all member countries of the Council of Europe 
has evolved rapidly. As a result, in February 
1989, it was granted consultative status with the 
Council of Europe, followed by a participatory 
status in 2003. In 2008, the Extraordinary General 
Assembly changed the name of the organization 
to become the European Psychiatric Association 
(EPA). Since 2012, the EPA offers the possibility 
for national psychiatric associations to become 
full members while retaining the possibility of 
individual membership: 39 national psychiatric 
associations from 36 European countries are by 
now members of the EPA.

EPA is the most visible psychiatric association 
in Europe, basing its growth on developing col-
laborative projects with other major psychiatric 
organizations such as the European College of 
Neuropsychopharmacology (ECNP), the German 
Research Network on Schizophrenia (ECSR), the 
International Society of Neurobiology and 
Psychopharmacology, the European Brain 
Council (EBC), and the European Union of 
Specialist Physicians (UEMS).
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12.2.3.1  The Section of Old Age 
Psychiatry

EPA has created sections that have their own 
steering committees. These sections organize 
their own symposia under the aegis of EPA and 
annual conferences in Europe. The mission of the 
Section of Old Age Psychiatry is to promote the 
discipline of old-age psychiatry within the frame-
work of the EPA, through the following 
objectives:

• To ensure that the executive committee and 
the board are well informed about issues of 
geriatric psychiatry

• To organize symposia and workshops during 
the EPA congress

• To collaborate with other international organi-
zations with similar interests and participate 
in major international meetings relevant to the 
discipline

• To develop and disseminate educational mate-
rials for practitioners in the field

• To provide technical support to national mem-
ber organizations of EPA

The Section of Old Age Psychiatry has pro-
posed an itinerant course on dementia which was 
first presented in Riga in October 2013 at the 
annual meeting of the Latvian Psychiatric Society 
and after at the Portuguese National Congress of 
Psychiatry and Mental Health in November 2015. 
The section has collaborated with the fifth EPA 
Academia Summer School held in Strasbourg 
from 10 to 13 July 2015, with the theme of 
comorbidity between mental and physical disor-
ders, focusing on the health of the elderly.

As an example of advocacy action, the section 
supported the Royal College of Psychiatrists 
Faculty of Old Age Psychiatry. In December 
2013 the section contacted the EPA president to 
ask for a response on the risk of closure of spe-
cialized mental health services for the older 
adults in the UK. An open letter was published in 
The Times in January 2014 [7], with the signa-
tures of representatives from the Royal College, 
EPA members, and other global specialists. The 

EPA directors and its National Psychiatric 
Associations (NPA) board discussed this issue in 
Munich in March 2014. The EPA sent a letter in 
March 2014 to the UK Secretary of State for 
Health. The British health authority issued the 
following statement in its 2014 annual report: 
“Mental health problems in the elderly are com-
mon, often undiagnosed, but are amenable to 
treatment as in other age groups. Helping people 
with physical, psychological and social difficul-
ties combined in the context of aging and the end 
of life requires specialization. This could be com-
promised by switching to generic services that 
are not organized according to the age of the 
users.”

Finally, this section was represented at the 
meeting held in Lausanne in July 2002, where a 
paper on skill-based objectives for the training 
of specialists in old-age psychiatry was pro-
posed [12].

12.2.4  The World Psychiatric 
Association (http://www.
wpanet.org)

WPA is an association of national psychiatric 
societies aimed at increasing the knowledge and 
skills needed to work in the field of mental health 
and care for the mentally ill. Its member societies 
currently are 135, covering 117 countries, repre-
senting more than 200,000 psychiatrists.

WPA organizes the World Congress of 
Psychiatry every 3 years. It also organizes inter-
national and regional congresses and meetings, 
as well as thematic conferences. It has 65 scien-
tific sections, aimed at disseminating information 
and promoting collaboration in specific areas of 
psychiatry. WPA has produced several educa-
tional programs and books. Encouraged by years 
of complaints about the political abuse of psy-
chiatry, the WPA General Assemblies have for-
mulated ethical guidelines on psychiatric 
practice, including the Madrid Declaration of 
1996, amended in 1999 in Hamburg. WPA works 
equally well with the United Nations and the 
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World Health Organization to protect the rights 
of the mentally ill.

More recently, WPA has paid more and more 
systematic attention to teaching activities, often 
in coordination with the World Health 
Organization. Curricula have been developed, 
targeting psychiatrists and other health profes-
sionals around the world, particularly those resid-
ing in developing countries.

The Sections: they are the scientific backbone 
of WPA. They cover virtually all aspects of psy-
chiatry and enjoy a high degree of independence 
under the WPA regulations under the supervision 
and direction of the secretary for the sections. 
Specifically, the aims of the sections are the col-
lection, analysis, presentation, and dissemination 
of information on services, research and training 
in the various areas of psychiatry and mental 
health, and advancing knowledge in these fields.

The sections will achieve these by:

• The establishment of relations with national 
and international organizations which share 
the objectives of WPA in the specific area of   
the section, with a view to achieve better coor-
dination of the activities of the interests of the 
section and the WPA

• The organization of scientific meetings on 
subjects of interest to the section

• The organization of symposia dealing with the 
specialty of the section at the World Congress 
of Psychiatry and other scientific meetings 
organized under the auspices of WPA

• The development of curricula, guidelines, and 
publications

• The elaboration of proposals for adoption as 
consensus declarations and position 
statements

• The promotion and conduction of interna-
tional collaborative research

The Section of Old Age Psychiatry: The 
Section of Old Age Psychiatry has proposed 
symposia and working groups for the last 
2  years at World Congresses of Psychiatry, 
WPA Regional Congresses, and other relevant 
associations such as the EPA and IPA. The sec-
tion co- authored three consensus declarations 

[8–10], jointly with WHO, and sent representa-
tives at two other consensus meetings that pro-
duced relevant statements [11–13]. In 2009, it 
was at the origin of a consensus statement on 
ethics and the assessment of the capacity of 
older persons with mental disorders [14]. 
Finally, in 2002, the section, in collaboration 
with the WPA section on affective disorders, 
published a reference book on depression in the 
elderly [15] and conducted a survey in 2003 on 
the state of education in geriatric psychiatry in 
the world [16].

12.2.5  The World Federation 
for Mental Health (http://
wfmh.com)

The WFMH is an international organization 
founded in 1948 to promote the prevention, treat-
ment, and care of mental disorders at the global 
level and to promote mental health. Through its 
members and contacts in more than 100 countries 
in 6 continents, the federation has responded to 
international crises in mental health through its 
role as the sole credible advocacy base and as 
organizer of public education in the field of men-
tal health. Its members (organizations and indi-
viduals) include mental health workers from all 
disciplines, consumers of mental health services, 
family members, and concerned citizens. This 
organization makes possible collaboration 
between governments and nongovernmental 
organizations to advance the cause of mental 
health services and of research and advocacy 
around the world.

WFMH supports older adults with mental dis-
orders through two projects:

• The World Mental Health Day, which is cele-
brated on 10 October each year, with the over-
all objective of raising awareness of mental 
health issues worldwide and mobilizing 
efforts for mental health. The Day provides an 
opportunity for all stakeholders working on 
mental health issues to talk about their work 
and on what remains to be done to make men-
tal health care a reality for people around the 
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world. The WFMH leadership has chosen 
“Mental Health and Older Adults” as the 
theme for the World Mental Health Day in 
2013—and for the WFMH annual report. The 
theme highlighted the lengthening of life 
expectancy, which in many developed coun-
tries involves more years at work, more years 
of active retirement, and a cohort of “very old” 
people, over 80 years. This creates a new con-
cept of “old age.” In low-income countries, 
citizens often have a shorter life span 
and receive limited assistance as they get older 
(http://wfmh.com/wp-content/uploads/ 
2013/11/2013_wmhday_english.pdf).

• The World Dignity Project (www.worlddig-
nityproject.com): Every human interaction 
represents an opportunity for one person to 
treat another with dignity—it is a meeting in 
dignity. People and families affected by men-
tal illness can often describe what dignity 
should look like. However, experience shows 
a completely different reality. The stigma of 
mental illness can no longer be tolerated. 
Stigma interferes with the full participation 
of people in society and deprives them of 
their dignity. Making dignity in mental health 
a reality requires that every member of soci-
ety works with others and that mental health 
problems become more visible and no longer 
considered as shameful. The World Dignity 
Project aims to identify and invite a million 
people, organizations, countries, and states to 
become members of the foundation by adopt-
ing the project symbol to make it possible to 
form a global movement to combat stigma 
linked to mental health and launch it to the 
general public all around the world since 
2016.

12.2.6  Alzheimer Europe (http://
www.alzheimer-europe.org/)

Alzheimer Europe (AE) is a nongovernmental 
organization aiming to raise awareness about all 
forms of dementia. Formed in 1996, AE is based 
in Luxembourg and operates a common European 
platform through cooperation among its 36 mem-

bers, all of which are active Alzheimer’s organi-
zations in Europe. AE is primarily a lobbying 
organization that fosters awareness of dementia 
and care and research in EU institutions. This 
effort includes the European Alzheimer’s 
Alliance, a group of more than 100 deputies of 
the European Parliament which aims to make 
dementia a public health priority. In addition, AE 
is a source of information on all aspects of 
dementia, including through annual research 
publications. The AE also publishes the Dementia 
in Europe and delivers a monthly newsletter to 
more than 5800 subscribers. At the national level, 
AE member associations have always been at the 
forefront of efforts to establish strategies to com-
bat dementia in their countries. The annual AE 
conferences attract people from diverse back-
grounds around dementia.

Here are some recent actions of the 
association:

Paris Declaration 2006: In 2006, AE and its 
member organizations adopted a declaration on 
the political priorities of the European Alzheimer 
Movement at the AE conference in Paris in 2006. 
In this Paris Declaration, Alzheimer Europe 
called on European policy makers to give 
Alzheimer’s disease and other forms of dementia 
the political priority they deserved.

European Dementia Ethics Network: At the 
2008 French Presidency Conference on 
Alzheimer’s Disease, the president stressed the 
need for EU Member States to include in the dis-
cussion agenda some of the ethical challenges 
posed by dementia and advocated the creation of 
a European network for this purpose. This 
acknowledgment of the importance of the ethical 
aspects of dementia was taken up in the European 
Commission’s Alzheimer’s Disease Initiative: the 
European Dementia Ethics Network was created 
and became operational in 2009. By now, several 
of its working groups addressed ethical issues 
related to dementia research, restriction of free-
dom, and perception and representation of 
dementia and are currently working on a guide to 
help caregivers and people with dementia to 
address the ethical dilemmas they may encounter 
as a result of life experience with a person with 
dementia.
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Elections to the European Parliament 2014: 
AE identified the elections to the European 
Parliament in 2014 as a key opportunity to con-
tact current members of the European Parliament 
and candidates in the election and asked them to 
support the campaign of the organization to make 
dementia a European priority. AE asked them 
about the essential progress for people with 
dementia and their caregivers in the current man-
date of the European Parliament and asked them 
to adopt their priorities for political action in the 
years to come.

Glasgow Declaration 2014: The Glasgow 
Declaration was published in 2014. It calls for 
the creation of a European dementia strategy 
and national strategies in all countries in 
Europe. The signatories also call on world lead-
ers to recognize dementia as a public health pri-
ority and to develop a global plan of action on 
dementia.

European Collaboration on Dementia 
(EuroCoDe): The aim of the project is to cre-
ate an European network of all actors in the 
field of dementia to jointly develop consen-
sual indicators, to establish a permanent dia-
logue between these actors to identify ways 
to highlight synergies and closer collabora-
tions in dementia European level. To develop 
these guidelines and indicators, the network 
brought together a number of European orga-
nizations, European projects, and informal 
collaborations.

12.2.7  Alzheimer’s Disease 
International (http://www.alz.
co.uk/)

ADI believes that the key to winning the fight 
against dementia lies in a unique combination 
of global solutions and local knowledge. As 
such, it operates at the local level, empowering 
Alzheimer’s associations to promote and 
deliver care and support for people with 
dementia and their caregivers while working 
globally to draw attention to dementia: ADI 
has formal relations with the World Health 
Organization.

The ADI has an Alzheimer University, a series 
of hands-on workshops to help Alzheimer’s staff 
and volunteers to build and to strengthen their 
organizations. ADI organizes an annual interna-
tional conference which is a unique multidisci-
plinary event aimed at uniting people who have 
an interest in dementia around the world. World 
Alzheimer’s Day, celebrated annually on 21 
September, is an opportunity to raise global pub-
lic awareness about dementia and its impact on 
families and to showcase the important work of 
its members around the world.

The World Alzheimer Reports provide the 
most comprehensive and up-to-date dementia 
data worldwide, including prevalence and eco-
nomic impact.

The 10/66 Dementia Research Group is made 
up of researchers who are studying the epide-
miology of dementia, modalities, and services 
for the support of patients and their families in 
developing countries. ADI and the Fondation 
Médéric Alzheimer are working together to 
award the Alzheimer’s Award for Psychosocial 
Interventions to promote this type of research 
aimed at supporting and improving the quality of 
life for people with dementia and their caregiv-
ers. The IMPACT study was designed to assess 
the current beliefs and behaviors of Alzheimer’s 
disease and dementia among stakeholder groups 
from five European countries. The Stroud 
Symposia Series is a collaborative effort between 
the Stroud Center, the ADI, and the The Institute 
of Psychiatry, Psychology and Neuroscience in 
London and has collected stories about the expe-
riences of people with dementia and their care-
givers. These stories provided insight into the 
improvement in the quality of life of people with 
dementia and their caregivers.

12.3  The Governmental 
Organizations

12.3.1  The European Commission

The European Commission’s Directorate for 
Health and Consumers and the Ministry of 
Health and Social Affairs of Spain co-hosted in 
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2010 in Madrid, with the support of the Spanish 
Presidency of the European Union, the confer-
ence Mental Health and Well-Being in Older 
People—Making It Happen (http://ec.europa.eu/
health/mental_health/events/ev_20100419_en.
htm).

The organizers invited 182 representatives 
from 29 European countries, the European 
Commission, and the European Parliament, 
including members of the health and social ser-
vices authorities, governmental and nongovern-
mental organizations of professionals, and 
consumers. The conference stressed the right of 
older Europeans to the highest level of health and 
well-being. It was stressed that it is the duty of all 
to give greater priority to the promotion of mental 
health and well-being and to fight mental health 
problems. Several horizontal themes have been 
identified and should be taken into consideration 
in the developing measures to improve the mental 
health and well-being of older persons. Some 
principles have also been considered for building 
action to improve the mental health and well- 
being of the elderly.

The following five priority areas were 
discussed:

• The promotion of mental health in old age
• The prevention of mental disorders and the 

promotion of autonomy
• The older adults in vulnerable situations
• Health systems for care and treatment
• Support for informal caregivers

The conference invited the organizers to com-
municate the results to the presidency of the con-
ference on active and healthy aging and 
encouraged the initiation of actions to promote 
the mental health and well-being of the older 
adults. The European Commission and Member 
States were invited to collaborate with regional 
and local authorities in partnership with profes-
sionals, informal patients and informal caregiv-
ers, NGOs, the older adults themselves, and other 
health sectors and the social sector concerned, to 
develop several initiatives to ensure the best pos-
sible mental health and well-being of older per-
sons in Europe.

12.3.2  The United Nations

Through a series of decisions, conventions, and 
resolutions, the United Nations has made a deci-
sive contribution to protecting the rights of all 
patients with mental disorders and disabilities. 
Two of them are:

• The United Nations Resolution 46/119 of 17 
December 1991: Principles for the Protection 
of Persons with Mental Disorders and for the 
Improvement of Mental Health Care (http://
www.equalrightstrust.org/ertdocumentbank/
UN_Resolution_on_protection_of_persons_
with_mental_illness.pdf)

• The United Nations Convention on the Rights 
of Persons with Disabilities of 2006 (http://
www.un.org/disabilities/convention/conven-
tionfull.shtml)

The UN was also linked to the 2002 Political 
Declaration and Madrid International Plan of 
Action on Aging [17] and the follow-up to the 
Second World Assembly on Aging in 2010 [18]. 
The Political Declaration committed itself to pro-
vide seniors with universal and equal access to care 
and services, including physical and mental health 
services. The United Nations Plan of Action on 
Aging provides a very specific contribution to the 
promotion of mental health in old age. Most 
recently, the United Nations Economic Commission 
for Europe (UNECE) realized in cooperation with 
the Government of Portugal at Lisbon in September 
2017 the Ministerial Conference on Ageing (A 
Sustainable Society for All Ages: Realizing the 
potential of living longer).

The conference completed the third review 
and appraisal cycle (2012–2017) of the Madrid 
International Plan of Action on Ageing and its 
Regional Implementation Strategy (MIPAA/
RIS). The focus was on “Realizing the potential 
of living longer.” Conference panels addressed 
this theme through the lens of:

 1. Recognizing the potential of older persons
 2. Encouraging longer working life and ability to 

work
 3. Ensuring aging with dignity
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The United Nations Convention on Older 
People’s Rights: the protection of the human 
rights of older peoples is still considered insuffi-
cient. Human rights, and their protection, are an 
important determinant of basic social health [17]. 
The Universal Declaration of Human Rights [19] 
deals with the rights of all human beings, but the 
rights and needs of certain groups are not suffi-
ciently covered by it. The General Assembly of 
the United Nations decided on 16 November 
2010 to set up a working group to strengthen the 
protection of the human rights of the older per-
sons (http://globalaging.org/agingwatch/conven-
tion/humanrights/Strengthening20Rights%%20
2%20-[update]%20Low20Res.pdf%). A 
Convention on the Rights of Older Persons is the 
most effective way to ensure that all people now 
and in the future can enjoy their human rights in 
their old age on an equal basis with others. This 
agreement is necessary to:

• Establish legal norms that challenge and 
replace attitudes and behaviors that stigmatize 
and discriminate older people.

• Clarify how human rights are applicable to 
older age.

• Ensure that states understand their human 
rights obligations for all in their older age.

• Better understand and assert the rights in old 
age.

• Improve the accountability of states for their 
human rights obligations toward the elderly.

• Provide a framework for policy development 
and decision-making.

12.3.3  The World Health 
Organization

WHO, through its Department of Mental Health 
and Substance Abuse, plays a very important role 
in policy making, suggests the development of 
specific programs, and provides decision-makers 
around the world with relevant information on 
mental disorders. It is impossible to describe here 
all his actions in favor of the mental health of the 
older adults, but here are some of the most sig-
nificant and recent.

The WHO Collaborating Center for Psychiatry 
of the Elderly: In 1994, WHO decided to appoint a 
collaborating center for the specific aspects of 
mental health for people over 65, and the University 
Service for Old Age Psychiatry of Lausanne was 
chosen. A protocol for a first collaboration was 
signed for the participation of this service in the 
program Quality Assurance in Mental Health 
Care. Quality indicators and a glossary to assess a 
day hospital in old-age psychiatry were developed, 
tested, and published [20]. Other indicators and 
glossaries were also developed to assess an outpa-
tient facility and a liaison consultation in old-age 
psychiatry. Thanks to this first successful collabo-
ration, the University Service of Old Age 
Psychiatry of Lausanne was appointed in 1996 as 
WHO-CC for Psychiatry of the Elderly and since 
then has assumed a consultative role for WHO in 
mental health for older adults.

Initially, this collaborating center received the 
mandate to organize three consensus meetings 
and to prepare and publish consensus statements 
on a definition of psychiatry for the elderly [9], 
the organization of care in psychiatry of the 
elderly [10], and the training in the psychiatry of 
the elderly [11]. These three meetings and docu-
ments were jointly organized and published in 
collaboration with WPA.

WHO decided to devote the year 2001 to men-
tal health and published the World Health Report 
2001: Mental Health, New Understanding, New 
Hope, to which the WHO-CC, Lausanne, con-
tributed [21]. The collaborating center also orga-
nized a new consensus meeting on the reduction 
of stigma and discrimination against older per-
sons with mental disorders and published it in 
several languages [11].

In 2012, the center organized another meeting 
to propose skill-based objectives for training in 
old-age psychiatry [12]. After its publication, the 
final document was submitted to the European 
Union of Specialist Physicians.

The WHO-CC has also contributed to the cre-
ation of fact sheets of references circulated by 
WHO.  The latest, published in 2013, refers to 
depression. The center participates in the effort to 
raise awareness and disseminate information on 
old-age psychiatry in countries where this spe-
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cialty is still underdeveloped, for example, in 
Brazil, where a project is under way to create a 
training program for caregivers. In addition, the 
center was also mandated to organize a collabo-
ration among international experts in the revision 
of the International Classification of Mental and 
Behavioral Disorders (ICD-11). These include 
identifying the diagnostic features of psychiatric 
illness in older adults.

The Mental Health Gap Action Programme 
(mhGAP): After the World Health Year 2001 on 
mental health and the publication of WHR 2001 
[21], WHO developed the mhGAP (http://www.
who.int/mental_health/mhgap/en/) program to 
strengthen care services for people with mental 
disorders, neurological disorders, and substance 
dependence, particularly for low- and middle- 
income countries. The program states that with 
appropriate care, psychosocial assistance, and 
medicines, tens of millions of patients could be 
treated for depression, schizophrenia, and epi-
lepsy and freed from their suicidal ideation and 
could begin to lead a normal life—even when 
resources are scarce. This program published the 
mhGAP Intervention Guide for Mental, 
Neurological and Substance Use Disorders in 
Non-Specialized Health Settings [22]. The IMH- 
mhGAP is destinated for health-care providers in 
primary and secondary care settings. It is pre-
sented in a succinct form to facilitate interven-
tions by nonspecialized and already very busy 
staff. It details what to do, but does not attempt to 
explain how to do it. It is important that nonspe-
cialized care providers be trained, supervised, 
and assisted in using the IMH-MhGAP in the 
assessment and management of people with men-
tal, neurological, or psychoactive substance- 
related disorders. Although not specific to older 
adults with these disorders, it nevertheless pres-
ents a very useful chapter on dementia.

WHO and Dementia: In 2006, WHO pub-
lished the document Neurological Disorders: 
Public Health Challenges [23]. It presents the 
public health perspective for neurological disor-
ders and presents estimates and forecasts of the 
global burden of these disorders. Separate sec-
tions deal with some of the most important disor-
ders in detail, dementia in particular. This chapter 

on dementia provides comprehensive informa-
tion to decision-makers and can also be used as 
an awareness tool.

A major turning point, however, was the publi-
cation in 2012 of the report Dementia: A Public 
Health Priority, which was developed jointly by 
WHO and ADI [24]. The aim of this report is to 
raise awareness of dementia as a public health pri-
ority, to articulate a public health approach, and to 
advocate for action at national and international 
levels. Indeed, there is a lack of awareness and 
understanding of dementia in most countries, lead-
ing to stigma, barriers to diagnosis and care, 
impacting caregivers, families, and societies phys-
ically, psychologically, and economically. The 
report should enable governments, policy makers, 
and other stakeholders to address the impact of 
dementia as a growing threat to global health.

This hope has not been in vain. In March 
2015, WHO organized its first Ministerial 
Conference on Global Action Against Dementia. 
Ministers [25] from several countries around the 
world, as well as experts from research, clinical 
communities, and NGOs, met in Geneva for the 
first time to discuss the global problems of 
dementia. The aim of the conference was to raise 
awareness of the socioeconomic burden created 
by dementia and to stress that this burden can be 
reduced if the world collectively commits demen-
tia to a global public health priority.

12.4  Conclusion

It is clear that developing services catering to the 
mental health needs of older adults would be 
much easier in age-friendly cultures and societies 
and hence the importance of building and work-
ing toward them cannot be overemphasized. 
Awareness creation about the impact of mental 
health conditions on the older adults should be 
done among the general public, policy makers, 
funding bodies, as well as health-care and social 
care professionals.

We already count with two specific associa-
tions on old-age psychiatry (EAGP, IPA), sec-
tions of old-age psychiatry in international 
psychiatric associations (WPA, EPA), an associa-
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tion that plays a major role in defending the rights 
of the mentally ill (WHMH), and major associa-
tions involved in the debate on dementia (AE, 
ADI), plus official organizations such as the UN, 
WHO, and European Commission. National 
organizations including old-age mental health 
sections of psychiatric associations do play a role 
at the national level in several countries, some big 
and some small. With several of these organiza-
tions in existence, we would hope that the mental 
health of older adults would be fairly protected, 
but in reality there is a long journey before we 
reach this objective. There should be a concerted 
effort by all stakeholders involved including gov-
ernmental and nongovernmental organizations, 
health and social sectors, and above all caregiv-
ers, service users, and general public.

It is extremely necessary to recognize the dif-
ficulties existing in the articulation of interests 
and in the provision of resources between these 
various actors. On the other hand, it is also neces-
sary to accept the role of many other associations 
and medical organizations (World Federation 
of Neurology, International Association of 
Gerontology and Geriatrics, World Organization 
of National Colleges, Academies and Academic 
Associations of General Practitioners/Family 
Physicians, etc.) and nonmedical organiza-
tions (the International Council of Nurses, 
the International Federation of Occupational 
Therapists, many associations of psychologists, 
etc.) in their contribution to improving the men-
tal health and well-being of the older adults and 
difficulties in articulating with the previous insti-
tutions. Finally, it should also be recognized the 
valuable role of national, regional, and local insti-
tutions in their efforts to collaborate with interna-
tional institutions and who share the harsh reality 
of the older adults with their multiple health prob-
lems and with their material and social difficulties.

Many older adults do not yet receive the care 
they need. While in low- and middle-income 
countries this is mainly due to inadequate 
resources, in settings where care and assistance 
services are available, the reasons are lack of 
information, prejudice, and discrimination. Many 
professionals do not recognize the alarming 
severity of the problem and do not receive ade-

quate mental health training in old age. The 
means to develop programs and services are too 
insufficient overall. But we must not deny that 
progress has been made. It is our responsibility to 
continue to develop them.
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Mental and Behavioural Disorders (and 
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Abstract
This chapter addresses anxiety disorders in 
late life, especially generalized anxiety disor-
der, which is highly prevalent and overloads 
health services. In addition, anxious patients 
usually have cognitive and social functioning 
decline, leading to a poorer quality of life. 
Despite this, it is a less studied topic than geri-
atric depression. Neurobiological research 
shows the involvement of the HPA axis, and 
basal cortisol levels are higher in those 
patients. The presentation of the symptoms is 
usually different in comparison with younger 
adults, and it is frequently comorbid with 
other psychiatric and physical diseases, com-
plicating its management. The treatment 
should involve medicines, such as SSRIs and 
psychotherapy, especially cognitive behav-
ioral therapy.

13.1  Introduction

A wide variety of well-known mental health dis-
orders are classified by DSM-5 criteria as anxi-
ety disorders, including agoraphobia, panic 
disorder, generalized anxiety disorder (GAD), 
anxiety disorder due to a general medical condi-
tion, social phobia, and specific phobia. 
Obsessive compulsive disorder (OCD) and post-
traumatic stress disorder (PTSD), which were 
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Key Points
• Anxiety disorders in late life have ele-

vated prevalence and are frequently 
comorbid but not always chronic.

• GAD may not directly increase mortal-
ity in depressed elderly people but leads 
to increased use of health services, 
decreased cognitive and social function-
ing, and poor quality of life.

• Neurobiological markers could offer 
new insights into treatment, especially 
linking HPA axis and anxiety/
depression.

• Treatment is usually less effective than 
in younger populations.

• Still less studied than geriatric depres-
sion and needs more studies with com-
bined treatment strategies, such as 
pharmacotherapy plus psychotherapy.
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formerly classified as anxiety disorders in the 
DSM-IV, are now separate categories in the new 
edition of the DSM. Anxiety disorder is not the 
same as everyday anxiety, stress, and worry; 
they are persistent conditions that may interfere 
with daily life and lead to serious physical and 
mental discomfort [1].

Anxiety in late life was frequently neglected 
and unrecognized, but new data has shown that 
we are improving our ability in its recognition 
and diagnosis [2]. Anxiety disorders are preva-
lent in later life and are associated with increased 
risk for disability, increased use of health ser-
vices, decreased cognitive and social function-
ing, and poor quality of life [3].

This chapter presents the recent literature 
focusing on anxiety disorders in older adults.

13.2  Epidemiology

Anxiety in older adults has been reported with 
lower rates than in younger adults, but data has 
shown that it may be underestimated [4].

Accurately assessing anxiety disorders is very 
challenging in all age groups. In the elderly, dif-
ferences in presentation, content, and severity of 
anxiety symptoms make it more difficult to assess 
than in younger adults. In community samples, 
recent evidence reveals that anxiety in older 
adults is more common than depression, often 
preceding depressive disorders, and when co- 
occurring, they provide a worst outcome than 
either condition alone [5].

In a nationally representative US sample age 
of at least 65 years old, the National Comorbidity 
Survey Replication found an overall prevalence 
of DSM-IV criteria anxiety disorders, GAD, and 
any phobia of 7.0, 1.2, and 4.7%, respectively, 
whereas among participants of 55 years old and 
older, rates were 11.6, 2.0, and 6.5%, respectively 
[6]. Phobias and specific phobias were the most 
prevalent disorders in the older age group. In 
Australia, however, 2.8% of a representative 
sample aged 55–85 years old was diagnosed with 
GAD, approximately twice the US rate. The most 
significant predictors of a 12-month GAD were 
lifetime depression comorbidity, concerns about 

having a serious illness despite doctor’s reassur-
ance, medication intake, and family history of 
anxiety or depression [7]. Studies in developing 
countries demonstrate substantial variation in the 
prevalence of anxiety, ranging from 0.1% in rural 
China to 9.6% in urban Peru. Estimates from the 
Latin America region, however, are similar to 
those from high-income European and North 
American countries [8].

Investigation of 70-year-olds showed that 
almost 14% of the women and 5% of the men met 
criteria for specific phobias. In most, fears were 
lifelong, although 8% had onset after age 50 [9].

Fear of falling, possibly because of changes in 
gait and balance, is the most common specific 
phobia in older people. It can be marked by 
excessive fear and avoidance; in more severe pre-
sentations, the consequences of this fear may be 
very complex, including avoiding everyday activ-
ities. One or more previous falls is the main risk 
factor for fear of falling. However, fear of falling 
is found in up to 50% of elderly who have had no 
previous falls [10].

Findings from previous studies suggested that 
anxiety is associated with an increased mortality 
rate in older men [11]. Recent investigations have 
shown that neither GAD nor mixed anxiety 
depression is associated with excess mortality 
[12]. Counter intuitively, GAD may even predict 
less mortality in depressive elderly people. The 
relation between GAD and its possibly protective 
effect on mortality merits further exploration.

13.3  Comorbidity

Anxiety disorders are frequently comorbid with 
other psychiatric and physical diseases, compli-
cating its management in the elderly [13].

Similar to the general population, anxiety dis-
orders in the late life frequently co-occur with 
depression [5]. In the National Comorbidity 
Survey Replication, 2.8% of adults 55  years of 
age and older had experienced co-occurring 
mood and anxiety disorders over the past year. Of 
those with a current anxiety disorder, 36.7% had 
comorbid major depressive disorder, while 51.8% 
of those with depression had a comorbid anxiety 
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disorder. The rate of comorbidity with depression 
is higher for GAD compared to other anxiety dis-
orders. The diagnosis of mixed anxiety/depres-
sion may be particularly relevant for older adults, 
whose symptoms may not meet strict diagnostic 
criteria for either disorder or may demonstrate a 
fluctuating symptom pattern [14]. Mixed anxiety 
and depression is a syndrome with a poorer prog-
nosis, compared with anxiety or depression alone 
[15]. Also, anxiety disorders have consistently 
been found to have an adverse impact on cogni-
tive functioning in older individuals, increasing 
the risk of cognitive decline [16].

Regarding physical comorbidity, a variety of 
medical conditions frequently coexist with anx-
iety disorders in older adults [17]. Cardiovascular 
disease, hyperthyroidism, diabetes, chronic 
pain, lung disease, and gastrointestinal prob-
lems have all been found to be significantly 
associated with anxiety disorders [18]. 
Diagnosing anxiety in the context of physical 
illness is a significant challenge in older adult. 
Given the deleterious consequences of mental 
disorders on the outcome of medical illnesses, 
detecting clinically significant anxiety in this 
context is crucial.

A growing body of research has focused on 
cardiac problems due to mutually adverse effect 
of cardiac problems and anxiety disorders. 
However, acute coronary syndrome patients 
meeting GAD criteria had a superior 5-year car-
diac outcome. Possibly, they worry construc-
tively and are more likely to seek help and be 
more adherent to cardiac rehabilitation pro-
grams [19].

13.4  Neurobiology of Anxiety 
in Older Adults

A relationship between polymorphism in the pro-
moter region of the serotonin transporter gene, 
depression, and anxiety traits has been examined 
in many studies [20]. There is evidence to sup-
port the moderating effect of the serotonin trans-
porter gene on the relationship between stressful 
life events and depression/anxiety. The effect is 
likely due to prolonged cortisol elevation in 

response to stress in carriers of the short allele 
[21].

Selective serotonin reuptake inhibitor (SSRI) 
efficacy has also been linked to genetic variation 
in the serotonin transporter gene. Further support 
comes from a recent treatment study that reported 
an association between serotonin transporter gen-
otype and cortisol reductions after SSRI treat-
ment in older adults with GAD [22].

High basal cortisol levels have been described 
in anxiety disorders (panic disorder and GAD). 
In the latter, studies suggest that such dysregula-
tion may be state dependent, as higher cortisol 
levels can be found in patients with current anxi-
ety disorder and lower cortisol levels for those in 
remission [23].

Also, hypothalamic-pituitary-adrenal (HPA) 
axis dysfunction in the elderly may influence 
cognitive performance in stress-related disorders. 
Elevated cortisol level is associated with poorer 
cognitive performance, which can partially be 
explained by the chronic effects of the hormone 
exposure on the hippocampus.

Findings from several studies suggest that, 
compared to older adults without GAD, those 
with GAD have poorer immediate and delayed 
episodic memory, as well as poorer set-shifting 
ability (a measure of executive function). Overall, 
anxiety treatment may improve cognitive ability 
in older adults [24].

13.5  Diagnosis and Assessment

The presentation of anxiety symptoms is usually 
different in older adults in comparison with 
younger patients, potentially making anxiety dis-
orders more difficult to diagnose in the elderly 
[25]. Older adults tend to emphasize somatic 
rather than emotional symptoms of anxiety. They 
are also less likely to seek mental health services 
for their anxiety symptoms, with the consequence 
that the responsibility for diagnosing anxiety 
symptoms falls mainly on primary care physi-
cians [26]. These issues pose a barrier to accu-
rately diagnosing anxiety disorders in the elderly.

The phenomenon of anxiety can be divided 
into fear (as in phobias or panic disorder) or 
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worry (as in GAD). Worry is a process of thoughts 
and images that are negatively affect-laden and, 
in severe forms such as GAD, relatively 
uncontrollable.

GAD is accompanied by somatic and psycho-
logical symptoms such as irritability, concentra-
tion problems, easy fatigability, sleep 
disturbances, muscle tension, and restlessness 
[27]. In older adults with GAD, about half expe-
rience their first onset after 50  years of age. 
Patients with late-onset GAD report more func-
tional impairment and poorer health than those 
without GAD [28]. Furthermore, when GAD is 
comorbid with depression, risk for suicidal ide-
ation increases [29]. Part of the challenge of diag-
nosing and treating GAD in the elderly is that 
worry content in older adults is different from 
that of younger adults. Older adults tend to worry 
regarding the health and welfare of loved ones 
instead of about work/school and relationships, 
the more common problems in younger adults 
[30]. Some scales have been developed to help 
the clinician in the assessment of anxiety symp-
toms specifically in older adults. The Geriatric 
Anxiety Inventory (GAI) has demonstrated ade-
quate psychometric properties in this population 
and is currently validated in several languages 
[31].

Regarding specific phobias in older patients, 
the fear content typically involves situational 
fears, specifically fear of falling. The general 
definition for this condition is the loss of confi-
dence in one’s balance activities that ultimately 
impairs the performance of daily activities. 
Unfortunately, fear of falling is not specifically 
addressed in DSM-5. The prevalence of fear of 
falling increases with age and causes consider-
able impairment via decreases or avoidance of 
activity and social withdrawal. In community of 
older adults who do not have previous falls, the 
prevalence of fear of falling is estimated to be 
between 12% and 65% [32]. The prevalence 
increases up to 92% for those who have previous 
experience of falls [33]. The difficulty to diag-
nose fear of falling as a psychiatric disorder may 
come from the fact that the behavior is often con-
sidered normal and attributed to physical limita-
tions due to comorbid medical disorders. Patients, 

who have low objective fall risk but severe levels 
of fear of falling, as measured by a brief instru-
ment such as the 7-item short form of the Falls 
Efficacy Scale, may warrant an intervention 
focused on excessive fear [34].

13.6  Treatment

Anxiety disorders in the elderly are frequently 
undetected and untreated. When treatment takes 
place, it usually involves benzodiazepines or 
other anxiolytic medications rather than antide-
pressants or psychotherapy. Unlike depression, 
little research has been conducted on treatment of 
anxiety in older adults.

Often the first step in medication management 
is discontinuation of harmful or inappropriate 
medication such as sedatives, anticholinergics, 
and antihistaminergics, including over-the- 
counter medications and herbal supplements.

Recent evidence suggests that SSRI pharma-
cotherapy is superior to psychotherapy as an 
acute treatment for geriatric anxiety [35]. Data 
from controlled trials support the use of escitalo-
pram, duloxetine, pregabalin, venlafaxine, citalo-
pram, and sertraline for late-life GAD [36].

Data are even scarcer with respect to treatment 
of other anxiety disorders, but evidence from 
controlled trials and open-label studies suggests 
the efficacy of sertraline, citalopram, and escital-
opram, as well as of imipramine and alprazolam, 
for panic disorder in older adults. The SSRIs cita-
lopram, escitalopram, and sertraline may be par-
ticularly effective treatments for anxiety in the 
elderly based on their low propensity for drug 
interactions and short half-lives [37].

Benzodiazepines are often the only treatment 
received by older adults with anxiety disorders, 
and they are prescribed more frequently to older 
adults than to younger adults. Although benzodi-
azepines are effective in reducing anxiety and 
may be useful as an adjunctive, as-needed, or 
short-term treatment strategy, long-term daily use 
is associated with falls, fractures, and cognitive 
decline in the elderly and is not recommended 
[38]. Among benzodiazepines, lorazepam has a 
relatively short half-life and no active  metabolites 
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and is therefore preferable to alprazolam or clon-
azepam, which are more likely to accumulate and 
achieve toxic levels in older adults.

In many cases, monotherapy may not be ade-
quate. In that case, physicians should consider 
augmenting with other medications or with CBT 
that focuses on behavior intervention techniques 
such as relaxation therapy [39].

Research, mostly with older GAD patients, 
provides support for the effectiveness of cogni-
tive behavioral therapy (CBT) relative to waiting 
list and active control conditions such as support-
ive therapy and attention placebo [39].

A recent RCT showed that CBT augmenta-
tion of SSRI treatment reduced peak cortisol lev-
els for older adults with GAD. Since persistently 
high cortisol levels in aging are thought to 
increase age-related cognitive and medical prob-
lems, it suggests that there may be a benefit to 
health and cognition of CBT augmentation for 
late-life anxiety disorders [40]. Response to 
CBT for GAD in older adults may be compro-
mised by memory impairment, executive dys-
function, or failure to complete at-home 
practice.

13.7  Conclusion

Given the seriousness of anxiety disorders in the 
elderly, further study of epidemiology, clinical 
features, comorbidity, neurobiology, disability, 
and treatment are needed to better understand 
this condition. It is also important to emphasize 
the importance of individual and coexisting mood 
and anxiety disorders in older adults as the treat-
ment of this comorbid condition usually has 
poorer outcome. Further study of risk factors, 
course, and severity is needed in order to target 
intervention, prevention, and healthcare needs. 
Given the rapid aging of the world population, 
mostly in developing countries, the potential 
public health burden of late-life mental health 
disorders will likely grow as well, suggesting the 
importance of continued epidemiologic monitor-
ing in the presence of anxiety disorders among 
elderly subjects both in clinical and community 
settings.
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Abstract
In this chapter, bereavement is defined as the 
response to the loss of a loved one, and the 
normal and pathological manifestations of 
that response are explained, as well as its 
expected progression, making reference to the 
mourning model as a process, proposed by 
Worden. The peculiarities of bereavement in 
old age are addressed, as well as the risk fac-
tors for the development of a complicated 
grief and the differential characteristics 
between a normal grief response and an 

episode of major depression or a psychotic 
disorder. Intervention guidelines are offered 
for the management of grief in the context of 
primary care and criteria that indicate the con-
venience of referral to specialised care and/or 
non- governmental resources, emphasising the 
importance of promoting instrumental and 
emotional support from the family and social 
environment of the mourners. The chapter 
also includes two clinical cases that illustrate 
the practical intervention with elderly people 
in grief.
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Key Points
• Bereavement is defined as the response 

to the loss of a loved one.
• The normal response to bereavement is 

manifested by perceptual, cognitive and 
behavioural alterations, along with 
physical feelings and sensations related 
to the loss [1].

• In older adults, adjusting to life after a sig-
nificant loss, such as the loss of a spouse, 
may be hindered by factors such as the 
existence of multiple losses, increased 
personal awareness of their own death and 
the interdependence that usually exists in 
the case of long-term partners [1].

• As the bereavement progresses, the 
intensity and frequency of the psycho-
logical distress should lessen [2].
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14.1  Concepts and Expressions 
of Bereavement

Bereavement entails the series of psychological 
and psychosocial processes following the loss of 
someone with whom the person had a psychoso-
cial connection [3]. In most cases, bereavement 
following the loss of a loved one is associated 
with an increased risk of suffering different psy-
chological and physical disorders [4], which may 
result in an increased number of primary care vis-
its. It is necessary to draw a distinction between 
those manifestations that are normal and expected 
and those that are not in order to offer appropriate 
and non-pathological support.

Feelings of loneliness, sadness, anger or 
impotence are common, along with sensations of 
yearning and anxiety (which may be manifested 
physically) with complaints of shortness of 
breath, chest tightness, anergy, etc. Responses of 
disbelief and shock may also emerge (particu-
larly in the case of sudden deaths), as well as con-
fusion and concern regarding the deceased and/or 
the circumstances of the death. There are often 
different perceptual alterations (which are gener-

ally temporary) such as feelings of presence and 
brief visual or audible hallucinations during 
which the mourner seems to perceive the 
deceased person.

On a behavioural level, sleep and eating disor-
ders, distraction and a tendency towards isolation 
are frequent after the loss, with sobbing, whim-
pering and behaviours of searching for the 
deceased. Certain people try to avoid stimuli that 
remind them of the loss, while others constantly 
seek such stimuli, keeping the belongings of the 
deceased.

The aforementioned manifestations are nor-
mal [1] and must not be pathologised by those 
close to the mourner.

Although individual variability is the norm, 
certain researchers have attempted to classify this 
response into states [5] or stages [6–8], as can be 
observed at the Table 14.1:

On occasion, such attempts have been criti-
cised, as it is thought that they transmit a vision 
of bereavement as a succession of stages through 
which people progress with certain passivity, 
while researchers such as Worden [1, 9] prefer to 
refer to bereavement as a process, which entails 
several different tasks in order to reach a satisfac-
tory resolution. The first task to which he refers 
in his model is to accept the reality of the loss, in 
other words, the intellectual and emotional 
acceptance that the person has died and will not 
come back. This acceptance may take time, and 
behaviour such as keeping all of the belongings 
of the deceased for months or visiting psychics to 
“contact” the person indicate that this task is still 
unresolved.

The second task proposed by Worden [1] is to 
process the pain of the grief. This refers to the 
fact that, in general, it is necessary to recognise 
the suffering caused by the loss and work through 
the experience without denying its importance or 

Table 14.1 Some proposals for classifying the phases of the grieving response

Author States or stages of bereavement
Kübler-Ross [5] Denial Anger/bargaining Depression Acceptance
Parkes [6] Numbness Yearning Despair Reorganisation
Bowlby [7] Numbing Yearning and searching Despair Reorganisation
Sanders [8] Shock Awareness of loss Withdrawal Healing/renewal

• Risk factors for the onset of complicated 
bereavement include a previous history 
of psychiatric disorders, a lack of per-
ceived social support and cases in which 
the circumstances of the death are par-
ticularly distressing.

• The presence of frank psychotic symp-
tomatology, depression or insuppress-
ible suicidal thoughts is an indicator that 
the case should be referred to the mental 
health services.

M. Fernández Cabana et al.
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taking refuge in avoidance behaviours, such as 
sudden trips or the use of alcohol or drugs.

The third task proposed is to adjust to a world 
without the deceased. This may entail external 
adjustments (such as learning new skills or taking 
on roles that were once performed by the 
deceased), internal adjustments (confronting the 
effects of the death of a loved one on the mourn-
er’s own self-esteem, self-efficacy and on their 
definition of themselves) and spiritual adjust-
ments, i.e. the way they see the world and their 
beliefs and values until that time. Those who find 
this task difficult will appear helpless and will not 
develop the new skills that they need, or they may 
isolate themselves so as not to confront the 
requirements of their environment.

Finally, the fourth task is to find an enduring 
connection with the deceased in the midst of 
embarking on a new life, in other words, finding 
ways to think about and remember the person 
that do not result in excessive emotional activa-
tion and that make it possible to engage with 
other people or activities and continue to experi-
ence life. However, in some cases people feel that 
their life ended with the death of their loved one 
and they are unable to relate to others or appreci-
ate what life can still offer them.

The author [1] stresses that these tasks do not 
follow a strict order and that they do not have to 
be resolved sequentially, but rather they can be 
addressed simultaneously and at different times 
throughout the grieving process.

14.1.1  Bereavement in Later Life

At present, the population is progressively age-
ing, especially in developed countries. With age, 
there is an increased possibility of suffering mul-
tiple losses (and, therefore, multiple griefs) not 
only of loved ones but also in terms of status, 
physical and cognitive problems and, in some 
cases, awareness of the need to depend on 
others.

Over the years, people have increased aware-
ness of their own vulnerability and mortality, and 
the death of their partner may precipitate their 
need to move house or enter an institution. 

Furthermore, remaining in the house shared with 
their partner for so many years may lead to an 
intense sensation of loneliness, especially if the 
relationship was harmonious [1].

In later life, marriage has been associated with 
better mental health, possibly because it provides 
social support and increased self-esteem [10]. 
Thus, the loss of a partner after a long-term rela-
tionship entails the need for significant adjust-
ments, both for men, who may need support to 
assume “feminised” tasks and to continue to feel 
a bond to their loved ones [10], and for women, 
who may require instrumental assistance or assis-
tance of another kind [11].

Being widowed in later life has been linked to 
an increased risk of mortality related to heart 
problems [12] (this risk is greater in men [13]). 
The loss of a loved one may lead to worsening 
health in general, with symptoms such as weight 
loss and decreased functional capacity [14].

The loss of a partner is also associated with 
the onset of depressive symptoms, especially in 
the months following the death of the partner. A 
prior diagnosis of depression or anxiety disorders 
is a risk factor for complicated bereavement in 
older adults [14, 15]. It is also necessary to rule 
out psychotic disorders or dementia.

Deaths of friends and family also represent a 
progressive decrease of a person’s social net-
work, in other words, less possibility to receive 
support. Furthermore, cultural prejudice regard-
ing old age may mean that older adults are 
neglected and do not receive accurate informa-
tion in the event of the death of a loved one, 
with ideas such as “they do not understand”, 
“they do not feel as much” or “better not to tell 
them”.

However, research demonstrates that many 
older adults are able to work through grief in a 
satisfactory manner [16], especially those who 
have effective social support [17] and who are 
able to use positive coping strategies [18, 19].

It can be considered that the bereavement has 
been overcome when the person is able to 
remember the deceased with composure, with-
out feeling overwhelmed by the memory, and is 
able to pay attention to the positive experiences 
shared [20].
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14.2  Criteria for Detecting 
Abnormal Responses 
to Bereavement

There are certain risk factors that can hinder the 
grieving process. They are related to the relation-
ship maintained with the deceased, the situation 
and characteristics of the patient and the cause 
and circumstances of the death.

The kind of connection that was held with the 
deceased is a factor that must be taken into 
account [21]. In this respect, when there was an 
ambivalent or excessively dependent relationship 
with the deceased, working through the bereave-
ment may be more difficult. This is also the case 
when there is a certain uncertainty surrounding 
the death (when it is the result of an accident in a 
faraway place, deaths in which it is not possible 
to recover the body, etc.) or in the event of mul-
tiple losses. A previous history of difficulties to 
work through other situations of grief, a back-
ground of depressive episodes and certain per-
sonality characteristics related to an inability to 
tolerate emotional distress, as well as a tendency 
to respond with withdrawal or avoidance behav-
iour, are also personal risk factors.

With regards to the cause of death, death by 
suicide tends to be especially difficult for those 
left behind, as it is not usually interpreted as the 
final consequence of severe emotional suffering 
or mental illness but rather as a “choice” that 
could have been avoided, and mourners often 
think that they should have done something to 
prevent the death [22]. Therefore, feelings of 
guilt, suicidal thoughts, shame and stigma may 
emerge, given the social rejection that this cause 
of death provokes in the majority of cultures. 
There may also be a tendency to hide the cause of 
death [23], which reduces the possibility of 
receiving appropriate social support.

Sudden deaths, as a result of accidents, vio-
lence from others or physical problems (heart 
attacks, strokes, etc.), are usually more difficult 
to work through, as they entail more intense sen-
sations of disbelief and unfairness, guilt and the 
need to blame others (e.g. medical staff) [1]. 
There may be unresolved issues after the sudden 
death of a loved one, and when this happens at an 

unexpected moment of the life cycle, it may jeop-
ardise the grieving process.

The Diagnostic and Statistical Manual of 
Mental Disorders (fifth ed.; APA, 2013) has 
included “Persistent complex bereavement disor-
der” under the conditions for further study chap-
ter, for cases in which there is an intense and 
sustained reaction to bereavement [24].

This diagnostic category would include com-
mon manifestations of grief, such as intense sor-
row and emotional distress, yearning for the 
deceased and concern for the deceased or the cir-
cumstances of the death. Response to this distress 
would include symptoms such as difficulty 
accepting the death, with a sensation of numbness 
or disbelief regarding the loss, or bitterness or 
anger, and difficulties remembering the deceased 
in a positive manner, self-blame and excessive 
avoidance of stimuli associated with the loss.

Another of the proposed criteria would be 
social and/or identity alteration, with symptoms 
such as a desire to die to join the deceased, diffi-
culty trusting other people, with disregard and a 
sensation of loneliness, difficulty keeping up 
with interests or making plans, a loss of the rea-
son for living and a reduced feeling of individual 
identity.

Diagnosis will only be made in cases in which 
the grief is disproportionate or inconsistent with 
existing cultural or religious norms and when it 
results in clinically significant distress or impair-
ment in social, occupational or other important 
areas, at least 12  months (in adults) after the 
death. Persistent complex bereavement disorder 
is associated with the onset of unhealthy behav-
iours such as the use of alcohol or tobacco, result-
ing in a lower quality of life and an increased risk 
of suffering medical conditions.

The manual [24] estimates that prevalence of 
persistent complex bereavement disorder is 
approximately 2.4–4.8%. It is more frequent in 
women, and there is a higher risk in cases of 
greater dependency on the deceased and when 
the deceased is a child. Other researchers esti-
mate a prevalence of 10–25% of complicated 
bereavement among grieving older adults [25].

The DSM-5 also includes the specification 
“with traumatic bereavement” in cases of grief due 
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to murder or suicide, in which distressing and per-
sistent concerns may emerge regarding the trau-
matic nature of the death and the final moments of 
the deceased, their suffering and injuries or the 
malicious or intentional nature of the death.

Older adults who have lost a loved one (espe-
cially in the case of a long-term partner) may suf-
fer high levels of depressive symptoms [26], and 
this response can be found in both men and 
women [27]. A distinction should be made 
between a depressive episode and bereavement 
(and the possible presence of both must be taken 
into account). Table 14.2 (modified from DSM-5 
[24], 2013) shows the difference between the two.

Finally, perceptual alterations consisting of 
audible or visual illusions or hallucinations 
should be temporary and be followed by the criti-
cism of the mourner. Such characteristics differ-
entiate them from those that may appear in a 
psychotic disorder.

14.3  Possible Interventions 
and Recommendations 
for Specific Primary Care 
Management

Primary care services represent a privileged envi-
ronment in which to care for people who are 
grieving and to offer them the monitoring that 
they need. In developed countries there are an 

increasing number of requests for professional 
support to cope with grief and other psychologi-
cal difficulties. In the past, this role was carried 
out by the community, the family or religious 
institutions, but as a result of the progressive sec-
ularisation of society, along with the scattering of 
the family and the progressive isolation of indi-
viduals, family doctors now receive many of 
these requests for help.

On occasion, long-term contact with patients 
in a primary care setting means that doctors have 
prior knowledge of the background of the 
mourner and information regarding the social 
support available to them [28, 29].

In the case of recurrent visits with physical 
complaints, it is important to explore if there has 
been a recent change in the person’s life such as 
the loss of someone important. Such losses may 
be communicated directly by the patient or the 
patient’s family and must not be ignored but 
rather addressed to the extent that the situation 
allows. Below we will describe some possible 
interventions:

• Dedicate a few minutes to investigate how the 
death occurred and the specific circumstances, 
enabling the mourner to express emotions. 
Avoid replying with clichés or trying to pre-
maturely soothe the person.

• Ask how the person is and reassure them about 
expected symptoms of bereavement. Explain 

Table 14.2 Criteria of normal grief response and major depressive episode

Normal response to bereavement Major depressive episode
Predominant affect Emptiness and loss Sadness, inability to experience happiness 

or pleasure
Mood Dysphoria that gradually decreases in 

intensity and that appears in waves faced 
with certain stimuli

Persistent depressed mood that is not 
associated with specific thoughts or worries

Range of emotions The pain may be accompanied by moments 
of humour and positive emotions

Intense unhappiness with less variability

Thoughts Worry linked to thoughts and memories of 
the deceased

Self-criticism, pessimistic rumination

Self-esteem Preserved Feelings of worthlessness and self-hate are 
frequent

Thoughts of death Typically passive, at times related to the idea 
of “joining” the deceased

There may be active suicidal thoughts, 
related to the feeling of worthlessness, 
indignity or inability to cope with the 
distress
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to patients and their families that the grieving 
process is long and usually has ups and downs, 
especially on specific dates (such as celebra-
tions and anniversaries of the death) and also 
3–6  months after the death, when external 
support tends to decline.

• In the case of intense distress, openly explore 
as to whether there are possible suicidal 
thoughts, for example, by asking if the patient 
has considered the idea that it is not worth 
 living. If the answer is yes, explore how struc-
tured the idea is and if they have thought how 
they would do it (the greater the level of intent 
and planning, the greater the risk).

• The use of psychiatric medications for acute 
bereavement is not recommended, except in 
cases of major depression or other mental 
disorders. Despite this, the prescription of 
such medications has increased in recent 
years [30]. The use of anxiolytics is contem-
plated for the first weeks after the death, to 
facilitate coping with the presence of intense 
anxiety or insomnia. They could be taken 
under the supervision of a carer, to prevent 
the mourner from taking potentially lethal 
doses.

• Explore the circumstances of the older adult, 
if they live alone and their perception of the 
availability of family support or a social net-
work. Pay particular attention to older adults 
who have lost their partners and who feel that 
they have no valid social support.

• Ask if they are able to maintain their self-care 
(hygiene, diet, medications in the event of ill-
ness, etc.), and respectfully enquire if they are 
resorting to drugs or alcohol to cope with the 
distress that they feel and if the loss has also 
resulted in a significant decline in their eco-
nomic resources.

• Encourage the instrumental and emotional 
support of family members and that of their 
social environment.

• If consulted on the matter, encourage the older 
adult to see the deceased to say goodbye and 
express their pain, which will facilitate accep-
tance of the death [31]. Advise against taking 
important decisions during the acute grieving 
period.

14.3.1  Referral Criteria

In order to decide whether it is necessary to refer 
the patient to specialised treatment, it is advisable 
to abide by clinical criteria and take the person’s 
previous history into account, as well as cultural 
norms for the expression of distress.

The decision should also be based on the crite-
ria of the actual patient, placing importance on 
their subjective interpretation of the death and 
their self-perception as to whether they are able 
to cope.

It will be useful to assess the contact held with 
nursing staff and the social services in cases in 
which there are self-care and economic 
difficulties.

General criteria to be taken into account for 
referral include the excessive duration of the 
distress (over 1  year according to certain 
authors), impaired health or self-care difficul-
ties, the onset of frank psychotic symptomatol-
ogy, insuppressible suicidal thoughts or clinical 
depression [32, 33].

14.4  Clinical Cases

Below we will examine two clinical cases in 
order to illustrate the different responses to the 
loss of a loved one.

14.4.1  Case 1

Healthcare Context: Interdisciplinary team at a 
community psychogeriatric unit (PGU). The 
patient is referred from his community mental 
health unit after assessment.

Mr. García is 83  years old, he is a widower 
and he is accompanied by his daughter. Level of 
Studies: Primary. He emigrated to Venezuela 
when he was 17, where he worked as a builder, 
married and had a daughter. He returned to his 
home country with his family when he was 63. 
He lives with his daughter, son-in-law and 
19-year-old grandson.

According to his daughter, he looked after his 
wife, who had Parkinson’s disease, for many 
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years. When she died, 18 months ago, the patient 
suffered a significant physical and psychological 
depression. He was sad, restless and could not 
sleep. He started to suffer several falls (he was 
taking benzodiazepines).

Six months ago his daughter became alarmed 
after an extremely serious incident involving a 
pair of scissors, and she took him to the emer-
gency department where they prescribed 50  mg/
day of sertraline and 25  mg/day of quetiapine, 
and they referred him to the mental health unit. 
There he was diagnosed with a depressive adjust-
ment disorder with behavioural disorders and 
mild cognitive impairment, and he was referred 
to the psychogeriatric unit for follow-up.

His daughter states that his mood has improved 
in recent months, but his memory is greatly 
impaired. One day he lost his keys in a park (they 
were later handed back to him), and on occasion 
he has lost money, so she withdraws his pension 
money from the bank for him.

The patient says that he is losing his memory 
and he finds it difficult to remember the name of 
people that he knows but that he is not too con-
cerned about this because he knows that it is due 
to his age. Speaking in a fluent, coherent and 
orderly manner, he provides an alternative 
account to that of his daughter regarding the inci-
dent with the scissors. He says that he has been 
finding it very hard since the death of his wife 
with whom he had lived happily for over 60 years. 
He says that he was cutting up some cartons 
when his daughter challenged him and this 
angered him, but it was a misunderstanding, and 
it never occurred to him to attack her. He also 
appears upset because his family does not trust 
him (his daughter goes to the bank to withdraw 
money for him).

The patient gets up at 9:00, he visits a coffee 
shop on a regular basis, he gathers with other 
older adults in the park and he attends a memory 
workshop. He watches the television for 2 h. He 
drinks one glass of wine at a bar and half a glass 
with his main meal (1/4 of a litre per day). He has 
never been an excessive drinker or smoker.

With regards to his history of mental illness, 
he visited a general practitioner when he was 
around 40, at a time when he was stressed at work 

and barely slept. The daughter confirms that he 
was prescribed Valium for a time and that he had 
subsequently took it again on occasions, but she 
has never seen him so depressed for large periods 
of time. When he was 50, he tried to return to 
Spain, but he found it very difficult and returned 
to Venezuela.

Mental Status Examination: His appearance is 
excellent, he is clean and he is willing to collabo-
rate. Affective contact is good. There is no evi-
dence of psychotic symptomatology. He is 
euthymic and there are hardly any symptoms of 
anxiety. He now eats and sleeps well. 
MMSE = 24/30 points, which for his age and low 
level of studies is considered as high performance 
in our environment.

Prior Personality: Mister García describes 
himself as a “methodical and responsible” person.

Based on his recent positive evolution, his 
psychopharmacological treatment is continued, 
and he is advised to increase his social relations.

At a revision held 9 months later, he is cheer-
ful and he states “I’m alone, because my wife has 
died, but I have my daughter... we might fight at 
times but we’re happy (he laughs at his joke)... 
although I am losing my memory”.

His daughter confirms his positive evolution 
and plays down his memory losses, which are 
now minor.

Final Diagnosis: Complicated bereavement 
with a moderate depressive episode and a psy-
chomotor agitation crisis. It is assessed that the 
grieving process is progressing in a satisfactory 
manner, thus reversing cognitive impairment 
(although there are still subjective complaints).

Follow-up Plan: His pharmacological treat-
ment is continued, and he is still advised to 
increase his social interaction. A follow-up 
appointment is scheduled after a year, and he can 
call if necessary. A written report is submitted to 
his primary care physician.

Discussion: Case 1
This case is an example of complicated bereave-
ment in a person with a good prior level of mental 
balance. The good relationship with the deceased 
and the high level of family and social support 
were factors in his positive prognosis. The cogni-
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tive impairment which is frequently associated 
with depression has not progressed, so the onset 
of dementia has been ruled out, despite the 
emphasis placed on this matter initially by the 
patient and his daughter. Despite the positive 
evolution of the case, it should be followed up 
conjointly by the primary care centre and on the 
specialised mental health level, in this case, the 
community psychogeriatric unit [34].

14.4.2  Case 2

Healthcare Context: A medium-sized nursing 
home, with an in-house medical and nursing ser-
vice. The psychogeriatric unit collaborates 
through a referral and liaison programme, with 
monthly visits from the psychologist and psychi-
atrist. The case has been addressed in conjunc-
tion with both professionals and in direct 
collaboration with the residential centre’s doctor, 
social worker and nurse.

Mr. Martínez is 88 years old and he was wid-
owed 6 months ago.

Level of Studies: Primary. He worked on fish-
ing boats.

He is referred to our PGU by the doctor at the 
nursing home because one night he got out of bed 
saying that he wanted to jump out of the 
window.

The first interview is performed by the psy-
chologist. At first, the patient denies any psy-
chotic symptomatology, and he complains of foot 
pain because his shoe bothers him. When asked 
about his deceased wife, he says that he misses 
her, despite the fact that it was quite difficult for 
him when she was ill. He says that he dreams a 
lot and he admits that he is sad and has a “fear of 
living”. He is worried about everything. He says 
that he is waiting to be transferred to another 
home that is closer to where his niece lives, who 
they raised as a daughter. He says that he does not 
care about dying and, if he had the strength, he 
would take his own life.

The psychiatrist visits him the following 
week. He states that he has head pain and is 
depressed, “I feel hopeless... I remember my wife 
and sometimes it feels like I can see her and that 

she is with me”. He accepts that “for her it was 
better to die, she was in a lot of pain, she wanted 
to die”.

He has delusional ideas of bankruptcy: “I’m 
worried about my bank book, and if they’re going 
to trick me, when I signed I realised that it was like 
I was signing my death sentence, I signed so many 
times... there are six thousand euros... I became 
obsessed with the idea... I don’t know if it’s true or 
not... I think about it a lot... yesterday I went to the 
bank to complain but I don’t know what I said...”

He has persistent suicidal thoughts: “...I 
thought about jumping off somewhere, I don’t 
belong here”.

Good cognitive status according to his level of 
studies: MMSE  =  21/30. He has been taking a 
benzodiazepine to sleep for several years.

He is diagnosed with complicated bereave-
ment with major depression, with suicidal 
thoughts and delusional ideas of wrong being 
done to him. He is prescribed 75  mg/day of 
venlafaxine.

After 6 weeks a clear improvement is observed 
and he is calmer.

After 4 months he is well, calm and coherent. 
He refers to the possible transfer to another home 
with less anxiety, “I’m not as bothered now”. He 
eagerly recounts how yesterday “I ate a cake and 
I smoked a cigar, I thought it would harm me, but 
it didn’t”.

After 6 months he is admitted to hospital with 
lower gastrointestinal bleeding due to diverticu-
losis. He suffered an episode of delirium while he 
was in the hospital, and in his discharge report, a 
diagnosis of dementia was made.

A short time after his discharge from hospital, at 
the home he is serene and euthymic. His cognitive 
status is similar to the last time (MMSE = 21/30). It 
is verified that he does not have dementia, and as 
the hospital reduced the pharmacopoeia, eliminat-
ing the antidepressant, it is decided that no psychi-
atric drugs will be prescribed.

Two months later, he suddenly expresses a 
fear that his bank books will be altered, “I become 
obsessed with strange things like this”. “I always 
felt hopeless about everything in life”. Although 
he appears euthymic, the recurrence of delusional 
ideas renders it advisable for him to resume tak-
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ing 75 mg/day of venlafaxine. Based on his posi-
tive evolution and after several months, the 
venlafaxine was reduced to 37.5 mg/day.

At his 18-month follow-up, he was euthymic. 
He was advised to go for walks outside of the 
centre, accompanied by a volunteer. After 
30 months he was stable. The patient died 4 years 
after becoming widowed.

Discussion: Case 2
In this case we have a person with complicated 
bereavement and a major depressive episode, 
with suicidal thoughts and delusional ideas of 
wrong being done to him. His depressive person-
ality was a predisposing factor, and the fact that 
he had certain family support was a factor in his 
positive prognosis.

He demonstrated a positive and quick response 
to pharmacological treatment and psychothera-
peutic support. The positive evolution of the case 
highlights the diagnostic error made during his 
time at the hospital: his delirium was confused 
with dementia.

Mr. García was never transferred to another 
home, and despite this his evolution was positive. 
He died 4 years later (at the age of 92) without 
ever having developed dementia.

14.5  Conclusion

Cognitive, perceptual and behavioural altera-
tions, along with physical feelings and sensa-
tions, are normal responses to bereavement. 
However, the bereavement process can be 
exacerbated by risk factors related to the rela-
tionship maintained with the deceased, the sit-
uation and characteristics of the patient and the 
cause and circumstances of the death. Support 
for bereaved individuals used to be provided 
by the family, community or religious institu-
tions. Due to increasing secularisation of soci-
ety, changing family structures and isolation of 
older adults, people may turn to family doctors 
for help. Primary care practitioners should 
have structures in place to be able to help 
directly or at least refer to appropriate services, 
sometimes within the non-governmental  sector. 

This chapter has provided some case studies 
and very practical ways of supporting bereaved 
individuals.
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Abstract
Disorders of bodily distress or bodily experi-
ence occur across all age groups including 
older adults. Understanding this condition in 
older adults particularly in primary care is 
very important because over 25% of primary 
care consultations are accounted for by people 
who are aged 65 years and older and it signifi-
cantly impacts caregivers. Treatment of BDS 
requires professionals from multiple disci-
plines who can effectively collaborate to opti-
mize care.

15.1  Introduction

There have been many terms used to describe 
psychosomatic conditions associated with 
multiple physical symptoms for which physi-
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Key Points
• Disorders of bodily distress or bodily 

experience occur across all age groups, 
including older adults.

• Despite the difficulties with agreeing 
shared terminology, the available 
research shows that treatment is possible 
for people with disorders of bodily dis-
tress and there is hope for patients, their 
carers and health-care professionals.

• The key requirements for making a diag-
nosis and developing a care package 
include history, co-occuring illnesses, 
investigations to rule out somatic illness 
and, when necessary, additional tests.

• There is positive evidence to support the 
use of pharmacological interventions and 
a range of non-pharmacological interven-
tions, including problem- solving therapy, 
mindfulness and family interventions.

• Collaborative or integrated care pro-
vides the best opportunity for success 
and maintenance of recovery.
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cians are unable to find an immediate explana-
tion of the aetiology.

Some of the terms used to describe these dis-
orders have been considered unacceptable by 
patients who experience these conditions and by 
the doctors that treat these conditions because 
they are ambiguous and negative [1–4]. Terms 
have included MUS (medically unexplained 
symptoms) [5], SSD (somatic symptom disorder) 
[6] and BDS (bodily distress syndrome) [4, 7, 8]. 
Other terminology used includes fibromyalgia 
syndrome and somatoform disorder [9, 10].

Henningsen et al. [2] proposed that any termi-
nology adopted to describe these disorders should 
be acceptable to patients, be acceptable and useable 
by doctors and health-care professionals, not rein-
force dualistic thinking, be able to be readily used in 
patients who also have pathologically established 
disease, be adequate as a standalone diagnosis, have 
a clear core theoretical concept, facilitate the possi-
bility of multidisciplinary medical and psychologi-
cal treatment, have similar meaning in different 
cultures, be neutral with regard to aetiology and 
pathology and have a satisfactory acronym [2].

In addition to these criteria, it is important that 
terminology used should not result in stigma and 
should not take away the hope of recovery from 
either the patient or the therapist. It should pro-
vide an opportunity for the severity of illness to 
be described or measured and enable the oppor-
tunity for care packages to be designed in col-
laboration with the patients so that there can be a 
shared outcome.

More recently, with the introduction of ICD- 
11 WHO [11], new terminology has been pro-
posed under a parent heading of ‘Disorders of 
bodily distress or bodily experience’, and subcat-
egories include bodily distress disorder (BDD) 
described as:

• Characterised by the presence of bodily symp-
toms that are distressing to the individual and 
excessive attention directed toward the symp-
toms, which may be manifested by repeated 
contact with health-care providers. If another 
health condition is causing or contributing to 
the symptoms, the degree of attention is clearly 
excessive in relation to its nature and progres-

sion. Excessive attention is not alleviated by 
appropriate clinical examination and investiga-
tions and appropriate reassurance. Bodily 
symptoms are persistent, being present on 
most days for at least several months. Typically, 
bodily distress disorder involves multiple 
bodily symptoms that may vary over time. 
Occasionally there is a single symptom—usu-
ally pain or fatigue—that is associated with the 
other features of the disorder [11].

15.1.1  Finding a Suitable Definition 
for Clinicians in Primary Care

The concept of BDD contained in the main ICD- 
11 is suitable for mental health professionals, 
since, although patients typically have many 
symptoms, it includes patients who may have 
only a single somatic symptom. The version of 
the ICD-11 intended for use in primary health 
care (ICD-11 PHC) has modified this definition, 
in view of the many patients with only one or two 
somatic symptoms. Patients who have three or 
more somatic symptoms without any physical 
explanation are said to have bodily stress syn-
drome (BSS).

Bodily stress syndrome has been adapted for 
the needs of primary care and is clearly a more 
conservative concept than BDD.  Extensive 
research in both primary care and general hospi-
tal care has been conducted in Denmark by Fink 
et al. [7, 12, 13].

They used a definition of this common disor-
der as patients with at least three persistent symp-
toms over time attributable to autonomic 
overarousal (cardiorespiratory, gastrointestinal, 
musculoskeletal) or as general symptoms of 
tiredness and exhaustion. The patient’s concern 
over health expresses itself as excessive time and 
energy devoted to these symptoms. The symp-
toms are distressing and/or result in significant 
disability. This is an important advance in classi-
fication, as it drops the previous concept of 
‘unexplained’.

Another important concept in primary care is 
health anxiety, which appears to overlap consid-
erably with BSS. It replaces the previous concept 
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of ‘hypochondriasis’. Like BSS, it is a better con-
cept to share with the patient and may lead to a 
therapeutic dialogue. Although patients often 
also have somatic symptoms, it is not a require-
ment that they should have any.

15.2  Diagnostic Criteria

15.2.1  Bodily Stress Syndrome (BSS)

15.2.1.1  BSS: Presenting Symptoms/
Complaints

The patient presents with multiple somatic symp-
toms over time in association with high distress 
and accompanied by disability. The symptoms 
may be influenced by culture and change over 
time.

15.2.1.2  BSS: Clinical Description
The patient suffers from multiple persistent 
bodily symptoms, which are present at the same 
time. In order to diagnose BSS, the symptoms 
must at some stage present as autonomic arousal 
symptoms, musculoskeletal tension or general/
neurological and cognitive symptoms and result 
in significant disruption in daily life. Symptoms 
are distressing and/or result in significant disrup-
tion in daily life, as well as persistent concerns 
about the medical seriousness of the symptoms.

15.2.1.3  BSS: Required Symptoms
The patient must have:

• At least three persistent symptoms over time 
attributable to autonomic overarousal (cardio-
respiratory, gastrointestinal, musculoskeletal) 
or as general symptoms of tiredness and 
exhaustion. The patient’s concern over health 
expresses itself as excessive time and energy 
devoted to these symptoms.

• The symptoms are distressing and result in 
significant disability.

Symptom patterns may include:

• Examples of cardiopulmonary arousal: palpi-
tations, precordial discomfort, breathlessness 

without exertion, hyperventilation, hot or 
cold sweats, trembling or shaking and dry 
mouth

• Examples of gastrointestinal arousal: abdomi-
nal pains, frequent loose bowel movements, 
feeling bloated, regurgitations, constipation, 
diarrhoea, nausea, vomiting and burning sen-
sation in chest or epigastrium

• Examples of musculoskeletal tension: pains in 
arms or legs, muscular aches or pains, pains in 
the joints, feelings of paresis or localised 
weakness, back ache, pain moving from one 
place to another and unpleasant numbness or 
tingling sensations

• Examples of general unspecific symptoms: 
concentration difficulties, impairment of 
memory, excessive fatigue, headache and 
dizziness

15.2.1.4  BSS: Severity
Mild: The patient complains of symptoms or 
problems in only one bodily system, and while 
there is some disability, most activities can be 
managed, with increased difficulty.

Moderate: There are multiple problems in 
one or two bodily systems, and there is marked 
distress or disability associated with the 
symptoms.

Severe: There are symptoms in multiple bodily 
systems and disability/distress is severe.

15.2.1.5  BSS: Childhood Variations
Bodily distress in children may be mono- 
symptomatic, and the type of symptoms varies 
with age, with abdominal pain and headache 
common in smaller children, whereas the preva-
lence of fatigue and neurological symptoms 
seems to increase with age. Bodily distress in 
children may continue into adult life.

15.2.1.6  BSS in Older Patients
Disorders of bodily distress or bodily experience 
occur across all age groups including older adults 
[12]. Understanding this condition in older adults 
particularly in primary care is very important 
because over 25% of primary care consultations 
are accounted for by people who are aged 
65 years and older [13, 14].
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15.2.2  Health Anxiety

15.2.2.1  Health Anxiety: Presenting 
Symptoms

The patient may present with any physical 
symptom and symptoms may change over time. 
The main problem is not the symptom itself 
but persistent worry about potential health 
problems.

15.2.2.2  Health Anxiety: Clinical 
Description

Health preoccupation is a disorder of the aware-
ness of one’s body with a high degree of illness 
worry.

15.2.2.3  Health Anxiety: Required 
Symptoms

One (or more) of the following three 
phenomena:

• The patient may have obsessive rumination 
with intrusive thoughts, ideas or fears of har-
bouring illness that cannot be stopped or can 
only be stopped with great difficulty.

• Either worrying about or preoccupation with 
fears of harbouring a severe physical disease 
or the idea that disease will be contracted one 
in the future or preoccupation with other 
health concerns.

• Attention and intense awareness on bodily 
functions, physical sensations, physiological 
reactions or minor bodily problems that are 
misinterpreted as serious disease.

15.2.2.4  Health Anxiety: Childhood 
Variations

Children may be subject to parent’s health preoc-
cupation. In young children with health preoccu-
pation, the specific cognitive distortions may be 
difficult to verify directly, but their presence 
might be based on observations of the child’s 
behaviour such as being hard to calm down or 
divert when having physical symptoms or a ten-
dency to complain a lot about pain and physical 
symptoms when there seems not to be much 
wrong.

15.3  Assessment and Treatment

Despite the difficulties with agreeing shared ter-
minology, the available research shows that treat-
ment is possible for people with disorders of 
bodily distress or bodily experience and there is 
hope for patients, their carers and health-care 
professionals [4, 15–18].

Many of these patients will be managed in pri-
mary care, so there is a need for primary care to 
be innovate, able to collaborate with secondary 
and social care and capable of shared decision- 
making with patients, just as in all other condi-
tions [19–22].

15.3.1  History Taking 
and Investigations

There are many clinical guidelines available to 
support clinicians who treat disorders of bodily 
distress [23, 24].

The key requirements for making a diagnosis 
and developing a care package include:

 (a) History that looks for presence of pain, parts 
of the body that are affected, whether ana-
tomical pathways are followed, other physi-
cal symptoms, what organs are affected other 
psychological symptoms including sleep dis-
turbance, fatigue, concentration and memory.

 (b) Co-occuring physical or mental illness to 
account for some of the symptoms.

 (c) Investigations to rule out somatic illness 
including physical examination: blood tests 
including full blood count (FBC); liver func-
tion tests (LFTs); renal function tests; 
 creatinine phosphokinase (CPK), anti-
nuclear antibodies (ANA), C-reactive protein 
(CRP), and erythrocyte sedimentation rate 
(ESR); vitamin D levels, folic acid levels, 
rheumatoid factor (RF), and thyroid function 
tests including thyroid-stimulating hormone 
(TSH).

 (d) Additional tests. These are possible, but the 
clinician must be clear in their mind about 
what they are looking for and what this test 
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will achieve because it is essential to avoid 
over investigation especially as we know that 
there are high health-care utilisation costs 
associated with these conditions [25].

Once the history, examination and investiga-
tions are complete, it is essential to share the out-
come with the patient in order for the clinician 
and patient to jointly develop a care package fol-
lowing a biopsychosocial approach.

15.3.2  Monitoring Progress

Direct involvement in assessing their symptoms 
and the impact of interventions provided as part 
of their individualised care package by using 
visual analogue scales has been shown to be use-
ful [26]:

• Symptom intensity has been measured using a 
numeric analogue scale that asks the question 
‘during the last 7 days, the overall intensity of 
my bodily symptoms was…’.

• The patient is then asked to rate themselves on 
a Likert scale with 0 described as ‘no symp-
toms at all’ and 10 described as ‘worst possi-
ble symptoms’.

• Symptom interference has been measured 
using a numeric analogue scale that asks the 
question ‘during the last seven days my bodily 
symptoms interfered with daily life activities’.

The patient is then asked to rate themselves on 
a Likert scale with 0 described as ‘not at all’ and 
10 described as ‘interfered completely’.

This two numeric analogue scale has been 
translated into more than 20 languages [26].

15.3.3  Non-pharmacological 
Interventions

There is positive evidence to support the use of 
a range of non-pharmacological interventions 
in patients who present with bodily distress 
disorders. A 2014 Cochrane Review looking at 

interventions for somatisation disorder, undif-
ferentiated somatoform disorder, somatoform 
disorders unspecified, somatoform autonomic 
dysfunction, pain disorder, alternative somato-
form diagnoses proposed in the literature and 
medically unexplained physical symptoms 
(MUPS) concluded that psychological thera-
pies were superior to usual care or waiting list 
in terms of reduction of symptom severity. They 
specifically found that cognitive behaviour ther-
apy (CBT) reduces somatic symptoms and that 
the effect of this lasts beyond a year at the con-
clusion of therapy [15].

Being Patient Centred The patient must be at 
the centre of all decisions about the treatment plan, 
and trust needs to be built between the patient and 
the caregiver. The caregiver must recognise their 
own feelings of frustration and know how to man-
age them so that they do not have a negative influ-
ence on the therapeutic relationship [4, 27, 28].

Cognitive Behaviour Therapy (CBT) Cognitive 
behaviour therapy (CBT) has been by far the most 
extensively researched psychological intervention 
for bodily distress disorders, and, as a single treat-
ment, only CBT has been adequately studied to 
allow tentative conclusions for practice to be 
drawn [15]. CBT focuses on addressing or chang-
ing cognitions and behaviours that people have in 
interaction with their symptoms, and combining 
CBT with graded exercise has also been shown to 
be of significant benefit, although concordance to 
this combination of therapy is low [29].

Mindfulness Therapy There is evidence to sup-
port the use of mindfulness-based therapies in the 
treatment of bodily distress disorders based on 
the treatment outcomes in somatisation disorder, 
functional somatic syndromes such as fibromyal-
gia, irritable bowel syndrome (IBS) and chronic 
fatigue syndrome (CFS) [30–32].

Use of the Consultation Liaison Model The 
usefulness of the psychiatric liaison-consultation 
model where psychiatrists see the patient in the 
presence of the other treating physician has been 
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reviewed. Although the other treating physician 
finds this useful, there is limited evidence that 
this approach significantly improves the patient’s 
symptoms [33].

Body Mind Approach™ Separating the mind 
and body for patients with bodily distress is 
unhelpful. Body-based psychotherapy that uses 
mindful, kinetic practice derived from dance 
movement therapy can be useful for adults 
including the older adult population. This type of 
therapy connects the person’s inner feelings of 
distress with their bodily feelings of movement 
during the therapy to promote healing and recov-
ery [34, 35].

Couple Therapy and Family Interventions As 
with most health problems, family members are 
on the front lines of caring for patients with BDS/
BSS, particularly when the patient is in later life. 
Family members are affected by the illness and, 
in turn, have an effect on the patient and the ill-
ness. In a study of adults with somatisation disor-
der, patients reported significantly higher levels 
of family conflict and significantly lower levels 
of family cohesion, which is characterised by fre-
quent arguments, emotional distance and poor 
support [36]. In a couple or marital relationship, 
conflict and distance likely exist in a demand- 
withdraw interactional pattern: patient attention- 
seeking behaviour is associated with partner 
withdrawal, and partner attention-providing is 
associated with patient withdrawal [37]. A com-
mon theme in this pattern is the avoidance of 
emotional pain. An avoidance of emotional pain 
may be linked to emotional and/or physical 
trauma, which is discussed elsewhere in this 
chapter.

When family members are present in treat-
ment, doctors can directly observe a significant 
context for the illness—organisational patterns 
(e.g. roles, rules), communication and illness 
beliefs in the family [38]. For example, family 
members frequently have strong beliefs about the 
cause of BDS/BSS and the role of health profes-
sionals in treating BDS/BSS. A common trap that 
family members encounter is blaming the patient 
with BDS/BSS for faking symptoms or being 

weak, which may create significant tension in the 
relationship. Family members may also worry 
that something is significantly wrong with their 
loved one and look for reassurance and a clear 
treatment plan. Education for family members 
that link psychological, relational and physical 
processes will help family members better under-
stand the patient and potentially decrease misun-
derstanding and conflict [39, 40]. If family 
involvement is not possible, it is still helpful to 
inquire about the family, both currently and 
historically.

15.3.4  Pharmacological 
Interventions

In some cases pharmacological treatments are 
useful.

Antidepressant Medication Antidepressant 
medication, particularly tricyclic antidepressants 
(TCAs) and serotonin-noradrenaline reuptake 
inhibitors (SNRIs), has been found to be useful, 
particularly in pain relief resulting in a 35–50% 
improvement in pain in some patients. However 
there is no advantage in treating with a combina-
tion of antidepressants from the same or different 
classes because the side effects outweigh any 
clinical benefits gained [17].

Antipsychotic Medication Some people have 
advocated for the use of antipsychotic medica-
tion in bodily distress specifically to treat pain, 
sleep disturbance, depression and anxiety in 
patients with fibromyalgia; however this is not 
supported as a clinical intervention or as part of 
the care package because the side effects out-
weigh any benefits [41]. In people with a proven 
comorbid psychosis, antipsychotic medication 
will have an important part to play.

15.4  Collaborative Care

There are many reasons that people present with 
bodily distress. Some are biological, some are 
social, and some are psychological and can 
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include early- and late-onset trauma and expo-
sure to parental illness. There may be precipitat-
ing factors for bodily distress that the patient is 
unable to recognise such as recent infection, acci-
dents, physical and emotional trauma and loss 
events.

This complexity means that it is difficult for a 
single individual practitioner to possess all the 
skills necessary to manage a patient presenting 
with bodily distress, so a collaborative or inte-
grated approach to care provides the best oppor-
tunity for success and maintenance of recovery 
[19, 42].

The ICD11 PHC produced some draft man-
agement guidelines for both BSS and HA, and 
they are given below.

15.4.1  Management Guidelines: 
Bodily Stress Syndrome (BSS)

[There are as yet no official guidelines on the 
management of BSS. These guidelines are based 
on the considerable research which has already 
been done on ‘patients with unexplained somatic 
symptoms’].

15.4.1.1  BSS: Essential Information 
for the Patient 
and the Family

Bodily stress syndrome is a common disorder in 
primary medical care and consists of three or 
more somatic symptoms in a particular group 
(musculoskeletal, cardiovascular, gastrointesti-
nal, neurocognitive) which used to be referred to 
by separate terms such as fibromyalgia, effort 
syndrome or irritable bowel syndrome. However, 
these should not be thought of as independent 
clinical entities and can usefully be thought of as 
symptoms that are fairly common and are related 
to stress. Our bodily organs are controlled by a 
part of our nervous system called the autonomic 
nervous system. When we are stressed, this can 
lead to overarousal of this system, leading to 
common symptoms like palpitations, abdominal 
pain, shortness of breath, diarrhoea and back-
ache. These symptoms are very real and can 
cause pain and discomfort [1].

15.4.1.2  BSS: General Management 
and Advice to Patient 
and Family

Primary care staff should take a comprehensive 
history from the patient, covering the somatic, 
cognitive, emotional, behavioural and social 
dimensions. For example, are there one or several 
patterns of symptoms, how long do they last, and 
does the patient take medication for pain? What 
does the patient think about the origin of these 
symptoms—and does the family agree with this? 
Is there any avoidance behaviour, and does sick 
leave have to be taken? Aim for a shared definition 
of the problem, with education and explanation, 
and a clear explanation of factors that will inhibit 
recovery, for example, repeated negative somatic 
investigations. It is important to be optimistic 
about the symptoms and stress that they are revers-
ible, even when they have lasted a long time [2].

Patients with BSS need to be treated with 
attention to how disabled they are by their symp-
toms and how long the symptoms have lasted. 
Those with only minor disability, or of less than 
3 months duration, should be treated entirely by 
the GP. Giving firm assurance and being positive 
about the prognosis can be therapeutic in patients 
with mild BDS/BSS, as symptoms will decrease 
in 50–75% of the patients over a period of 
6–15 months [3].

Those with moderate disability can be offered 
sessions with other attached workers within pri-
mary care.

15.4.1.3  BSS: Management 
Interventions

If stress is related to a particular life problem, 
then ‘problem-solving’, by a nurse or other 
attached worker, can also be useful, and such 
skills can be readily taught to health-care workers 
and given in primary care.

15.4.1.4  BSS: Medication Advice
For those with depression of at least moderate 
severity, antidepressants have also been shown to 
be effective, but some other studies have shown 
no difference between antidepressant and a pla-
cebo, nor was there difference between the vari-
ous antidepressants [4].
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Patients with predominant bowel symptoms 
(‘irritable bowel syndrome’) may benefit from 
diet low in indigestible fibres or low in ferment-
able oligosaccharides, disaccharides, monosac-
charides and polyols (FODMAP diet). Diarrhoea 
or constipation may be treated with antispasmod-
ics or laxatives as appropriate. Loperamide may 
also be helpful with diarrhoea (but note that side 
effects can include stomach cramps and bloating, 
dizziness, drowsiness and rashes). Regular exer-
cise is also helpful.

Those with backache or headache may benefit 
from painkillers, but addictive medication should 
be avoided.

15.4.1.5  BSS: Liaison and Referral
If assistance from psychologists is available, cog-
nitive behaviour therapy may be beneficial to 
these patients. It has been shown to be superior to 
treatment as usual in primary care [5], and indi-
vidual CBT is better than either group CBT or 
usual treatment [6].

Meditation using mindfulness techniques has 
also been shown to be superior to usual treatment 
[7] and has also been shown to be cost-effective 
in primary care [8].

Those with long histories and severe disabil-
ity may be referred to specialist mental health 
services—either to a clinical psychologist or to a 
psychiatrist. When this is not practicable, long- 
term patients should be seen from time to time 
by the primary care clinician, to check whether 
new symptoms suggestive of new physical dis-
ease have appeared and to investigate these 
symptoms only if they sound typical of such dis-
eases. Continuity of care is important: patients 
should be offered regular planned follow-up 
appointments and treated with sympathy and 
concern.

15.4.2  Management Guidelines: 
Health Anxiety

[There are as yet no official guidelines on the 
management of health anxiety. This guideline 
takes account of recent research on this 
disorder].

15.4.2.1  Health Anxiety: Essential 
Information for the Patient 
and the Family

When people suffer from health anxiety, they 
worry excessively about their health and monitor it 
repeatedly. Typically, they ruminate about illness, 
so that when they start thinking about a potential 
disease, this thought recurs persistently. The con-
stant fear of disease creates considerable distress. 
Health anxiety is common in the community and 
medical settings [1, 2]. Most of those with health 
anxiety consult health professionals repeatedly, 
but are helped only briefly by the reassurance that 
usually follows, and a cycle of recurring consulta-
tions and investigations is set up. This reinforces 
health anxiety and the condition persists.

15.4.2.2  Health Anxiety: General 
Management and Advice 
to Patient and Family

The most important initial intervention is to help 
these patients feel understood; using a collabora-
tive strategic approach, you need to build up an 
understanding that what they are suffering from 
is fear of disease rather than having the disease 
they fear. One of the common mistakes in man-
agement is to say that the symptoms are imag-
ined. The symptoms of the health anxious patient 
are not imagined; they are often very troubling 
and profound, but they are interpreted wrongly as 
symptoms of a physical disease instead of mental 
discomfort and associated bodily sensations.

The second message to be delivered is that 
reassurance, no matter how provided, does not 
solve the problem. Reassurance provides short- 
term temporary relief, which can become addic-
tive, but doubt always sets in and the benefit of 
reassurance is lost. Such ‘safety-seeking behav-
iours’ have been shown to greatly exacerbate 
health anxiety [3].

The third important message is to avoid what is 
now recognised as cyberchondria, the frequent 
information seeking from the Internet or from other 
media outlets. This only tends to exacerbate fears 
of illness as the patient tends to ignore the high fre-
quency of common disorders and focus on the rare 
and potentially fatal ones. Part of therapy is to use 
the Internet in a sensible and informed way.

G. Ivbijaro et al.
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Once the negative effects of these behaviours 
are understood, the problem of health anxiety 
becomes more accessible to management. Once 
worry has been identified as the major compo-
nent of the problem, therapeutic intervention 
becomes focused on this.

15.4.2.3  Health Anxiety: 
Psychological Interventions

Stress management, cognitive behaviour therapy 
adapted for health anxiety, computerised cognitive 
behaviour therapy (CCBT), acceptance and com-
mitment therapy and mindfulness-based cognitive 
therapy are effective in the treatment of health anx-
iety [4–8]. The beneficial effects can last for many 
years [9]. Patients with high scores on health anxi-
ety scales at baseline show the greatest improve-
ment, and those with high depression ratings 
initially have lower levels of response [10]. The 
presence of health anxiety with co-existing disease 
does not impair the success of treatment [11].

15.4.2.4  Health Anxiety: Medication 
Advice

There is no specific drug treatment for health 
anxiety, but some slight evidence that the SSRI 
drug, fluoxetine, may be of value [43]. Most peo-
ple with health anxiety are concerned about 
adverse effects of drugs and are generally averse 
to this mode of treatment.

15.4.2.5  Health Anxiety: 
Management Advice 
Regarding Special Issues 
that are Specific 
to the Diagnostic Category 
that Merit Separate 
Consideration

The important difference between health anxiety 
and other anxiety disorders is that patients rarely 
complain of health anxiety; indeed they are more 
likely to regard it as a necessary condition to 
ward off disease rather than a disorder. Enabling 
patients to realise that they have an anxiety disor-
der is the most important first step in manage-
ment, but it must be done in such a way that the 
patient appreciates that the therapist understands 
their concerns and can empathise with them 

instead of making comments such as ‘its all your 
imagination’. Most people with health anxiety 
know they worry but do not consult practitioners 
with special knowledge of mental health, prefer-
ring to see doctors in general medicine.

At present there are very few services avail-
able in most countries for the treatment of health 
anxiety. Nonetheless, if the simple and straight-
forward advice is given as above, it can have at 
least some effect on the outcome of the problem.

15.4.2.6  Health Anxiety: Liaison 
and Referral

In many people these fears of illness and conse-
quent beliefs are entrenched, and skilled manage-
ment is often necessary to effect a lasting change. 
Referral to a clinical psychologist may be appro-
priate. General nurses may also be trained in psy-
chological treatments and have been shown to be 
more acceptable and more effective as therapists 
than psychologists in medical settings [44], pos-
sibly because they are perceived as more 
 acceptable to patients who still wish to have 
treatment given by someone who has a sound 
background in medical practice.

15.5  Research Opportunities 
and Recommendations

 (a) Organisation of health care should enhance 
the possibilities for collaborative care for 
these patients.

 (b) Primary care should be given enough support 
to manage these patients, minimising the 
unnecessary referrals and medicalisation of 
these patients.

 (c) Teaching about BDS/BSS should be included 
into curricula at undergraduate level so that 
all future doctors understand the nature of 
this disease.

 (d) At postgraduate level, future specialists, 
especially in primary care, should gain 
knowledge and skills how to manage these 
patients.

 (e) Research about BDS/BSS should become a 
greater priority in allocation of research 
funds.

15 Bodily Distress Syndrome (BDS), Bodily Stress Syndrome (BSS) and Health Anxiety in Older Adults
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Abstract
There is no health without mental health. This 
commonly cited phrase is particularly true in 
the elderly. Depression can be challenging to 
diagnose and treat in older adults patients and 
has a significant negative impact on the overall 
quality of physical and emotional well-being. 
A comprehensive biopsychosocial approach 
to assessment and management of depression 
is necessary to ensure maximal quality of life. 
Assessment of mood must take into account 
current life stressors, such as chronic and 
acute health problems, social isolation, age- 
related cognitive decline, prior history of 
depressions, recent losses (family, friends), 
drug and alcohol use, and financial challenges. 
Treatment interventions should address issues 
identified in the biopsychosocial assessment, 
with an emphasis on psychosocial treatment 
(such as enjoyable exercise and increased 
social interactions). Pharmacotherapy should 
be used cautiously and conservatively, as side 
effects and drug-drug interactions are a com-
mon problem in this population. Keeping the 
Golden Years truly golden requires attention 
to the overall mood state of older adult patient, 
not a sole focus on physical functioning.

16.1  Introduction

Diagnosing depression in the older adult can be 
challenging. The differential diagnosis of the 
classic symptoms of a major mood disorder, 
including altered sleep, appetite, energy levels, 
sad mood, hopelessness, poor concentration, 
and suicidal ideation, may result from life 
events. However, major life events such as the 
death of a friend or spouse, new disabilities, 
and financial instability are more frequent in 
old age. Primary depression must also be dis-
tinguished from organic causes secondary to 
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Key Points
• Depression is a common, and poten-

tially life-threatening, diagnosis in older 
adults patients treated in a primary care 
setting.

• The diagnosis of depression in this pop-
ulation can be challenging given its 
symptom presentation and co-occurring 
psychosocial stressors and chronic med-
ical abnormalities associated with aging.

• A regular, enjoyable, medically sound 
exercise program should be considered 
in the treatment of all depressed older 
adults patients.
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comorbid medical conditions or medications. 
This can be a daunting task when 92% of older 
Americans have at least one chronic condition, 
with 77% of seniors enduring at least two. It 
follows that as of 2015, the average geriatric 
patient takes 14–18 prescriptions per year. This 
creates an extremely challenging situation 
when it comes to  understanding potential drug-
drug interactions and the effect on mood and 
behavior.

As complicated as this problem seems, the 
solution is within reach. Depression is approached 
differently in adolescents and middle-aged adults. 
Logically, late-life depression also requires its 
own detection and management strategies. With 
increased knowledge of its unique symptoms, 
geriatric depression becomes less insidious. 
Additionally, primary care providers (PCPs) 
should become familiar with the full continuum 
of appropriate biopsychosocial interventions. 
While late-life depression treatment may create 
challenges when attempting pharmacologic man-
agement, psychosocial interventions hold great 
potential as primary and adjunctive treatment 
strategies. Behavioral and lifestyle changes, 
especially enjoyable exercise, can make a signifi-
cant and lasting impact on clinical management 
of depression.

All symptoms of depression in the older 
adults should be evaluated from a context-
dependent perspective. Mislabeling a presenting 
symptom as being caused by an underlying 
mood disorder, when it is actually the result of a 
medical abnormality or current life stressor, will 
negatively impact creation of effective treat-
ment. Conversely, subjecting a patient to unnec-
essary medical treatments and diagnostic tests 
for “medical” symptoms, which are the results 
of a depressive disorder, is costly and could 
increase morbidity. Thorough evaluation of the 
etiology of every presenting symptom will result 
in a more accurate diagnosis and better serve the 
biopsychosocial needs of depressed older adult 
patients.

This chapter builds on previous chapters 
discussing history taking strategies and the 
wider determinants of mental health in older 
patients.

16.2  Differences in Late-Life 
Depression

The presentation of depression in the geriatric 
population may differ significantly from depres-
sion seen in middle-aged adults and young peo-
ple. Relying on the classic adult presentation of 
depression when diagnosing geriatric patients is 
problematic. Misidentifying depression among 
the older adult is especially dangerous because it 
is associated with an increased suicide risk, espe-
cially among older white men. Additionally, late- 
life depression has a high association with 
increased healthcare costs, family stress, and an 
impaired quality of life that hinders enjoyment of 
one’s golden years. Other obstacles that compli-
cate late-life depression are the cultural infan-
tilization of older patients and ageist beliefs 
about their diminished abilities. Depression is 
not a normal feature of aging, but it is a highly 
treatable condition, meriting vigilance from the 
PCP.  It is important for the clinician to under-
stand that discussing mood and emotional symp-
toms may be difficult for the older adult patient. 
Discussions of mood and emotional stress are 
often viewed as inappropriate topics for discus-
sion with their medical doctor. As a result, 
somatic symptoms may be the presenting com-
plaint, as these are appropriate to tell their doctor. 
Differentiating mood symptoms presenting as 
somatic complaints from purely physical com-
plaints is important to ensure an effective treat-
ment intervention.

One confusing feature of geriatric depression 
is cognitive impairment. Executive dysfunction is 
often the initial complaint that brings older adult 
patients in for evaluation. While “slow thinking” 
or “brain fog” is a common experience of younger 
people with depression, it may be especially pro-
nounced in depressed older adult patients who 
are already concerned about developing demen-
tia. At the same time, depressive symptoms con-
found the workup of neurodegenerative diseases 
and age-related memory impairment. However, 
careful questioning of the patient can assist in 
differentiating between depression and dementia. 
A sense of apathy is more prominent in geriatric 
depression and often translates into features such 

D. Baron and J. Uno



191

as reduced short-term recall, poor concentration, 
and disorganization. Depressed, non-demented 
patients are not necessarily experiencing memory 
impairment; they just may not care anymore as a 
result of being depressed.

In addition to apathy, the interview with a 
depressed patient may express different key 
phrases regarding mood. Sad mood may present 
in older patients as disinterested behavior and 
statements of hopelessness, helplessness, being a 
burden, or worthlessness.

Other signs of depression manifest as subtle 
behavior changes. Sleeping difficulties are com-
monly reported. A depressed older adult patient 
may report poor sleep but is not aware he or she 
is napping excessively during the day or falling 
asleep while watching television in the early eve-
ning. Another important confounding variable is 
the lack of any exercise or activity during the day. 
These symptoms are often overlooked in 
depressed older adult patients because popular 
culture tends to portray these behaviors as typical 
of old age.

Occasionally, the cognitive symptoms of geri-
atric depressions can be taken to extremes in a 
phenomenon formerly labeled “pseudodemen-
tia.” Now referred to as “depression with revers-
ible dementia,” this syndrome consists of 
cognitive impairment, reaching a level of severity 
resembling dementia. As its name suggests, this 

“dementia” will resolve when the underlying 
depression is treated. While this may sound like 
an alarming challenge for the PCP, depression 
with reversible dementia differs from depression 
in Alzheimer’s patients. Reversible dementia 
patients exhibit more symptoms of anxiety. 
Additionally, they often feature early-morning 
awakening and loss of interest in past pleasurable 
activities.

For late-life depression, the interviewer 
should place extra emphasis on past psychiatric 
history, in addition to current social stressors. It 
can provide clues for making an accurate diag-
nosis. Past history of depression should include 
any side effects of prior pharmacologic treat-
ment. Patients frequently discontinue their 
depression medications because of adverse side 
effects, lack of efficacy, or expense. These nega-
tive experiences play a large role in discourag-
ing the older adult patient from seeking 
treatment for subsequent episodes. On the con-
trary, a positive experience in the past may help 
ensure compliance with another course of 
medications.

Statements implying that the patient 
believes himself or herself to be better off 
dead:

“I’m just a burden on my family.”
“They don’t need me around anymore.”

Statements implying the patient has noth-
ing to live for:

“I have nothing to look forward to.”
“All my friends are dead.”

Interview Strategies for Diagnosis
Several aspects of a patient’s history are 
especially helpful in diagnosing late-life 
depression. A few questions to focus on 
include:

• Have they had prior depressive episodes 
earlier in life?

• What prior treatments for depression 
have the patient tried?

• Which worked well? Which did not 
work well, and why?

• What current life stresses is the patient 
experiencing?
 – Financial insecurity?
 – Health insurance issues?
 – Family?
 – New disability or loss of mobility?
 – Recent retirement?

16 Biopsychosocial Approaches to Depression in the Older Adults



192

Finally, it is important to remind geriatric 
patients that just because they are old, it does not 
mean they should be depressed. Rather, they 
should enjoy life and all it has to offer.

16.3  Case Studies

16.3.1  Case 1

Mrs. F is 78 years old and recently widowed. She 
was in good health and led an active life until 
8 months ago, when her husband of 55 years suf-
fered a stroke. He died of medical complications 
2 months ago. Mrs. F refused to leave her home 
and move in with her daughter after her hus-
band’s death. She did not want to attend a medi-
cal evaluation, but her daughter insisted. Ms. F 
has no past history of depression and has enjoyed 
good health throughout her senior years. She 
developed breast cancer when she was 42, but she 
is a cancer survivor with no relapse. Her only 
medication is a multivitamin. Her physical exam 
is unremarkable and age-appropriate, and her 
routine labs are all within the normal range. Her 
daughter is concerned that her mother is becom-
ing depressed because she is sleeping more than 
usual, has lost weight, and only eats two meals a 
day. Mrs. F denies persistent sadness, but her 
daughter has noticed her becoming tearful on 
occasion. The daughter is requesting her mother 
be put on antidepressants and forced to move in 
with her, despite Mrs. F denying being depressed 
or needing assistance with activities of daily 
living.

16.3.1.1  Discussion
Although depression is common in older adults, 
it is important to conduct a comprehensive 
assessment of all presenting symptoms. Loss of 
loved ones is inevitable with advancing age but 
does not always result in an episode of depres-
sion and the need for a trial of antidepressants.

In this case, when the doctor asked the patient 
about her daughter’s concerns, she provided the 
following explanations. She did not want to leave 
her home until she was no longer able to care for 
herself. She appreciated her daughter’s concern 

but did not want to conform her life to fit her 
daughter and give up her personal space. She also 
did not invite her daughter to move in, as they 
disagree on housekeeping. She admitted to only 
eating two meals a day but claimed she did not 
like cooking for one and always ate when she was 
hungry. She kept cans of Ensure in her refrigera-
tor, and drank at least one can a day. She denied 
sleeping more, but explained that when her 
daughter called numerous times a day, she would 
often not answer and claim she had been sleep-
ing, rather than saying she did not want to speak 
with her daughter for the third time that day. Mrs. 
F did admit to missing her husband, but she was 
happy he was out of his misery.

“It was very tough to watch him slowly wither 
away,” she said, with tears in her eyes. When 
asked about suicidal thoughts, she denied them, 
claiming, “When God is ready, we’ll be together 
again. We talk every day, and I know he is always 
by my side.”

Mrs. F’s remark about talking with her hus-
band every day is a common long-term coping 
method among those who have lost a spouse. It 
is a way they maintain a connection with 
deceased loved ones and keep them alive in their 
hearts. Such statements are not necessarily 
symptoms of psychosis. Unlike the aforemen-
tioned stereotypes of older adults, this habit is 
appropriate among geriatric patients. It is often 
referenced in popular films such as Forrest Gump 
and Pixar’s Up.

If concerned, PCPs should request a psychiat-
ric consult. The guidelines for distinguishing the 
normal grief response from psychosis apply. Ask 
the patient if the deceased person talks back to 
them or tells them to do things like join them in 
the grave. If the response is something like “No, 
but I know he’s always listening,” then psychosis 
is less of a concern. In this case, Mrs. F’s response 
is not concerning for suicidal ideation or overt 
hallucinations. She says she will rejoin her hus-
band “when God is ready.” Her attitude is that his 
spirit is watching over her, not commanding her. 
Remember, psychosis is not just defined by hear-
ing voices but by losing touch with reality. 
Providers should ask themselves, “Is this truly a 
thought process that is out of touch with reality? 
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Or is it part of the patient’s coping style?” As 
long as this behavior isn’t interfering with the 
patient’s health, it can be considered benign and 
a potential coping strategy.

Preserving Autonomy and Dignity Mrs. F’s 
case counters the assumption that older adult 
patients are senile or poor historians. It highlights 
the need to speak directly with the patient, rather 
than relying on depression-screening tools or col-
lateral information. Presuming that a patient can-
not speak for herself is disempowering and denies 
the patient’s autonomy. Providers should try to 
maintain a sense of independence for the indi-
vidual. Acknowledge that depression treatment is 
a team effort. Respecting an individual’s auton-
omy over her body, her health, and her safety can 
facilitate recovery from depression. Since feel-
ings of helplessness or worthlessness often per-
vade late-life depression, the last thing the patient 
needs is to be undermined or patronized.

The most important intervention would be to 
listen to the patient and ask what she feels she 
needs to move on with her life. Ongoing assess-
ment is necessary, as denial of underlying mood 
symptoms is not uncommon. It is critical to work 
with the patient, as opposed to forcing her into a 
living situation she does want. In this case, the 
patient was willing to call her daughter daily and 
to come over for dinner at her daughter’s at least 
twice a week. She also agreed to go food shop-
ping with the daughter twice a month and join an 
AARP exercise class. No medications were pre-
scribed, and the patient agreed to speak with her 
doctor if she experienced any physical symp-
toms. A diagnosis of grief reaction was made.

Living Situation The lifestyle interventions 
employed in Mrs. F’s case resulted from produc-
tive negotiation that respected Mrs. F’s dignity. 
With respect to living situation, it is ideal to allow 
the patient to stay in her own home and environ-
ment as long as possible. Always ask the patient, 
“Where would you feel happiest?” If a patient 
has the capacity to understand her situation and 
the competence to make her own decisions, going 
against her wishes is unethical. First, do no harm. 
Forcing someone out of her home prematurely 

may be harmful, psychologically and possibly 
physically. As long as the home is made safe for 
its senior resident, it is a positive setting for 
depression recovery.

Enjoyable Exercise A critical component of 
Mrs. F’s treatment plan is her exercise class. 
Enjoyable exercise should be a core component in 
any geriatric depression intervention. Not only 
does enjoyable exercise benefit the body, it also 
creates purpose in life. Giving older adult patients 
something to look forward to each day can amelio-
rate feelings of hopelessness. Enjoyable exercise 
reminds them that they still have something to live 
for. The neurocognitive benefits of enjoyable exer-
cise include improved mood, better sleep, and 
increased energy levels. Oftentimes, enjoyable 
exercise has a ripple effect that promotes a healthy 
lifestyle in general. Patients are inspired to pursue 
additional ways to stay active and engaged.

Enjoyable exercise also has a valuable social 
aspect. Mrs. F’s isolation was detrimental to her 
mental wellness. Taking an exercise class will 
introduce her to peers who may share her experi-
ences. If a patient complains of things like, “All 
my friends are dead,” then enjoyable group exer-
cise is one way to build a new support network.

Recommendations of exercise may initially be 
met with reluctance. Patients may believe their 
arthritis, back pain, etc. will worsen or get in the 
way. However, providers can help alter the 
patient’s desired exercise activity to accommo-
date her physical limitations. For instance, a 
patient may have enjoyed modern dance earlier 
in life. She might try a comparable activity like 
tai chi, an activity that emphasizes graceful 
movement and balance but spares the joints. If 
the patient previously enjoyed gymnastics, she 
could consider yoga and other sports involving 
flexibility. Physicians should also educate 
patients to “listen to their bodies” when engaging 
in enjoyable exercise. Teach them which signs 
may indicate that an exercise is too strenuous, 
such as chest pain or shoulder pain. By knowing 
what to look for, patients are empowered to 
supervise their own health and prevent injuries. 
When in doubt, customize the intervention to 
whatever is best for the patient.
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16.3.2  Case 2

Mr. D is a 74-year-old man referred for evalua-
tion of progressive cognitive decline and memory 
deficits. On initial exam, he admits to lacking 
interest in previously pleasurable activities and 
feeling like a burden to his family. His wife 
reports that he suffered an episode of depression 
in his 40s, and he has always drank too much 
alcohol. He was never diagnosed or treated for 
either of these problems. Since retiring from his 
job 2 years ago, Mr. D has put on 15 pounds and 
developed type 2 diabetes and hypertension. He 
takes a diuretic and an ACE inhibitor and a statin. 
He has stopped playing golf, a game he loved all 
of his life, claiming he gets too tired and no lon-
ger enjoys playing. His days are spent watching 
TV and napping. Mr. D screens positive on the 
Geriatric Depression Scale, but denies being 
depressed, claiming, “I’m not crazy.” Given his 
past history of depression combined with his cur-
rent symptoms, Mr. D is prescribed an SSRI for 
his depression. One week after seeing his doctor, 
Mr. D attempts suicide with a handgun but 
survives.

16.3.2.1  Discussion
Chief complaints of cognitive decline and mem-
ory deficits require a rigorous workup, because 
many different sources can be to blame.

From the start, Mr. D used one of the key 
phrases expressing feelings of worthlessness. 
Providers should follow up statements like these 
with “What do you mean by that?” and start 
exploring for suicidal ideation, plans, and means 
to attempt. Depressed white older males are at 
the highest risk for completed suicide. Although 
not being the demographic with the highest num-
ber of attempts, their efforts are more often lethal, 
compared to other groups such as women and 
teenagers. Sad mood may not be a presenting 
symptom in this age group, but a history of prior 
depression (especially prior suicide attempts), 
substance abuse, poor physical health, and low 
self-esteem are all significant risk factors for 
suicide.

Takeaway Points
• Exercise should be considered as a ther-

apeutic modality for all depressed 
patients.

• Exercise should be fun for the patient 
and medically cleared to initiate.

• The social aspects of an exercise pro-
gram should be considered for elderly 
patients.

Inquiring about patient access to firearms is 
an essential precaution. Once someone has 
said life isn’t worth living, you must assess 
suicide risk.

• If your patient has a gun, ask why he 
keeps a gun.
 – Recreational purposes?
 – Self-defense?

• How many firearms does he own?
• Where do they keep it?

 – Is it locked in a closet or gun safe?
 – Is it in an unsecured cabinet?
 – Is it in his car?
 – Where is ammunition stored?

• Discuss family precautions to monitor 
or restrict gun access to a suicidal 
patient.

Causes of Apparent Cognitive Decline

• Age-related memory (normal)
• Primary depression

• Medications, prescription or 
over-the-counter

• Occult disease presenting with organic 
depression

• Alcohol abuse
• Mild head trauma (concussion) the 

patient doesn’t remember (i.e., occurred 
while amnesic from alcohol or 
medications)
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Despite making a diagnosis of depression in 
this patient, prescribing an antidepressant was 
not sufficient. Mr. D would have benefitted from 
a more comprehensive, biopsychosocial inter-
vention, including a referral for an initial psychi-
atric evaluation to rule out other causes, given the 
potential lethality of the case. The appropriate 
strategy would have been to refer to a psychiatrist 
for consultation. Initially, the patient may feel the 
PCP is dismissing or abandoning him by refer-
ring him to a psychiatrist, especially if the patient 
insisted he was “not crazy” or denied feeling 
depressed. The PCP should reassure the patient 
that psychiatric referral is part of a thorough 
medical approach for their overall health. Do not 
rush the patient in telling their story. It is very 
important to take this additional time to explain 
your logic and get feedback from the patient.

Medications and Substance Use While evalu-
ating Mr. D, one should consider how other fac-
tors such as medications and alcohol affect 
depression. Mr. D’s social history includes fre-
quent alcohol use which merits a thorough inves-
tigation. Alcohol consumption could be either the 
main cause of his cognitive impairment and 

depressed mood, or it could be exacerbating his 
primary depression.

When approaching Mr. D’s alcohol use, sev-
eral aspects should be clarified. First, ask why he 
drinks. Problematic alcohol consumption is not 
always caused by an addiction disorder. Does he 
drink to forget or to enjoy himself? Is he self- 
medicating with alcohol, such as in PTSD? Are 
his drinking patterns the result of tolerance 
changes as he aged? Does he drink because it 
helps him fall asleep? Also clarify how much 
alcohol intake occurs over a discrete length of 
time. Nursing one beer over an hour is different 
from consuming a bottle of wine each night 
before bed. A useful question to ask is, “When 
you buy a 6-pack of beer, how long does it last 
you?” Some may say it lasts them a few days, but 
for others it may last them a few months. 
Exploring these questions help characterize the 
patient’s alcohol profile and identify the best 
approach strategies. Because patients may be 
embarrassed to discuss their alcohol use with 
their PCP, attempts should be made to corrobo-
rate drinking behavior with family or caregiver 
reports.

After better understanding a patient’s alcohol 
use, it is important to discuss benefits of cutting 
back on alcohol consumption. To avoid sounding 
judgmental, PCPs can emphasize their concerns 
about alcohol’s negative impact on two major 
symptoms: sleep disturbances and cognitive 
impairment. Alcohol may help the patient get to 
sleep initially but ultimately interferes with sleep 
quality. Alcohol changes the architecture of 
sleep, leading to increased awakenings and 
decreased restorative, restful sleep. If the patient 
is actually engaging in light or moderate alcohol 
use, such as enjoying one glass of wine after din-
ner, recommend he drink his wine at least 2  h 
before bedtime.

Alcohol can contribute to cognitive impair-
ment even when the patient is sober. As patients 
age, their alcohol tolerance decreases. While 
drinking, they experience increased disturbances 
of coordination and balance, leading to increased 
risk of falling. Consequently, older patients are 
more prone to suffering mild concussions that 
they later don’t remember. These subclinical con-
cussions may present during sober periods with 

• If a patient is reluctant, it’s helpful to 
remind him, “you might not feel sui-
cidal now, but you’ve said you feel down 
sometimes. You might feel worse later, 
so to be safe, let’s lock up the gun.”

Sample Explanation
“There are some things I am worried about 
that are affecting your quality of life. There 
might be reasons for these symptoms that 
require a specialist, so I want to refer you. 
If you had a cough that wouldn’t go away 
or chest pain, I would refer you to a cardi-
ologist to better treat your problem. In this 
case, it is important you see a psychiatrist 
so that we can provide the best possible 
care for you.”
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symptoms of memory impairment, mood 
changes, and neurocognitive slowing.

Equally important to consider are concurrent 
over-the-counter and prescription medication 
use. Given Mr. D’s recent diagnoses of hyperten-
sion and type 2 diabetes, he likely takes prescrip-
tion medications. Recall that numerous 
medications, especially antihypertensives, are 
known to carry a risk for inducing psychosis and 
mood symptoms. The 2012 Beer’s Criteria pub-
lished by the American Geriatrics Society is a 
useful list to reference. In the setting of multiple 
comorbid conditions, the onset of mood symp-
toms is clinically relevant. Major depressive dis-
order has a gradual onset. If a patient presents 
with acute-onset symptoms of depression, medi-
cations, substance use, or occult disease should 
be considered as the underlying etiology. 
Depression can be one of the first symptoms of 
certain cancers, such as non-small cell lung can-
cer and pancreatic cancer.

Treatment Pharmacologic interventions may 
play a role in Mr. D’s treatment, but they should 
not be the sole intervention, especially with recur-
rent depressive episodes. For this patient, the key 
issues to address are his feeling out of control of 
his life and fearful of his future. Recommended 
ways to address these components of the patient’s 
depression include listening to his concerns and 
fears, addressing any automatic negative thoughts 
or beliefs, and exploring social stressors. In addi-
tion to enjoyable exercise, various modes of ther-
apy and counseling can help Mr. D achieve 
sustainable remission of his depression.

Options to offer Mr. D include talk therapy, 
peer support groups, pet therapy, family 
 counseling, and cultural or spiritual resources, 
such as church, temple, mosque, or meditation.

16.3.3  Case 3

Mr. T, a 78-year-old man, comes into the office 
after being referred for treatment of recurring 
depression. He has a prior history of two major 
depressive episodes. The last one was 12 years 
ago. He denies ever feeling life was not worth 
living, but he is reporting poor sleep, poor appe-
tite, decreased energy, and little enjoyment in his 
life. He reports being active prior to retiring from 
work 6 years ago. He has a supportive marriage 
of 40 years but feels little motivation to join his 
wife on daily activities, such as grocery shop-
ping or going for a walk. His wife is concerned 
he is becoming more withdrawn and irritable 
over time. He is very reluctant to take antide-
pressant medications, as he has had issues with 
side effects in the past. In discussing non-medi-
cation treatment options with him, he is resistant 
to attending talk therapy but says he would con-
sider an exercise program. After discussing the 
basics of an effective exercise program with his 
family physician, elevating his heart rate to a 
safe level, as determined by baseline cardiac sta-
tus, and maintaining it for 15–20  minutes, he 
asks what form of exercise is best. He reports 
becoming bored with brisk walking, and he does 
not like going to the gym or swimming. When 
asked about activities he used to enjoy, he men-
tions playing tennis. “I watch the kids playing 
these days, and I would not be able to get a sin-
gle shot back,” he reports. After a discussion 
with his wife, she calls a local tennis club and 
discovers an over-75 league. Despite never play-
ing tennis herself, she joins the league with her 
husband after they are both medically cleared to 
play. After 3 months they report playing 3 days a 
week, and they join their new tennis friends for 
lunch after playing at least weekly. The patient 
reports much improved sleep and increased 
energy. He looks forward to playing, and he is 
planning to take his wife to attend a major pro 

Takeaway Points
• Medications may play a role in treating 

depression but should be used wisely.
• Non-medication interventions should be 

recommended for every depressed 
patient, especially elderly patients.

• Do not rush the intake process; take 
time to listen to the elderly patient’s 
“story.”
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tennis tournament. His wife reports he has not 
seemed this engaged in life since retiring from 
work and reports how involvement with him has 
also improved her life.

16.3.3.1  Discussion
The role of regular exercise in improving mood is 
well documented. One fact that is not always 
addressed is the “enjoyment factor.” Exercise that 
is not fun for the patient is not likely to be contin-
ued. It should be of no surprise that successful 
diets do not focus on giving up all the foods that 
one enjoys. None of the positive effects of regular 
exercise will be experienced if the activity is not 
continued on a consistent basis.

When prescribing exercise for treating depres-
sion, an initial assessment of cardiac status and 
orthopedic issues should be completed. It is 
important to assure the patient that they are 
healthy enough to engage in regular physical 
activity. This assessment is useful to determine 
how to adjust desired exercise activities to fit the 
patient’s physical condition. Once the initial 
screen is completed (this can be part of an annual 
physical), the patient should be instructed on how 
to “listen to their body.” As previously mentioned 
in Case 1, chest pain or joint pain should be 
reported to their doctor, not merely self-treated 
with over-the-counter analgesics.

Once the initial screen is completed, focus on 
finding an enjoyable form of exercise/activity. As 
was this case in this patient, discussing past 
enjoyable activities is an excellent starting point. 
Providing a list of potential activities to the 
patient is helpful rather than just telling the 
patient to “go exercise.” Make this an integral 
component of all treatment recommendations. 
Discussion of the social component is also 
 helpful. An exercise program is more effective 
when social support systems are involved. Even 
solo activities, like jogging or swimming, are 
more effective when done in a group setting or 
with a friend. This will enhance the enjoyment 
factor and positively enhance long-term adher-
ence. Another strategy to improve outcomes is to 
inform significant others to comment on observed 
improvement in mood, physical appearance, and 
activity tolerance.

Exercise should be a part of every treatment 
intervention. The human body is meant to move. 
Even a patient with significant health issues can 
be encouraged to engage in medically monitored 
exercise.

16.4  Conclusion

An effective treatment plan for geriatric depres-
sion integrates components across the biopsycho-
social spectrum. This is not unique to psychiatric 
conditions. For example, successful treatment of 
diabetes would never include only insulin admin-
istration. Adequate treatment would require 
dietary changes, stress reduction, weight man-
agement, and exercise to achieve optimal, sus-
tainable results.

There are a number of medications approved 
for the treatment of depression. Always keep in 
mind the side effect profiles of each medication 
and be prepared to offer alternatives should the 
patient find the adverse effects intolerable. When 
prescribing antidepressants, use a lower dose 
than for younger individual, and carefully moni-
tor the response. Outpatient therapies like elec-
troconvulsive therapy (ECT) are available for 
severe, refractory cases. In moderate depression, 
pharmacotherapy should be initiated after more 
conservative treatment strategies, such as talk 
therapy or lifestyle modifications, have failed.

Additionally, keeping one’s brain active in the 
later years has been found to improve neurocog-
nitive function and psychological wellness in 
seniors. This doesn’t mean using gimmicky pro-
grams like “brain improving games,” which have 
recently become popular on the consumer mar-
ket. Research has shown these “brain games” do 
little to maintain or improve mental function. 
However, activities that involve learning, critical 
thinking, or strategy have been linked to improved 
performance on cognitive evaluations. These 
activities can range from solving sudoku puzzles 
to taking a class at the community college. 
Synthesizing and integrating new mental skills 
during retirement is highly recommended along-
side enjoyable exercise. The role that the indi-
vidual plays is therefore very important.
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Non-governmental organizations (NGOs) can 
also play an important role in assisting older 
adults at risk of depression. These NGOs provide 
practical support with day-to-day tasks and com-
panionship to older adults who may otherwise 
become isolated. In the UK, some general practi-
tioners work in partnership with such organiza-
tions. A scheme called “social prescribing” or 
community referral allows GPs to “prescribe” 
social activity and other nonclinical services for a 
patient whose primary problem is not medical. 
These services incorporate many of the factors 
that make enjoyable exercise an effective tool for 
improving the quality of life in older adults.

In conclusion, the depressed elderly patient 
best benefits from a biopsychosocial approach 
structured around each individual’s needs and 
concerns. By combining enjoyable exercise, 
social engagement, and appropriate pharmaco-
logic treatment, PCPs can effectively guide their 
geriatric patients toward a happier and healthier 
life.
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Suicidal Behaviour in Older Adults
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Abstract
Suicide rates among older adults are the high-
est in nearly every part of the world. Also in 
late life, suicide is a multifactorial problem 
with several interrelated factors that vary with 
age, gender and culture. Depression is one of 
the main risk factors for suicide in older 
adults; however, cultural variations do exist 
that change the hierarchy of importance of 
risk factors. In the oldest olds, men appear to 
be more vulnerable than women to adverse 
life circumstances. Thus, suicide prevention in 
older adults should pay particular attention to 
the many socio-environmental conditions that 
may be relevant in this age, especially social 
isolation, loneliness, financial insecurity and 
physical illnesses. Early detection and treat-
ment of affective disorders are key interven-
tions to reduce the risk of suicide in this late 
part of life. Ageistic perspectives are still very 
present also among health professionals and 

should be counteracted with great determina-
tion. Promoting a culture of adaptation to the 
changes imposed by the advancing of age 
should form the essential part of a process 
central to suicide prevention.

17.1  Epidemiology

Although declining in many parts of the world 
for the past 30  years [1], suicide rates among 
individuals aged 65 years and older are still the 
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Key Points
• Suicide rates among individuals aged 

65  years and older are the highest for 
both men and women in almost all 
regions of the world.

• Suicide methods among older adults 
vary across the world.

• Depression tends to be considered as a 
normal part of ageing and may often be 
missed by primary care doctors.

• Risk factors for suicide among older 
adults include mental disorder, physical 
illness and social factors.

• Protective factors include engagement 
in valuable activities, high levels of edu-
cation and socioeconomic status and 
religious or spiritual involvement.
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highest for both men and women in almost all 
regions of the world, as indicated by the World 
Health Organization report, Preventing Suicide: 
A Global Imperative [2]. In addition, increase in 
life expectancy and decrease in mortality due to 
causes of death other than suicide created expec-
tations that the absolute number of older adults’ 
suicide might be growing further. Using data 
from 17 countries, Shah and colleagues [3] have 
identified that suicide rates continue to grow up 
to extreme ages (i.e. in centenarians), with a 
curve of the trend line steeper in men than in 
women. However, older adults seem to have ben-
efitted more than other age groups from the 
improvements in general health assistance and 
quality of life which have been witnessed in 
many countries in recent years [2], as testified by 
the fact that their rates have declined more than in 
younger individuals [1, 2].

Compared to suicide rates, nonfatal suicidal 
behaviour (including suicide attempts) decreases 
proportionally with increasing age [4]. This has 
been clearly shown by the results of the WHO/
EURO Multicentre Study on Suicidal Behaviour 
(a very large cooperative effort), which found 
that only 9% of 22,665 episodes of ‘parasuicide’ 
(hospital treated) were made by older adults (65+ 
years) compared to 50% of the episodes made by 
individuals in the 15–34  years age group [5]. 
Compared to younger individuals (especially 
youth), where the number of nonfatal behaviours 
is exceedingly high, the ratio between fatal and 
nonfatal suicidal behaviour can become very 
small in old age, varying from 1–2 [5] to 1–4 [6] 
(in youth, if we consider non-suicidal self-injury 
episodes, it can reach 1–5000 [7]). While nonfa-
tal behaviour is particularly frequent in women of 
younger age groups, the prevalence tends to be 
equal in advanced age [8]. The gender paradox in 
suicide rates (the difference between sexes, with 
rates of male subjects much higher than those of 
their female counterparts) is often explained by 
the more frequent help-seeking behaviour in 
females and the use of more violent methods in 
males (such as firearms or hanging) [9–11].

Contrarily to common beliefs, approaching 
the natural end of life is not accompanied by an 
increased frequency of suicide ideation or death 

wishes: both types of thoughts are more prevalent 
in youth and young adults, as shown by the com-
munity survey performed in Australia in the con-
text of the WHO/SUPRE-MISS Study [12].

A note of caution should be expressed in rela-
tion to the validity of suicide mortality data in old 
age as well as in the general population [13, 14]. 
In fact, mortality data for suicide in older adults 
are often under-reported; ‘accidents’ (e.g. falls, 
drowning, etc.), refusal to take life-sustaining 
medication or overdosing with drugs such as 
insulin or opioids can all be recorded as non- 
suicide cases. In a recent book chapter, De Leo 
and Arnautovska examined in detail many of 
these conditions [15].

17.2  Is Suicide in Old Age 
Different?

Suicide in old age is often considered to be the 
result of a rational decision. Lack of positive 
expectations, frailty, dependency from others, 
loss of spouse and solitude are frequently consid-
ered motivations that could ‘explain’ cases of sui-
cide. Aggregation of different factors, for 
example, bereaving the death of partner in a 
dependent and frail individual, may reinforce the 
paradigm of rational choices. Similarly, suicide 
can be interpreted as a ‘legitimate exit’ from life 
when loss of reputation, dignity or dramatic 
change in social status is experienced.

Ageistic views tend to consider depression as 
a normal feature of ageing [16]. However, depres-
sion is not an obvious response to any particular 
stressor such as, for example, deteriorated physi-
cal health, loss of a spouse or financial difficul-
ties. ‘Depression’ should indicate a pathological 
alteration and not a normal reaction to stressors 
of various nature. There are several different 
forms of depression, possibly involving also dif-
ferent and complex aetiologies; all these forms 
are strongly associated to suicide [17]. Although 
depression is an important risk factor for suicidal 
behaviour also in old age, it is possible that its 
role has been overemphasized. Sadness, disillu-
sionment, disappointment, disengagement and 
lack of positive expectations are frequent travel 
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mates in the life journey of every individual and 
not necessarily symptoms of depression. As such, 
there should be no need for a medical dictionary 
to describe and understand these common feel-
ings. But when does sadness become depression 
(i.e. a mental disorder)? In the words of Maj [18], 
this happens essentially in three main situations: 
(1) when the reaction is unrelated to a life event 
or disproportionate to it, (2) when there is a quali-
tative difference (e.g. a gestalt, an entity that goes 
beyond the sum of symptoms) and (3) on prag-
matic grounds, assuming there is a continuum of 
severity from ordinary sadness to clinical depres-
sion [18]. Many psychiatrists today tend to privi-
lege this latter interpretation to qualify a condition 
as ‘depressive’ in psychiatric terms. However, 
from a suicide prevention perspective, there 
could be both pros and cons in a similar attitude. 
In theory, approaching a patient with attention 
and prudence is always to be preferred to a pre-
disposition that considers life stressors as inevi-
table and all reactions to them as normal. This 
may bring to underestimating and undertreating 
depression, especially in old age where life 
stressors may easily aggregate [17]. On the other 
hand, adopting a very limited medical vocabulary 
(where everything is defined as ‘depression’) 
may induce a too narrow attitude to treatment, 
often limited to prescribing an antidepressant 
drug. In this way, the appreciation of the multi-
factorial nature of suicidality also becomes too 
limited and the possibilities of counteracting the 
complexities of a suicidal progression too mod-
est. Given there are no ‘magic bullets’ for depres-
sion, there is no ‘quick fix’ for suicidal behaviour, 
and very seldom a drug prescription can make a 
positive difference.

Also in old age suicide methods vary from 
country to country and gender. For example, in 
the United States, the most common method for 
older men is gunshot, while for older women it is 
poisoning, mostly by overdosing medications 
[9]. In England and Wales, hanging is the most 
common method for older men, while for women 
poisoning with medications [19]. In places with 
many high-rise buildings, like Hong Kong and 
Singapore, jumping from a height represents the 
most common method [20]. Despite cultural and 

gender differences, the increased lethality of 
methods chosen by older adults is seen around 
the world and reflects the fact that the ratio sui-
cide/suicide attempts is much lower in older 
adults than in other age groups [5, 21]. Greater 
determination to die and more attention to avoid 
being rescued by third parties concur with this 
phenomenon [22].

17.3  Risk Factors

17.3.1  Mental Disorders

In literature, a psychiatric diagnosis has been 
reported as present between 71% and 95% of sui-
cide cases of older adults. The most common 
diagnosis is affective disorder, which is present 
from 54% to 87% of these cases [23, 24], and is 
associated with the highest population attribut-
able risk for suicide in late life [25]. Although 
depressive disorder occurs only in 8–16% of the 
general older adult population [26], suicide 
among older adults is likely to happen in the con-
text of a depressive episode. In fact, depression—
both as chronic depressive symptoms and as first 
episode in old age—has been identified as the 
most powerful independent risk factor for suicide 
in old age [27]. More recent studies on subjects 
of 60 years of age and more, based on the method 
of psychological autopsy, have however shown 
that depression is less frequently present in these 
patients than in those of younger age: in fact, 
among older adults, the prevalence of the disor-
der did not reach 50% of cases, while for subjects 
under 60 years of age, it was close to 60% [28].

Even if depression may appear as the most 
prominent clinical picture, several age-related 
medical conditions (e.g. cardiovascular disor-
ders, stroke, chronic pain, etc.) are often concom-
itant to it [29]. These comorbidities sometimes 
make the identification of depression difficult or 
delay its recognition and treatment; thus, depres-
sion might end by being regarded as irrelevant or 
secondary to a somatic condition.

Also, depression in older adults is often 
accompanied by symptoms of anxiety or a full- 
blown anxiety disorder. These conditions may 
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frequently increase the risk of suicide [30, 31]. 
For example, in a historical series of suicide 
cases in older adults in a general hospital, a com-
mon factor was the presence of severe anxiety, 
poorly responsive to treatments, with the major-
ity of suicide cases occurring in the first hours of 
morning, when anxiety symptoms are often 
stronger and supervision probably less tight [32].

Although alcohol abuse represents a less com-
mon risk factor for suicide in older adults com-
pared to what is found in young adults [33], it 
remains an important indicator of risk for both 
sexes. Usually, alcohol abuse increases the risk of 
suicide through its interaction with other factors 
that are particularly prevalent among older adults, 
such as depressive symptoms, medical conditions, 
a negatively perceived health status and poor con-
trol of social environment. These factors are then 
capable to stimulate further intake of alcohol, and 
the vicious circle that is thus established can eas-
ily become lethal. The association between alco-
hol abuse and suicide has been noted in many 
countries, western and non- western, but is partic-
ularly marked in the Baltic republics and other 
countries of the former Soviet bloc [34]. In any 
case, either alcohol abuse or any other substance 
abuse appears as less prevalent among older adults 
than among younger subjects [28]. Similar con-
siderations apply to the association between sui-
cide and psychotic disorders, which are much less 
represented in suicide cases of people of advanced 
age than in those of younger individuals [28, 35].

Even personality disorders appear to be less 
frequently associated with cases of suicide in 
older adults compared to younger persons [36]. 
As for the presence of specific personality traits 
in suicidal older adults, cognitive rigidity (par-
ticularly lack of openness to new experiences), 
apprehensiveness and anankastic traits seem to 
be particularly common among suicides in older 
adults [25, 37].

Despite the high prevalence of dementia diag-
nosis in advanced age, this condition does not 
seem to be significantly associated with an 
increased risk of suicide [38]. The few cases 
reported in the literature relate to subjects with 
preserved insight, who are aware of the serious-
ness of the diagnosis, with evidence of depres-

sive symptoms, of younger age and not showing 
any positive response to anti-dementia drug 
treatment [39].

17.3.2  Psychosocial Factors

There are several reasons why research in suicide 
prevention in older adults has tended to focus on 
depression as a risk factor. One obvious reason is 
the presence of many psychosocial factors (such as 
impoverishment, isolation, relocation to a nursing 
home and bereavement) that may increase suscep-
tibility to depression [40]. However, even in the 
absence of an affective disorder, these factors can 
markedly upset the life of an individual, often cre-
ating living conditions too poor to be accepted and 
increasing the risk of suicide at very advanced age 
too. Men, particularly when single, widowed or 
divorced, are often reported to be at increased risk 
of suicide [41]. Financial problems, low level of 
education, lack of social and/or religious support 
networks [42] and feelings of loneliness [43] may 
increase the risk of suicide. In particular, isolation 
and a lack of social interactions are important risk 
factors for suicide in older adults, even after 
accounting for the influence of mood disorders. 
The existence of relationship problems in the fam-
ily or the presence of a very tense climate or dis-
cord may also represent important stressors by 
increasing the sense of emotional isolation and 
then being associated with suicidal behaviours 
[22]. In fact, loneliness may result from the loss of 
an important intimate relationship or a social role 
that previously helped to preserve a person’s sense 
of self-esteem and dignity. Also early traumatic 
experiences (e.g. history of abuse during child-
hood, loss of a parent, etc.) can have consequences 
in later life and be associated with increased likeli-
hood of suicidal behaviour [37, 44].

Usually, a death represents a significantly 
stressful event, especially if it involves the loss of 
a child or close relative [45]. For the older old 
(80+ years), the loss of a partner increases the 
risk of suicide in particular during the first year 
after the death, with men being affected more 
strongly by this stressful life event than women 
[42]. Consequently, widowhood can significantly 
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increase the risk of suicide and attempted suicide 
in older adults [5]. Loneliness is also reflected in 
the solitary nature of suicides among older adults, 
which are more often performed at home [35]. 
Even the loss of a pet can be a significant trigger 
for a suicidal crisis [45].

Retirement is an event related to the ageing 
process with potentially negative effects on the 
mental health of an older adult. The risk of sui-
cide is particularly high in the first 2–3 years after 
the termination of the employment [17]. Of par-
ticular relevance in this context are changes in 
income, social status, and social and family role 
interactions. These changes can lead to feelings 
of worthlessness and loss of self-esteem and pur-
pose in life [22].

Geographic areas with large proportions of 
house tenants are characterised by higher suicide 
rates for older people, in particular for older 
males. These observations are consistent with the 
results of studies from English-speaking coun-
tries, suggesting that housing is one of the most 
important needs in people’s lives [46–48]. Those 
who cannot afford a private retreat are more 
likely to suffer from social unrest, have low 
incomes and experience inability to work, which 
are all factors that are linked to a higher risk of 
suicide in English-speaking countries [49]. 
Precipitating factors for suicidal behaviour 
among older adults are also represented by forced 
relocation (such as when the landlord wants back 
the unit), a recent placement in a nursing home or 
the anticipation of such an event [50, 51].

One particular situation that older adult indi-
viduals are frequently involved in is murder- 
suicide [52]. Although this is a relatively rare 
phenomenon, older adults are disproportionately 
represented among both perpetrators and victims 
of domestic homicide-suicide [53, 54]. The exist-
ing evidence shows that the vast majority of cases 
of murder-suicide are committed by men against 
a female spouse with a firearm [54, 55]. As many 
as 40% of the actors were involved in providing 
assistance to a spouse with a long-term illness or 
with a disability [54]. It has been suggested that 
over 70% of the murder-suicide cases in senior 
citizens might recognize suicide as a primary 
motivation [56].

17.3.3  Physical Illness

Somatic and functional-impairment conditions 
significantly increase the risk of suicide during 
the entire life span [57]. Studies comparing sui-
cides of subjects aged 65+ years with living con-
trols found that serious physical illnesses 
(particularly visual impairment and neurological 
and malignant diseases) were independently 
associated with suicide among males [58, 59].

Hospitalisation can be a risk factor for suicide in 
older adults [52]. In Finland, for example, approxi-
mately 30% of suicides in older adults between 
1988 and 2003 occurred within 1  month of dis-
charge from hospital [60]. Interestingly, approxi-
mately 80% of diagnoses given during the 
hospitalization were nonpsychiatric. In Denmark, 
men over 80  years hospitalized with medical ill-
nesses had the highest suicide rate of all age groups, 
while the risk of suicide in men over 80 years with 
three or more medical illnesses requiring hospital-
ization was also three times higher than that of 
those with no comorbidities [61].

Abuse or inappropriate use of prescription 
medications, particularly painkillers and those 
used to treat psychiatric disorders, can also place 
older adults at increased risk of suicide. Research 
from Canada has found that the risk is heightened 
by multiple prescriptions and increases with 
medication strength [62, 63].

In a case-control study, Conwell and col-
leagues [64] compared 86 people over age 50 
who died by suicide with the same number of 
matched living controls. They found that suicide 
cases had more DSM-IV Axis I disorders, worse 
physical health and greater functional impair-
ments compared to controls. Cases of suicide 
had a history of psychiatric treatment, admission 
to medical or surgical hospital in the previous 
year and more frequent home visits than con-
trols. In a multivariate model, the presence of 
any active psychiatric disorder and any loss in 
instrumental activities of daily living (e.g. food 
preparation, shopping, ability to use the phone, 
etc.) contributed independently to the risk of sui-
cide [64].

Comorbidity of psychiatric disorders with 
physical disabilities appears to particularly 
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increase the risk of suicide in older adults [65], 
with loneliness adding to that risk [42].

17.4  Protective Factors

Unfortunately, the study of protective factors for 
suicide in old age is still in its infancy. Factors iden-
tified as potentially protective include high levels of 
education and socioeconomic status, engagement in 
valuable activities and religious involvement [66]. 
For example, involvement in Catholic practices has 
been associated with lower rates of suicide com-
pared to non-Catholics [67, 68]. Intensity of faith 
and participation in social activities connected to 
the religious practice seem to be the most important 
explanations for this effect [68]. Furthermore, the 
presence of significant levels of social support, 
either represented by intimate friends or relatives, 
can constitute an important protective factor. A 
recent psychological autopsy study has evidenced 
that individuals who died by suicide were particu-
larly missing the help (or receiving less than needed) 
from both relatives and friends [28]. Marriage 
seems to constitute a protective factor, particularly 
for older adult males [10, 69].

In any case, in the words of Conwell, ‘…none 
of the risk factors that are known to us has predic-
tive power sufficient to permit the identification 
of a person at risk of suicide. Very few studies 
have included large-size samples enough to allow 
multivariate models of risk and protective fac-
tors. Therefore, our understanding of the role of 
each single factor remains very limited. We know 
very little of the impact of the combination of 
several factors’ (p. 249) [25].

17.5  Treatment of Suicidality 
in Older Adults

As already mentioned, suicidal behaviour in old 
age is generally characterized by close associa-
tion with depression, strong intention to die and 
high lethality [25]. Interventions need to balance 
risk and protective factors, bearing in mind that 
these will be of different significance depending 
on the cultural and social context [70]. For exam-

ple, depression may have a strong association 
with suicidality in the United States but much 
less so in countries like India and China [71].

Risk of suicide is often not recognized in older 
patients [22]. In fact, many older adults who take 
their life have consulted their (general practitio-
ner) GP shortly before their death. In a study that 
examined contacts with different health profes-
sionals in the 3  months prior to death [suicide 
cases (n = 261) compared to sudden death con-
trols (n  =  182)], 76.9% of suicide cases and 
81.9% of sudden death cases visited their 
GP. Persons who died by suicide had significantly 
more frequently contacts with mental health pro-
fessionals than sudden death controls. People 
with a diagnosable mental health disorder at the 
time of suicide attended GP surgeries approxi-
mately with the same frequency of people with-
out a mental health diagnosis. Overall, in the 
3 months prior to death, approximately 90% of 
people who died by suicide and by sudden death 
sought help from the health-care system, mainly 
from GPs. With reference to health-care contacts, 
people who had or did not have a diagnosable 
psychiatric disorder did not appear as distin-
guishable at the GP surgery level [72]. In 8% of 
suicide cases, contact happened within 2  days 
from death, in 22% of cases between 3 and 
7 days, in 30% of cases between 1 and 4 weeks 
and in 27% of cases between 1 and 3  months 
[37].

An investigation from the United States 
showed that primary care physicians would be 
less willing to treat suicidal older adults com-
pared to younger patients and would be more 
likely to believe that suicidal ideation in an older 
individual is frequently ‘rational’ [73].

As a matter of fact, communication of suicidal 
thoughts tends to be less common among men 
and older adults who die by suicide than it is 
among women and younger people who do it 
[74]. In addition, older people tend to minimize 
their psychological problems and consider them 
to be related to physical illness. As a result, fam-
ily and friends can be the first to note that an 
older adult is at risk of suicide [75, 76].

In addition to considering the acute stress fac-
tors described above, risk assessment of suicide 
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in older adults should not overlook the impact of 
chronic stress factors such as loneliness, compli-
cated pain and severe disability. These might trig-
ger suicidal tendencies, especially in the absence 
of social support [22].

As noted earlier, an older person may present 
a greater determination to die than their younger 
counterparts [6]. Indeed, the presence of previous 
attempts of suicide in older adults strongly indi-
cates the risk of repeated suicide attempts and 
fatal suicidal behaviour [77]. The results of the 
WHO/EURO Multicentre Study on Suicidal 
Behaviour largely confirmed this. In fact, during 
a period of 12 months following the index epi-
sode of attempted suicide, 11% of participants 
aged 65+ years repeated their nonfatal behaviour, 
but 13% died by suicide [41].

In most countries, males have higher rates of 
suicide [78], while females have higher rates of 
nonfatal suicidal behaviour [79]. In adults, 
depression is about twice as common in women 
than in men [80]. In theory, this should make 
women the most exposed to the risk of suicide. 
However, females seem to be able to better 
address life stressors than their male counterparts 
and possess particularly resilient attitudes even in 
very advanced age [81]. Disparities in resilience 
could be explained by the different coping strate-
gies used by older men and women in times of 
stress [81]. Men are generally less likely than 
women to seek treatment for psychological prob-
lems [82, 83] and also to adhere to this treatment 
once initiated, compared to women [84]. In patri-
archal societies, cultural script for masculinity 
has promoted the suppression of emotions in 
men, by discouraging them from showing sad-
ness, grief or crying or seeking interpersonal sup-
port in times of trouble [81, 82].

With these characteristics in mind, and con-
sidering that the systematic treatment of depres-
sion in the older adult is also expected to reduce 
suicidal ideation [85, 86], the PROSPECT study 
(Prevention of Suicide in Primary Care Elderly: 
Collaborative Trial) assessed whether interven-
tions at primary care level reduced main risk fac-
tors for suicide in an older adult population [85]. 
Treatment management was shared among social 
workers, nurses and psychologists. The interven-

tion group consisted of 598 patients recruited 
from 20 primary care practices in New  York. 
Within a 12-month period, three follow-ups were 
set up to evaluate changes in suicide ideation and 
severity of depression. At 4  months, patients 
showed a remarkable decrease in suicidal 
thoughts compared with the usual level of care 
(12.9% vs 3.0%, respectively). In addition, 
patients in the intervention group had a more 
favourable course of depression both in terms of 
symptom severity and reduction speed. These 
results are consistent with those of the IMPACT 
study (Improve Mood-Promoting Access to 
Collaborative Care) [86]. The latter study 
included 1801 adults aged 60+ years, who suf-
fered from major depression or dysthymia. 
Randomized participants had access to a depres-
sion care manager who offered problem-solving 
treatment for 12  months in addition to antide-
pressants prescribed by primary care physicians. 
The control group received care as usual. 
Participants in the intervention group showed 
significantly lower rates of suicide ideation than 
participants receiving usual care at all 
follow-ups.

Regardless of the specific type of mental dis-
order, hopelessness was identified as the most 
important psychological condition that may be 
seen in patients with a variety of different psychi-
atric conditions. Hopelessness has been associ-
ated with suicide ideation and behaviour. It was 
also identified as a moderator between cognitive 
functioning in dementia and suicidal behaviour 
in the few cases of suicide observed in patients 
diagnosed with dementia. In fact, the preserva-
tion of a certain level of insight (as mentioned 
above) can lead to depression and despair, which 
in turn can lead to suicide ideation [39]. Detecting 
hopelessness may be particularly relevant in the 
field of primary care, where older patients may 
feel hopeless about their experience of illness.

There is currently no evidence of effectiveness 
of any specific therapy for older adults with a per-
sonality disorder who are at risk of suicide. 
Future research could, therefore, need to identify 
appropriate treatments for such conditions and 
examine how these therapies could help to pre-
vent suicide in people with these disorders.
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A group of international experts belonging to 
the International Association for Suicide 
Prevention Interest Group on Suicide in Old Age 
[87] has reviewed 19 studies with an empirical 
assessment of a suicide prevention program for 
adults aged between 60  years and older. The 
review concluded that most of the studies focused 
on reducing risk factors (particularly depression 
and isolation) and seemed to reduce the risk of 
suicide more successfully in women than in men. 
Most of the studies showed a reduction of suicide 
ideation in patients or in suicide rates of the com-
munities targeted by the study. The same group 
of experts proposed a set of recommendations to 
address senior citizens at risk of suicide [88]. The 
recommendations stressed the need for multi-
component approaches, to be based on available 
scientific evidence and having an organized sys-
tem of distribution of resources while monitoring 
the effectiveness of each intervention that could 
support the efforts through various levels.

A similar approach could be identified in a 
community-based suicide prevention program, 
carried out in 1995–2002 in Yuri, Japan, involv-
ing 6819 older adults (65+ years). This program 
suggested that a combination of group activities 
(including social activities, voluntary work and 
recreation), psycho-education (focusing on 
depression and suicide risk factors) and self- 
assessment of depression were effective in reduc-
ing suicide in women, but not in men [89].

At the level of general prevention, limiting 
access to means of suicide is one of the most 
effective universal strategies to reduce suicide 
rates in the world [90]. However, there is no con-
vincing evidence yet that access restriction may 
be effective with populations of older adults.

At selective/indicated level, there are experi-
ences that have mostly used limited samples, 
samples of convenience or specific communities. 
The Tele-Help/Tele-Check program, established 
in the Veneto region of northern Italy, represents 
a form of assistance and support to a special com-
munity. This assistance uses an approach essen-
tially based on providing support through the 
phone. In case of special needs or emergencies, a 
pre-established network of people may intervene 
to meet the needs. The articles describing the 

impact of this system presented results of the 
assistance to some 20,000 older adults selected 
for the presence of somatic chronic diseases and/
or mental problems and physical or emotional 
isolation [91]. A staff member trained to offer 
emotional and psychosocial support and, at the 
same time, to monitor the conditions of the cus-
tomer contacted each client at least twice a week. 
Ten years after its introduction, the number of 
suicides among older adults in the region was 
much lower than expected, with a statistically 
significant impact among female users [92].

Older adults seem more likely to approach 
their GP for help, rather than specialist mental 
health services [23]. Social services (e.g. senior 
centres, public transport companies, peer support 
groups) and communities (e.g. banks, utility 
companies, pharmacists and mailmen) can repre-
sent potential gatekeepers [25]. In the United 
States, a program based on these gatekeepers was 
able to reach socially and economically disad-
vantaged seniors at risk of suicide. Employees of 
community businesses, specially trained to rec-
ognize people in need of help and to refer them to 
geriatric and mental health services, were remark-
ably successful in identifying people at risk. 
Thus, in this project, those gatekeepers were 
responsible for 40% of all referrals to local ser-
vices for older adults [93]. Given this promising 
evidence, the training of gatekeepers at commu-
nity level was proposed as a potentially useful 
method to identify older individuals at risk for 
suicide [25]. It is clear, however, that every effort 
needs to be done to promote the integration of 
older people in social groups and communities 
(religious and non-religious). By providing a 
social support network, connectedness can help 
to moderate isolation and loneliness and to pro-
mote feelings of belonging and self-esteem [94].

Overall, however, the evidence on the effec-
tiveness of suicide prevention interventions for 
older adults remains limited. There is consensus 
that a multifactorial approach and multiple levels 
of suicide prevention could reduce suicide in 
older adults [88]. On the other hand, elements of 
national prevention strategies that could be of 
 relevance also for late-life suicide are (1) aware-
ness of suicide and its public health dimension, 
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(2) recognizing suicide risk factors and control-
ling those that are modifiable, (3) coordination of 
mental health and substance abuse control pro-
grams, (4) development and implementation of 
strategies to reduce the stigma associated with 
mental illness and suicidal behaviour and (5) cre-
ating programs to improve help-seeking behav-
iour, particularly among males [2].

Most national suicide prevention strategies 
recognize the high risk of suicidal behaviour in 
individuals aged 65 years and over [2]. Strategies 
aimed at this age group generally promote mental 
health, with particular emphasis on the early rec-
ognition and treatment of depression. To achieve 
these objectives, access to integrated mental 
health services and adequate treatment and sup-
port for older adults and their carers are often 
provided [15]. Studies on the effectiveness of 
mental health services for older adults provide 
encouraging evidence, in particular for those ser-
vices involving community multidisciplinary 
teams [95].

17.6  Conclusions

Even if they remain the highest, suicide rates 
among older adults are falling in most western 
countries [1, 2]. At the basis of suicide reduction, 
it is possible that older adults have particularly 
benefitted from improvements in overall levels 
of health care and quality of life, more than any 
other age group. Having been (and still being) 
the most disadvantaged demographic segment, 
improvements in older adults have shown a pro-
portionately greater size compared to the others 
[1]. Hopefully, this phenomenon might continue 
with the same pace, but targeted action would be 
required to achieve a steeper decrease in the 
trend line.

The improvement of social support and the 
detection and early treatment of affective disor-
ders are key interventions to reduce risk of sui-
cide in old age [87]. Prevention based on 
community actions and training of gatekeepers 
seems to be an important strategy. In particular, 
community programs that promote a sense of 
usefulness and belonging and preserve social 

integration and social status should be pushed 
vigorously. Governments must continue to pay 
attention to improving retirement programs, 
facilitating access to general health and mental 
health services and developing support systems. 
To actually test the validity of actions undertaken 
and verify their applicability to different cultural 
contexts remain imperative.

Combating stigma and ageistic perspectives—
still deeply rooted in both laymen and profes-
sionals—must be done with great determination. 
Meanwhile, actively promoting a culture of adap-
tation to different stages of life and to the changes 
imposed by the advancing of age should form the 
essential part of a process, bringing to better suc-
cessful ageing avenues.

Suicide among older adults is a multifactorial 
problem with several interrelated factors 
involved. These factors vary with age, gender and 
culture. Depression is only one of the risk factors 
for suicide in older adults and not necessarily the 
most important one, especially in some cultures. 
Suicide prevention in older adults should broaden 
its focus and pay attention to the many socio- 
environmental conditions that may be relevant in 
older age, especially social isolation, financial 
security and physical health. This would certainly 
help to better counteract suicide ideation and 
behaviours in this difficult part of life.
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Abstract
There is an increase of the prevalence of psy-
chotic symptoms in older adults. The presence 
at this period of life of the highest comorbidity 
rate, the changes of the central nervous system 
with ageing, and the particular high frequency 
of life stressors during this period of life may 
all explain this. Psychotic symptoms are pres-
ent in an important number of medical and 
psychiatric conditions and they make part of 
psychotic disorders in late life too. The same 
classification of disorders with psychotic 
symptoms in adults may be used for older 
adults. Primary psychotic symptoms exist in 
persistent psychotic disorders (schizophrenia, 
delusional disorder, and schizoaffective disor-
der), acute psychotic disorder, and personality 
disorders (paranoid, schizoid, and schizotypal 
personality disorders). Secondary psychotic 

symptoms include major and minor neurocog-
nitive disorders, delirium, organic mental dis-
orders, disorders due to psychoactive 
substance use, bipolar disorders, and depres-
sive episode. Somatic disorders, comorbidi-
ties and iatrogenic causes are included at this 
cluster. Assessment and management of psy-
chosis in older adults at primary care require 
an organization of the mental health- care sys-
tem. The management of psychosis in older 
adults implies the proper use of multidisci-
plinary therapeutic interventions: pharmaco-
therapy and psychological, social, and 
occupational therapy. All forms of stigma and 
discrimination against older adults with psy-
chosis and their carers should be eliminated.

C. A. de Mendonça Lima (*) 
Unity of Old Age Psychiatry, Centre Les Toises, 
Lausanne, Switzerland 

E. S. T. Lopes 
Unity of Health and Clinical Psychology, Hospital da 
Senhora da Oliveira - Guimarães, EPE,  
Creixomil, Portugal 

A. M. Kalasic 
Department for Social Work, Faculty for Media and 
Communication, Singidunum University,  
Belgrade, Serbia 

Municipal Institute of Gerontology and Palliative 
Care, Singidunum University, Belgrade, Serbia

18

Key Points
• There is an increase of the prevalence of 

psychotic symptoms in older adults.
• The presence at this period of life of the 

highest comorbidity rate, the changes of 
the central nervous system with ageing, 
and the particular high frequency of life 
stressors during this period of life may 
all explain this.

• Psychotic symptoms are present in an 
important number of medical and psy-
chiatric conditions and they make part 
of psychotic disorders in late life too.
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Clinical Case
Mrs. M. L., 72-year-old-patient, is a retired econ-
omist, married without children living in 
Belgrade, Serbia. She describes a difficult rela-
tionship with her husband. She has previously 
experienced episodes of anxiety treated with 
serotonin reuptake inhibitors in the past.

She presented a fear that she was being stalked 
by someone and was suspicious of being robbed. 
Her husband didn’t understand her behavior and 
believed that she was inventing and exaggerating 
everything as usual so she was seen at her sister 
in law’s house by the psychiatrist.

Mrs. M.  L. was noted to be wide eyed and 
frightened and was looking around the room sus-
piciously, she had little spontaneous speech but 

eventually said that she was being “attacked by 
an armature.” Her sister-in-law reported that Mrs. 
M. L. was refusing to eat or to sleep because she 
believed that she was being watched by someone 
and was drinking small amounts of water. She 
denied hallucinations in any modality but her 
behavior suggested that hallucinations may be 
present and she described delusions of persecu-
tion and robbery. She was well orientated and had 
no insight into her condition.

A working diagnosis of late-onset psychosis 
in an older adult was made.

18.1  Introduction

“Wisdom comes with old age,” we use to say. 
This statement forgets that the two most impor-
tant threatens to “wisdom” are highly prevalent at 
this period of life: dementia and psychosis.

Psychosis is characterized by thought and 
perception distortions associated to emotional 
(sadness, anxiety), behavioral symptoms (apa-
thy, aimlessness, self-absorbed attitude, excite-
ment, posturing, stupor), vegetative changes 
(loss of energy, sleep, appetite), and neuro-
cognitive impairments (executive functioning: 
planning, reasoning, problem solving, cognitive 
flexibility; attention; memory; verbal and visual 
learning; processing speed and social cognition) 
[1]. Patients often don’t realize the pathological 
character of these symptoms. They represent a 
source of distress for patients, families, and the 
community. Interestingly, psychotic symptoms 
such as being spied by a neighbor, cheated by 
family members, and facing to intruders at home 
were just considered until some decades ago as 
eccentric behaviors of older adults [2, 3]. With 
the development of different classifications of 
mental disorders it became easier to make the 
proper diagnostic. But this illustrates how older 
adults with psychotic symptoms were—and 
still are—victims of prejudices, stigma, and 
discrimination.

One of the consequences of this is the few 
number of studies on psychosis in older adults 
besides considerable efforts to change this like 
the joint meeting of the European Association of 

• The same classification of disorders 
with psychotic symptoms in adults may 
be used for older adults.

• Primary psychotic symptoms exist in 
persistent psychotic disorders (schizo-
phrenia, delusional disorder, and 
schizoaffective disorder), acute psy-
chotic disorder, and personality disor-
ders (paranoid, schizoid, and schizotypal 
personality disorders).

• Secondary psychotic symptoms include 
major and minor neurocognitive disor-
ders, delirium, organic mental disorders, 
and disorders due to psychoactive sub-
stance use, bipolar disorders, and 
depressive episode. Somatic disorders, 
comorbidities and iatrogenic causes are 
included at this cluster.

• Assessment and management at primary 
care require an organization of the men-
tal health-care system.

• The management of psychosis in older 
adults implies the proper use of multi-
disciplinary therapeutic interventions: 
pharmacotherapy and psychological, 
social, and occupational therapy

• All forms of stigma and discrimination 
against older adults with psychosis and 
their carers should be eliminated.
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Geriatric Psychiatry and the Section for the 
Psychiatry of Old Age of the Royal College of 
Psychiatrists at London in 1992 [4], the 
International Late-Onset Schizophrenia Group 
Consensus Conference met in July 1998 [5], and 
the Potsdam Conference on Late-Onset Mental 
Disorders in 1999 [6].

There is an increase of the prevalence of psy-
chotic symptoms in older adults. This may be 
explained by the presence at this period of life of 
the highest comorbidity rate, by the changes of 
the central nervous system with ageing, and 
finally also because of the particular high fre-
quency of life stressors during this period of life 
(retirement, financial difficulties, bereavement, 
deaths of peers, physical disability) [7].

Thought and perception distortions are fre-
quently found in primary care (PC) context. At 
low and middle income countries, primary care 
professionals may often be the only available 
resource to identify and manage the psychotic 
symptoms of older adults [8]. As part of these 
symptoms may belong to an ancient chronic psy-
chosis, patients often are already very well known 
by PC: not only the professionals have followed 
the disorder onset and its evolution but they also 
know which personal and community resources 
are available. In the case of late-onset psychotic 
symptoms, PC has the patient’s medical history, 
can quickly identify potential somatic disorders 
at the origin of the psychotic symptoms or recog-
nize potential negative effects of drugs being 
used, and estimate the potential risk of drugs 
interactions. Independently of the economical 
country level, PC is an important resource to help 
in the management of treatments.

18.2  Epidemiology

Psychotic symptoms are present in an important 
number of medical and psychiatric conditions. In 
order to determine the frequency of a clinical 
phenomenon we need to precisely know to which 
condition we want to refer. In the case of psy-
chotic symptoms we just can have a very approx-
imate estimation: in fact we can say that besides 
the efforts to estimate the frequency of psychosis 

in older adults, results tend to underestimate the 
true prevalence.

The prevalence of all range of psychotic disor-
ders in older adults with more than 65 years is 
4–6% [9–13] and for those with more than 
85 years as high than 10% [13]. The majority of 
these cases are related to psychotic symptoms in 
dementia. More than 23% of older adults will 
experience psychotic symptoms at some time and 
dementia is the main cause [14]. The proportion 
of older adults with schizophrenia whose onset 
was later than 40 years is 23.5% [15]. The annual 
incidence of schizophrenia-like psychosis 
increases by 11% every 5 years since the age of 
60 years [15]. Paranoid schizophrenia occurs in 
60% of cases and 30% is delusional disorder. The 
other form of psychosis occurs in 10% of cases. 
Paranoid and systematic delusions tend to 
increase with age in patients with schizophrenia, 
while symptoms of disorganization tend to 
decrease [16]. The diagnosis of a nonorganic psy-
chosis first manifesting in older adults is not rare 
in tertiary care (about 30% of admissions at an 
old age psychiatric hospital) [17]. The most com-
mon etiology of psychosis in older adults is pre-
sented in Fig. 18.1 [18].

The prevalence of schizophrenia and delu-
sional disorders for older adults is 0.5–1%, 5 
times more frequent in women than in men 

Dementia, 41%

Major
depression, 33%

Delirium, 7%

Medical
conditions, 7%

Mania, 5%

Substance-
induced,

4%

Delusional
disorder, 2% Schizophrenia,

1%

Fig. 18.1 Distribution of most common causes of psy-
chosis in older adults [18]
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(possibly because the onset of schizophrenia in 
women is later) [13]. Relatives of patients with 
very-late-onset schizophrenia have a lower mor-
bid risk than the relatives of patients with early- 
onset schizophrenia [19, 20]. Older adults with 
good premorbid educational level, occupational, 
and psychosocial functioning are less impaired 
in case of late-onset schizophrenia than in those 
with early-onset schizophrenia [21–23].

The main risk factors for psychotic symptoms 
include female gender, brain degeneration with 
cognitive decline, brain neurochemical changes 
associated to the ageing process (which have rel-
evant consequences on pharmacokinetics and 
pharmacodynamics for all drugs), comorbid 
medical conditions, medications (such dopami-
nergic and anticholinergic), substance abuse, 
social isolation, adequate stimulation depriva-
tion, sensory deficits, and premorbid personality 
(paranoid) [15, 24].

18.3  Classification of Psychosis 
in Older Adults

The same classification of disorders with psy-
chotic symptoms in adults may be used for older 
adults. The proposed classification here pre-
sented, with the respective diagnostic criteria, 
may quickly change next year with the publica-
tion of the International Classification of 
Diseases, 11th revision, to which a working 
group of old age psychiatrists was invited to 
review the classification of psychotic disorders. 
Table 18.1 presents the classification of the disor-
ders where psychotic symptoms may be present.

Traditionally psychotic symptoms can be 
related to two main groups of disorders. The pri-
mary psychotic group includes functional disor-
ders with no detectable physiological and 
anatomical change, an influence of substances, or 
iatrogenic causes. Psychotic symptoms constitute 
the core group of the diagnostic criteria. This 
group includes the persistent psychotic disorders, 
the acute psychotic disorder, other psychotic dis-
orders, and the personality disorders. The sec-
ondary psychotic group includes some functional 
disorders (the psychotic symptoms are not the 
main symptoms) and the organic disorders where 

a disturbance of normal functioning may be 
explained by a biological detectable cause.

18.3.1  Primary Psychotic Symptoms

18.3.1.1  Psychiatric Disorders

Persistent Psychotic Disorders
• Schizophrenia: is characterized by distur-

bances that involve the most basic functions 
which give the normal person a sense of indi-
viduality, uniqueness, and self-direction. 
Multiple mental functions are affected includ-
ing thinking (e.g., delusions, formal thought 
disorders), perception (e.g., hallucinations), 
self- experience (loss of the sense of agency or 
feeling of ownership of the experience), cog-
nition (impaired attention, verbal memory, 
and social cognition), volition (e.g., loss of 
motivation), affect (blunted emotional expres-
sion), and psychomotor behavior (catatonia). 
Persistent delusions, persistent hallucinations, 

Table 18.1 Classification of disorders presenting psy-
chotic symptoms

Primary psychotic 
symptoms Secondary psychotic symptoms
Psychiatric disorders
Persistent psychotic 
disorders
• Schizophrenia
•  Delusional disorder
•  Schizoaffective 

disorder
Acute psychotic 
disorder
•  Acute and transient 

psychotic disorder
Other psychotic 
disorders

Psychiatric disorders
•  Major and minor 

neurocognitive disorders 
(dementia) with psychotic 
symptoms

• Delirium
•  Organic mental disorders 

(hallucinosis, catatonic, 
delusional)

•  Mental and behavioral 
disorders due to 
psychoactive substance use

•  Bipolar affective disorder 
with psychotic symptoms

•  Depressive episode/recurrent 
depressive disorder with 
psychotic symptoms

Personality disorders
•  Paranoid 

personality disorder
•  Schizoid 

personality disorder
•  Schizotypal 

disorder

Somatic disorders and 
comorbidities
Iatrogenic causes of psychosis
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thought disorders, and distortions of self- 
experience are considered core symptoms. At 
least one of these needs to be present for at 
least one month for the diagnosis. Other 
symptoms include negative symptoms (apathy 
and anhedonia, paucity of speech, and blunt-
ing of emotional expressions, not due to 
depression or to any medication), disorga-
nized behavior (odd, eccentric, aimless, and 
agitated activity), and psychomotor disorders 
(excitement, posturing, or waxy flexibility, 
negativism, mutism, and stupor).

The diagnosis of schizophrenia should not 
be made when the symptoms exist less than one 
month, when they occur concurrently or within 
a few days of a diagnosable depressive or manic 
episode, and when it is possible to demonstrate 
the effects of a psychoactive substance or the 
presence of a general medical condition.

Schizophrenia can arise at any time in 
life—from childhood to very late age: the 
expression of symptoms shows a great varia-
tion when its onset is at the extremes of life. 
Understanding these variations can help to 
identify the causes of the disorder and its risk 
factors. A consensus statement was published 
in 1998 proposing, in an arbitrary way, cut- 
offs with potential clinical and research utility. 
Schizophrenia diagnosed before 40  years is 
classified as having an early onset; schizo-
phrenia diagnosed between 40 and 60 years is 
recognized as having a late onset; schizophre-
nia diagnosed by the first time after 60 years is 
recognized as having a very late onset [5, 25].

There are several arguments to justify this 
classification: there are three adult peaks of 
onset corresponding to adult life, middle age, 
and old age [26, 27]. Female gender is associ-
ated with late age onset. There are no important 
differences in terms of symptoms between 
early- and late-onset schizophrenia [17], but in 
very late-onset schizophrenia there are low 
prevalence of formal thought disorder and 
affective blunting, while visual hallucinations 
are more frequent [28, 29]. No differences in 
type or severity of neurocognitive impairments 
were found between early- and late- onset cases, 
besides late-onset schizophrenia presents 
milder cognitive impairments (cognitive flexi-

bility and abstraction) [30]. Familial schizo-
phrenia (suggesting hereditary form of the 
disorder) is more common in earlier than in late-
onset cases [20]. For other authors it was found 
that the following symptoms were more present 
and more severe in early-onset cases than in 
very late-onset cases: hallucinations, assiduity 
loss, grandiosity, reference and influence delu-
sions, and friendship poverty. Very late-onset 
cases had more persecutory delusions and more 
vascular cerebral lesions/vulnerability [31].

• Delusional disorder: is characterized by the 
development either of a single delusion or of 
a set of related delusions that are unusually 
persistent (at least three months) and some-
times lifelong. Other defining symptoms of 
schizophrenia (persistent auditory hallucina-
tions, disorganized thinking, negative symp-
toms) are not present, although various forms 
of perceptual disorders (hallucinations, illu-
sions, misidentifications of persons) themati-
cally related to the delusion are still consistent 
with the diagnosis. Apart from actions and 
attitudes directly related to the delusion or 
delusional system, affect, speech, and behav-
ior are typically normal [32]. Clear and per-
sistent auditory hallucinations and/or 
negative symptoms are incompatible with the 
diagnosis. The delusions are not due to the 
direct effects of a medical condition or sub-
stance on the CNS.

Delusional disorder is recognized as a fre-
quent phenomenon in old age. This disorder is 
associated with premorbid personality (schizo-
typal, paranoid), hearing loss, low socio-eco-
nomic status, and migration. Unfortunately, 
there are very few studies on this population 
but it seems that older adults are reluctant to 
seek treatment and they are more resistant to it. 
The delusional disorder is frequently more dis-
tressing to family members or neighbors than 
for the patient who frequently denies the exis-
tence of a problem [33]. It may be a part of 
several different types of nonorganic psychosis 
manifesting for the first time in the elderly and 
this may subsequently evolve into different 
diagnostic categories [34].

The classification according to the age of 
onset can contribute to a better understanding 
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of their epidemiology, psychopathology, and 
outcome. It was also proposed to use the same 
cut-off ages than used for schizophrenia to 
separate the cases in three groups (early onset, 
late onset, and very late onset).

• Schizoaffective disorder: is an episodic disorder 
with both symptom criteria of schizophrenia 
and a major mood episode (either depressive, 
manic, or mixed) that are prominent within the 
same episode of illness, preferably simultane-
ously or at least within a few days of each other. 
There are prominent symptoms of schizophre-
nia (delusions, hallucinations, disorders of self-
experience, formal thought disorders) which 
are accompanied by typical symptoms of a 
depressive episode (depressed mood, loss of 
interest, reduced energy), a manic episode (ele-
vated mood, increase in the quality and speed 
of physical and mental activity), or a mixed 
affective episode [35].

Conditions that meet the above require-
ments, but with a duration of less than one 
month, should be diagnosed initially as acute 
transient psychotic disorders or as other psy-
chotic disorder, depending on the clinical pre-
sentation. In cases where the symptoms of 
schizophrenia co-exist with an affective epi-
sode of mild severity, the individual should be 
diagnosed with schizophrenia with prominent 
depressive and/or manic symptoms.

Schizoaffective disorders with first onset 
later in life are extremely rare, and for instance, 
there is no reason to distinguish between late- 
onset and early-onset schizoaffective disor-
ders [36].

Acute Psychotic Disorder
• Acute and transient psychotic disorder: is 

characterized by acute onset of psychotic 
symptoms which emerge without a prodrome 
and reach their maximal severity within two 
weeks. Symptoms include delusions, halluci-
nations, disorganization of thought processes, 
perplexity or confusion, and disturbances of 
affect and mood. Catatonia-like psychomotor 
disturbances may be present. In most cases 
there is marked fluctuation of symptoms, 
sometimes from day to day. The duration of 

the disorder rarely exceeds three months. 
When the disorder recurs, periods of remission 
are typically longer and the outcome is gener-
ally better than in schizophrenia. The symp-
toms are not due to direct effects of a medical 
condition or psychotropic substance use.

Symptoms are often precipitated by 
stressors or unexpected situations (death of a 
loved one, including animals, sudden change 
of wealth or other social issues—including 
moving to another domicile, diagnosis of 
severe disorder). Commonly, the premorbid 
functional level returns once the stressors are 
identified and managed [37]. This condition 
can be considered as a particular reaction to 
severe stress and an adjustment disorder.

Other Primary Psychotic Disorders
This category includes disorders with primary 
psychotic symptomatology that do not meet the 
criteria for schizophrenia, delusional disorder, 
schizoaffective disorder, acute and transient psy-
chotic disorder, schizotypal disorder, or for psy-
chotic types of affective disorders. Psychotic 
conditions due to brain disorders, general medi-
cal conditions, or substance use/withdrawal need 
to be excluded.

Table 18.2 presents the diagnostic criteria for 
the above disorders, such as proposed to the 
ICD-11.

18.3.1.2  Personality Disorders
Three personality disorders were included in this 
chapter because (1) their importance as risk fac-
tor for some of the above psychiatric disorders, 
(2) their characteristics may represent just a step 
between an adjusted personality and a psychotic 
disorder, (3) some classifications include them as 
a full psychiatric disorder since they have many 
aspects in common with the other disorders that 
they are related, and (4) they represent an impor-
tant source of suffering and are problems for 
social integration and performance.

There are few studies of personality in older 
adults. They are behavioral patterns with inflex-
ible responses to diverse situations of life. These 
patterns are stable in time and older adults have 
lived with them all their lives: there is no late- onset 
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Table 18.2 Diagnostic criteria for psychosis proposed to WHO for the ICD-11

Psychotic disorder Diagnostic guidelines
Schizophrenia The symptoms can be divided  into and often occur together such as:

(a) persistent delusions of any kind
(b) persistent hallucinations in any modality
(c)  thought disorder resulting in severe cases in incoherence or irrelevant 

speech, or neologisms
(d) distortions of self-experience
(e)  negative symptoms such as apathy and anhedonia, paucity of speech, and 

blunting of emotional expressions; it must be clear that these are not due 
to depression or to medication

(f) disorganized behavior, including odd, eccentric, aimless, and agitated activity
(g)  psychomotor disorders such as excitement, posturing, or waxy flexibility, 

negativism, mutism, and stupor
At least two of the symptom categories [at least one of them should include 
symptoms from the core symptoms (a) to (d)] should have been clearly 
present for most of the time during a period of 1 month or more
The diagnosis of schizophrenia should not be made:
(1)  For conditions that meet the above requirements but with a duration of 

less than 1 month
(2)  If the symptoms of schizophrenia occur concurrently or within a few days 

of a diagnosable depressive or manic episode
(3)  If the disturbance is due to demonstrable effects of a psychoactive 

substance or to a general medical condition
Delusional disorder •  Development of a delusion or set of related delusions persisting for at least 

3 months
•  Delusions are variable in content across individuals while showing 

remarkable stability within individuals over time. They may evolve over 
time. Common forms of delusions: persecutory, hypochondriac/somatic, 
grandiose, delusional jealousy, and erotomania

•  Delusions may be accompanied by actions, which may be extreme, directly 
related to the content of the delusions

•  Clear and persistent auditory hallucinations and/or negative symptoms are 
incompatible with the diagnosis

•  Apart from the actions and attitudes directly related to the delusional 
system, affect, speech, and behavior are unaffected

•  Anxiety and/or depression may be present intermittently, but do not persist 
over time. Delusions must be present at times when there is no disturbance 
of mood

•  The definitional criteria for schizophrenia or any other psychotic disorder 
have never been fulfilled at any time

•  The delusions are not due to the direct effects of a medical condition or 
substance on the CNS

Schizoaffective disorder A diagnosis of schizoaffective disorder should be made only when the 
symptom criteria of schizophrenia and of a depressive, manic, or mixed 
episode of moderate or severe degree are present simultaneously or within a 
few days of each other
•  The disorder is characterized by episodes in which delusions, 

hallucinations, or other symptoms of schizophrenia co-occur with a 
depressive, manic, or mixed affective episode

•  The duration of symptomatic episodes is at least four weeks for both 
psychotic and affective symptoms

•  The psychotic and mood symptoms are not due to the direct physiological 
effects of a substance, a general medical condition or its treatment

•  The disturbance is not better accounted for by a diagnosis of schizophrenia, an 
episode of a mood disorder with psychotic features, a mental disorder due to a 
general medical condition or its treatment, or a substance-induced disorder

(continued)

18 Psychosis in Older Adults



218

or very late-onset personality disorder, at least 
not in absence of brain damage or deterioration. 
Their presence may significantly limit the 
capacity of the older adult to cope with the sev-
eral stressors common at these period of life and 
be, in some cases, a premorbid state of late- and 
very late- onset psychotic disorders.

Three conditions can be here listed. All of them 
may be a premorbid condition for schizophrenia 
and delusional disorder. They represent at the 
DSM-5 the Cluster A Personality Disorder [38]:

 (a) Paranoid personality disorder: It is character-
ized by a pervasive distrust and suspicious-
ness of others such that their motives are 
interpreted as malevolent.

 (b) Schizoid personality disorder: It is a perva-
sive pattern of detachment from social rela-
tionships and a restricted range of expression 
of emotions in interpersonal settings.

 (c) Schizotypal personality disorder: It is also a 
pervasive pattern of social deficits marked by 
acute discomfort with, and reduced capacity 
for, close relationships as well as by cogni-
tive or perceptual distortions and eccentrici-
ties of behavior.

18.3.2  Secondary Psychotic 
Symptoms

18.3.2.1  Psychiatric Disorders
Psychotic symptoms may be present during the 
course of some psychiatric disorders which may 
be divided into three clusters:

• Organic disorders at directly affecting the cen-
tral nervous system:
 – Major and minor neurocognitive disorders 

(dementia) with psychotic symptoms
 – Delirium
 – Organic mental disorders (hallucinosis, 

catatonic, delusional)
• Mental and behavioral disorders due to psy-

choactive substance use
• Mood disorders

 – Bipolar affective disorder with psychotic 
symptoms

 – Depressive episode/recurrent depressive 
disorder with psychotic symptoms

• Major and minor neurocognitive disorders 
(dementia) with psychotic symptoms: Psychotic 
symptoms during the course of a neurocognitive 
disorder, such dementia, make part of what is 

Table 18.2 (continued)

Psychotic disorder Diagnostic guidelines
Acute and transient psychotic 
disorder

Acute onset of psychotic symptoms, with or without other symptoms, that 
emerge without a prodrome, progressing from a non-psychotic state to a 
clearly psychotic state within 2 weeks
•  Symptoms typically change rapidly, both in nature and intensity. Such 

changes may occur from day to day, or even within a single day
•  In addition, there are often other symptoms such as disturbances of affect, 

transient states of perplexity, or impairment of attention and concentration. 
Importantly, if present, these symptoms do not meet the criteria for mood 
disorders or delirium, respectively

•  The disorder is transient with duration usually not exceeding 3 months
•  The onset of this disorder is usually associated with a rapid deterioration in 

social and occupational functioning. Following remission, the person is 
generally able to retain the premorbid level of functioning.

The symptoms of this disorder are not due to direct effects of a medical 
condition or psychotropic substance use

Other primary psychotic disorders “Other primary psychotic disorder” should be coded if the number or 
duration of psychotic symptoms (i.e., delusions, hallucinations, formal 
thought disorder, grossly disorganized, or catatonic behavior) do not fulfill 
the criteria for any specific psychotic disorder or to justify any other specific 
diagnosis. Psychotic conditions due to brain disorders, general medical 
conditions, or substance use/withdrawal need to be excluded
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known as behavioral and psychological symp-
toms of dementia (BPSD). These symptoms are 
very well described in Chap. 21 of this book and 
will not be developed here. BPSD are frequent 
in dementia (2/3 of patients will present at least 
one of them at a given time), they are a sign of 
severity of the dementia and it contributes to 
increase the suffering of patients and the burden 
of their caregivers [39–41]. It may increase the 
risk of institutionalization, violence, abuse, and 
older adult neglect [15, 42].

• Delirium: the Chap. 20 of this book is dedi-
cated to delirium. The definition used by the 
authors is: “Delirium is primarily a  disturbance 
of consciousness, attention, cognition, and 
perception but can also affect sleep, psycho-
motor activity, and emotions. It is a common 
psychiatric illness among medically compro-
mised patients and may be a harbinger of sig-
nificant morbidity and mortality.”

• Organic mental disorders: there are several 
conditions causally related to brain dysfunction 
because of trauma, a primary brain disease, to a 
systemic disease affecting the brain second-
arily, to endocrine disorders, and to the use of 
toxic substances. What will differ them from 
delirium is the fact that they don’t include nec-
essarily the impairment of consciousness and 
attention as well of the cognitive disturbance. 
Among the several forms listed some include 
psychotic symptoms as main symptoms:
 – Organic hallucinosis—persistent or recur-

rent hallucinations occurring in clear con-
sciousness (with or without delusional 
elaboration).

 – Organic catatonic disorder—diminished 
or increased psychomotor activity with 
catatonic symptoms like those observed in 
schizophrenia. It may be confounded with 
delirium as it may rarely occur without 
clear consciousness.

 – Organic delusional disorder—persistent or 
recurrent delusions (with or without hallu-
cinations) dominating the clinical picture 
in the presence of an organic etiology.

• Mental and behavioral disorders due to psy-
choactive substance use: Acute intoxication, 
induced persistent psychotic disorders, and 

substance withdrawal must be considered. 
The most common drugs causing such prob-
lems in older adults are alcohol, tobacco, and 
caffeine. Prescribed drugs as sedatives or 
hypnotics, and opioids (for chronic pain) are 
at the origin of such difficulties too. The psy-
chotic disorder related to the substance use 
may take different forms such schizophrenia-
like, delusional, hallucinatory, polymorphic, 
depressive, manic, and mixed. In general, 
consciousness is clear but it may also be 
clouded.

• Bipolar affective disorder with psychotic 
symptoms: The presence of psychotic symp-
toms is a sign of higher severity of bipolar dis-
order. Besides most frequently the first episode 
of mania occurs early in life, and it can also 
occur later. Older adults with psychotic symp-
toms in mania usually have grandiose delu-
sions, irritability, and sexual inappropriate 
behaviors. Patients usually don’t recognize 
them as ill and they may have delusions of 
possessing great fortune, exceptional skills, 
and superpowers. Psychotic symptoms during 
the depressive phase of bipolar disorder don’t 
differ of those of depressive episode and of 
recurrent depression.

• Depressive episode/recurrent depressive dis-
order with psychotic symptoms: Psychotic 
symptoms in depression also represent a sign 
of severity of the depressive episode. They are 
more common in late-onset depression than in 
earlier onset. The delusions concern more 
hypochondriac features, punishment for 
unforgivable acts, or of catastrophes affecting 
beloved ones. The majority of delusions are 
mood congruent [14].

18.3.2.2  Somatic Disorders 
and Comorbidities

These conditions are cited here because:

 – They are at the origin of psychotic symptoms 
in two major conditions (delirium and organic 
mental disorders);

 – Primary care is a good context to detect and 
manage them without being necessary to refer 
the patient to a secondary level.
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They may include almost all internal medicine 
conditions. We should always have in mind the 
possibility of acute and chronic pain, water and 
electrolytic disturbances, and infections. Tumors, 
endocrine disorders, cardiovascular disorders, 
respiratory chronic conditions, urinary distur-
bances, intestine transit disturbances, and in par-
ticular, sensory impairments (hearing and 
sighting incapacities) can all be at the origin of 
persistent and/or acute psychotic symptoms.

18.3.2.3  Iatrogenic Causes 
of Psychosis

The use of prescribed and non-prescribed drugs 
may cause psychotic symptoms and also be at the 
origin of delirium and organic mental disorders. 
Again primary care teams are at the good place to 
detect any deviance in the use of these drugs. The 
medication potentially causing psychotic symp-
toms include: antihistamine, anti-Parkinson drugs, 
anti-arrhythmics, anti-inflammatory drugs, anticon-
vulsants, steroids, sedatives, and anticancer drugs.

Invasive procedures, referral to specialists/hos-
pitals, and any other intervention perceived by an 
older person as threatening can be at origin of 
psychotic symptoms. It is important to spend the 
necessary time to explain the reason why these 
prescriptions are made and to check the person 
understanding, to execute them as friendly as pos-
sible, and to avoid unnecessary procedures.

18.4  Assessment 
and Management at Primary 
Care for an Older Adult 
with Psychotic Symptoms [1]

18.4.1  Organizing Mental Health 
Care for Older Adults

To assess and to manage psychotic disorders in 
older adults is complex. It often requires particu-
lar knowledge and skills but it also depends on 
how the health system is organized at local, 
regional, and national level. Clinical decisions on 
what to do, in which priority, when, and to whom 
to refer are all depend on how the health-care sys-

tem is structured and how much easy the access 
to mental health care is. This is not specific only 
to psychosis but also to all mental health disor-
ders in older adults.

WHO is working alongside governments, 
NGOs, national academic, and research teams to 
improve access to high quality mental health treat-
ment and care for all in need. Key messages and 
actions that WHO is promoting are as follows [43]:

• Stop the human rights violations in mental 
health facilities;

• Develop mental health laws which respect 
human rights, promote adequate health care, 
and stop social exclusion;

• Put in place mental health policies and strate-
gic plans that enable national authorities to 
prioritize and coordinate all mental health 
actions in the country so as to maximize posi-
tive outcomes for people with mental illness 
and the communities in which they live;

• Provide appropriate treatment, care, and sup-
port through better mental health services and 
the mobilization of untapped community 
resources; and

• Advocate for better recognition and action for 
mental health in national development agen-
das and programs.

As mentioned at the WHO/WPA consensus 
statement on organization of care in psychiatry of 
the elderly [44], all people have the right of 
access to a range of services that can respond to 
their health and social needs. These needs should 
be met appropriately for the cultural setting and 
in accordance with scientific knowledge and ethi-
cal requirements. Governments have a responsi-
bility to improve and maintain the general and 
mental health of older people and to support their 
families and carers by the provision of health and 
social measures adapted to the specific needs of 
the local community.

The inclusion of topics related to the mental 
health of older adults in national mental health 
policies is mandatory. According to these policies, 
it is necessary to develop specific programs to 
address coordinated response to the mental health 
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needs of this population. Another important step is 
to train professionals to recognize the symptoms 
and to develop their skills on how to manage them, 
offering appropriate response to the person and 
support for the carers. Therapeutic resources have 
to be available, not only the essential drugs but 
also psychological resources and opportunities for 
appropriate psychiatric rehabilitation. All these 
actions depend on the national economic develop-
ment and Table  18.3 proposes a list of required 
actions for the care of older adults in case of psy-
chosis, according to the national income level.

18.4.2  Managing Psychosis in Older 
Adults

18.4.2.1  General Principles
Any older adult should be routinely and specifi-
cally enquired about the presence of psychotic 
symptoms: check the presence of beliefs not 
shared by others and if he/she is hearing voices or 
seeing things that nobody else perceives. 
Co-lateral investigation may inform about any 
behavioral and activity changes. Assess always 
the neurocognitive functioning.

Be aware of possessing good skills on how to 
interview an older adult with psychosis. The first 
step for the assessment and the management of 
psychosis is to build supportive and empathic 
relationship with the person [45]. This can be 
particularly challenging in patients with paranoid 
symptoms. Treat patient with respect and offer 
care in the least restrictive environment as possi-
ble [46]. Be optimist and encourage hope. The 
person with psychosis should be provided with a 
diagnosis and be informed about it in a language 
easy to be understood [46]. Explain the nature of 
the symptoms and that they are related to a men-
tal disorder that can be treated [1]. Assess the risk 
of self-harm and the risk for the others.

Take into account cultural and religious aspects, 
particularly in case of older adults from different 
origins than yours. If necessary, seek advice and 
supervision of an experienced professional on 
transcultural aspects of psychiatry, if available [45].

Health needs of older adults are diverse. At 
primary care it is easier to manage the preven-
tion, early detection, and treatment of the major-
ity of somatic health problems. Older adults with 
psychosis are at risk to develop several health 
disorders in particular in the case of those carry-
ing for a long time their mental disorder. 
Routinely monitor weight, cardiovascular, and 
metabolic indicators. Promote good healthy 
behavior (avoid alcohol and other non-prescribed 
drugs, physical activity, regular sleep, good per-
sonal hygiene, avoid stressors), check the diet 
habits, detect excessive weight gain, abnormal 
lipid, and glucose levels, offer help to stop smok-
ing [45]. Note carefully all the drugs being used 
(even those not prescribed). Assess the consump-
tion of any other substance potentially dangerous 
(including alcohol and caffeine).

Offer to those who take care of older adults 
with psychosis the possibility to express their 
own needs, feelings, and questions. This could 
reduce the level of expressed emotions inside the 
relationship context. With the person’s consent, 
inform them about the diagnosis, prognosis, 
available supports (including social support), and 
how to lead with crisis situations. Include them in 
the decision-making care plan. Educate carers to 
avoid to convince the person that his/her beliefs 
are false and tell how to assume a neutral and 
supportive attitude [1, 46].

Explain to the person and the carers about the 
therapeutic elements, the necessity to take regu-
larly some drugs, and the need for regular con-
trols. Tell about the possibility of relapse of 
symptoms and how to lead with this.

Identify potential stressors and try to propose 
strategies to reduce them. Propose help to reduce 
isolation: encourage the person to improve social 
activities, to contact prior old friends, and to 
establish new relationships. Use the resources of 
the community: make the person to contact his/
her religious community, identify the leisure and 
cultural activities groups, and promote the par-
ticipation to physical activities with other per-
sons. Group occupational therapy may be 
necessary for same persons. This may reduce 
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Table 18.3 Required actions for the care of older adults with psychosis

Actions Low income countries Middle income countries High income countries
Providing care in 
primary care

Recognize psychosis care as 
a component of PC
Include the recognition and 
treatment of psychosis in 
training curricula of all 
health personnel, including 
refresher training to PC 
physicians

Develop locally relevant 
training materials
Provide refresher training to 
PC physicians

Improve effectiveness of 
management of 
psychosis in PC
Improve referral patterns

Making appropriate 
treatments available

Increase availability of 
essential antipsychotics
Develop and evaluate basic 
educational and training 
interventions for caregivers

Ensure availability of 
essential antipsychotics in 
all health-care settings
Make effective caregiver 
interventions generally 
available

Provide easier access to 
newer antipychotics
Provide access to 
psychological 
interventions both for 
older adults as for their 
caregivers

Giving care in the 
community

Older adult people with 
psychosis are best assessed 
and treated in the place 
where they are living
Develop and promote 
standard needs assessments 
for use in primary and 
secondary care
Initiate pilot projects on 
development of 
multidisciplinary community 
care teams, day care, and 
short-term respite care
Move people with psychosis 
out of inappropriate 
institutional settings

Initiate pilot projects on 
integration of psychosis 
care with general health 
care
Provide community care 
facilities (with 
multidisciplinary 
community teams, day care, 
respite, and inpatient units 
for acute assessment and 
treatment)
Encourage the development 
of residential and nursing- 
home facilities

Develop alternative 
residential facilities
Provide community care 
facilities
Give individualized care 
in the community to 
people with psychosis

Educating the public Promote public campaigns 
against stigma and 
discrimination
Support nongovernmental 
organizations in public 
education

Use the mass media to 
promote awareness of 
mental health of older 
adults and foster positive 
attitudes

Launch public 
campaigns for early 
help-seeking, 
recognition, and 
appropriate management 
of mental health 
disorders in old age

Involving communities, 
families, and consumers

Support the formation of 
self-help groups
Fund schemes for 
nongovernmental 
organizations

Ensure representation of 
communities, families, and 
consumers in policy- 
making, service 
development, and 
implementation

Foster advocacy 
initiatives

Developing human 
resources

Train primary health-care 
workers
Initiate higher professional 
training programs for doctors 
and nurses in geriatric 
psychiatry and medicine
Develop training and 
resource
centers

Create a network of national 
training centers for 
physicians, psychiatrists, 
nurses, psychologists, and 
social workers

Train specialists in 
advanced treatment skills
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negative symptoms. This therapy combines psy-
chotherapy strategies with activities aimed at cre-
ativity expression [1].

The improvement of the person’s autonomy 
and independence is one of the main goals of the 
treatment. Offer to the person support to improve 
his/her life skills and to enhance independent liv-
ing skills. Even if the older adult lives in a con-
text of restriction of his/her liberty (nursing 
homes) all efforts should be made to improve his/
her skills to make choices (dressing, menus).

18.4.2.2  Therapeutic Resources
The offer of the therapeutic resources will depend 
on the diagnosis at the base of the psychotic 
symptoms: we don’t treat psychotic symptoms in 
affective disorders, major neurocognitive disor-
ders, delirium, or other organic mental disorder in 
the same way that those present in persistent and 
acute psychotic disorders. Here we will essen-
tially discuss the treatment for these last condi-
tions. Two main therapeutic interventions should 
be easily available: pharmacotherapy and psycho-
therapy. The use of both together increases the 
chance of the best recovery. Antipsychotics should 
be used routinely but psychotherapy will be used 
according to some conditions described below.

Pharmacotherapy
The main rules to be followed are [1, 46]:

 – As soon as the proper diagnosis is made, initi-
ate an antipsychotic medication;

 – Weigh the risks and benefits with the patient, 
their family members, or their surrogate deci-
sion maker;

 – Prescribe one antipsychotic at a time. Avoid 
regular combined antipsychotic medication 
(except for short periods);

 – Start with the lowest dose and titrate up slowly 
to reduce side effects;

 – Monitor before use of an antipsychotic: weight, 
blood pressure, fasting sugar, cholesterol, 
ECG, assess any movement disorder, nutri-
tional status, and level of physical activity.

 – Monitor regularly during the treatment, the 
therapeutic response, the side effects (some of 
them can be both provoked by the antipsy-
chotic or by the psychosis), the emergence of 
movements disorders, weight, pulse, and 
blood pressure, fasting blood glucose and 
lipid levels, adherence, and any change in 
other health condition.

The choice of the antipsychotic should be 
based upon the side effects and how it is sup-
posed to affect the person’s life. Antipsychotics 
in older adults have shown to increase the risk of 
mortality, stroke, neurocognitive decline, extra-
pyramidal symptoms, sedation, and a serious but 
rare condition called neuroleptic malignant syn-
drome [47]. Atypical and conventional antipsy-
chotics have also shown to have an increased risk 
of falls but they have been preferred than conven-
tional antipsychotics because they have less 
severe side effects.

Psychotherapy
There are few studies of psychotherapy for older 
adults with psychosis. Nevertheless, NICE [45] 
proposes some recommendations that can be 
used for this population. Essentially there are two 
possible psychological interventions: cognitive 
behavior therapy (CBT) and family therapy. 
Healthcare professionals taking in charge one of 
these two interventions should have particular 
skills in delivering this therapy to older adults 
with psychosis and be regularly supervised. It 

Table 18.3 (continued)

Actions Low income countries Middle income countries High income countries
Supporting more 
research

Conduct studies in primary 
health-care settings on the 
prevalence, course, outcome,  
and impact of psychosis in 
the community

Institute effectiveness and 
cost-effectiveness studies 
for community management 
of psychosis

Extend research on the 
causes of psychosis in 
older adults
Carry out research on 
service delivery
Investigate evidence on 
the prevention of 
psychosis in older adults
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could be very difficult to deliver this kind of care 
at primary care level and the majority of times 
these healthcare professionals work at a second-
ary level facility.

CBT may help older adults to establish links 
between their thoughts, feelings, and actions and 
their symptoms and functioning level as well 
help these persons to re-evaluate their percep-
tions, beliefs, and thoughts to their symptoms. 
Other goals may be to help people to learn how to 
monitor their own thoughts, feelings, or behav-
iors, to promote alternative ways of coping with 
their symptoms, to reduce distress, and to 
improve functioning [45].

Family intervention in the presence of the per-
son (if possible) should take account of the rela-
tionship between the main carer and the person 
with psychosis, and have a specific supportive, 
educational, or treatment function, including 
negotiated problem solving and crisis manage-
ment [45].

18.4.2.3  Preventing Psychosis 
in Older Adults

Psychotic symptoms in older adults related to 
somatic disorders and/or because of iatrogenic 
causes can be prevented by the good control of 
somatic conditions: the prevention for them 
should also prevent the psychotic symptoms. 
Avoiding the use of drugs for persons at risk to 
develop psychosis, regularly monitoring the use 
of all substances, and encouraging older adults to 
stop smoking, to use alcohol very moderately, 
and to reduce caffeine consumption may all con-
tribute to reduce risks. An attention has to be paid 
to prevent drug interactions as well as to the 
impact of pharmacokinetics and pharmacody-
namic changes related to ageing and to existing 
conditions.

Delirium can be prevented by the control of 
the main predisposing factors: age >65 years old 
(because of the higher number of comorbid 
pathology and polypharmacy, increasing the risk 
of noxious drug interactions and side effects), the 
use of physical restraints, malnutrition, more 
than three medications added, use of bladder 
catheter, any iatrogenic event, and finally acute 
insults (acute bacterial/viral infection, fractures, 

metabolic alterations, intense uncontrolled pain, 
hypoxia and ischemia, and sleep deprivation) 
[48–50].

Psychotic symptoms in case of major neuro-
cognitive disorders make part of the conditions 
and are relatively difficult to prevent. Psychotic 
symptoms, as one of the major symptoms of 
BPSD, may occur in particular such physical dis-
comfort, as a drug side effect, psychological ill-
being, environmental or caregiver inadequacy, or 
any combination of the former. The premobid 
personality may contribute to its onset.

There is no possible prevention for personality 
disorders: the possible therapeutic interventions 
should be used years before. But CBT may have 
an impact to increase the acceptance of own self 
and help to promote alternative ways of coping 
with life’s difficulties, to reduce distress, and to 
improve functioning. There is no indication to 
administration of antipsychotics in this case.

Psychotic symptoms in the course of an 
affective disorder (bipolar, depressive disorder, 
or recurrent depression) are a sign of severity. 
The prevention consists on earlier interventions 
in life to treat them (psychological and/or phar-
macological) as rarely they start later in life. 
Antidepressants may prevent depressive relapse 
and mood stabilizers may prevent both bipolar 
and depressive episodes relapse but their use 
have to be very well monitored.

In the case of any distressed older adult with 
social functioning decline and with psychotic 
symptoms it should be assessed without delay by 
a specialist. This may be difficult in lower income 
countries without specialists easily available but 
in the presence of these symptoms the evaluation 
of any medical condition is mandatory. History, 
physical examination, laboratory examination, 
and brain image if available should respond if 
there are medical conditions or side effect of 
drugs. Don’t offer antipsychotics to reduce the 
risk of or preventing psychosis.

18.4.2.4  Managing Early-Onset 
Psychosis in Older 
Adults [45]

An older adult with a history of psychosis started 
early in life is someone who should know enough 
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well his mental disorder and probably is already 
known by the primary care professionals. If the 
history points for good results of previous treat-
ments start to use them. Offer crisis intervention 
resolution. Assess the risks for the person’s and 
career’s security. Consider all available resources 
to help the person in the community and refer him/
her to an inpatient unit only if there is no other bet-
ter solution. Referral to a specialized mental health 
service will depend upon local availability of such 
a service. Consider in this case the possibility of 
the person to refuse this solution: lead with the 
medical and legal aspects of an involuntary hospi-
talization according to the local rules.

The treatment options include oral antipsy-
chotic medication with psychological interven-
tion. Review existing medication and adapt the 
doses or replace it by another antipsychotic if 
necessary. CBT and family intervention may start 
during the acute phase or later. Consider occupa-
tional therapy. The treatment should be continu-
ously be monitored and be offered as long as 
necessary to prevent relapse. After discharge of 
the inpatient unit, the follow-up may be assured 
by a specialized outpatient unit or by primary 
care team if clear orientations are available.

Other situations where an older adult with 
psychosis should be referred by primary care to a 
specialized unit are a poor response to treatment, 
a non-adherence to medication, intolerable side 
effects, comorbid substance misuse, and the risk 
to self and others security [45].

18.4.2.5  Managing Late or Very 
Late-Onset Psychosis 
in Older Adults

There is a higher risk of organic mental disorders 
or of major neurocognitive disorders in the case 
of late or very late-onset psychosis and all efforts 
should be made in order to make an early diagno-
sis of these conditions. Monitor for other possible 
conditions such as affective disorders, anxiety, 
substance misuse, and somatic health problems. 
Otherwise, the psychotic condition should be 
treated as any first psychotic episode.

A complete and multidisciplinary assessment 
should be made, if possible in a specialized 
board. Psychiatrist, neurocognitive psychologist, 

and trained nurse and social work should work 
together to address the following points [45]:

 – Medical assessment including medical his-
tory, physical examination, identification of 
all drugs being used;

 – Psychiatric assessment with identification of 
risk factors, personality profile, past mental 
health problems, use of substances (alcohol, 
caffeine, etc.);

 – Identification of social determinants of health 
and disease (accommodation, social network, 
financial conditions, leisure activities, family 
constellation, spiritual and cultural needs, etc.);

 – Identification of past and present stressors (in 
particular with recent and past losses) and 
trauma. Assess the possibility of a post- 
traumatic stress disorder;

 – Satisfaction with own life.

If possible, avoid using antipsychotics for a 
first episode at primary care level unless a spe-
cialist recommends it. Otherwise, offer antipsy-
chotic medication as mentioned before. CBT and 
family interventions should make part of the care 
plan. Occupational therapy should be offered if 
available.

18.4.2.6  Recovery and Follow-Up
Once the acute psychotic episode is under control, 
continuous treatment should be provided involving 
multidisciplinary approach. Pharmacology, psy-
chological, social, and occupational interventions 
should be available. Promote autonomy and inde-
pendence; fight all forms of possible stigma and 
discrimination against the persons and the carers.

General practitioners and other primary 
health-care professionals can manage the resid-
ual symptoms, if they exist. These professionals 
should monitor the physical health of older adult 
with psychosis under treatment as frequently as 
possible. Attention should focus not only on any 
sign of psychotic relapse but also on cardiovascu-
lar disease risk assessment, lipid modification, 
and of fasten glucose levels.

In case of older adults whose illness has not 
responded enough to treatment, diagnosis should 
be reviewed; the adherence to treatment has to be 
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assured, with drug monitoring when possible. 
Other causes of non-response should be consid-
ered as comorbidity, drug interaction, and the use 
of other substances.

18.5  Conclusion and Future 
Developments

Psychotic symptoms in older adults are still today 
object of little interest of researchers. 
Psychopathological understanding of late and 
very late-onset disorders may help to define new 
therapeutic strategies. Older adults with psy-
chotic symptoms are very vulnerable to stigma 
and discrimination: it is necessary to develop 
specific topics to protect them at the national 
mental health policy. Integration with other sec-
tors of the society may be necessary to promote 
their protection: educational sector, justice, and 
security forces all together should collaborate 
together for a better result. In case of loss of 
autonomy because of the mental disorder, legal 
protection should be offered and regularly 
reviewed. For that it is necessary to assess the 
capacity to consent. How to lead with a growing 
older adult population with a long history of psy-
chosis is a challenge: the majority of protocols of 
care, rehabilitation procedures, and goals were 
developed for younger adults, very often with the 
intention to insert them at the working market. 
This is not possible for older adults at the age of 
retirement and solutions will have to be found. 
Structures to support these persons and their fam-
ilies to live in the community are still missing and 
residential facilities are not prepared in their 
majority to cope with chronic psychotic older 
adults. To achieve the highest possible level of 
quality of life for older adults with psychosis, 
two complementary dimensions must be taken 
into account: the psychological well-being and 
individual resilience besides their deficiencies.
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Sexuality in Older Adults

António Pacheco Palha

Abstract
The author presents some reflexions on sex-
uality in older adults having in mind that 
advanced age is not an undifferentiated 
experience. It is pointed out that some ste-
reotypes are associated with ageing like 
social isolation, pain problems, difficulties 
to manage one’s own life and inability for 
sexual life.

Some comments related with the body are 
done, and it is suggested a concept of time-
less body, considering the importance of 
nonverbal communication in the recreation 
of sex interest. So, the satisfaction in per-
sonal relationship and satisfaction in sexual 
performance can be achieved in this age. It 
was concluded that is fundamental for the 
promotion of sexual health, an active role of 
the primary care physicians that should be 
prepared to understand the sexuality of older 
adults.
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Key Points
• Advanced age is not an undifferentiated 

experience. It is important to know that 
the idea of successful ageing includes 
longevity and quality of life, namely, in 
affective life.

• Some stereotypes associated with age-
ing are social isolation, health problems/
pain, disinterest and the inability to per-
form sexually and manage one’s own 
life.

• No age body and timeless body. All 
these new ideas are very important to 
consider a new time for the sexuality of 
older people.

• Affection helps in recreating sex, and 
nonverbal communication takes on new 
dimensions and becomes a necessity in 
older adults.

• Although ageing is significantly linked 
to a decrease in various aspects of sex-
ual activity, satisfaction in personal rela-
tionships and satisfaction in sexual 
performance do not decline with age.

• In overview it is fundamental for the pro-
motion of sexual health in older adults to 
have the primary care physicians pre-
pared to understand the sexuality context 
of the ageing woman and man.
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Mental health is an important dimension of 
each person’s general health, namely, when we 
are faced with sexuality in older adults. It is 
therefore important to consider sexual difficulties 
in older adults.

The concept of mental health comprises wel-
fare, self-confidence, autonomy, competence, 
intergenerational dependence and self- 
actualisation of the individual’s emotional and 
intellectual potential. From an intercultural view-
point, it is virtually impossible to define mental 
health. However, it is generally agreed that mental 
health is more than the absence of mental illness 
[1], and from that definition I intend to emphasise 
not only the importance of the sense of autonomy 
and competence, but also the need for self-actual-
isation of emotional and intellectual potential of 
older women or men. In 1975, over 30 years ago, 
the WHO [2] defined sexual health as the “harmo-
nious integration of the somatic, emotional, intel-
lectual and social aspects of sexual being, with the 
goal of enriching personality, communication and 
love” [2]. It is appropriate to refer to a definition 
of sexual health in a sense, like love, that is part of 
the definition itself. We can raise the question – 
can older people fall in love for another person?

More recently (2001), the WPA (World 
Psychiatry Association) Section of Psychiatry and 
Human Sexuality, supported by its president Juan 
Mezzich and by an expert group in which I partici-
pated, published the book Psychiatry and Sexual 
Health [3], where sexual health was defined as a 
“dynamic and harmonious state involving erotic 
and reproductive experiences in the physical and 
spiritual fields, based on an informed, ethical, free 
and responsible chosen culture and not only on the 
absence of sexual dysfunction” [4].

Sexuality is a global reality that involves the 
entire human personality throughout life with an 
energy that motivates us to seek contact, affec-
tion, pleasure and well-being and that influences 
feelings, thoughts, actions and interactions. This 
magic process begins at birth and ends only with 
death. Thus, it can be said that sexuality is a very 
personal thing that is not limited to the genitalia.

We consider the following integral dimen-
sions: biological, psycho-emotional, communi-
cative, ethical, sociocultural and political. These 

are very important when dealing with sexuality 
issues in older adults and in gerontopsychiatry. 
Mental illness affects all aforementioned dimen-
sions, where most affected ones depend on each 
disease.

In 1962, renowned gerontologist Strehler [5] 
proposed five criteria for normal ageing:

 1. Cumulative: Ageing effects increase with time.
 2. Universal: All members of a species display 

ageing signs.
 3. Progressive: Ageing is a series of gradual 

changes.
 4. Intrinsic: Changes take place even in a “per-

fect” environment.
 5. Deleterious: All changes comprise normal 

biological functions.

He also stated that ageing is a set of changes 
that occur in post-reproductive life and that 
cause a decrease in the body’s ability to maintain 
homeostasis—the regulation of biological pro-
cesses for efficiency and survival. Older people 
show some typical ageing signs—wrinkles, grey 
hair, etc. These depend on the ageing process or 
the individual’s lifestyle (environmental and 
social factors) and their possible prevention.

Advanced age is not an undifferentiated expe-
rience. It is important to know that the idea of 
successful ageing includes longevity and quality 
of life [6]. The following aspects are considered 
important for interaction: social involvement and 
participation, disease reduction and promoting of 
physical and mental activity.

The word “old” no longer has a positive 
meaning. Nowadays, it is taken as explicit repu-
diation, unkindness or as sign of disrespect. 
Almost nobody likes to be treated as sir or 
madam. It is a sign that ageing is happening and 
it is visible to others [7].

New expressions such as “third age”, “senior 
citizens” or “middle aged” appear as an attempt 
to extend the boundaries of age, leaving them 
undefined.

“It leads to the anguish of age and wrinkles, 
obsessions such as health, eating, hygiene, con-
trolling (check-up) and maintenance (sauna mas-
sage, sports, diets) rituals, solar cults and 
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therapeutics (over-consumption of medical and 
pharmaceutical products)” [8].

For the first time in history, most people in 
societies like ours can make plans about their 
future ageing, namely, in its affective life.

Third age and ageing are currently associated 
to a set of negative stereotypes, with adverse con-
sequences for individuals belonging to this age 
group and the society in which they live.

A new report from the United Nations 
Population Fund (UNFPA) [9] in 2012 estimated 
that the number of people over 60 years old on 
the planet will increase by almost 200 million in 
the next 10 years. Data shows that the older adult 
population will surpass the milestone of one bil-
lion people. In 2050, they will reach two billion 
people, or 20% of the world population, and by 
2025 about 10.4% of the older adult population 
in the world will have more than 65 years old. It 
is estimated that in Europe alone, it will be about 
21%, which is expected to happen between 2000 
and 2025, showing an increase of about 3.5% 
worldwide [10]. According to UNFPA [9], the 
ageing population will be more visible in emerg-
ing countries. Nowadays, two in every three peo-
ple with the age of 60 or more live in developing 
countries. In 2050, this number will rise to about 
four in every five people. The report shows that 
47% of older adult men and 24% of older women 
still participate actively in the labour market. 
However, data shows that many older adults 
around the world are victims of abuse, discrimi-
nation and violence. The report calls on govern-
ments, civil society and the general public to 
work together in order to stop these destructive 
practices and invest in older people. “In eco-
nomic terms, contrary to popular belief, a large 
number of older people contribute to their fami-
lies, supporting financially younger generations 
and national and local economies, by paying 
taxes”, the report states.

The evolutionary psychology clinic believed 
that evolutionary changes that occurred in 
humans during childhood/adolescence up to old 
age were universal, unidimensional, unidirec-
tional and irreversible.

Stable capabilities in adulthood were followed 
by a “fatal” mental deterioration of old age! 

Nowadays, it claims that there are different men-
tal capacities/intellectuals with different evolu-
tions, leaving the idea of being a single whole. It 
is for the affective life of each person (and its 
dimension).

Traditionally it has been said that men and 
women experience ageing in a different manner. 
Women are associated to an earlier age; mascu-
linity is associated with qualities such as compe-
tence, autonomy and self-control, being these 
qualities more “resistant” to ageing. In women, 
qualities such as beauty and the ability to procre-
ate are more valued, being these qualities most 
affected by premature ageing. There are all kinds 
of stereotypes associated with ageing, being the 
association between ageing and dementia too 
wide that even forgetfulness/memory impairment 
and the lack of learning ability are factors that are 
considered normal in the process of ageing older 
adults. When retirement age arrives, it is a time of 
decisions for them older adults, and it becomes a 
void impossible to fill. It comes with the fear of 
passivity and depending on third parties is an 
almost inevitable factor. Other negative stereo-
types associated with ageing are social isolation, 
health problems/pain, disinterest and the inability 
to perform sexually and manage one’s own life.

The secret for a successful ageing: tradition-
ally, it is one in which the bodies have developed 
the ability to camouflage any sign or trace that 
shows the sense of time. The ideal body in our 
time is not the longevity body nor the curvilinear 
one, but the body that transgresses the boundaries 
of time: no age body and timeless body. All these 
new ideas are very important to consider a new 
time for the sexuality of older people.

Longevity is something relatively new in 
human history, and it still does not know much 
about the dynamics between the older adult and 
one’s environment, particularly regarding issues 
related with sexuality.

There is a set of biopsychosocial influences 
that allow women to maintain the lifestyle they 
had before menopause: the level of professional 
fulfilment, their positive body image (they feel 
that they still retain some of their youth, being 
attractive without the apparent fear of ageing), a 
tight gratifying sexual behaviour and a responsible 
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role in the family by being active and involved in 
decisions related to the organisation of domestic 
life, especially in guiding children [11].

Culture in its broadest sense can alter the 
physiology of women. Studies around the world 
show that the prevalence of heat in menopausal 
women ranges from 0% in women of Mayan cul-
ture up to 80% in women of German culture [12].

When we talk about clinical sex, we cannot 
forget to mention the pioneering work of Masters 
and Johnson [13], a pair of American therapists 
who unwrapped the model of defining the sexual 
response cycle, which comprises four phases—
excitement, orgasm, plateau and resolution. This, 
some years later, was modified by Ellen Kaplan 
[14] with the inclusion of the initial phase of the 
triphasic desire model of sexual response—desire 
(excitement), orgasm and resolution. This con-
sideration for desire is important in many psychi-
atric conditions [15]. On the other hand, studies 
performed by Masters and Johnson [16] reported 
that sexuality in older people is seen as a reduc-
tion in sexual response—progressively with age, 
in which the factors to consider are annoyance 
with partner (a), fatigue, physical or mental ill-
ness or the fear of failing.

In recent years, there have been several criti-
cisms made upon these concepts, which are at the 
basis of sexual dysfunction classifications, 
embodied in DSM-III (1980) [17], since such 
classifications do not seem to fit in certain multi-
cultural populations.

Menopause has some symptoms that are usu-
ally transient and harmless, yet they are unpleas-
ant and sometimes disabling. Estimates are that 
by the year 2030, 1200 million women will be 
menopausal. For women in menopause, sexual 
intercourse is debilitating and advances ageing 
and death. Satisfaction with sexual intercourse 
after menopause decreases considerably, and 
older women still enjoy sex, even when they 
were probably sexually disturbed when they 
were young. Older people with chronic illnesses 
or disabilities should refrain from sexual rela-
tions [12].

In some classic books on Sex of famous sex-
ologist, like Kraft-Ebing at the end of XIX cen-
tury and H. Ellis in the second third of XX century, 

it’s a possibility to meet some prejudices in rela-
tion to old people sexuality reflecting the social 
and cultural values of each social era.

H. Ellis wrote (1933) “There is a frequent and 
well-marked tendency in women for a rush of 
sexual desire in menopause - the last flame of a 
dying fire that can easily cover some morbid 
aspects. Similarly, in humans, when years start to 
take their toll, sex drive can suddenly become 
urgent and this last exacerbation of sexuality is 
even more dangerous when translated into an 
attraction for young girls and acts of indecent 
familiarity with children” [18].

Krafft-Ebing [19] describes sexuality in older 
people as perverse as Ellis [18] have decades 
later, mentioning that there is a frequent and 
well-marked tendency in women for a rush of 
sexual desire in menopause – the last flame of a 
dying fire that can easily cover some morbid 
aspects. Similarly, in humans, when years start to 
take their toll, sex drive can suddenly become 
urgent, and this last exacerbation of sexuality is 
even more dangerous when translated into an 
attraction for young girls and acts of indecent 
familiarity with children.

A study performed by Kinsey et al. [20, 21] 
and presented in their important books on sexual 
behaviour of american male and female showed 
that in a total of 12,000 interviews, only 186 indi-
viduals were over 65 years old, and in a total of 
1646 pages only 7 were aimed at sexuality in 
seniors.

At this point, it becomes essential to advise 
and show some techniques that can help in 
improving performance and ageing. Some of 
them are the changing of sexual techniques 
(caresses, kisses, etc.), a greater relaxation and 
genital stimulation, via manual or oral appeal and 
with medication, if necessary [22]. It has been 
said that “All dysfunctions increase with age, 
except for lubrication, which reaches its maxi-
mum at the onset of menopause” [23] and the 
possibility that “Older men might experience 
more pleasure and intimacy during coitus than 
younger ones” [24].

Parenting is one of the most important periods 
of adult life transition for both men and women 
and even for homosexual couples [25].
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The role of physicians (including psychiatrists 
and gynaecologists) regarding sexuality in the 
climacteric and old age should consider the effec-
tive treatment of menopausal problems, particu-
larly sexual changes in women and ageing in 
men, oral treatment for erectile dysfunction and 
detection of side effects caused by psychotropic 
medication in sexual performance. Certainly, 
endocrine support might be necessary.

Sexuality is necessary for the physical and 
mental well-being of older adults. Sexual practices 
are the same in all ages and might be satisfactory 
for the couple.

The second half of the twentieth century pro-
duced a series of changes in social morality that 
founded the so-called sexual revolution. 
Eroticism in old age was subsequently caused 
for deep reflexion—the “modernization of old 
age”.

In 1969, American gerontologist Butler [26] 
defined a form of discrimination against old age 
as “ageism”, which comprised grouped preju-
dices similar to those related to race, religion 
and ethnicity. Butler underlined the stereotypes 
about the relationship between age and fatigue, 
sexual disinterest, intellectual slowness, the 
inability to learn, unproductiveness and 
moodiness.

As it happens in other ages of life, it has the 
overall aim of promoting the development and 
optimisation of the best human possibilities in 
the field of interpersonal relations in general and 
sex in particular.

In the counselling of older adults there are 
some mistakes that should be avoided:

 1. Transmitting a young and coital model about 
sexuality that causes anxiety.

 2. Conveying a vision of things that disqualifies 
all one’s past life and makes one feel frus-
trated or finished.

 3. Forgetting that all people, even older adults, 
are in need of emotional ties, especially to dis-
pose of attachment figures, and of a network 
of social relationships.

 4. Advising practices contrary to the wishes of 
religious or cultural beliefs of the older adults 
themselves.

Affection helps in recreating sex, and nonver-
bal communication takes on new dimensions and 
becomes a necessity, as in another phase of mere 
instinctual discharge. Somehow, the tryst helps to 
recreate the meaning of life; it gives us another 
taste and harmony. In 1990, Vega [27] said that 
older adults had a 46.3% need for affection, 43% 
need for medical care, 26.6% need for less isola-
tion and 11.5% need for more family affection.

After 60 and 70 years of age, being happy is 
not necessarily a race against time, against one-
self, in order to succeed in professional careers 
and to test the physical and intellectual abilities, 
often close to the limit of individual resistance. 
The emotional needs of an individual above 
60  years old are more important that all that. 
Older adults, after this age, want to live in seren-
ity in order to have a mutual understanding with 
their life partner, and patience and tolerance to 
guide their interpersonal relationships within the 
family through tenderness and friendship, while 
having an active sex life.

By the end of the twentieth century, the pros-
pect became more optimistic, with a new attitude 
about sexuality in old age, a line of postmodern 
discourse, relativizing certain moral parameters 
and discourses of power that establish a temporal 
perspective with strict limits. So Moody [28] pro-
poses the course of postmodern life as being an 
extension of adult age (adulthood in two direc-
tions—backwards with the disappearance of 
childhood and forth with the disappearance of 
old age).

So, humans will live especially at an age dic-
tated by adult age that incorporates the ideas of 
responsibility, autonomy and diversified con-
sumption [29].

Although ageing is significantly linked to a 
decrease in various aspects of male sexual activ-
ity, satisfaction in personal relationships and sat-
isfaction in sexual performance do not decline 
with age. Even some people who have a reduced 
number of erections during sleep and penile 
rigidity report, as well as their partners, that they 
are in regular and satisfying relationships.

To be in a healthy and active ageing process, it 
is essential to discover new things that have not 
yet been taught. Living the new, the unexpected, 
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doing what has been done before but differently, 
seeing what has been seen before but differently, 
discarding what has been learned (old) and 
embracing the unknown (new).

The nonverbal communication takes on new 
dimensions and becomes a necessity, as another 
phase of mere instinctual discharge. Somehow, 
the romantic encounter helps to recreate the 
meaning of life; it gives you another taste.

Middle-aged sexuality and “greater age” lead 
us to a sense of harmony and tenderness, with the 
progressive removal of biological turbulence 
(hormonal, but not only) and conflict within an 
harmonious relationship with the environment, 
profession and family.

Predictors of sexual interest and sexual 
activity in older people include the couple’s 
previous level of sexual activity, physical and 
psychological health, availability, interest and 
health. These factors are similar in both hetero-
sexual and homosexual people [30]. Older peo-
ple residing in institutions are less sexually 
active than older people living in communities. 
Only 10% are sexually active, while 20% 
showed interest in sex [31].

In this line of thought, it is consistent to intro-
duce the concept of self-realisation, understood as 
the personal dynamics and ability that each human 
body has of upgrading its own capabilities, keep-
ing true to the more fundamental individual refer-
ences. We dare to say, as Patterson [32] states, that 
“self-realization is the only basic motivation of all 
human beings”. Nowadays, most seniors have a 
satisfying and more frequent sex life. There is a 
new concept of “sexual maturity” for older adults.

Some things to take into account: sexual plea-
sure in the older adult is not just a matter of geni-
tal erection or orgasm; it is also what is provided 
by touch or oral contact. The level of pleasure is 
probably the best index of sexual activity in older 
people. It is important to remember that it is pos-
sible to have orgasms without an erection and 
that orgasms change greatly in their features.

There is few data on homosexuality in older 
people; an article published by Berger [33] in 
1984 that focuses on levels of global adjustment 
in older adult homosexuals but does not deal with 
their sexuality [22]. It is necessary to have more 
research in this area of sexuality.

“You know that, as age advances, prejudice in 
all sectors of life is also present, particularly in 
sexual ones (myths and taboos). We can say that 
these prejudices are some of the worst and cruel-
lest ones to the human person. It is said that older 
people have no more interest in sex that they do 
not need sex and it is ugly when they think or do 
it. However, if we look at the biology of these 
people, they would present ample capacity for 
sexual fulfilment” [34].

19.1  Conclusion

In overview it is fundamental for the promotion 
of sexual health in older adults to have the pri-
mary care physicians prepared to understand the 
sexuality context of the ageing woman and man. 
At the same time, that should deal of specific 
problems of sexual dysfunctions.

To finish this general overview on sexuality in 
the process of ageing, it is important to consider 
thinking that “sex” is a gift for the young is 
beyond unfair; it is absurd. Age is no barrier for 
having an active sex life! And that sexuality 
should contribute for the discovery of experi-
ences and emotions that are timeless and should 
last until the heat disappears from the body.

As last comment in a world where the phar-
maceutic means use to be prescribed frequently 
as a frequent solution in sexual medicine for 
older adults, we should have in mind that 
“Tenderness is the best emotional growth and 
enabling co-existence of human beings” [35].

Sexual difficulties should form part of general 
health assessment of older adults. Family doctors 
should not assume that there are no problems. The 
assessment should be sensitive to the patient’s 
cultural beliefs and respect their dignity.
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Abstract
Delirium is a common and serious acute neu-
ropsychiatric syndrome and is known to 
increase the risk for subsequent functional 
decline and mortality. The etiologies of delir-
ium are diverse and multifactorial and often 
reflect the pathophysiological consequences 
of an acute medical illness, medical complica-
tion or drug intoxication. Delirium can have a 
widely variable presentation and is often 
missed and underdiagnosed as a result. At this 
chapter we discuss the prediction, etiology, 
prevention, diagnosis, subtypes and treatment 
(pharmacological and non-pharmacological) 
of delirium in the elderly population.

20.1  Introduction

Despite being a common and potentially revers-
ible cause of behavioural disturbance, delirium has 
been largely ignored by health service planners 
and practitioners, which inadvertently aggravate 
and increase its incidence amongst older adults [1, 
2], leading to more expensive and longer hospital-
ization periods, as well as worse prognosis [3].

The overwhelming lack of measures to pre-
vent, manage and reduce its impact is bewilder-
ing, especially if we take the following aspects 
into consideration: the large amount of modifi-
able and non-modifiable risk factors and the 
potentially inducing drugs identified; the number 
of fast, simple, effective and validated tools for 
its screening and diagnostic; and the largely stud-
ied pharmacologic and non-pharmacologic inter-
ventions for its prevention and treatment.
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Key Points
• Delirium is a common, preventable con-

dition and can be a medical emergency.
• Delirium amongst older adults is largely 

underdiagnosed and often leads to long, 
costly hospital admissions.

• There are validated, effective and easy- 
to- use screening and diagnostic tools.

• Due to the modifiable risk factors, pre-
vention must be the way forward.
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Delirium has been pointed as one of the top 
three conditions for which quality of care needs 
to improve [4].

20.2  Historical Background

Also known as “acute confusional state”, 
“encephalitis” or “everyman’s psychosis”, delir-
ium was first identified and described by 
Hippocrates and its peers (400–366 B.C). They 
have noticed the existence of an acute mental dis-
order accompanied by fever, behavioural altera-
tion and sleep disruption with a severity degree 
directly linked to the severity of the fever and 
which was clearly different from those mental 
disorders with no apparent cause (dementia).

In the later 1880s, the discovery of the cause- 
effect connection between syphilis and the so- 
called general paralysis of the insane (GPI or 
paralytic dementia) has factually proven that some 
mental disorders might be caused by an identifi-
able organic cause and consequently be treated.

Recently, there are some prevalence studies 
placing delirium as one of the most common 
complications of hospital admission for older 
patients [5] and linking its development to higher 
mortality and morbidity rates during and after the 
hospitalization period [6, 7]. There are also 
reports of a significant impact on healthcare eco-
nomics, with an increase of the hospitalization 
per day average cost of about 2½ times [5].

Despite this, delirium remains an underdiag-
nosed syndrome with non-diagnostic rates as 
high as 72% and also some poor 2.7% of correct 
informatics codification [6–9].

These impressive findings unveil the urgent 
need to implement aggressive measures to assure 
its prevention, early diagnostic and correct man-
agement amongst healthcare professionals, fam-
ily and other caretakers.

20.3  Epidemiology

On its majority, delirium prevalence studies ran 
in hospitalized patient estimate that it occurs in 
up to 30% of all medically ill patients, being 

especially common amongst the elder, postopera-
tive patients and terminally ill patients, with prev-
alence rates of around 80% for the latter [8]. See 
Table 20.1.

A recent multicentric point prevalence study 
(Delirium Day), which involved 1867 older 
patients (aged 65 years or more) across 108 acute 
and 12 rehabilitation wards in Italian hospitals, 
concluded that delirium occurred in more than 
one out of five patients in acute and rehabilitation 
hospital wards, with higher prevalence in neurol-
ogy wards (28.5%) and lower in rehabilitation 
wards (14.0%). Despite its inherent diagnosis 
difficulty degree, the commonest subtype of 
delirium was the hypoactive, followed by the 
mixed type, hyperactive and finally the nonmo-
toric [10].

Unfortunately, the epidemiology of this syn-
drome in primary health and community institu-
tions is quite unknown and needs further work to 
be more accurately set. There is an estimated 

Table 20.1 Incidence and prevalence of delirium [8, 9]

Setting
% with 
delirium

Prevalence in hospitalized medically ill 
patientsa

10–30%

Prevalence in hospitalized elderly 
patients

10–40%

Prevalence in hospitalized cancer 
patients

25%

Prevalence in hospitalized AIDS 
patients

30–40%

Prevalence in terminally ill patients 80%
Prevalence in hospice 29%
Prevalence in intensive care unit
  With mechanical ventilation 60–80%
  Without mechanical ventilation 20–50%
Prevalence in community
  Persons 85 years or older 14%
  Regardless the age 1%
Prevalence at hospital admission 10–31%
Prevalence in long-term care facility 
and postacute care

1–60%

Incidence during hospital admission 
after hip fracture

28–61%

Incidence during hospital admission 
after surgery

15–53%

aHigh-risk conditions and procedures include cardiotomy, 
hip surgery, transplant surgery, burns, renal dialysis and 
lesions of central nervous system
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prevalence of 14% in persons above 85 years of 
age and around 1% regardless the age [9].

20.4  Etiology 
and Pathophysiology

Functional changes occur in a large number of 
neurotransmitters: the most frequent and best 
characterized are a reduction of cholinergic func-
tion and an increase in dopaminergic and gabaer-
gic function, although alterations in almost all 
neurotransmitter systems (serotoninergic, norad-
renergic, glutaminergic, histaminergic) have 
been found.

20.4.1  Microstructural Abnormalities 
and Delirium

A recent study has proved that microstructural 
abnormalities in the cerebellum, hippocampus, 
thalamus and basal forebrain are directly linked 
to increased delirium incidence and severity 
when controlling for age, vascular comorbidi-
ties, gender and baseline cognitive perfor-
mance [11].

20.4.2  Acetylcholinesterase Activity 
Levels as Predictor

In a cohort study, low preoperative acetylcholin-
esterase activity levels correlated positively with 
the postoperative development of delirium [12].

20.4.3  The Neuroinflammatory 
Hypothesis of Delirium

There is consistent evidence that the liberation of 
inflammatory mediators to the blood stream caused 
by acute peripheral stimulation may also induce an 
acute inflammatory response in the central nervous 
system. This inflammatory stress subsequently 
generates neurobehavioural and cognitive symp-
toms due to neuronal and synaptic dysfunction.

The reflex central response produces a com-
plex multifactorial inflammatory axis character-
ized by dysfunction of the brain-blood barrier, 
neurochemical disturbances with decrease of the 
acetylcholine activity and an increase of dopa-
mine and norepinephrine and consequent discon-
nection of brain areas.

Also, some identified risk factors (e.g. age and 
neurodegenerative disorders) work as response 
amplifiers, exaggerating the microglial activation 
following systemic inflammatory events.

This mutual influence is the result of multiple 
communication pathways that allow the brain to be 
continuously monitoring the immune state of the 
body and promptly react through the hypothalamic- 
pituitary-adrenal (HPA) axis whenever there is an 
activation of the innate immune system [13].

20.5  Clinical Aspects: What Is It?

“Delirium is primarily a disturbance of conscious-
ness, attention, cognition, and perception but can 
also affect sleep, psychomotor activity, and emo-
tions. It is a common psychiatric illness among 
medically compromised patients and may be a har-
binger of significant morbidity and mortality” [14].

The global disorder of cognitive functions and 
attention with altered awareness and conscious-
ness constitute the cardinal features of this syn-
drome. Sleep-wake cycle disruption, abnormal 
activity status and responsiveness are considered 
additional. Delirium is also characterized by hav-
ing an acute onset and a tendency to fluctuate 
along the day, being usually worse at night. 
Prodromal symptoms such as insomnia, anxiety, 
drowsiness and nightmares may precede the fully 
developed syndrome [15].

These symptoms must constitute a significant 
difference from the patient’s usual status and 
must not be better explained by any other subja-
cent mental disorder. In addition, there should be 
supportive evidence linking them to an undergo-
ing physiological event, medical disease, trauma, 
drug intoxication/abstinence, etc. Also, they usu-
ally revert (completely or partially) with the reso-
lution of the causing event. Unfortunately it is 
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still considered an innocuous and inevitable con-
sequence of hospitalized patients.

The constellation of signs and symptoms pre-
sented is no more than the manifestation of the 
neurophysiological alterations directly or indi-
rectly induced by one of the underlying processes 
previously mentioned.

20.6  Clinical Subtypes

According to its clinical presentation, it may be 
divided in three main subtypes: hyperactive, 
mixed and hypoactive.

20.6.1  Hyperactive Subtype

It is the least common and the most frequently 
diagnosed subtype of delirium [16]. Patients with 
hyperactive delirium are restless and demanding 
an extraordinary amount of attention from staff, 
inclusively during the night, and might as well 
interact negatively with other patients, which usu-
ally are unable to share the room with these other.

Mydriasis, tachycardia, profuse sweating, 
flushed face, tremors, hypertension, fear and rage 
may appear as a result of the increased sympa-
thetic activity found in this patients [15].

20.6.2  Hypoactive Subtype

This hypoactive subtype of delirium, unlike the 
hyperactive, is the most difficult to diagnose, and, 
unfortunately, it is positively linked to increased 
mortality rate, advanced age, palliative care, number 
of comorbidities and severity [17]. It is clinically 
characterized by sedation, psychomotor and con-
sciousness impairment and low-debt speech [18].

20.6.3  Mixed Subtype

This clinical subtype of delirium combines char-
acteristics from both hypoactive and hyperactive 
phenotypes, as patients usually present a cyclic 
agitation-sedation alternation along the day, 
being the hypoactive phase more frequent at 

night [16]. Its prevalence is usually reported as 
the highest, accounting for approximately half of 
the cases. However, there are prevalence studies 
and authors that report a higher prevalence for the 
hypoactive subtype, which is explained by its 
higher probability of escaping diagnosis. These 
prevalence variations might also be influenced by 
the sample dimension, the kind of nursery ward 
and hospital or even by the assessment methods 
used and the subjective nature of the scoring.

20.7  Predisposing 
and Precipitating Factors

In elder people, delirium is rarely caused by one 
single factor, and is commonly associated with med-
ical and surgical illness, intoxication, withdrawal 
states and central nervous system disease [16].

Checking the patient’s socio-demographic informa-
tion, lifestyle habits, medical and surgical anteced-
ents as well as the chronic medication list (including 
the self-prescript and alternative medicine ones) 
should be enough to the delirium’s predisposing 
and precipitating factors, as well as the potentially 
inducing drugs (e.g. tricyclic antidepressants, high-
potency anti-histaminic drugs, etc.) (Table 20.2).

There are numerous predisposing factors for 
delirium. Age > 65 year’s old is surely the most 
important, not only by normal ageing physio-
logic alterations (e.g. brain-blood barrier vul-
nerability, lower functional reserve, sleep 
quality loss, tendency to fall, etc.) but also by 
the higher number of comorbid pathology asso-
ciated (e.g. dementia, diabetes, renal insuffi-
ciency, cancer, etc.) [9]. As expected, the higher 
number of comorbid pathology is linked with 
polypharmacy, increasing the risk of noxious 
drug interactions and side effects.

Epidemiologic data places patients with ter-
minal illness as the most vulnerable for develop-
ing delirium, justifying special attention.

The use of physical restraints, malnutrition, 
more than three medications added, use of blad-
der catheter and any iatrogenic event may be con-
sidered independent delirium precipitating 
factors in hospital environment, being all modifi-
able and having a cumulative effect with each 
other and with the predisposing factors [19]. 
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Acute insults such as acute bacterial/viral infec-
tion, fractures, metabolic alterations, intense 
uncontrolled pain, hypoxia and ischemia and 
sleep deprivation are also consistently appointed 
as precipitating factors [20, 21].

20.8  Diagnostic

The diagnostic is essentially based on clinical 
skills, depending on the healthcare professionals 
concern and ability to recognize the core signs 
and symptoms.

Obtaining side information from family, 
friends and previous caretakers about the patient’s 
baseline neurocognitive state also plays a crucial 
role in the diagnostic. This simple and so often 

forgotten step is often enough to determine the 
mode of the symptomatic onset (acute vs. 
chronic), which is essential for the distinction 
between delirium, dementia and depression.

The clinical evaluation of these patients must 
always include a scrupulous objective exam. 
Vital sign measurement and all the other basic 
procedures are usually enough to guide further 
complementary procedures or might even unveil 
the underlying cause.

Hydro-electrolytic alterations screening; renal 
and hepatic function assessment; complete blood 
count, blood cultures and arterial blood gas pressure; 
endocrinal function study; electrocardiography and 
electroencephalography; and drug abuse screening 
should be considered according to the presented 
symptoms and clinical suspicion. See Table 20.3.

Table 20.2 Predisposing and precipitating factors for delirium

Predisposing factors Precipitating factors Delirium-inducing medications
Demographic factors
Age > 65 years
Male sex

Acute insults
Dehydration
Fracture
Hypoxia/ischemia
Infection
Medications
Metabolic derangement
Severe illness
Shock
Surgery
Uncontrolled pain
Urinary or stool retention

Avoid on patients with high risk of 
developing delirium*
Anticholinergics
Antipsychotics
Benzodiazepines
Chlorpromazine
Corticosteroids
H2-receptor antagonists
Cimetidine
Famotidine
Nizatidine
Ranitidine
Meperidine
Sedative hypnotics

Comorbidities/conditions/events
Dementia
Depression
Elder abuse
Falls
History of delirium
Malnutrition
Polypharmacy
Pressure ulcers
Sensory impairment
Premorbid state
Inactivity
Poor functional status
Social isolation
Alcoholism
Chronic pain
History of baseline lung, liver, kidney,  
heart, or brain disease
Terminal illness

Environmental exposures
Intensive care unit
Sleep deprivation
Tethers

Adapted from Kalish et al. [9]
*Evaluate risk/benefit ratio
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20.9  Diagnostic Tools

With a sensitivity range from 46 to 100%, the 
Confusion Assessment Method (CAM) scale is 
considered the gold standard tool to diagnose 
delirium [22]. It has been used on over 4000 pub-
lished studies, and it’s available in 12 different 
languages [23]. It allows the diagnostic and 
severity assessment of delirium and inclusively 
might be used for screening purposes.

Regarding the improvement of the home-care 
quality to patients with or in-risk of developing 
delirium, the Hospital Elder Life Program (HELP) 
has developed the Family Assessment Method 
(FAM-CAM), which is based on a shortened ver-
sion of CAM and can also be used by trained fam-
ily members to early detect and evaluate delirium 
(http://hospitalelderlifeprogram.org/private/fam-
cam-disclaimer.php?pageid=01.09.00). It has 
already been validated, and a study with 58 care-
takers has reported sensitivity up to 88% and a 
specificity of 98%, with high correlation with 
CAM [11, 12, 22]. See Table 20.4.

As a matter of fact, delirium is far from being 
restricted to the geriatric population, as it also 
occurs within the paediatric patients, especially 
in intensive care units (ICU). This acknowledge-
ment led to the development of the Paediatrics 
CAM-ICU, which actually represents a simplified 
adaptation from the original CAM to match the 
verbal and non-verbal expected development of a 
normal 5-year-old child [24].

Table 20.3 Evaluation of potential causes for delirium 
based on clinical suspicion

Suspicion Evaluation
Cardiovascular 
disease

Electrocardiography
Troponin and myoglobin serum 
levels
d-Dimers and fibrinogen 
measurement

Hypovolemia Assess dehydration or blood loss
Complete blood count
Urine-specific gravity test
Blood urea/nitrogen ratio

Endocrine 
disease

Measurement of thyroid 
hormones
Cortisol measurements
Serum glucose levels
ACTH stimulation test

Gastrointestinal 
disease

Liver function assessment
Amylase and lipase serum levels
Simple orthostatic (tangential) 
abdominal X-ray
Abdominal CT

Infectious disease Blood cultures
Complete blood count
Chest radiography
Computed tomography
Lumbar puncture
Acute phase markers
Urinalysis with culture
Skin examination

Renal disease Creatinine
Blood urea/creatinine ratio
Serum electrolyte measurement

Nutritional 
problems

Measurement Vit. B12 levels
Folate measurement
Albumin and pre-albumin 
measurement

Neurologic 
disease

Extended neurological 
examination
Head-CT
Electroencephalography
Lumbar puncture

Respiratory 
difficulty

Pulse oximetry
Arterial blood gas measurement
Chest X-ray
Oral obstruction inspection

Pain Assess the severity
Watch out for potential delirium- 
inducing analgesics

(continued)

Table 20.3 (continued)

Suspicion Evaluation
Substance/drug 
abuse

Review of social, occupational 
and drug exposure history
Urine drug screening
Acetaminophen dosing
Serum alcohol levels
Serum salicylate levels

Medication- 
induced

Medication reconciliation
Special attention to 
anticholinergic drugs
History of previous adverse 
reactions

M. Coroa et al.
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Despite the existence of many specific delirium 
assessment scales, the use of general cognitive 
assessment tools such as the Mini-Mental State 
Exam (MMSE), the Montreal Cognitive 
Assessment (MoCA) and the General Practitioner 
assessment of Cognition (GPCOG) is highly rec-
ommended. Their results are invalid when applied 
in acute confusional states, but they can and should 
be used in clinical practice to assess the clinical 
features included in delirium screening/diagnostic 
“scales” like CAM. If available, recent pre-delir-
ium performance scores on these tests may be 
used to document the acute nature of the deficits.

20.10  Delirium vs. Dementia

To distinguish these two neurocognitive disorders 
based on a single observation of an unknown 
patient may be extremely difficult, even impossi-
ble, due to the large symptomatic overlap between 
them. Awareness and attention impairment, mem-
ory deficits, hallucinations, delusions, sleep-wake 
cycle disruption, agitation, sedation or even symp-

tom fluctuation (etc.) might be present on both. 
However, they often coexist and interact in poorly 
understood ways, being dementia a known predis-
posing factor for delirium and vice versa [25].

Delirium differs from other neurocognitive 
disorders by having a fast onset (hours to days), 
link to medical condition (e.g. infection, trauma, 
etc.), substance intoxication/withdrawal and 
medication, potential reversibility and symptom 
length (usually acute on delirium vs. permanent 
on dementia).

20.11  Prevention

To reduce the risk of developing delirium is 
important to reduce the risks which are known to 
be modifiable: use of eyeglasses and eating aids, 
provision of orienting information (as calendars 
and clock), objects that people have in their 
home, early mobilization, correction of dehydra-
tion, modification of unnecessary noise and stim-
uli, promotion of a good sleep hygiene and 
prevent urinary catheters and physical restraint.

Table 20.4 Delirium assessment scale summary

Scale
Average time 
taken Applicable by Screening Diagnosis Severity

Sensitivity (S) and 
specificity (Sp)

Confusion Assessment 
Method (CAM)

<5 min Non-psychiatrist 
clinicians

V V V S: 46–100%a

Sp: 63–100%b

Family Assessment 
Method (FAM-CAM)

<5 min Trained 
interviewer

V V V S: 65–88%
Sp: 98%

Nursing Delirium 
Screening Scale (NDSS)

1 min Nurses V V S: 85.7%
Sp: 86.8%

NEECHAM confusion 
scale

10 min Nurses V S: 95%
Sp: 78%

Confusion State 
Evaluation

< 30 min Nurses, 
physicians,
psychologists

V V

Paediatrics CAM-ICU 
(pCAM-ICU)

S: 83%
Sp: 99%

Delirium Observation 
Screening Scale (DOSS)

5–10 min Research 
assistant

V

Delirium Rating 
Scale-Revised-98 
(DRS-R-98)

16 min Psychiatrist

4-AT 2 min Trained 
interviewer

V V S: 89.7%
Sp: 84.1%

Adapted Grover and Kate [24]
aLower sensitivity ratings were reported when the scale was applied by nurses or research assistants
bLower specificity ratings were reported when the evaluated patients had comorbid psychiatric pathology
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20.12  Treatment

The essential part of the treatment is to identify 
and solve/treat the culprit event(s) (e.g. infection, 
hydro-electrolytic disturb, sensory impairment, 
etc.). Delirium’s severity normally follows the 
result of the implemented measures to treat the 
“original” cause(s).

Behavioural control is fundamental to ensure 
the quality of the provided care. Agitated patients 
often difficult the healthcare professional’s action 
(e.g. self-removal of venous accesses, self-injury, 
accidents, etc.).

Drug-induced cases are usually easily reverted 
with the suspension of the causing one(s). In pri-
vation cases (e.g. BZD, alcohol, etc.), the reintro-
duction of the missing drug or its substitution for 
an equivalent one is often successful.

20.12.1  Non-pharmacologic 
Interventions

“Nonpharmacologic interventions were defined 
as including behavioural interventions, monitor-
ing devices, rehabilitation, environmental adapta-
tions, psychological and social supports, 
medication reductions, complementary and alter-
native medicine, and system and process changes” 
[26]. Also, the diagnostic of delirium is not a for-
mal indication for pharmacological treatment.

Training and educating delirium-specialized 
multidisciplinary teams (including physicians, 
nurses and other healthcare professionals) are 
recommended for improving the care quality 
ministered to elder patients and for preventing 
delirium. These teams are known to be more effi-
cient on the evaluation, diagnostic and applica-
tion of pharmacological and non-pharmacological 
prevention and treatment. They also allow multi-
component interventions, which are highly rec-
ommended by experts, who also recommend its 
formal inclusion in hospital healthcare plans.

Also, the establishment of a solid and trustful 
relationship between the healthcare profession-
als, caretakers and the patient’s family should be 
granted. Educating close family members and 
caretakers is crucial for the post-discharge period 

outcome, preventing readmissions through the 
correction of the assessed modifiable risk factors 
and by increasing the early identification proba-
bility of an eventual relapse.

20.12.2  Multicomponent 
Interventions (MCI)

The latest NICE guidelines on this matter state 
that patients should be evaluated within the first 
24  h (counting from hospital admission) and 
should benefit of a MCI comprehending a set of 
carefully designed individualized pharmacologi-
cal and non-pharmacological interventions to be 
applied by a specialized team. This strategy 
reduces delirium incidence, and its duration and 
severity but has no apparent impact on mortality 
and institutionalization rate reduction [27].

Some examples of non-pharmacological inter-
ventions are time-space reorientation and cogni-
tive stimulation, sensorial deficits correction (e.g. 
use of glasses and hearing aids), nasogastric and 
urinary probe removal (as soon as possible) and 
promotion of toileting routines, physical immo-
bilization avoidance and early mobilization, to 
provide an environment with adequate levels of 
sensorial stimulation and adequate nutritional 
and hydric support and promote sleep hygiene 
routines. These interventions combined with a 
rational pharmacological use to control some of 
the predisposing/precipitating factors (e.g. effec-
tive pain control and anticholinergic drug use 
avoidance) are able to reduce delirium rates in 
one-third [26].

20.13  Pharmacological Measures

Delirium symptom-aimed pharmacologic mea-
sures (e.g. antipsychotic drugs for agitation or 
hallucinations) should only be considered when 
non-pharmacological interventions are not suc-
cessful and if the patient’s behaviour represents 
danger for himself and to third ones or creates an 
important obstacle to the assistance quality.

When controlling the exuberant agitation and 
other behavioural disruptions often found in 
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delirium, which occurs mostly at night, inexpe-
rienced clinicians might use high doses of anti-
psychotic and other sedative drugs. A careless 
pharmacological intervention might perpetuate 
delirium and convert a hyperactive subtype into 
hypoactive one (with the associated increase in 
the morbidity and mortality rates), and, in severe 
cases, patients can be found almost comatose in 
the day after.

There is no consensus on the timing or the best 
drug to use in any of these situations; however, 
there is evidence supporting the benefits of the 
implementation of pharmacological therapy 
within the first 24 h (counting from the diagnos-
tic) in ICU patients [28, 29].

• Behavioural control with low doses of halo-
peridol [0.25–0.5–3 mg per day, I.M. (I.V. for-
mulations should be only used on ICU)] is the 
best option for treating hyperactive delirium 
symptoms due to its pharmacokinetic and 
pharmacodynamics properties (low anticho-
linergic and low sedative effects). Low doses 
of risperidone (0.5–1 mg per day) can be used 
as an alternative on haloperidol intolerance 
cases [30, 31].

• Kishi et al. [32] concluded that second-gener-
ation antipsychotics are more effective and 
safer than haloperidol for treating delirium, 
despite the lack of large sample comparative 
studies. Also, there were no significant effec-
tiveness and outcome differences reported 
between risperidone and olanzapine and 
between amisulpride and quetiapine [32].

Some authors describe a “subclinical” type of 
delirium, a clinical situation where the diagnostic 
criteria are only partially fulfilled, and a single 
study points that risperidone was effective on 
reducing the probability of progression to a full- 
blown delirium [33].

However, due to the actual lack of evidence, the 
usage of antipsychotic drugs for preventing delir-
ium in elder patients is not recommended [26].

Until this moment all cholinesterase inhibitors 
(e.g. rivastigmine) are contraindicated for prevent-

ing and treating delirium. However, a recent study 
shows that perioperative rivastigmine patch appli-
cation could reduce the occurrence of postopera-
tive delirium in older patients with low cognitive 
status, but it is necessary to obtain more evidence 
through further studies on a larger number of older 
patients with cognitive impairment [34].

Symptomatic control through benzodiaze-
pines in single therapy should be avoided because 
of its known delirium precipitating and aggravat-
ing potential. Its usage is mainly reserved to spe-
cific types of delirium such as delirium tremens 
or benzodiazepine withdrawal syndrome. 
However, they might be helpful in the sleep-wake 
cycle regularization being lorazepam (0.5–1.5 mg 
per day) and oxazepam (7.5–15 mg per day) the 
best options [31].

Ondansetron, valproic acid, methylphenidate 
and gabapentin have also been tested, but the evi-
dence of its benefit is very limited.

20.14  Special Types of Delirium

20.14.1  Delirium Tremens

Delirium tremens is caused by alcohol depriva-
tion, and it has especially higher mortality rates 
(up to 35% if untreated). It is mostly  characterized 
by the core clinical features of delirium plus exu-
berant and uncontrollable tremors, serious sense-
perception alterations, including visual and tactile 
hallucinations, cardiac rhythm alterations and 
general autonomic dysfunction. The use of benzo-
diazepines qs has formal indication for preventing 
and treating delirium tremens. Oxazepam is the 
most frequently used because of its half-life and 
absence of hepatic metabolization. Gabapentin 
may also be used with the same purpose [35].

20.14.2  Benzodiazepine Withdrawal 
Syndrome

The benzodiazepine withdrawal syndrome, in 
severe cases, produces a spectrum of symptoms 
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identic to those observed in delirium tremens, but, 
in spite of the latter, the first one develops slower 
(3–7 days after suspension). Benzodiazepine rein-
troduction (along with behavioural and symptom-
atic control) will often work [36].

20.15  Conclusions

• Delirium is underdiagnosed at old age popula-
tion at primary care.

• Delirium is frequently appointed as the most 
frequent complication of hospital admission, 
leading to longer hospitalization periods, 
increased healthcare cost and higher morbid-
ity and mortality rates.

• Delirium is an underdiagnosed syndrome, 
with non-diagnostic rates up to 72%, and also 
lacks the formal inclusion of effective preven-
tion, detection, treatment and management 
strategies in health programmes.

• Prevention is the more important strategy to 
reduce the rate of delirium, with the known 
modifiable conditions.

• In most cases there is a secondary reason 
which can be resolved.

• “A LOAP (liaison old age psychiatry) service 
may play an important role for the early recog-
nition of psychiatric conditions amongst 
elderly inpatients as well as the effective man-
agement and prevention of adverse outcomes, 
particularly for patients with delirium. The 
effective communication of these services with 
outpatient clinics, community mental health 
teams and day-care centers can be an impor-
tant measure to reduce hospital readmissions 
and overutilization of health resources [21]”.

• Further studies with larger samples and inge-
nious designs are needed to reduce the actual 
evidence limitation in some delirium-related 
features.
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Abstract
Dementia is a clinical syndrome of cognitive 
decline resulting in impaired activities of daily 
living. It affects a person in their personhood, 
which, together with behavioural and psycho-
logical features, causes enormous suffering 
for both patient and caregiver.

Many diseases cause dementia, but neuro-
degenerative, vascular, and mixed disorders 
are most often involved. The type of demen-
tia may influence the clinical presentation, its 
course, and the available therapeutic options. 
Thus, an aetiopathogenic assessment is cru-
cial and includes somatic, cognitive, psy-
chopathological, functional, and paraclinical 
investigations.

Most dementias have no cure although 
depression and substance-induced cognitive 

impairment are central differential diagnoses as 
they are potentially reversible when treated. 
Antidementia drugs have a limited indication. 
Psychosocial treatments, in particular of behav-
ioural and psychological features, are paramount 
and often efficient. Medication, if required, com-
plements psychosocial treatment. Treatment 
options must be evaluated dynamically as the 
patient and caregiver needs change over time.

Primary care is an essential component of 
the care provided to people with dementia, 
from early detection to treatment across all 
stages of the illness, to help alleviate patient 
and caregiver suffering.
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Key Points
• Parallel to population ageing, the num-

ber of patients with dementia is increas-
ing in nearly all countries of the world.

• While more than half of all the demented 
already live in low- and middle-income 
countries, this number is likely to rise to 
over 70% by 2050.

• Dementia is a syndrome caused by a 
variety of different diseases among 
which the mixed, neurodegenerative, 
and vascular disorders are the most 
common ones in the elderly.
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21.1  Introduction

Dementia has entered collective awareness as a 
major public health issue. As the occurrence of 
dementia is related to older age, its prevalence 

increases in parallel with the increase of human 
longevity. It has become one of the most fre-
quent clinical conditions in the elderly in both 
high- income and middle- and low-income 
countries.

Dementia is in everybody’s mouth not only as 
a result of its high frequency but also of the pro-
found impact it has on a person. It affects a per-
son in its intimacy and personhood and may 
cause enormous suffering and disability for those 
having the disease.

Dementia changes the lives not only for those 
who have it, but most of the time, it weighs heav-
ily on family members and caregivers. Dementia 
comes with an enormous physical and psycho-
logical cost with many of the caregivers having 
excess morbidity and mortality as compared to 
those who do not have to care for a demented per-
son [1].

The physical and psychological burden the 
caregivers are enduring cannot be estimated as 
easily as the economic costs of dementia which is 
thought to be as astronomic as 604 billion US$ 
worldwide in 2010 [2].

Dementia may be defined from a clinical 
perspective as a syndrome of cognitive or intel-
lectual decline that is often progressive with the 
decline impacting by definition on activities of 
daily living. Dementia is caused by a number of 
diseases, more often than not neurodegenera-
tive, vascular, and mixed disorders, but more 
rarely other conditions primarily or secondarily 
affecting the brain are involved. The type of 
dementia may influence the clinical presenta-
tion, its course, and the available therapeutic 
options. As dementia is often progressive, the 
needs are likely to change over the course of the 
disease.

Although most dementias have no cure and no 
disease-modifying treatments are available, 
much can be done to alleviate both the demented 
and their caregivers alike so as to improve their 
quality of life. An adequate response to the needs 
of people with dementia and their families usu-
ally requires a combination of medical, psycho-
logical, and social care interventions depending, 
among other factors, on the stage of the demen-
tia. Primary care is an essential component of the 
care provided to people with dementia, from 

• Detecting cognitive impairment and 
diagnosing dementia are fundamentally 
important tasks for all general 
practitioners.

• Assessment is complex and multidi-
mensional including somatic, cognitive, 
psychopathological, functional, and 
paraclinical investigations with the 
patient and their caregivers being the 
sources of information.

• Depression and substance-induced cog-
nitive impairment are a central differen-
tial diagnosis as they may be treated 
causally and potentially be cured.

• Among, e.g. metabolic disorders, a 
number of infectious disorders must be 
looked for.

• For most dementias, however, there are 
no disease-modifying treatments.

• Enhancing the patient’s quality of life is 
the central treatment aim.

• Treating the patients’ comorbidities is 
paramount.

• Behavioural and psychological features 
of dementia must be looked for actively 
as they are usually accessible to efficient 
treatment. Treating behavioural and 
psychological symptoms is a crucial 
focus of treatment.

• Enhancing the patient’s functional 
capacity is a further treatment aim.

• Antidementia drugs have a limited 
indication.

• Medication, if required, complements 
psychosocial treatment.

• Enhancing the caregivers’ quality of life 
is a further aim to pursue.

• Treatment and care options have to be 
evaluated repeatedly over time as the 
patient and caregiver needs are likely to 
change constantly.
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early primary prevention, early detection, and 
treatment in the most advanced stages of the ill-
ness [3].

21.2  The Dementia Syndrome

21.2.1  Epidemiology of Ageing 
and the Dementias

Over the twentieth century, a spectacular increase 
of the median longevity has occurred in humans 
with a further spurt during the second half of the 
century. This is primarily due to better living con-
ditions and secondarily to medical progress. 
Thus, in less developed countries, the longevity 
increase is largely the result of much reduced 
mortality at younger ages, particularly in child-
hood, and from infectious disease [4]. In high- 
income countries, the continuing increase in life 
expectancy is now mainly due to the declining 
mortality at older ages [5].

The brunt of this increase is borne by the 
elderly segment of the population in high-income 
countries, but even in low-income countries, the 
proportion of the elderly is increasing rapidly. 
Thus, the proportion of persons 60 years or older 
currently exceeds 30% only in Japan, but by the 
middle of this century, many countries will have 
a similarly high proportion of older people [6]. 
Overall, there is evidence that the older the age 
segment the higher the relative increase. This 
evolution will go on for some time although lim-
its are likely to be set by the vascular disease epi-
demics and, of course, maximal longevity in the 
human species. However, the evolution of the 
Swiss population is an example of the increasing 
proportion of the elderly in the general popula-
tion. Thus, the number of those aged 20–64 years 
will be about 20% between 2010 and 2040, while 
the increase of those aged 80 years or more will 
be about 120% within the same time frame in the 
canton of Vaud (http://www.scris.vd.ch). Over 
the last 50  years or so, the number of 
 nonagenarians increased by about 25 times and 
that of the centenarians by over 60 times. As 
mentioned, this development is not limited to 
high-income countries as it is also happening 
with some delay in most middle- but also low-

income countries. In the 1990s, the segment of 
those 60 or older took over those aged 12–24 years 
in terms of their total number. This phenomenon 
will be observed approximately by the fifth 
decade of this century in low- and middle-income 
countries, a major difference being the observa-
tion that the absolute number of the elderly in 
these countries will be much higher than that in 
high-income countries (http://www.imf.org/
external/pubs/ft/fandd/2006/09/picture.htm).

Life expectancy has increased markedly, and 
this holds true for both life expectancy with or 
without incapacity. Some subjects may remain 
independent for long periods into older age, 
while others require help and care over extended 
periods of their lives. Older people are living lon-
ger, but the quality of these extra years is unclear 
[7]. It remains to be seen whether or not health at 
retirement and its evolution differ in the baby 
boomer generation compared to cohorts born 
before and during World War II.

The main risk factor for dementia is increas-
ing age. Thus, the epidemiology of the dementia 
is likely to be similar to that of the general popu-
lation with a substantial increase of those suffer-
ing from dementia in the older segments. 
Although the dementias are quite rare at the pop-
ulational level at the age of 65 years—with per-
haps 1–2% having dementia or 2–5% between 65 
and 74  years—this prevalence rate is rocketing 
up exponentially in the older segments as it dou-
bles every 5 years or so. Thus, 30–40% of those 
85 years old or more and about half of the elderly 
aged 90 years, and more so beyond this age, have 
dementia [8, 9]. The syndrome affects approxi-
mately 5–8% of individuals over age 65, 15–20% 
of individuals over age 75, and 25–50% of indi-
viduals over age 85 [10]. How to define dementia 
in the oldest-old remain a challenge, and contro-
versial and trustworthy prevalence and incidence 
data are still scarce in the oldest-old age group. 
However, recent preliminary results now indicate 
that dementia and Alzheimer’s disease continue 
to rise also at very high ages with both incidence 
and prevalence of dementia being highest in the 
oldest-old [11, 12].

Worldwide, 35.6 million people have demen-
tia, a number that will rise to 65.7 million in 2030 
and 115.4  million in 2050 [13]. The average 
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estimated prevalence of dementia for those aged 
60 years or over, in all regions, is 4.7%. High- 
income countries still have a higher relative prev-
alence of dementia than low-income countries. 
However, while Europe and North America are 
expected to experience an increase of 40% and 
63% respectively, a 117% growth in East Asia 
and a 134–146% growth in Latin America are 
forecast for the next 20 years. While more than 
half of all the demented (58%) currently live in 
low-income countries, this number is likely to 
rise to 71% by 2050 [14].

In high-income countries, where 35–50% of 
the people with dementia live in nursing homes 
[3], direct social care costs account for more than 
half of the total costs [15]. In low- and middle- 
income countries, where the large majority of 
people with dementia live at home and depend on 
care provided by their families, informal care 
costs represent two-thirds of the total costs. 
Overall, the costs of direct medical care represent 
a small part of all costs worldwide (around 16%), 
while the costs of informal care and the direct 
costs of social care amount to 42% of all costs 
worldwide. A large majority of the total global 
costs of dementia (89%) are incurred in high- 
income countries, 10% in middle-income coun-
tries, and less than 1% in low-income countries. 
However, less than half of the people with 
dementia live in high-income countries, 40% live 
in middle-income countries, and 14% live in low- 
income countries [14].

21.2.2  Clinics

21.2.2.1  Defining Dementia
Dementia is a syndrome rather than a disease 
characterized clinically by an acquired cognitive 
deficit sufficient enough to interfere negatively 
with the requirements of daily living. However, 
diagnosing dementia based on this definition is 
challenging as almost every term making up the 
description can be controversially defined. The 
debate will not be settled neither through DSM-V 
[16] nor the future ICD-11.

However, definitions evolve. Thus, the manda-
tory presence of a memory deficit to qualify for a 

diagnosis of dementia may favour the diagnosis 
of AD and discard what is more and more recog-
nized as non-memory dementias such as those 
found, e.g. in vascular brain disorders. Although 
the requirement of a memory deficit is still part of 
the ICD-10 definition [17], this has already been 
changed in DSM-V and will been introduced in 
ICD-11.

The current tendency is to diagnose the under-
lying disease (AD, FTD, etc.), but this will not 
further the debate on when to consider someone 
as demented or as having a major neurocognitive 
impairment DSM-V denomination. For the time 
being, dementia is defined according to ICD-10 
or DSM-V (Table 21.1) and the hopefully soon to 
come ICD-11.

Thus, dementia remains a syndrome and its 
diagnosis relies solely on history taking and clin-
ical examination.

Despite much progress in the search of con-
sensual definitions and clinical assessments, not 
all shadowy zones have been discarded. As an 
example, whether or not a dysexecutive syn-
drome leading to frontosubcortical memory 
impairment is to be considered a deficit of one or 
two cognitive domains, i.e. executive functioning 
and memory, remains speculative. This is of 
some importance as a diagnosis of dementia 
requires the presence of an impairment of at least 
two cognitive domains. The causal relationship 
between a cognitive deficit and a functional 
impairment, required to diagnose dementia, may 
be difficult in view of the presence of some other 
diseases handicapping the patient in their every-
day activities. Although the diagnosis of demen-
tia implies the presence of a threshold to be 
crossed how exactly this threshold is defined is 
still not entirely clear (cf. staging of dementia).

A patient’s entry point into the clinical setting 
is often a memory or more generally a cognitive 
complaint either by the patient, a family member, 
or an informal caregiver. In these cases, an inves-
tigation of the complaint is warranted. However, 
the question of a systematic screening of cogni-
tive disorders in the population remains ulti-
mately unanswered despite the high prevalence 
of these disorders of perhaps 5% of those over 
64 years of age [18] with increasing levels as age 
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advances. Although a population-based screen-
ing seems to be an unreasonable suggestion, such 
high prevalence rates may justify a more system-
atic screening of cognitive disorders from 
75 years of age upwards [19].

21.2.2.2  Differential Diagnosis
The aetiological definition of dementia is vast, 
but some entities are particularly frequent in the 
elderly. This holds true for the neurodegenerative 
dementias, including AD and Lewy body (LB) 
disorders, various vascular brain disorders result-
ing in dementia such as multi-infarct dementia, 
or subcortical vascular encephalopathy as well as 
mixed cases. Some neurodegenerative and vascu-
lar disorders are less frequent in the elderly 
(Huntington’s disease, CADASIL, etc.), but FTD 
remains an important differential diagnosis 
although it usually starts earlier than AD, mostly 
in the sixth decade of life.

A range of metabolic, infectious, or nutri-
tional disorders are of importance in the differ-
ential diagnosis of dementia in the elderly 
(Table 21.2).

A number of anamnestic elements are helpful 
to orientate the differential diagnosis and include 
the type and evolution of the deficits (initial 
symptoms and signs and their evolution over 
time, neurological and psychiatric symptoms and 
signs, exaggerated use of alcohol or other psy-
choactive substances, sleep complaints and disor-
ders, current medication status such as the use of 
multiple and/or psychotropic drugs, traumatisms, 
vascular diseases or coagulopathies, etc).

Primary psychiatric disorders including above 
all depression, substance use disorders, and to a 
minor degree psychosis can masquerade demen-
tia and are among the most important differential 
diagnoses. These disorders are of particular 
importance as they have a potential of reversibil-
ity. About 10% of all patients investigated for 
dementia suffer from depression, often accompa-
nied by cognitive impairment sometimes as 
 profound as to respond to the criteria of demen-
tia, but which is potentially treatable and curable. 
This is a high percentage that contrasts with a 1% 
prevalence of primary somatic disorders with a 
potential of curability including dementias sec-
ondary, e.g. to thyroid or metabolic disorders, 
infectious diseases, normal pressure hydrocepha-
lus, and others [20].

A confusional state or delirium may be of sub-
acute onset in the elderly and at times difficult to 
differentiate from dementia if its course is pro-
tracted. Of course, delirium occurs in dementia 

Table 21.1 Defining dementia (ICD-10) and major neu-
rocognitive disorder (DSM-V)

ICD-10 (abbreviated)
• G1. There is evidence for each of the following:
  –  A decline in memory, most evident in the learning 

of new information. The decline should be verified 
by a reliable history from an informant, 
supplemented, if possible, by neuropsychological 
tests or quantified cognitive assessments

  –  A decline in other cognitive abilities characterized by 
deterioration in judgement and thinking, such as 
planning and organizing, and in the general processing 
of information. Evidence should be obtained from an 
informant and supplemented, if possible, by 
neuropsychological tests or quantified objective 
assessments. Deterioration from a previously higher 
level of performance should be established

•  G2. Awareness of the environment is preserved 
sufficiently long to allow the unequivocal 
demonstration of the symptoms in criterion G1

•  There is decline in emotional control or motivation or a 
change in social behaviour manifested as at least one of:

  – Emotional lability
  – Irritability
  – Apathy
  – Coarsening of social behaviour
•  Criterion G1 should have been present for at least 

6 months
DSM-V (abbreviated)
•  Evidence of significant cognitive decline from a 

previous level of performance in one or more 
cognitive domains (complex attention, executive 
function, learning and memory, language, 
perceptual-motor, or social cognition)

  –  Concern of the individual, a knowledgeable 
informant, or the clinician that there has been a 
significant decline in cognitive function

  –  A substantial impairment in cognitive 
performance, preferably documented by 
standardized neuropsychological testing or, in its 
absence, another quantified clinical assessment

•  The cognitive deficits interfere with independence in 
everyday activities (i.e. at a minimum, requiring 
assistance with complex instrumental activities of 
daily living such as paying bills or managing 
medications)

•  The cognitive deficits do not occur exclusively in the 
context of a delirium

•  The cognitive deficits are not better explained by 
another mental disorder (e.g. major depressive 
disorder, schizophrenia)
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tremendously often. Some of the clinical indica-
tors that may help differentiate confusional states, 
depression, and some of the more important 
dementias in the elderly are given in Table 21.3.

A number of clinical lighthouse syndromes 
may help orientate the aetiological diagnosis 
(Fig. 21.1).

It is, however, important to be aware that a given 
aetiology may present itself clinically in a quite 
heterogeneous way as a consequence, e.g. of differ-
ent brain locations involved, a high interindividual 
variability, or the various comorbidities added on 
more often than not to the dementia syndrome.

So as to orientate the diagnosis according to 
the clinical features present, a thorough clinical 
investigation is warranted and ought to include a 
cognitive, psychopathological, physical, and 
functional assessment.

The differential diagnosis of dementia may 
take time and need a multidisciplinary approach 
and team. If available, it may therefore be advan-
tageous to send the patient to a memory clinic or 

some other specialized setting such as an old-age 
psychiatric out-patient clinic. This may be partic-
ularly helpful in specific situations such as [21]:

• Results at screening unclear
• Persistent cognitive complaints requiring a 

more thorough neuropsychological assessment
• Cognitive impairment in a patient below 

65 years of age
• Atypical or unclear symptomatology (e.g. 

early behavioural disturbance) or atypical 
evolution over

• Episode(s) of delirium (e.g. during a hospital 
stay)

• Multimorbidity reuniting a number of disor-
ders with the potential to impact on 
cognition

• Divergence or contradiction of information 
during history taking

• Difficult family situation or relationships dif-
ficult to handle by any of the persons involved 
(patient, proxy, physician, other caregiver)

Table 21.2 Differential diagnosis of dementia

Type Examples Testing
Degenerative AD, FTLD, Lewy bodies, Parkinson, Huntington, 

multiple system atrophy, prion disorders, CBD, PSP, 
MND

Medical history, physical 
examination, lab tests, imaging, 
EEG, ENMG, LP, 
neuropsychological testing

Inflammatory/
autoimmune/
infectious

Systemic lupus erythematosus, Sjögren, Behçet, 
polyarteritis nodosa, sarcoidosis, celiac disease, 
Hashimoto’s encephalitis, HSV, HIV, CMV, EBV, 
Lyme, syphilis, Whipple, tuberculosis, malaria, fungal 
meningitis

Lab tests, LP

Vascular CNS vasculitis, macro-/micro-infarcts, 
microangiopathic diseases, thrombotic 
thrombocytopenic purpura, hyperviscosity syndromes, 
chronic subdural haematoma

Lab tests, neuroimaging, carotid 
duplex, ECG, skin biopsy 
(CADASIL), muscle biopsy 
(vasculitis)

Neoplastic Primary and secondary malignancies, paraneoplastic 
syndromes

Lab tests, LP, imaging

Toxic/metabolic Uraemia, hepatic encephalopathy, hypo-/
hyperthyroidism, hyperPTH, hypo-/hypercorticism, 
porphyria, vitamin deficiencies, alcohol, drugs, heavy 
metal poisoning, Wilson

Lab tests, liver biopsy

Neurological Hydrocephalus, epilepsy, multiple sclerosis EEG, imaging
Psychiatric Depression, schizophrenia, bipolar disorder, obsessive- 

compulsive disorder, conversion, etc.
Clinical assessment

AD Alzheimer’s disease, CADASIL cerebral autosomal dominant arteriopathy with subcortical infarcts and leukoen-
cephalopathy, CBD corticobasal degeneration, CMV cytomegalovirus, CNS central nervous system, EBV Epstein-Barr 
virus, ECG electrocardiogram, EEG electroencephalogram, ENMG electroneuromyogram, EBV Epstein-Barr virus, 
FTLD frontotemporal lobar degeneration, HIV human immunodeficiency virus, HSV herpes simplex virus, LP lumbar 
puncture, MND motor neuron disease, PSP progressive supranuclear palsy, PTH parathyroid hormone
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• Difficulty to evaluate or conclude regarding 
the impact of cognitive impairment on 
observed difficulties of basic and more par-
ticularly complex activities of daily living 
(e.g. driving, handling of complex financial 
issues, etc.).

21.2.2.3  Cognitive Investigations
The neuropsychological assessment quantifies 
the extent for each cognitive domain. Cognitive 
domains usually include executive functioning 
and attention, memory, language, and visuospa-
tial capacities. Its usefulness lies in the profiling 
of the cognitive impairment that may add consid-
erably to the differential diagnosis of disorders 
and helps distinguishing among the different 
neurodegenerative forms of dementia.

Attention deficit and of course lowered or 
changing vigilance may impact negatively on any 
cognitive domain. Thus, detailed cognitive 
assessment may not be useful in patients with 
delirium nor in the short-term aftermaths of delir-
ium up to several weeks. However, attention defi-
cit and fluctuations in the intensity of cognitive 
deficits is a constitutive and diagnostic criterion 
for LB dementias.

Executive dysfunction is usually secondary to 
a morphological or dynamic impairment of the 
frontal lobes and its subcortical connections. 
Executive functions are variously defined but 
often include a number of teleological capacities 
such as programming, anticipation, treatment of 
interferences, response inhibition, conceptualisa-

tion, and others. Therefore, executive deficits 
often impact negatively on other cognitive func-
tions, in particular memory. Thus, subjects with 
executive dysfunction may have memory perfor-
mance deficits (impaired use of memory capaci-
ties), while their basic memory competence is 
preserved (absence of a primary memory deficit). 
As once stated, these patients forget to 
remember.

Primary impairment or impairment secondary 
to executive dysfunction is most frequent though 
not always present and no more a requirement for 
the diagnosis of dementia. Clearly, investigating 
episodic memory is mandatory. A disorder of 
information encoding (e.g. AD, Korsakoff syn-
drome) or retrieval (e.g. Parkinson’s disease, vas-
cular subcortical encephalopathy) may hence be 
detected. Impaired retrieval usually corresponds 
to an executive deficit and thus of performance 
and is an indicator of a subcortical form of 
dementia, in particular when associated with 
motor basal ganglia deficits and marked retarda-
tion. However, a word of caution is necessary. 
The distinction between subcortical and cortical 
dementia is often more of a didactic interest 
rather than absolute as many overlaps exist.

Semantic memory encompasses the treasure 
of all the knowledge a person has been able to 
build. Its impairment is the consequence of a 
temporal lesion and constitutes the core element 
of semantic dementia, a temporal variant of FTD, 
a rare condition relative to AD. In this affection, 
autobiographical memory is eroded with recent 

DFT (frontal variant)

AD

Depression, schizophrenia

Parkinson, DLBD

Multiple infarct dementia

Alcoholic dementia

Behavioural disorder
Primary progressive aphasia

Primary progressive amnesia

Psychiatric history

Motor disorders

Stepwise evolution

Alcohol

Lighthouse symptomDementia syndrome
Fig. 21.1 Some clinical 
lighthouse symptoms
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memory being better preserved than remote 
memory as opposed to AD or Korsakoff syn-
drome that shows an inverse gradient.

Naming deficits are frequent in dementia. In 
AD, anomia will progressively be joined by dif-
ficulties of comprehension (transcortical sen-
sory aphasia) to end in global aphasia 
characterized by the loss of both expression and 
comprehension. Different types of aphasia may 
represent the mode of beginning of various 
dementias including a sudden aphasia of multi-
infarct dementia or the more progressive forms 
(primary progressive aphasia) of FDT and, more 
rarely, atypical AD.

Visuo-constructive deficits are more often a 
clinical expression of cortical dementias such as 
AD or LB or multi-infarct dementias, but they 
may also be the consequence of posterior cortical 
atrophy (Benson syndrome), this latter usually 
being associated with AD histopathology.

A specific training in neuropsychology is 
needed to perform a competent and thorough 
cognitive examination. This is hardly ever the 
competence of a primary care physician who 
would rather refer the patient to an experienced 
neuropsychologist or a dementia competence 
centre to obtain this assessment. Sadly enough, 
the possibility to refer to a competence centre 
depends on the level of development of the public 
health-care system which is weak or inexistent in 
many regions or countries.

As for a neuropsychological assessment, mod-
ifiers of test performance such as age and school 
level must be taken into account when using 
screening instruments of cognitive functioning 
such as the Mini-Mental Status Examination 
(MMSE) [22], MoCA [23], MiniCog [24], 
BrainCheck [25], and many others that have been 
published over the years. Indeed, unusual test 
results must be interpreted as they may not war-
rant a diagnosis of dementia. As an example, a 
maximum MMSE score of 30 precludes no 
beginning dementia syndrome in a young-old 
highly educated person, while a score of 23 may 
be entirely normal in the older-old with low-level 
schooling [26]. Thus, apparently normal results 
may still warrant further investigation in those 

with a history suspicious of possible cognitive 
decline despite a normal cognitive level at these 
screening tests.

21.2.2.4  Functional Investigation 
and Staging

Establishing the course over time of a person’s 
cognitive and functional competency or decline 
is crucial. Indeed, any dementia is defined by 
both cognitive and functional decline starting at 
some previous higher level of performance either 
in a previously normal subject or a person with, 
e.g. a mental handicap. The practical relevance of 
dementia is related to the individual suffering 
emanating from functional impairment and, as 
discussed below, behavioural and psychological 
symptoms and signs of dementia.

Functional impairment as a consequence of 
cognitive impairment is the key feature to diag-
nose dementia and to distinguish it from mild 
cognitive impairment (MCI) in terms of disease 
staging [27]. In MCI, the decrease of cognitive 
functioning is not sufficient to result in an impair-
ment of the activities of daily living. In a number 
of people, MCI will progress to dementia 
although in some others it may remain unaltered 
or reverse to normal.

Evaluating dependency or, positively speak-
ing, autonomy is paramount. A number of tools 
or proxy questionnaires may be useful for the cli-
nician and include, e.g. the Clinical Dementia 
Rating (CDR) [28], the Global Deterioration 
Scale (GDS) in the case of AD [29], or the ADL/
IADL scales [30]. Taking the patient’s history 
with a proxy who knows the patient well and who 
lives with is crucial. Obtaining information from 
professional caregivers is extremely useful. 
Surely, this approach requires as much as possi-
ble the patient’s agreement, and this is usually 
easily obtained. A spontaneous narrative of the 
difficulties by the proxy is more often than not 
followed by a detailed assessment of the patient’s 
activities of daily living, including both basic 
capacities (washing, dressing, eating, etc.) and 
more complex activities that require executive 
competence (taking medication, organizing the 
household, etc.). Specifically designed tool may 
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be helpful and ease comparison of the evolution 
of these activities of daily living over time. These 
tools may include, e.g. the Informant 
Questionnaire on Cognitive Decline in the 
Elderly (IQ-CODE) [31], the Nurses’ Observation 
Scale for Geriatric Patients (NOSGER) [32], as 
well as the (B)ADL [33] and the IADL [30], 
some of them being translated in a variety of lan-
guages. Difficulties using a phone and public 
transportation and difficulty to manage one’s 
medication and one’s payments may be particu-
larly sensitive to the presence of a dementia 
syndrome.

Some simple and quickly administered ques-
tions may be helpful to screen for dementia- 
related functional difficulties and thus be useful 
both for screening cognitive impairment in the 
community and suggest the presence of signifi-
cant functional impairment. Six questions 
appeared to be particularly useful as suggested 
by a study including 17,000 aged nurses with dif-
ferent levels of specificity and sensitivity for each 
question [34]: (1) recent modification of one’s 
capacity to remember a new piece of informa-
tion; (2) difficulty to remember a short list (e.g. 
shopping items); (3) difficulty to remember a 
recent event; (4) difficulty to understand or fol-
low spoken instructions; (5) difficulty, due to 
memory, to follow a conversation in a group or a 
TV programme; and (6) difficulty to find one was 
in a known environment.

Sometimes, a simple but clinically useful dis-
tinction between mild, moderate, and severe 
dementia staging is suggested [21]. In mild 
dementia, the patient’s cognitive deficits cause 
minor difficulties in complex activities of daily 
living such as organizing financial issues or 
unusual travels and preclude no independent liv-
ing. In moderate dementia, the cognitive deficits 
result in significant difficulties in daily living 
such as dressing, eating, and taking their medica-
tion accurately and require at least occasional 
assistance although the patient may still be able 
to live at home. In severe cases, the changes of 
cognitive functioning are major and heavily 
impact on the activities of daily living such as 
nutrition, hygiene, and others, and constant or 
almost constant assistance is now required.

21.2.2.5  Psychopathological 
Investigations

The practical importance of dementia lies in the 
suffering it causes for both the patients and their 
proxies or caregivers. The psychopathological 
investigation is therefore paramount in every 
patient independently of the dementia stage. The 
identification of the more important caregivers 
and the assessment of their well-being are 
indispensable.

As to the patient, identifying what is referred 
to in the literature as behavioural and psychologi-
cal symptoms of dementia (BPSD) [1] is crucial 
as these signs and symptoms are often amenable 
to efficient treatment and improve subjective and 
objective well-being of the patient and their 
caregivers.

ICD-10 acknowledges the importance of 
BPSD to some degree as it requires the presence 
of at least one noncognitive feature for the diag-
nosis of dementia, and this will be given, hope-
fully so, much more importance in the ICD-11 
edition. Approximately 10–30% of all patients 
with AD will have depression at some point and 
30% psychosis. Agitation may occur in half of 
the cases. Most patients will develop, earlier or 
later, some change in their personalities. Clearly, 
the evolution of BPSD is more difficult to predict 
than that of the cognitive and functional decline.

The semiology of BPSD is extremely rich and 
includes features of affective, psychotic, and 
behavioural disturbances [1].

Depression in dementia is often rather paucis-
ymptomatic. The occurrence of depressive symp-
toms and signs seems associated with the 
existence of a family history of mood disorders. 
The intensity of depressive features does not 
seem to be correlated with the severity of cogni-
tive impairment but rather with the degree of 
functional decline. Some clinical features are 
shared by depression and dementia (apathy, 
social retreat, loss of initiative, etc.), and primary 
depression may mimic dementia. Emotion regu-
lation and its expression are frequently altered in 
dementia (catastrophic reactions in the case of 
overstimulation; pathological crying and laugh-
ing as a response to non-specific stimuli; emo-
tional lability usually congruent with the patient’s 
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affect; the aprosodias as a language component 
that is not purely linguistic). The causes of 
depression during dementia are likely to be mul-
tiple. If awareness of cognitive impairment may 
lead to depression, in particular in the beginning 
of the disease, depression may also be the conse-
quence of neurobiological modifications second-
ary to the neurodegenerative processes, e.g. in the 
case of changes of the production of neuromodu-
lators (serotonin, noradrenalin, etc.).

Anxiety is tremendously prevalent in demen-
tia and often independent of the severity of cogni-
tive decline, but it is often associated with 
depressive and psychotic features. Anxiety may 
take a number of forms (panic attacks, apprehen-
sion of minor events, repetitive and stereotypical 
questioning (Godot syndrome), phobic manifes-
tations, fear of being abandoned, etc.).

Psychotic features including delusions and 
hallucinations are among the more frequent 
BPSD (delusions of theft, infidelity, phantom 
boarder, mirror and TV sign, Capgras syndrome 
and other reduplicative paramnesias, and others). 
The presence of delusional ideas may be a risk 
factor for other BPSD, in particular aggressive 
behaviour. The presence of visual hallucinations 
suggests a LB disorder.

Agitation (repetitive attitudes and behaviours, 
shadowing, irritability, obstination, wandering 
and pacing, or, in the more extreme cases, verbal 
and physical aggressivity) may be the conse-
quence of underlying depressive or psychotic 
features. This is, however, by no means always 
the case, but agitation is in all situations a source 
of major stress and burden both for the patient 
and their caregivers.

Sleep disorders are frequent in patients with 
dementia. Sometimes, a primary disorder such as 
sleep apnoea, restless legs syndrome, or REM 
sleep disorder is diagnosed. Inappropriate sleep 
habits must be looked for such in the case of 
patients who are forced into bed at an hour of the 
day unusual for them that provokes a shift of their 
sleep cycle. Often, patients with dementia present 
with difficulties falling asleep, or they have 
insomnias and sometimes sleep-wake inversions.

The identification and characterization of BPSD 
may be improved through the use of specific  

tools such as the Neuropsychiatric Inventory 
Questionnaire (NPI-Q) [35], the Behavioral 
Pathology in Alzheimer’s Disease Rating Scale 
(BEHAVE-AD) [36], the Consortium to Establish 
a Registry for Alzheimer’s Disease-Behavior 
Rating Scale for Dementia (CERAD-BRSD) [37], 
and, of course, others as well [38–40]. For affec-
tive symptoms, the Geriatric Depression Scale 
(GDS) [41] and the Cornell Scale for Depression 
in Dementia [42] may be helpful among others 
less specific for the demented [43–46].

A much under-researched area is the presence 
of multiple psychiatric pathologies in dementia, 
i.e. the cases of patients with a psychiatric disor-
der that later develop dementia. Similarly, there 
may well be a pathoplastic effect, e.g. of person-
ality traits on the clinical expression of BPSD 
and an impact on cognitive decline [47].

It is of some importance to consider that 
behavioural and psycologial symptoms  are often 
present in the pre-dementia stages, e.g. of AD, as 
they are estimated to occur in 35–75% of the per-
sons having MCI [48].

21.2.2.6  Physical Examination
A complete routine physical examination includ-
ing a neurological status is mandatory in every 
patient presenting with an active cognitive com-
plaint or in whom cognitive impairment is sus-
pected. This investigation will yield precious 
information in terms of the differential diagnosis 
or the detection of disorders related or not to the 
cognitive impairment. Furthermore, the causes of 
diminished activities of daily living due to sen-
sory impairment, gait disorders, nutritional state, 
and others must be detected.

21.2.2.7  Paraclinical Investigations
Given the differential diagnosis of the various 
dementias and the frequent comorbidities, para-
clinical investigations are usually mandatory 
even after a thorough history taking and clinical 
assessment including an interview with a proxy.

There may be some discussion and contro-
versy as to what laboratory examinations may be 
useful. Usually, there is some reasonable degree 
of consent to proceed to a complete blood cell 
count, HbA1c, creatinine-based estimation of 
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clearance, ASAT, ALAT, gamma-GT, electrolytes 
including calcium, vitamin B12, folate, and TSH.

In some clinically guided instances, comple-
mentary tests such as serology for syphilis 
(TPHA), HIV, and borreliosis may be indicated. 
With regard to infectious diseases that may at 
times lead to a picture of dementia, some further 
investigations partly depending on the locally 
prevalent epidemiology may be warranted (cf. 
chapter on prion and infectious diseases).

In high-income countries, the use of diagnos-
tic neuroimaging has become a standard in the 
investigation of cognitive disorders. In the setting 
of memory clinics, the usual decision would be to 
do a MRI of the brain as it helps exclude primary 
disorders of dementia including, e.g. subdural 
haematomas, tumours, normal pressure hydro-
cephalus, and vascular load. Furthermore, it plays 
an increasingly important role in measuring local 
atrophy and thus determining brain atrophy pat-
terns in a quantitative way. This assessment is 
useful to differentiate the various neurodegenera-
tive disorders causing dementia. Even in 
 high- income countries where this radiological 
device is now widely available, it is recom-
mended to leave the decision to perform it to a 
specialized clinic such as a memory clinic.

Other sophisticated neuroimaging techniques 
of the functional type may be available in some 
places and be useful for specific cases. These 
techniques include PET and SPECT.  Some 
authors have gone as far as to include these tech-
niques as being part of the diagnostic criteria for 
some disorders [49] and even Alzheimer’s dis-
ease [50, 51] notwithstanding the fact that in 
most places in the world this currently precludes 
a diagnosis of dementia according to these crite-
ria for most patients as the necessary equipment 
or the funding to carry these investigations out 
are not available.

A careful history taking of sleep behaviour is 
part of any cognitive assessment. Specific sleep 
disorders may be associated with some dementias 
(REM sleep behaviour in the alpha-synucleinopa-
thies) or contribute to cognitive deficits (depres-
sion) as may the use of drugs (BZP, anticholinergic 
drugs, antihistamines) that are frequently used to 

combat subjective sleep disorders. A frequent 
comorbidity of dementia is sleep apnoea that may 
cause cognitive impairment and perhaps dementia 
in some patients. On top of the clinical history and 
observation, it may be useful to proceed to a poly-
somnography. Some memory clinics now use 
small-scale somnographies before they send the 
patients to a more sophisticated investigation in a 
sleep centre.

In some rarer instances, further investigations 
may be useful or necessary. They usually require 
the assistance by a specialist. This may be the 
case, as mentioned above, of a specific polysom-
nography setting.

Doing a lumbar tap and analysing cerebrospi-
nal liquid may be an indication to exclude inflam-
matory or infectious brain disorders (cf. chapter 
ad hoc on infectious dementias). More recently, 
the protein-based diagnosis of neurodegenerative 
disorders has been proposed and becomes more 
and more available [52].

An EEG may be helpful in the differential 
diagnosis of the dementias, particularly in the 
case of a suspicion of epilepsy, metabolic enceph-
alopathy, or Creutzfeldt-Jakob disease.

Genetic investigations may be warranted in 
selected situations of a dementia that seems to 
run in a family. This is the case of Huntington’s 
disease and some cases of FTD (many muta-
tions described) or, more rarely, presenile forms 
of AD linked to mutations on chromosome 1, 
14, or 21. In these cases, an appropriate genetic 
counselling by a knowledgeable professional is 
mandatory throughout the whole genetic diag-
nostic process.

Determining the ApoE status of a person with 
a diagnostic aim in mind is not appropriate, 
although ApoE is a risk factor for sporadic AD, 
given its lack of diagnostic selectivity or 
predictability.

In spite of all the diagnostic deployment 
described above, the aetiological classification 
remains probabilistic as it is usually not con-
firmed by neuropathological confrontation. 
However, the clinical and neuropathological 
match is as high as 80% in good memory clinics 
[53] though the error rate is often higher [54].
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21.2.3  Treatment

It is often said that dementia cannot be treated. 
This is true if the statement refers to disease- 
modifying or curative treatments that, indeed, do 
not exist for any of the neurodegenerative disor-
ders. However, they do exist for some cases of the 
rarer forms of dementia such as brain tumours, 
normal pressure hydrocephalus, or infectious dis-
orders (cf. below).

However, it is entirely wrong to say that 
patients with dementia cannot be treated as there 
are many symptomatic treatment approaches that 
have been developed over the last decades. These 
treatments may target cognitive or functional 
signs and symptoms of dementia and they are 
often highly efficient in the treatment of the dif-
ferent forms of BPSD.  Some of the treatment 
approaches available may be disease-specific 
treatments, while others are symptomatic treat-
ments that target specific signs or symptoms of 
disease, but not a specific disease. BPSD, e.g. cut 
through the different diseases and the underlying 
disease, is often of little importance in the treat-
ment decision tree. Other approaches may be 
specific to a disorder as in the case of antidemen-
tia drugs that have been approved for AD only.

21.2.3.1  Disease-Specific Treatments
Disease-specific treatments include disease- 
modifying treatments and those approved for 
some dementias only. There are disease- 
modifying and potentially curative treatments for 
the dementias secondary to infectious agents, and 
there are disease-specific treatments for AD and 
LB disorders. There are no disease-modifying 
nor disease-specific treatments for DFT.

However, we may consider the treatment of 
specific comorbidities as disease-specific treat-
ments of the dementia syndromes. Surely, the 
diagnosis and subsequent treatment of diseases 
concomitant to the dementia syndrome are 
among the more important approaches when car-
ing for a person suffering from dementia.

21.2.3.2  Treatment of Comorbidities
Numerous disorders may give rise to a dementia 
syndrome, and some of these disorders are 

extremely frequent in the elderly. This may be the 
case of hypothyroidism, anaemia, and many 
other diseases of internal medicine as well as of 
depression or substance use-related disorders. 
However, with the exception of depression and 
substance use-related cognitive disorders and 
despite their extraordinary high prevalence in the 
elderly population, they are rarely the cause of 
dementia in a given patient. In other words, they 
are usually not solely responsible for the demen-
tia and turn out more often than not to be comor-
bidities grafted upon a neurodegenerative or 
vascular dementia syndrome.

Nevertheless, treating these conditions is usu-
ally mandatory as it improves a patient’s quality 
of life and residual capacity although the demen-
tia syndrome may remain irreversible. 
Comorbidities may at times worsen the cognitive 
or functional deficit, and they probably contrib-
ute quite often and to a substantial degree to the 
aetiology of the various BPSD that are often sec-
ondary to concomitant infections, urinary reten-
tion, faecal impaction, metabolic or electrolytic 
or endocrinological changes, flat earphone bat-
teries that transform an auditory advice into an 
ear plug, and many others. Toxic effects of drugs 
both prescribed lege artis or not by physicians as 
well as over-the-counter prescriptions must 
always be suspected as a possible culprit of 
BPSD (cf. later chapters).

21.2.3.3  Symptomatic Psychosocial 
Care with an Emphasis 
on BPSD

Behavioural and psychological symptoms and 
signs (BPSD) are tremendously frequent in the 
dementias and are now the more focus of interest 
than in the past. This is fortunate as BPSD are 
paramount factors of suffering and burden both 
for patients and their caregivers.

Although a variety of interventions are used in 
different settings, there is insufficient evidence 
for most of these non-pharmacological treat-
ments to be widely recommended individually as 
they have been mainly used in AD. However, the 
semiology of the BPSD is extremely rich and so 
are the possible aetiopathogenic processes under-
lying BPSD.  Thus, overall there is a general 
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agreement that psychosocial interventions are 
recommended and improve the patients’ and 
caregivers’ quality of life and may retard admis-
sion to a nursing home [55, 56].

Importantly, dementia is usually not a suffi-
cient explanation of the occurrence of BPSD; it is 
often merely the conditio sine qua non. The his-
topathology of the underlying disease and its 
localization may be less important than for the 
cognitive dementia features, and this may allow 
for some generalization regarding treatment 
options across disease boundaries. Thus, if some 
new BPSD occurs in any type of dementia, it is 
mandatory to look for its cause that can be diverse 
and sometimes multiple and result from (a) phys-
ical incomfort, pain, or disease, (b) a drug side 
effect, (c) psychological ill-being, (d) environ-
mental or caregiver inadequacy, or (e) any combi-
nation of the former.

Symptomatic psychosocial treatments require a 
person-centred approach [57–60] that is com-
monly considered central in the treatment of 
demented patients with or without concomitant 
pharmacological treatment of cognitive or non-
cognitive features [59]. Indeed, the neuropatho-
logical process, whatever its nature, does not only 
impair a brain, but it impairs the brain of a person 
with their single history and individual character-
istics. The better the personal story of a patient is 
known to the caregivers, the better they will be 
able to care for the patient. This helps tailoring 
each intervention individually according to dis-
ease stage, symptom pattern, needs [61–63], and 
available resources. Treatment is multidisciplinary 
and aims at improving daily functioning, manag-
ing symptoms, and preserving quality of life.

Thus, helping patients with BPSD requires a 
previous, often fine-grained analysis—if the 
degree of urgency allows for it—over 1–3 days of 
observation to install causative treatment. 
Looking for and treating some new or newly 
decompensate physical comorbidity are para-
mount. Disturbing features in the patient’s physi-
cal environment need to be eliminated (obstacles, 
dark places, confinement, contention, visible 
locked doors) and the environment adapted and 
personalized which is most important in a nurs-
ing home (access to garden, personal features, 

photos, etc.) [59, 64]. Aromatherapy, snoezelen, 
music or musicotherapy, and basal stimulation 
therapy have shown some efficacy mostly in the 
more advanced stages of dementia [65, 66]. 
Physical activity may have a positive influence 
not only on BPSD but also on cognitive and func-
tional capacities [67]. Physical activity adapted 
to the patient’s residual capacities and their tastes 
is aimed at as opposed to performance.

Safety concerns are often associated with 
impaired cognitive functioning and impulsive 
behaviour. Environmental modifications may 
minimize risks and deleterious behaviour [68, 
69]. They may include removal of dangerous 
items (e.g. firearms), rearrangement of furniture 
to prevent falls or access to stairs, covering door-
knobs to discourage elopement, installing door 
alarms to alert elopement attempts, locking the 
kitchen door to prevent binge-eating, etc. 
Structuring the environment to facilitate partici-
pation may also prove useful (e.g. avoiding 
crowded or noisy places) [69]. Adapting to the 
patient’s abilities and simplifying daily tasks 
(e.g. clearing area of all items except those related 
to the present task) may alleviate excessive stress 
and concomitant agitation [68, 70, 71]. Evaluation 
by an occupational therapist may contribute to 
securing the patient’s physical surroundings.

Both hypo- and hyperstimulation—be they 
physical, environmental, or social—may increase 
BPSD. Favouring a stable day-night cycle, expo-
sure to natural light, and the respect of personal 
rhythms and habits are of importance. Reality 
orientation therapy (ROT) is of limited value 
[72]. Limiting access to or eliminating TV and 
mirrors when a patient presents with a TV sign or 
mirror sign is far better than using neuroleptics. 
Favouring personalized social interactions is a 
well-being prerequisite for each and every mem-
ber of the human species.

Delegate financial tasks may help eliminate 
persecutory or anxious symptoms in some 
patients who are not able any more to deal with 
the cognitive requirements of paying their bills. 
Financial problems may arise from neglected 
bills, impulsive or compulsive spending, or poor 
judgement (e.g. gifts to strangers), particularly in 
patients with frontal involvement [73].
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General Attitude
A dignified approach of the patient is mandatory, 
and it helps caregivers to actively imagine how 
they would want to be treated if they were in the 
patient’s situation. Most of us would insist very 
much on avoiding “elderspeak” such as “sweetie” 
or “good boy” [68]. Language must be simple 
with short sentences but dignified and empathic 
even if at times directive. However, it is impor-
tant though often difficult to avoid projections of 
one’s own personal belief systems onto those of 
the patient, a pitfall often encountered in caregiv-
ers of patients with dementia.

Behavioural Interventions
Much of the above-mentioned interventions and 
attitudes based on a meticulous behavioural anal-
ysis are of the behavioural type that target prob-
lematic behaviour identified by caregivers as 
most troublesome. Behavioural interventions are 
centre stage in dementia care. They aim at pro-
viding strategies to manage BPSD effectively but 
also to prevent them. Potential triggers and their 
temporal, spatial, or circumstantial characteris-
tics are identified and eliminated or modified in 
order to improve well-being. Behavioural man-
agement training can be efficient [74].

Cognitive and Functional Interventions
From a theoretical stance, improving cognitive 
abilities will have positive effects on daily func-
tioning and subsequently on emotional well- 
being, although no intervention can reverse the 
cognitive decline. Cognitive impairment may 
require external memory aids such as calendars, 
diary, photo albums, or electronic devices (e.g. 
tablets). A wide array of communication strate-
gies and tools may prove useful for language defi-
cits, for instance, written messages, drawing 
charts, photographs, etc. [68, 69, 75]. Cognitive 
interventions may also be helpful in the speech 
apraxia and linguistic variants of FTD [76, 77]. 
However, their efficacity on BPSD is at best lim-
ited [72]. These approaches aim at providing cog-
nitive prostheses to the patient, but their successful 
implementation is often limited to a specific task, 
and their generalizability to untrained tasks and 
different settings is usually limited [78]. Cognitive 

training may be helpful as long as it respects the 
willingness of the patient to participate in these 
training activities, is implemented according to 
the personal reality and needs of a patient, and is 
accompanied by positive social interaction. These 
approaches are based on hypotheses or theories 
such as “use it or lose it”, environmental enrich-
ment, or the scaffolding theory of cognitive age-
ing based on neuroplasticity theories suggesting 
that the ailing brain may recruit intact neuronal 
areas to replace those damaged [79].

Cognitive therapy may be helpful in reducing 
dysfunctional thought processes in the demented 
with depression [80].

Implementing new adaptive strategies may 
compensate for lost or insufficient abilities and 
favour adequate functioning. The living environ-
ment should be simplified in order to promote 
self-reliance, and a stable daily routine made of 
structured activities should be implemented [68, 
69]. Physical interventions include exercise, 
assessment of swallowing and advice on dietary 
modifications, and external aids for mobility and 
continence problems [68].

Life History Approach
Psychodynamic treatments sensu stricto may not 
be applicable any more in most demented patients 
but help them in the grieving process, e.g. after the 
diagnosis has been announced at an early demen-
tia stage. It may also favour the establishment of 
directives for later dementia stages, which may at 
times be possible and give a sense of continuity of 
life into the last phase of the life cycle.

The influence of a patient’s premorbid person-
ality on the symptomatic expression of behav-
iours and psychopathology in dementia is still 
little investigated and our understanding there-
fore limited [47]. However, it seems likely that a 
patient’s adaptational capacity to the announce-
ment of a dementia diagnosis and further coping 
in everyday life are codetermined by their usual 
way of coping with adversities.

Diversion inspired by autobiographical and 
emotionally positive material to which the patient 
has still access in their memory may be useful 
in later stages of the dementias, e.g. those who show 
catastrophic reactions when confronted to  specific 
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situations of failure. However, reminiscence ther-
apy may have some efficacy, and some benefit may 
be expected on affective BPSD [72, 81].

Safety and Risk Management
Within the realm of safety and risk management, 
environmental adaptations may be helpful as 
mentioned previously. Limiting access to bank 
accounts and credit cards may prove necessary as 
well as engaging in disability procedures. In the 
case of FTLD, as this disorder frequently begins 
before 65, it may bring about a loss of income 
along with growing health-care costs. Families 
should be advised by a lawyer or social worker 
about financial planning and to secure assets (e.g. 
life insurance).

Assessment of driving ability may prove nec-
essary. Cessation of driving will restrict the 
patient’s autonomy, can undermine the patient- 
doctor relationship, and cause conflicts between 
patient and family, and the decision should there-
fore never be made lightly [82]. Referral to the 
local jurisdiction for a formal driving assessment 
may be helpful to make the decision in some 
instances [73].

Caregiver Support
Caregiver burden is high in most dementia cases 
and higher in FTD as compared to AD [83, 84]. 
However, any dementia type affects, sometimes 
simultaneously, sometimes subsequently and 
progressively, a patient’s cognitive, functional, or 
behavioural capacities as well as their identity. 
There is no exception to the observation that 
sooner or later a third party will have to help, and 
this third party is usually, certainly to start with, a 
family caregiver. The caregiving role is manifold 
and not limited to physical or functional help a 
caregiver provides. They also give moral, deci-
sional, and identitory support to the patient and 
may end up substituting themselves for the 
patient in most aspects of their life. The progres-
sive character of most dementias and the chang-
ing requirements emanating from it as well as 
BPSD are among the prime culprits of the toll the 
caregiver pays over time.

The caregiver’s coping capacities are para-
mount and what may be reasonably easy to han-

dle for one caregiver may be unbearable for 
another one. While patient-dependent variables 
contribute to carer burden, carer-dependent vari-
ables do so, too. Thus, young age, impaired 
anterograde memory and emotion recognition, 
diagnosis (FTD), low impulse control, and 
behavioural disturbances increase caregiver bur-
den [84, 85], while this is less or not the case for 
the patient’s gender, performance on general 
measure of cognition, disease duration, language 
skills, and the type of relationship (i.e. spouse 
versus other) between the patient and the carer do 
not influence carer burden [83]. Regarding carer 
variables in the case of FTD, young age, depres-
sion, social isolation, neglected personal needs, 
and inadequate coping style to problem behav-
iours are predictive of carer burden [83–85].

Helping a caregiver understand that the reality 
experienced by the demented is different from 
their own reality is crucial. Reassure rather than 
argue with the patient is usually the preferred 
way of communication. Improving caregiver 
communication skills reduces resistance to care 
among patients, e.g. informing patients about the 
upcoming task or avoiding “elderspeak” as men-
tioned above. Negative feedback loops between 
caregiver attitudes driven by misconceptions and 
misunderstandings and the patient’s reactions 
leading to deleterious interactions must be disen-
tangled. Feelings of guilt, lack of confidence in 
one’s own capacities, emergence of previous con-
flicts, or invisible loyalties may be severe obsta-
cles to harmonious relationships and can, and 
sometimes should, become targets of therapeutic 
interventions [86].

The learned dependency which occurs in the 
demented patients when the caregivers provide 
too much support is to be avoided. Whether by 
compassion or by irritation, caregivers may be 
tempted to do things for the patient instead of 
waiting for the person to do them by themselves. 
These overcompensatory interactions lead to 
reduced activities of daily living [68, 69]. 
Caregiver’s information and education promotes 
activity and preserves skills.

Hence, support must be offered and support 
services developed to meet the needs of the care-
giver population. Psychoeducation is a generally 
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accepted approach and helpful to caregivers and 
patients [87, 88] better understand disease fea-
tures, although group or individual information 
and education programmes may at times only be 
modestly successful in reducing stress and burden 
as in the case of FTD [84, 85]. Counselling regard-
ing social and legal issues may be crucial for the 
caregivers. In some instances, e.g. in rare FTD or 
familial AD cases, genetic counselling done by 
experts may be useful [89]. Support groups for 
families, which may be internet-based, prove ben-
eficial by providing mutual self-help and allowing 
verbalization of feelings [83, 84]. Mental health-
care professional counselling and case manage-
ment also have positive effects on burden and 
satisfaction of caregivers [89]. In some instances, 
psychosocial support proves insufficient owing to 
high levels of carer distress. Referral to a mental 
health professional for psychotherapy should then 
be considered [73]. Practical issues, such as 
access to care facilities, disability procedures, 
financial advice, and evaluation of needs should 
be addressed systematically. Integration of the 
caregivers and family members into a team sur-
rounding the patient ensures that everyone has a 
proper understanding of the situation.

At some point, formal help usually becomes 
necessary. Home-based interventions and visits are 
usually available in high-income countries. They 
consist of multidisciplinary teams with nurses, 
social workers and household maids, and others 
who provide support to patients and their families.

Specialized day hospitals and recreational cen-
tres benefit patients while giving families respite 
[81]. Respite facilities, for instance, short- duration 
nursing home placement, are another way to sup-
port families. Hospitalization may be required for 
cases which cannot be handled otherwise (e.g. 
violent behaviour). Residential care must be con-
sidered when care needs exceed the capacity of 
the carer. Families and patients often need time 
and active assistance to accept change and prepare 
emotionally for separation, so that early conversa-
tions about this topic are useful [73].

End-of-Life Issues
Inevitable decline and death and the goals of care 
are best discussed with patients and families 

when there is still time and ability to discuss 
these matters. The cognitive and physical decline 
should be addressed pre-emptively during the 
follow-up sessions. The expressed will of the 
patient helps diminish the stress and guilt that 
some caregivers may feel about not doing enough 
or making the right decisions, for instance, about 
measures of comfort or referral to palliative care.

Anticipatory grief in dementia is equivalent in 
intensity and breadth to death-related grief [90]. 
However, the grief process and the needs are dif-
ferent from one person to the other and differ 
according to some characteristics such as adult- 
child caregivers versus spouse caregivers or the 
dementia stage [90]. Support and guidance must 
therefore be adapted to fluctuating affective, intel-
lectual, and existential needs. After the patient’s 
death, contact with the family may address further 
issues, such as post-mortem brain examination, 
genetic implications of the disease, and bereave-
ment [71]. Anticipatory grief appears to alleviate 
post-death grief initially, but not in the long run, 
emphasizing the need for psychological follow-
up to be offered upon request [90, 91].

Overall, BPSD are of complex aetiopathogeny 
of multiple levels, and the interventions are usu-
ally combined to meet the needs of these patients 
and their caregivers. This is the case in particular 
of disruptive behaviours difficult to treat such as 
vocally and sexually disruptive ones [92, 93]. 
Behavioural management, caregiver support, 
cognitive stimulation and the offer of pleasant 
and structured activities are paramount [66, 94].

21.2.3.4  Symptomatic Biological 
Treatments 
with an Emphasis on BPSD

Symptomatic biological treatments may include 
psychoactive medication, light therapy, neuro-
modulation, and others.

Medication
The target of drug treatment may be impaired 
cognition and, possibly more importantly so, 
BPSD [21, 72, 95]. However, the first-line treat-
ment of BPSD is psychosocial, but in numerous 
instances, the use of specific drugs will be 
 indispensable. It is of paramount importance to 
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realize that there still is a dearth of studies in the 
field of BPSD drug treatment leaving us with 
scarce knowledge especially as most studies 
carefully select patients that hardly correspond 
to the majority of polymorbid patients encoun-
tered in real-life settings. Although the theoreti-
cal prevalence of psychiatric comorbidities in 
demented patients must be tremendously high 
as this is the case in the general population, 
there is no literature on this topic and no treat-
ment recommendations regarding patients with 
comorbid dementia and premorbid psychiatric 
illness. Pharmacokinetic and pharmacodynamic 
changes related to ageing or polymorbidity are 
serious difficulties for appropriate drug pre-
scription in demented patients. Titration there-
fore starts at a lower dose and is slower than in 
young adults, but the maximum dose required 
for efficient treatment may at times be as high as 
in the young. It must be kept in mind that most 
studies have been done in patients with AD, and 
their findings may not be automatically extended 
to other forms of dementia. Furthermore, the 
use of many if not most recommended drugs 
may correspond to their off-label use in numer-
ous countries. Indeed, many psychotropic drugs 
in use to counter BPSD are used off-label. This 
is often legally possible, depending on the 
national legislation, but is the sole responsibility 
of the physician [72].

It is recommended to individually plan drug 
prescription and favour psychotropic monothera-
pies and most importantly assure adherence, 
often possibly only if formal or informal caregiv-
ers are actively involved. Some web-based lists 
may be useful and guide drug prescription such 
as Beers Criteria (https://www.dcri.org/trial-par-
ticipation/the-beers-list/), PRISCUS list (http://
p r i scus .ne t /download /PRISCUS-Lis te_
PRISCUS-TP3_2011.pdf), or Mediq (http://
www.mediq.ch/welcome_public).

Depression
Depression in dementia is often paucisymptom-
atic and subsyndromal and therefore underdiag-
nosed and undertreated. Thus, treatment should 
probably be initiated at a low depression thresh-
old though this obviously holds some danger of 

overtreatment. At times, it is a comorbidity in 
patients with recurrent depression or bipolar dis-
order who develop dementia. It usually is a seri-
ous condition that needs treatment, and this holds 
also true for affective dysregulation syndromes 
such as emotionalism. The origin of depression 
in dementia is likely to be heterogeneous and 
needs some previous investigation to find the best 
balance between primary psychosocial and sec-
ondary drug treatment.

More often than not, one of the serotonin 
uptake inhibitors (citalopram, paroxetine, sertra-
line) will be the first-choice treatment given some 
level of efficiency [72] and their favourable 
adverse event profile in the elderly although ini-
tial gastrointestinal and further extrapyramidal 
side effects may be problematic. Given its tre-
mendously long half-life, fluoxetine is best 
avoided. Other antidepressant agents may be 
used, but few studies exist, and some have not 
been tested, or results were negative [96, 97]. 
AChEI may have some preventive effect and also 
help alleviate affective symptoms related to 
dementia [98]. Tricyclic antidepressants are to be 
avoided due to their anticholinergic action. 
Ginkgo biloba may be efficient [72, 99].

After how long these drugs should be stopped 
is unclear but may depend on whether depression 
is related to the presence of a premorbid affective 
disorder or a first occurrence related to dementia.

Apathy
Apathy is a frequent syndrome in dementia and 
deserves treatment in the case of depression. 
Using psychostimulants is not generally recom-
mended for the treatment of isolated apathy.

Anxiety
There are hardly any studies on anxious 
BPSD. Empiricism and scarce scientific evidence 
suggest that the use of serotonin reuptake inhibi-
tors may be useful which may be advantageous 
as anxiety is often comorbid with depression. 
Other antidepressants may be tried, but there is 
little scientific evidence. Gabapentin may have 
some use in the treatment of anxiety [70]. Short- 
acting benzodiazepines and Z-drugs may occa-
sionally be used in acute anxiety states.
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Psychotic Symptoms
The nature and pathogenesis of psychotic BPSD 
may be very different from primary psychotic 
states such as those seen in younger adults with 
psychotic disease. Cognitive deficits and depres-
sive symptoms may underlie these projections 
and treatment be chosen accordingly. However, 
the use of neuroleptics is often inevitable though 
caution must be taken given the potential of nega-
tive side effects including metabolic syndrome, 
extrapyramidal and anticholinergic features, or 
cerebrovascular events depending partially on the 
drug used. Typical neuroleptics are rather avoided 
although they can be efficient [100] as in the case 
of pipamperone [72]; haloperidol remains a drug 
of choice in the symptomatic treatment of acute 
delirium. Risperidone, olanzapine, and aripipra-
zole may be useful at low initial dose, e.g. a daily 
dose of 0.25–0.5 mg of risperidone. Quetiapine is 
often used in clinical practice with good empiri-
cal evidence, but scientific evidence is lacking 
and its use off-label, probably in most countries. 
In most situations, whatever the substance used, 
its usefulness must be checked every 6 weeks or 
so, and they should be tapered and possibly 
stopped after a few weeks or months.

Agitation and Aggressivity
As with most BPSD, agitation and aggressivity 
may be understand as the result of unmet needs 
and their treatment tailored individually based on 
a rigorous aetiopathogenic and behavioural anal-
ysis. The general attitude often encountered of 
prescribing neuroleptics in the case of agitation 
and aggressivity is wrong. Indeed, disruptive 
BPSD may be secondary to depression, anxiety, 
and other conditions and better respond to treat-
ments using psychosocial treatments and, e.g. 
serotonin reuptake inhibitors such as citalopram 
or other drugs such as trazodone. The scientific 
evidence is low, however, possibly in part because 
drug trials are based on purely phenomenological 
disease classifications rather than on aetiopatho-
genic considerations. Neuroleptic drugs similar 
or identical to those chosen to treat psychotic fea-
tures play an important part in the treatment of 
agitation and aggressivity [101, 102]. Gabapentin, 
lamotrigine, and carbamazepine may have some 

efficacy, though the side effect profile of the latter 
prohibits its use in most situations [70]. 
Memantine may reduce the incidence of BPSD 
as well as be helpful in the treatment of agitation 
and psychotic features [103, 104].

If pain is the underlying condition causing 
agitation or aggressivity, its adequate treatment 
may be efficient against agitation although scien-
tific results are ambiguous [72]. Of course, a 
number of other psychotropic substances have 
been advocated as useful treatments, but their use 
is often secondary to the failure of the more com-
mon drugs mentioned above and left in the hands 
of specialists.

Sleep Disorders
Specific sleep disorder treatments include those 
for sleep apnoea or REM sleep disorder and sleep 
cycle adaptations, e.g. in those that are put to bed 
in nursing homes at inappropriate hours. However, 
sleep-favouring drugs may at times appear neces-
sary. However, benzodiazepines and Z-drugs are 
not recommended except in acute situations and 
for short periods. Antidepressant or antipsychotic 
substances having a hypnotic action may some-
times be used and include, e.g. trazodone and dox-
epin. Antihistamine substances should not be used 
in the demented due among others to the concomi-
tant anticholinergic action. There is currently no 
scientific recommendation to treat insomnia in the 
demented using melatonin or melatonin agonists 
(however, cf. treatment of DLB) or phytotherapeu-
tics, chloral hydrate, or clomethiazole [72].

Other Biological Treatments
A number of other hypothetical treatments for 
BSPD can be mentioned. They include light ther-
apy, sleep deprivation, or neuromodulatory 
treatments.

Thus, phototherapy may be helpful to treat 
insomnia and sundowning more so than depres-
sion [105]. Agrypnia has not been studied in 
dementia and is therefore not recommended. 
Electroconvulsive therapy may be useful [106] as 
well as, in the future, other neuromodulatory 
approaches such as transcranial magnetic stimu-
lation for which research in dementia has only 
just begun.
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21.3  Alzheimer’s Disease (AD)

As for all dementias, estimation of AD is chal-
lenging. First, the diagnosis may at times be dif-
ficult, especially in the very old, as the 
interindividual variability increases with increas-
ing age and the distinguishing normality from 
pathological cognitive decline becomes more dif-
ficult [107]. The schoolbook presentation of AD 
in the elderly is by no means the ordinary clinical 
picture encountered in the elderly as they often 
suffer from various diseases, some of which may 
cause dementia or have an impact on the clinical 
features exhibited by a patient. Often, features 
from AD and vascular dementia are found in neu-
ropathological studies [108].

21.3.1  Epidemiology

Keeping these difficulties in mind, AD is the 
most common dementia, accounting for 50–75% 
of the total, with a greater proportion in the 
higher age ranges, an estimation based on neuro-
pathologically defined cases [109]. The risk of 
developing AD reaches 50% for individuals 
beyond age 85, and the proportion of AD relative 
to vascular dementia in women is higher than in 
men [10].

21.3.2  Clinics

Alzheimer’s disease (AD) is a brain disorder with 
identifiable clinical features at least if it presents 
as a typical monopathology. This is, however, not 
the most frequent case in the elderly, especially 
the very old as these patients often have mixed 
pathologies.

AD is a leading cause of morbidity in the 
elderly; yet, its origin is unknown. A great deal of 
knowledge has been accumulated, however, over 
the last three decades regarding the pathological 
cascades in the brain, but research makes it 
increasingly clear that the causes of AD will 
never be explained in a monocausal, mechanistic, 
and linear way. Numerous risk factors have been 
described, and, thus, a causal explanation of AD 

is more likely to stem from a dynamic and epi-
genetic lifelong perspective in the context of 
increasing longevity pushed to its extreme in the 
human species with advanced age beginning the 
most important risk factor for sporadic AD. The 
rare genetically determined autosomal dominant 
young-onset cases related to APP, PS1, and PS2 
mutations, usually starting long before 65 years 
of age, represent less than 1% of all cases [110] 
and cannot operate as a thorough model for the 
much more frequent sporadic late-onset cases 
although associations with other genes increase 
the risk for sporadic AD.  In short, there is cur-
rently no thorough aetiological model of AD.

However, AD may be seen both as a neuro-
pathologically defined brain disease and as a 
clinically defined syndrome suggestive of, but 
not confirming, the presence of specific neuro-
pathological features. While the definite diagno-
sis of AD is based on neuropathological criteria, 
the clinical diagnosis of probable and possible 
AD in clinical settings is usually made according 
to the NINCDS-ADRDA criteria. Probable AD 
corresponds to a typical clinical syndrome, 
whereas possible AD is suggested when the 
observed clinical features are at odds with the 
typical syndrome [111]. As in most cases no his-
topathological confirmation of the presence of 
the typical neuropathological features is avail-
able, AD is mostly a clinical syndrome defined 
by a typical clinical constellation likely to be sec-
ondary to AD neuropathological features.

AD as a neuropathologically defined disease 
corresponds to the progressive invasion of the cere-
bral cortex by the two major pathological hall-
marks of AD, neurofibrillary tangles and senile 
plaques, as well as neuronal and synaptic loss. 
Detailed analyses of AD lesion regional distribu-
tion have demonstrated that certain components of 
the neocortical and hippocampal circuits within the 
medial temporal lobe are particularly prone to 
degeneration. However, the first cited diagnostic 
criteria for AD elaborated by a National Institute on 
Aging (NIA) workshop [112] have since evolved in 
part because clinicopathological correlations were 
not as straightforward as initially thought, espe-
cially in the elderly, but also because precise quan-
tification of neuropathological features may be 
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technically difficult. The Consortium to Establish a 
Registry for Alzheimer’s Disease (CERAD) [113] 
proposed another set of standardized neuropatho-
logical criteria adopting semiquantitative criteria as 
a function of the development of neuritic plaques in 
three age groups (less than 50, 50–75, and over 75). 
The diagnosis was based on a combination of clini-
cal information and an “age-related plaque score” 
that reflected the maximal neocortical involvement, 
and a level of diagnostic certainty was assessed (i.e. 
definite, probable, or possible AD). A major weak-
ness of CERAD criteria resides in that they have 
been inspired somewhat unilaterally by the amy-
loid cascade hypothesis and do not consider neuro-
fibrillary tangles densities in the neocortex, even 
though these correlate strongly with the severity of 
dementia. The NIA- Reagan Consensus conference 
attempted to integrate the varying experience of 
neuropathologists in a comprehensive set of crite-
ria for AD taking into account both the CERAD 
criteria and Braak staging system [114].

The typical clinical AD syndrome is a cogni-
tive disorder characterized by an initially insidi-
ous and consequently progressive decline that 
affects first memory and later executive func-
tions, language, and visuospatial skills. Several 
lines of evidence indicate that the primary pro-
gressive amnestic syndrome so characteristic of 
the initial stages of typical AD is the consequence 
of the neuropathological changes in the medial 
temporal structures, in particular the entorhinal 
cortex and the hippocampus. This sequence of 
cognitive deterioration is thought to reflect the 
progressive expansion of AD-type lesions in the 
brain starting in the mediotemporal brain regions 
and consequently invading the allocortex and iso-
cortex [115].

Typical AD has been originally thought as an 
early and progressive amnestic syndrome mainly 
involving episodic memory which is accompanied 
by noncognitive features (i.e. depression, anxiety, 
psychotic signs and symptoms, as well as behav-
ioural disturbances) in more advanced stages of 
the disease. Variations, however, occur mainly in 
late-onset forms and may be more pronounced 
than those suggested by early epidemiological 
studies [116]. Indeed, the diagnostic criteria for 
AD were heavily weighted towards memory 

impairment as the central deficit and may, there-
fore, prevent inclusion of cases with other pat-
terns of cognitive decline. However, it is now 
well documented that certain cases of dementia 
do not meet the accepted clinical and neuropatho-
logic criteria for the definition of AD, yet they 
show the same histopathologic features. They are 
referred to as atypical AD cases and may repre-
sent examples of clinicopathologic subtypes of 
AD [116]. The clinical heterogeneity of AD 
patients has long been recognized. Although AD 
is usually associated with early and prominent 
memory impairment, patients with neuropatho-
logically confirmed AD may also display early 
deficits in language, musical skills and prosody, 
motor abilities, frontal and executive capacities, 
as well as visuospatial skills.

While AD is defined by a clinical syndrome 
suggestive of the presence of specific neuro-
pathological lesions, dementia of the AD type is 
defined by the presence of both a dementia syn-
drome and a clinical syndrome suggestive of the 
presence of specific neuropathological lesions. 
Considering that AD is defined as a dementia 
syndrome, it is quite obvious that its investigation 
follows the general track laid out in the previous 
chapters.

In typical AD, the cognitive syndrome is usu-
ally characterized by beginning memory impair-
ment. This impairment is usually of the amnestic 
type which means that a patient has difficulties in 
learning and retaining newly presented informa-
tion that cannot be retrieved by hints or indicators 
as the memory trace has never been accurately 
encoded. However, executive problems may 
appear quite early in the course of AD, and pro-
spective memory deficits may be among the first 
to become visible and clinically relevant. Thus, 
patients with prospective memory deficits are 
unable to anticipate future action and forget, e.g. 
to pay their bills at the end of the month. As the 
disease progresses, other cognitive deficits will 
become more apparent in the linguistic and 
visuospatial domains.

As a consequence of these cognitive deficits, a 
patient with AD will progressively have func-
tional impairment that follows a typical pattern in 
pure cases which allows for functional staging of 
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disease progression [29]. This staging approach 
has also some predictive power of what is to 
come once the patient has reached a given stage. 
It may also suggest the presence of some new or 
different condition if the disease progression fails 
to follow the predicted course.

BPSD have mainly been studied in AD 
which is tremendously frequently accompanied 
by BPSD (cf. previous chapters). As in any 
dementia, the aetiopathogeny of dementia 
should not be mixed up with the aetiopathogeny 
of BPSD. Indeed, as opposed to the predictable 
cognitive and functional decline in AD, there 
are no clear predictability patterns for the 
course of BPSD as AD progresses. This is a 
witness to the observation that dementia is, 
surely, the conditio sine qua non of BPSD, but 
not usually their immediate cause. As a corol-
lary to this observation, a patient with new fea-
tures of BPSD in the course of AD must be 
investigated.

As many patients with dementia do not show 
up in their doctors’ offices with textbook features 
of AD, some aetiopathogenic investigation is 
warranted in many cases. Indeed, the polymor-
bidity with advancing age increases the likeli-
hood of a patient to have two or more conditions, 
each of which may contribute to their cognitive 
decline. Detecting these comorbidities allows for 
their treatment (e.g. hypothyroidism) or second-
ary prevention (e.g. vascular subcortical enceph-
alopathy) and may, in some cases, improve a 
patient’s cognition and functioning. This stance 
has particular validity in cases of comorbid 
depression and substance abuse as treatment may 
lead to partial and sometimes complete reversal 
of the dementia syndrome.

The physical examination in the early stages 
of AD is usually within the normal boundaries 
except of course for any comorbidity the patient 
may present. As the disease progresses, extrapy-
ramidal and pyramidal signs may appear, and at 
the late stages of the disorders, motor deficits 
progress according to a predictable pattern simi-
lar to that described in the GDS [29].

Standard laboratory assessment is usually 
bland, but vascular risk factors are often present 
as in the general population and given the 

observation that vascular risk factors are also 
risk factors for AD. However, more recently the 
search for AD biomarkers in the cerebrospinal 
liquid has somewhat changed the attitudes 
although dosing biomarkers is not available in 
most places. If available, dosing these biomark-
ers allows going some way in improving the 
accuracy of the diagnosis as there is a clear 
decrease of Aβ1–42 and an increase of T-τ and 
P-τ181P in typical AD although some overlap 
may exist between the results found during nor-
mal ageing, some other dementias, and the 
mixed forms [117].

The association between ApoE, coded on 
chromosome 19, and sporadic late-onset AD has 
been extensively studied and a higher risk found 
for ApoE4 carriers, in particular homozygotic 
carriers [118]. However, specificity and sensitiv-
ity of these polymorphisms are too low to be of 
any help in the usual clinical setting, and dosing 
ApoE is therefore not recommended.

21.3.3  Treatment

Despite more than two decades of intense bio-
logical research and regular newspaper announce-
ments to the contrary, there is still no 
disease-modifying treatment of AD in sight. 
There are, however, some disease-specific treat-
ments in the form of the different procognitive or 
antidementia drugs that have been approved for 
the treatment of AD although they are sometimes 
controversially discussed in the literature with 
national agency and expert recommendations 
that may come to different conclusions [21, 119–
127]. However, more often than not, it is accepted 
or recommended that cognitive symptoms and 
signs of AD can or should be treated using the 
cholinergic and glutamatergic drugs available.

21.3.3.1  Cognitive Drug Treatment 
of AD

In many if not most countries, the acetylcholines-
terase inhibitors (AChEIs) donepezil (Aricept®), 
galantamine (Reminyl®), and rivastigmine 
(Exelon®) are authorized for the treatment of cog-
nitive signs of AD. The conditions under which 
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and by whom they may be prescribed may differ 
between countries, and it is advisable to refer to 
the national legislation. Usually, the AChEI can 
be used in the beginning to moderate stages of 
AD which correspond to a MMSE score [22] 
between 10 and 30 [128] although some efficacy 
has also been shown for more severe dementia 
stages [27, 129, 130]. The AChEIs stimulate the 
cholinergic neurotransmitter system, and their 
beneficial clinical effects are usually not, if at all, 
immediately perceptible. It is impossible to pre-
dict which patients will respond. At that, telling a 
responder from a nonresponder may not be easy 
as slowing of the cognitive decline may already 
be a positive response. An individually obvious 
improvement is observed in rare instances only, 
and the main effect usually corresponds to a clin-
ical stable state over 6 months relative to the pre-
treatment status.

Examining the usefulness of an AChEI pre-
scription is even more important than usual when 
a patient is given anticholinergic or anti- 
muscarinic drugs that counter the procholinergic 
effect of the AChEIs [131]. Many of the frequently 
prescribed drugs in the elderly have anticholiner-

gic properties; they include neuroleptics, antide-
pressants, anti-incontinence drugs, and others.

Dropouts due to adverse events occur, and this 
further reduces the overall utility of these drugs. 
The pharmacokinetic and pharmacodynamic pro-
file of the three available AChEIs being different, 
changing their form of application (capsules ver-
sus patch) or changing the molecules altogether 
in the case of intolerable side effects or inefficac-
ity seems appropriate [132–135]. Titration is usu-
ally progressive over a few weeks, but this 
depends on the specific drug used (cf. Table 21.4).

There are no clear rules as to when to stop 
AChEI treatment. This usually occurs when side 
effects occur or the patient or caregivers observe 
no changes after several months of treatment in 
which case progressive tapering under careful 
clinical observation may be useful as some wors-
ening may occur mostly in the domains of func-
tional capacities or behavioural signs. Clearly, 
nursing home placement is not per se an indica-
tion to stop treatment.

Memantine (Axura®, Ebixa®) acts on the gluta-
matergic neurotransmitter system which has excit-
atory effects on the brain and may damage 

Table 21.4 Comparison of commercialized antidementia drugs

Donepezil Galantamine Rivastigmine Memantine
Indications 
(Switzerland)

Mild to moderate AD Mild to moderate 
AD and 
Parkinson’s 
disease dementia

Moderate to advanced AD

Starting dose 5 mg 8 mg 1.5 mg 10 mg
Targeted dose 10 mg 24 mg 12 mg 20 mg
Efficacity 
starts at

5 mg 16 mg 6 mg 10 mg

Dosing 
pattern

oad oad tad for capsules 
2× oad for patch

oad

Galenics Tablets, orally dispersible Capsules 
prolonged 
release

Capsules, 
solution, patch

Capsules, solution

Effects Prevents synaptic acetylcholine decrease Regulates glutamate
Main side 
effects

Nausea, vomiting, diarrhoea, bradycardia, syncope, weight loss 
(patch: skin irritation)

Vertigo, headache, constipation, 
somnolence

Limitations MMSE ≥ 10 or equivalent; regular assessment (at outset, after 
3 months, and then every 6 months; stop as soon as 
MMSE < 10), monotherapy only

MMSE 3–19; regular assessment 
(at outset, after 3 months, and 
then every 6 months; stop as 
soon as MMSE < 3), 
monotherapy only

This table describes the Federal Office rules in Switzerland as an example. These rules may be different in other 
countries
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neurones in the long run through calcium- mediated 
mechanisms. Memantine inhibits the postsynaptic 
NMDA (N-methyl-d-aspartate) receptor and is 
authorized for the treatment of AD in its moderate 
to more severe stages corresponding to an MMSE 
ranging between 3 and 19 (cf. Table 21.5) [126, 
136, 137]. Here again, national regulation may dif-
fer between countries. Titration is progressive and 
the drug usually well tolerated.

Combined treatment using concomitantly 
AChEI and memantine has been advocated given 
the different neurotransmitters involved, but it is 
not unanimously used or authorized given both 
its costs and the results that are controversial 
[138–141].

Ginkgo biloba is a plant extract with studies 
based mostly on EGb761 use. However, no gen-
eral recommendation of its use is made in AD as 
study results are considered not to be consistent 
enough [142], but there is some evidence that it 
may be useful in BPSD treatment (cf. later).

Of course, there are numerous experimental 
drug trials using molecules based on a variety of 
pathophysiological hypotheses of AD, but none 
has so far proven useful in clinical practice [143].

21.3.3.2  Treatment of Mild Cognitive 
Impairment (MCI)

MCI is defined as a cognitive decline of one 
(amnestic MCI, single domain nonamnestic 
MCI) or several (multidomain MCI) cognitive 
domains not severe enough to interfere with daily 
activities of living. In patients in whom memory 
and/or several cognitive domains are impaired, 
the deficits may well evolve towards Alzheimer’s 
dementia, in particular if apathy accompanies the 
clinical picture [144].

No pharmacological treatment described 
above and authorized for AD is recommended for 
MCI [145]. This holds also true for AChEIs 
which are of little benefit, if any, and for which 
side effects are significant [128]. Non-steroidal 
anti-inflammatory substances, hormone therapy, 
ginkgo biloba, vitamins, or omega fatty acids 
have not demonstrated, for the time being, their 
usefulness in the prevention or the treatment of 
MCI.

A healthy style of life including physical 
activity and the pursuit of intellectual activities, 
combined with the treatment of vascular risk fac-
tors, are likely to diminish the probability of 
developing cognitive disorders.

21.4  Frontotemporal Dementia 
(FTD)

21.4.1  Epidemiology

FTD is a neurodegenerative, either hereditary 
or sporadic, disorder with broad clinical and 
pathological variability. FTD is an important cause 
of dementia in adults and the young-old individu-
als where FTD is as frequent as AD. Although the 
age of onset is around 60, the range extends from 
those in their 30s to individuals in their 90s [146, 
147]. Population-based studies investigating both 
FTD and AD come up with a point prevalence of 
FTD varying between 15 and 22 per 100,000 and 

Table 21.5 General prescription guidelines for antide-
mentia drugs

•  Formal diagnosis of AD for donepezil, galantamine, 
rivastigmine, and memantine

• Formal diagnosis of PDD for rivastigmine
•  Possibly donepezil, galantamine, and rivastigmine 

for DLBD; possibly donepezil and galantamine for 
vascular dementia

•  No indication: mild cognitive impairment, subjective 
cognitive impairment

•  Stop whenever possible any potentially amnesiant 
prescription (benzodiazepines, tricyclic 
antidepressants, neuroleptics, anticonvulsants—
thymoregulators, β-blockers, quinidine, 
disopyramide, opiates, antihistamines, NSAI, 
antibiotics, interferons, and other drugs with a 
central anticholinergic action)

•  Appropriate information given to both patient and 
caregivers

•  Integrate drug prescription into a global care 
approach of both patient and caregivers

•  Assure adherence to treatment (often dependent on 
formal or informal caregivers)

•  Efficiency impossible to predict but at best modest in 
almost any case

• Make sure insurance issues depend on national policy

AD Alzheimer’s disease, DLBD diffuse Lewy body dis-
ease, PDD Parkinson’s disease dementia, NSAI non- 
steroidal anti-inflammatory drug

A. von Gunten et al.



275

incidence estimates ranging between 3.5 and 4.2 
per 100.000/year [148]. The survival rate of FTD 
is shorter than that of AD, and cognitive and func-
tional decline is more rapid [149, 150]. Some stud-
ies found a small preponderance in men [151].

Despite international collaborative effort to 
up-date diagnostic criteria, the prevalence and 
incidence of FTD in both community and clinical 
settings are more difficult to estimate than for AD 
because (1) diagnosis is challenging due to many 
clinical overlaps with psychiatric disorders and 
other dementias, (2) there is a lack professional 
training to identify cases, (3) clinical categoriza-
tion is complex, and (4) population-based studies 
are seldom available as FTD is rare relatively to 
other dementias [152, 153].

21.4.2  Clinics

FTD is an aggregate of neurodegenerative disor-
ders that results in progressive disturbances in 
behaviour, emotional regulation, and language. 
FTD is associated with focal degeneration in the 
frontal and temporal lobes. Three main syn-
dromes have been characterized: behavioural 
variant (bvFTD), nonfluent primary progressive 
aphasia (nfPPA), and semantic dementia (SD). 
The wide variation of clinical presentations and 
complex symptomatology overlaps with many 
psychiatric and neurological disorders and makes 
diagnosis challenging.

Recent advances in neuroimaging and aetio-
logical research (genetics, biomarkers) accompa-
nied by a proliferation of terms and pathological 
classifications have so far resulted in little trans-
lational improvement for clinical practice. Thus, 
this review focuses on operative clinical charac-
teristics with the aim to help primary care profes-
sionals to detect FTD with improved approaches 
to diagnosis and care.

FTD encompasses various syndromes that are 
qualified according to their main features and 
supportive criteria. The consensus criteria for 
behavioural and cognitive (language) syndromes 
related to frontotemporal lobar degeneration 
(FTLD) were updated in 2011 [154, 155].

21.4.3  bvFTD

The most frequent variant is bvFTD that is 
responsible for half of all cases. It is clinically 
different from most of dementias in that cogni-
tion is virtually unaffected in the initial phase. Its 
hallmark is a significant and persistent change in 
premorbid behaviour, emotion regulation, and 
personality characteristics [157, 158]. One of the 
most common symptoms of bvFTD is apathy 
with lower interest in common activities, which 
is sometimes difficult to differentiate from anhe-
donia due to depression. Apathy may also delay 
family perception and diagnosis, especially in 
cases where a “false quietness” is insidious. This 
is probably due to the compromised ability to 
perceive contextual social inadequacy as well as 
impaired insight. These characteristics of altered 
social cognition may be tentative indicators of 
bvFTD and help differential diagnosis with psy-
chiatric disorders and AD [159, 160].

Loss of empathy is another important feature 
of bvFTD [161]. Disinhibition may lead to 
impulsive or invasive behaviours such as touch-
ing strangers and is associated with a demeanour 
of shamelessness. Periods of emotional lability 
or dysregulation may lead to a misdiagnosis of 
bipolar disorder. The differential diagnosis is 
important, but clinicians may also consider a 
comorbid diagnosis with an affective disorder 
episode, most often depression. Other examples 
of behaviours related to disinhibition include 
picking up other people’s personal items or 
scribbling on inappropriate supports (utilization 
syndrome). Similarly, attempts to swallow 
objects or placing them in the mouth character-
ize hyperorality [162]. Compulsive behaviours 
(repetitive, simple, complex, or ritualistic) and 
disinhibition along with lack of insight are 
exhausting for families and increase the burden 
on caregivers [163]. Obsessive-compulsive per-
sonality traits may arise such as excessive orga-
nization, emotional rigidity, and excessive 
devotion to routines. However, obsessions such 
as preoccupations with contamination are rarer, 
and this may help differentiate it from primary 
obsessive- compulsive disorder where obsessions 
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are preeminent and the compulsive behaviour 
component is commonly related to a mechanism 
of anxiety relief (e.g. excessive cleaning precipi-
tated by a feeling of contamination). Including 
FTD in the differential diagnosis is crucial when 
mild symptoms appear (apathy, emotional labil-
ity, externalized inappropriate conduct) that may 
mimic late-onset affective disorders. The partici-
pation of family members and caregivers in con-
sultations helps improve the information 
accuracy [164].

Patients with bvFTD may show Parkinsonism 
in more advanced stages of the disease although 
some patients may show secondary Parkinsonism 
due to antidepressant or antipsychotic use. Some 
motor syndromes are related to FTD and may 
emerge in the course of the disease. Motor neu-
ron disease occurs in 15–20% of patients with 
bvFTD. Other FTD-related motor syndromes are 
corticobasal syndrome (CBS) and progressive 
supranuclear palsy (PSP). In these cases, spe-
cialized support may be necessary to character-
ize the aetiopathogeny of the motor features.

FTD is a dementia syndrome, and the clinical 
investigation is therefore similar to the multiaxial 
approach outlined above. Primary care profes-
sionals have a paramount role and can assert a 
clinical diagnosis of bvFTD with near 100% 
specificity and good sensitivity (80–85%) relying 
on the combination of inappropriate behaviour, 
stereotypies, eating disorders, and apathy without 
obvious memory or visual spatial deficits [162, 
165–169]. Interviewing family members and 
caregivers is crucial given the patient’s poor 
insight. Full diagnostic criteria for bvFTD 
updated in 2011 are summarized in Table 21.7, 
including clinical features, neuroimaging, neuro-
pathology, and genetic testing [155].

Formally, the diagnosis of probable FTD 
requires the presence of a functional decline and 
structural or functional neuroimaging compatible 
with the diagnosis. A definite diagnosis is based 
on post-mortem pathology, confirmed genetic 
mutation, and tremendously rarely brain biopsy. 
None of this can be done outside specialized 
centres.

Caution is warranted as FTD semiology 
overlap with other psychiatric disorders. 

Confounding features include similar clinical 
presentations (e.g. depressive disorder, bipolar 
disorder, psychosis, anxiety disorder, obsessive-
compulsive adjustment disorder), cognitive 
impairment (e.g. executive dysfunction), and 
imaging (e.g. frontal hypoperfusion). The pro-
longed latency of up to 20  years between the 
appearance of psychiatric symptoms and neuro-
cognitive decline adds to the difficulty [156, 
170, 171]. Cognitive impairment, lack of emo-
tional distress, progressive treatment- resistant 
illness, unusual psychiatric presentation, new 
onset of a psychiatric disorder in middle-aged 
and older patients, positive family history of 
dementia, and neurological symptoms may 
point to the presence of FTD. Apathy associated 
with bvFTD is commonly confused with depres-
sion. Excluding medical illness, substance 
abuse, or other neurodegenerative disorders 
such as dementia with Lewy bodies and AD is 
crucial, and neuropsychological assessment 
may be helpful to tell them apart. Conversely, 
late-onset psychiatric disorders may be sup-
ported by a positive personal or family history 
of affective or psychotic disorder, a long-term 
clinical observation over one or more years (by 
health professionals, family, or caregivers), and 
the presence of specific symptoms rarely seen in 
FTLD.  Examples of rare symptoms include 
feelings of worthlessness and poor self-esteem 
in depression, euphoria and insomnia in mania, 
obsessions in OCD, and complex delusions in 
schizophrenia [172]. A thorough assessment by 
a trained psychiatrist is highly advisable.

21.4.4  Primary Progressive Aphasia

Primary progressive aphasia (PPA) syndrome is 
characterized by a gradual and progressive impair-
ment in language. This impairment is related to 
neurodegeneration in the language- dominant 
hemisphere and depends on the sites of atrophy. 
The syndrome encompasses nonfluent and seman-
tic variants [173]. In PPA, language impairment is 
the earliest cognitive deficit to occur compared to 
other cognitive domains, including episodic 
memory which is relatively preserved. This fea-
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ture differentiates PPA from AD. CBD and PSP 
may also be associated with PPA.

In the course of the disease, language impair-
ment is the most prominent cognitive deficit, but 
other domains also decline. Language dysfunc-
tion may be perceived in common situations that 
require communication skills including difficul-
ties in speaking, talking with a group, making 
phone calls, or problems in personal conversa-
tions. Language assessments are used to objec-
tively identify the type of impairment [154].

The nonfluent variant of PPA (nfPPA) leads to 
deficits in articulating words and linguistic coordi-
nation resulting in hesitant speech, phonetic effort 
and errors, or the inability to use words properly. 
These language deficits can be observed in consul-
tations or when testing articulatory skills. Such 
tests involve asking the patient to repeat specific 
words rapidly or brief sentences that are challeng-
ing to pronounce. Speech apraxia is more evident 
in group conversation than in individual conversa-
tion. Comprehension is typically spared, but diffi-
culty with complex sentences can be seen [154].

Similar to other cognitive domains, memory 
is typically preserved in initial PPA [174]. The 
course of nfPPA is quite different from bvFTD 
though some patients develop behavioural 
changes, symptoms of motor neuron disease, or 
corticobasal degeneration [172, 173]. Deficits 
may be restricted to expressive language func-
tion for a few years to several years before a 
more global dementia supervenes [173, 175]. 
The clinical, imaging, and biological data to 
diagnose nfPPA were updated by consensus in 
2011 [154].

Semantic variant PPA (svPPA) is character-
ized by the impairment of word comprehension. 
The earliest symptom is difficulty finding a word. 
A clear decline in comprehension is seen with a 
progressive loss of knowledge of intrinsic char-
acteristics such as the function, similarity, and 
meaning of objects. However, the ability to 
understand sentences tends to be impaired later 
as the disease progresses [173]. A semantic rar-
efaction may be seen in dysgraphia or the loss of 
important details or parts in a drawing. Some 
patients experience early loss of facial recogni-
tion of famous people [176]. Other characteris-

tics related to disease progression are behavioural 
symptoms, impaired speech, loss of empathy, 
hypergraphia, and, later, memory decline [177].

21.4.4.1  Cognitive Features
Frontal lobe functions can be assessed by short 
bedside scales, such as the Frontal Assessment 
Battery, the Neuropsychiatric Inventory, or the 
Frontal Behavioral Inventory [178–180].

Early in the course of bvFTD, cognition is 
quite well preserved except for impairment of 
executive functions likely to be related to dorso-
lateral prefrontal cortex dysfunction. As men-
tioned, identification of social contexts, emotion 
recognition, and empathy are altered [89, 181]. 
Memory and visuospatial tasks decline at variable 
pace, and test results may be affected by impaired 
executive functions and attention. In prominent 
nfPPA, there is neither initial episodic or visual 
memory nor visuoperceptual or executive impair-
ment. Except for the profound semantic loss, 
there is preserved phonology, syntax, elementary 
perceptual processing, spatial skills, and day-to-
day memorizing for SD [154, 155]. Patients with 
nfPPA perform well on measures of social cogni-
tion such as recognition of sarcasm, empathy, and 
the ability to understand other peoples’ perspec-
tives. In svPPA, degeneration of the right anterior 
temporal lobe often emerges, leading to a decline 
in empathy and the emergence of coldness in per-
sonality profiles, increased rigidity, and interrupt-
ing others [161]. Examination of language helps 
differentiate among the nonfluent, semantic, and 
logopenic variants of PPA (cf. above).

21.4.4.2  Neuroimaging
Tremendously quickly increasing technical and 
scientific knowledge has not translated at the 
same pace to clinical practice. Among others, 
important barriers are restricted availability and 
prohibitive cost, especially for low- and middle- 
income countries. However, structural neuroim-
aging (especially magnetic resonance imaging 
(MRI)) plays an important role in excluding sec-
ondary causes and investigating vascular lesion 
load. The typical focal frontal or temporal atro-
phy is seen in slightly more than half of cases and 
is considered a supportive indicator of FTD, but 
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brain imaging is often normal or unspecific [155, 
162, 182].

The earliest regions of damage in bvFTD 
include the anterior insula in the right hemisphere, 
the pregenual anterior cingulate, and the orbito-
frontal cortex. Some specific patterns of atrophy 
show clinical symptomatic correlations [161, 
183]. A recent multicentre study using structural 
MRI neuroimaging associated with neuropsycho-
logical assessment examined participants carry-
ing pathogenic genetic mutations (GRN, MAPT, 
or C9orf72) or having a first- degree relative with 
symptomatic disease identified promising imag-
ing and cognitive techniques for presyndromic 
changes occurring 5–10 years before the expected 
disease onset in adults at genetic risk for FTD 
[184]. Functional neuroimaging including single-
photon emission computed tomography (SPECT), 
perfusion MRI, or positron emission tomography 
(PET) has demonstrated frontal or frontotemporal 
hypoperfusion or hypometabolism as a sensitive 
early diagnosis tool before structural changes can 
be observed [155]. Functional neuroimaging is 
reserved for specific purposes for unspecific 
early-onset cases.

PPA structural imaging may demonstrate 
frontal and temporal lobe atrophy. Functional 
imaging may show hypometabolism (PET) or 
hypoperfusion (SPECT) in the same brain areas 
[154]. Specific cortical changes in different PPAs 
may correlate with typical symptoms. The clini-
cal variants of PPA correspond to heterogeneous 
underlying neuropathologies. However, predic-
tion of an individual patient’s underlying patho-
logical diagnosis remains challenging and has 
limited value outside of research and clinical tri-
als. Clinical syndrome is thus determined not by 
the histopathology of the neurodegeneration but 
rather by its anatomic predilection for the lan-
guage network of the brain [171].

21.4.4.3  Genetic, Biomarkers, 
and Neuropathology

Physicians should be aware that 10–15% of FTD 
cases are genetically determined (autosomal 
dominant inheritance) and have a strong family 
history (25–30%) [185, 186]. This may be impor-
tant due to the need for referral for genetic inves-

tigation and counselling. Microtubule-associated 
protein tau (MAPT), progranulin (GRN), and 
chromosome 9 open reading frame 72 (C9orf72) 
are the most important genetic factors. Current 
recommendations suggest that genetic testing 
should be done in specialist centres with exper-
tise in genetic counselling, with patient and care-
giver consent [89]. No blood biomarker is 
currently recommended.

Neuropathological examination determining 
neuronal inclusions is required for a definite 
diagnosis and subtyping of FTLD as shown in 
Table 21.6 [187].

Table 21.6 Nomenclature for FTLD

Molecular 
class

Neuropathological 
diagnosis

Associated 
genes

FTLD-tau Pick’s disease
Corticobasal 
degeneration
Progressive supranuclear 
palsy
Argyrophilic grain 
disease
Multiple system 
tauopathy with dementia
Neurofibrillary tangle 
predominant dementia
White matter tauopathy 
with globular glial 
inclusions
Unclassifiable

MAPT

FTLD-TDP Types 1–4
Unclassifiable

GRN
VCP
C9orf72
TARDBP

FTLD-FUS Atypical FTLD with 
ubiquitinated inclusions
Neuronal intermediate 
filament inclusion disease
Basophilic inclusion 
body disease

FUS

FTLD-UPS Frontotemporal dementia 
linked to chromosome 3

CHMP2B

FTLD-no 
inclusions

CHMP2B charged multivesicular body protein 2B, 
C9orf72 chromosome 9 open reading frame 72, FUS 
fused in sarcoma, MAPT microtubule-associated protein 
tau, TARDBP transactive response DNA-binding protein, 
TDP transactive response DNA-binding protein 47, UPS 
ubiquitin-proteasome system, VCP valosin-containing 
protein
Table adapted from Mackenzie et al. 2010 [187]
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If lumbar puncture and measurement of bio-
markers in cerebrospinal fluid are available, low 
beta amyloid and high phosphorylated tau pro-
tein strongly suggest AD. Investigation with PET 
scan with amyloid ligands can identify amyloid 
pathology of AD. However, advanced neuroim-
aging and radiopharmaceutical agents need com-
plex infrastructure and are very expensive, so 
they are usually only available in tertiary medical 
centres or research institutes. Delusions and hal-
lucinations are more suggestive of dementia with 
Lewy bodies and atypical for FTD.  However, 
psychosis may occur in 20–50% of bvFTD 
patients who carry the C9ORF72 hexanucleotide 
expansion, the most common genetic cause of 
sporadic and familial FTD and ALS.

21.4.5  Treatment

For the time being, there is no disease-modifying 
treatment of neurodegenerative dementias includ-
ing FTD and non-AD dementias [87]. At that, no 
drug improves cognition, and neither acetylcho-
linesterase inhibitors nor memantine is indicated 
[183, 187–191].

As for BPSD some medications may be used 
in clinical practice despite insufficient scien-
tific evidence [89]. Symptomatic therapy can 
enhance quality of life and provide relief to 
patients and caregivers. Decrease of serotonin-
ergic receptors in frontotemporal regions and 
raphe nuclei suggests the use of selective sero-
tonin reuptake inhibitors (sertraline, parox-
etine, fluvoxamine, citalopram) that are 
considered safe and effective in treating mood 
and behavioural symptoms such as disinhibi-
tion, carbohydrate craving, compulsions, verbal 
and motor stereotypies, sexually inappropriate 
behaviours, apathy, and hyperorality [89, 188, 
190–192]. Similarly, trazodone improves 
BPSD. Antipsychotic agents may be prescribed 
for aggression, psychosis, and agitation [89, 
192]. Their efficacy must be carefully weighed 
against their side effects, especially extrapyra-
midal signs, higher mortality related to cardiac 
events, weight gain, stroke, and accelerated 
cognitive decline [89, 188, 191].

Recent studies on dopaminergic agonists 
showed decreased risk-taking and improvement 
in apathy and perseveration. Monoamine oxidase 
inhibitors might be useful given the serotoniner-
gic and dopaminergic deficits, and selegiline has 
shown some efficacy [189, 192]. A number of 
other agents including mood stabilizers have 
been tested with little clinical usefulness although 
oxytocin may improve social behaviour [82].

21.5  Dementia with Lewy Bodies

Dementia with Lewy bodies (DLB) is a neurode-
generative disorder characterized histopathologi-
cally by the presence of cortical Lewy bodies 
(LB) beyond the substantia nigra as in Parkinson’s 
disease (PD). Its main clinical features include 
visual hallucinations, cognitive fluctuations, 
 dysautonomia, REM sleep disorder, 
Parkinsonism, and neuroleptic sensitivity.

21.5.1  Epidemiology

DLB is now considered the second most common 
neurodegenerative dementia in older adults after 
AD. It represents about 4% of all dementias in 
population-based studies [193, 194], but its prev-
alence may be as high as 15–35% in all forms of 
dementia [195, 196]. Thus, prevalence rates vary 
considerably and may be due to under- and mis-
diagnosis and different methodological problems 
in assessing and diagnosing DLB. Post-mortem 
studies tend to find higher prevalence rates than 
those reported in clinical series, which suggest 
misdiagnosis during life [197, 198]. DLB 
increases with age with a mean age at presenta-
tion of 75 years and, similarly with Parkinson’s 
disease (PD), has a clear male preponderance of 
4 to 1 [199, 200].

21.5.2  Clinics

The clinical features of DLB include as men-
tioned spontaneous Parkinsonism, visual halluci-
nations, cognitive fluctuations, dysautonomia, 
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rapid eye movement (REM)-related sleep behav-
iour disorders, and neuroleptic hypersensitivity. 
International collaborative efforts have been 
made to regularly standardize and update diag-
nostic criteria for DLB that contribute to increase 
case identification and diagnostic precision to 
differentiate DLB from other dementias [193, 
201–203].

Many patient complaints may lead to a con-
sultation with the primary care physician. In this 
setting, it may be difficult to establish a precise 
diagnosis of DLB.  However, a high degree of 
clinical suspicion arises when an elderly patient 
complains about sleeping problems associated 
with motor difficulties and dysautonomia in 
whom the physician finds evidence for parkinso-
nian features. In many cases, the differential 
diagnosis, initiation of treatment, as well as 
counselling and follow-up will have to be han-
dled by primary care providers [204].

Cognitive impairment is found in the domains 
of attention, executive functioning, and visuospa-
tial capacities that usually start early in the course 
of DLB.  Thus, impaired spatial abilities are a 
common complaint observed in everyday or pro-
fessional activities; these include missteps, bicy-
cle falls, difficulty driving, or even car accidents.

DLB has three core clinical features, cognitive 
fluctuations, visual hallucinations, and 
Parkinsonism, of which two must be present for 
the diagnosis of probable DLB, and one must be 
present for the diagnosis of possible LBD (cf. 
Table 21.7).

Oscillations in alertness and attention are the 
most frequently observed symptoms and – together 
with fluctuations in other cognitive domains – they 
can be present in 60–80% of cases [205]. Cognition 
varies widely and may be marked and sudden or 
subtle and enduring. A lowered level of conscious-
ness, intermittent somnolence and hypervigilance, 
confusion, uncommon motor reactions, or agita-
tion may be one way how DLB presents. “False 
normal” or fleeting improvement along the line 
may also be seen. Thus, actively asking family 
members and caregivers as to changes in cognition 
and behaviour is mandatory.

Whenever possible, serial evaluations are use-
ful to diminish the risk of confusing circadian 

alterations found in many other dementias [206]. 
DLB can also mimic a delirium and, of course, be 
accompanied by delirium. Structured question-
naires objectively check for symptom fluctuation 
and may be useful when information is imprecise.

Visual hallucinations, often exuberant or com-
plex hallucinatory visons, can be an early sign in 
DLB and are present in two-thirds of patients. 
They are absent in beginning AD and less frequent 
in other AD stages [207, 208]. Hallu cinations 
most often generate an emotional response. Yet, 
they should be investigated since they tend to be 
underreported due to poor insight or shame. 
Importantly, dopaminergic medication used to 
treat extrapyramidal symptoms of DLB can exac-
erbate this symptom.

In DLB, Parkinsonism is present in 60–92% 
of cases and tends to be more bilateral and sym-

Table 21.7 Summary of bvFTD diagnostic criteria

Criteria Rating
I.  Progressive cognitive and/or 

behavioural deterioration
Compulsory

II. Possible bvFTD
  A.  Early behavioural 

disinhibition
  B. Early apathy
  C. Early loss of empathy
  D.  Early repetitive, 

stereotyped, or compulsive 
behaviour

  E.  Hyperorality and dietary 
changes

  F.  Specific 
neuropsychological profile

≥3 symptoms 
(A–F) compulsory

III. Probable bvFTD
  A. Meets criteria for II
  B. Functional decline
  C. Compatible imaging

All symptoms 
(A–C) compulsory

IV.  bvFTD with definite FTLD 
pathology

  A. Meets criteria for II or III
  B.  Histopathological 

evidence
  C. Known genetic mutation

≥2 symptoms 
compulsory 
(A + either B or C)

V. Exclusionary criteria
  A.  Other non-degenerative 

nervous system or medical 
disorders

  B. Psychiatric disorders
  C. Incompatible biomarkers

A and/or B 
exclusionary
C admissible for II, 
exclusionary for III

“Early” refers to symptom presentation within the first 
3 years. Table adapted from Rascovsky et al. 2011 [155]
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metrical with fewer signs and less often resting 
tremor than in typical PD [209, 210].

Suggestive features include REM sleep disor-
der, neuroleptic sensitivity, and low dopamine 
transporter uptake in the basal ganglia as seen on 
SPECT or PET. The presence of one suggestive 
feature with one core clinical feature supports a 
probable DLB diagnostic. If core clinical features 
are absent, more than one suggestive feature indi-
cates the presence of possible DLB. REM sleep 
behaviour disorder is characterized by the pres-
ence of vivid dreams and movement in the REM 
phase that range in severity from benign to vio-
lent punching and kicking. In these cases, coun-
selling to prevent injuries for patients and bed 
partners is necessary. Such signs may be relayed 
by bed partners for a decade before dementia 
onset occurs [211].

Neuroleptic sensitivity is not dose-related and 
may not emerge initially, but up to half of patients 
who use neuroleptics develop severe sensitivity 
and may include irreversible Parkinsonism, syn-
cope, and features of neuroleptic malignant syn-
drome [212]. These medications are associated 
with increased mortality and may also precipitate 
confusion and dysautonomia. Conventional drugs 
such as typical antipsychotics tend to be more 
associated with neuroleptic sensitivity, but newer 
drugs also cause these reactions.

Supportive features are features that are not spe-
cific enough to reinforce a DLB diagnosis. However, 
they have clinical importance as they include 
repeated falls or even syncope due to postural 
imbalance, autonomic instability, or extreme cogni-
tive fluctuations including loss of consciousness. 
Sometimes, mutism (i.e. a cataleptic- like syndrome) 
or even motor “freezing” as seen in idiopathic PD 
occurs. Autonomic dysfunctions encompass ortho-
static hypotension, heart rate instability, urinary 
incontinence, sweating reactions, and constipation, 
among others. Autonomic symptoms are more 
prevalent and severe than in PD, but less than in 
multiple system atrophy [213]. Urinary inconti-
nence occurs at later stages in AD, but is often an 
early sign of DLB [214]. Non-visual hallucinations, 
such as olfactory or tactile experiences, may occur, 
and most patients present delusions in the course of 
LBD [215]. As in PD, clinically significant depres-

sive symptoms are seen in most patients throughout 
the course of the disease [215, 216].

The principal differential diagnosis of DLB is 
AD, PDD, vascular dementia (VD), and several 
psychiatric conditions. Differential diagnosis 
should take into account the fact that distinguish-
ing between DLB and AD can be particularly dif-
ficult, since both neuropathological processes 
can occur simultaneously as observed in post- 
mortem studies [217].

Distinguishing DLB and dementia associated 
with PD may be more a matter of taste than of 
different aetiopathogeny. However, diagnosing 
DLB is more difficult than PD dementia as 
dementia in PD begins after the movement disor-
der has been established, while in DLB, dementia 
occurs before Parkinsonism or no later than a 
year after the onset of movement disorder symp-
toms [203]. If Parkinsonism onset starts less than 
1 year before the onset of dementia syndromes, 
then PDD is considered the diagnosis. Objectively 
investigating signs of both DLB and PDD 
improves detection of these Lewy body demen-
tias [218]. Other dementias with psychosis and 
delirium are important on the differential diagno-
sis of DLB and include, e.g. Creutzfeldt-Jakob 
disease and normal pressure hydrocephalus. 
Health-care professionals who work in primary 
care settings are critical for early diagnosis or the 
identification of suspected cases that need refer-
ral for expert evaluation.

21.5.2.1  Cognitive Features
Impairment of attention as well as executive and 
visuospatial functions starts early in the course of 
DLB as opposed to AD where memory decline is 
the first and most prominent change [202, 208]. 
The onset of memory impairment varies in DLB 
but tends to emerge later than AD. Impairment in 
figure copying or clock drawing combined with 
the absence of memory impairment suggests 
DLB. The absence of visuospatial impairment in 
early dementia has a high negative predictive 
value of up to 90% for DLB [208]. Short cogni-
tive tests do not discriminate between forms of 
dementia and have low validity with patients 
whose level of education is at the extreme ends of 
the spectrum [219]. Nonamnestic mild cognitive 
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impairment (MCI) is more likely to progress to 
DLB than amnestic MCI [220].

21.5.2.2  Imaging
Structural neuroimaging (MRI is preferred) is rec-
ommended in order to rule out secondary causes of 
dementia. Structural neuroimaging may also help 
identify specific neurodegenerative disorders in the 
early stages but is of little value for patients with 
advanced dementia [221]. DLB presents with 
slower rates of brain atrophy and ventricular 
enlargement than AD and with atrophy of subcorti-
cal structures, including the basal ganglia, with 
relative preservation of medial temporal lobe [222].

Functional MRI (fMRI) may show focal 
occipital decrease similar to hypometabolism 
observed on PET and hypoperfusion on SPECT 
studies [223]. This finding correlates partly with 
clinical visuoperceptive impairment in DLB. PET 
and SPECT imaging using specific ligands shows 
low activity of dopamine transporters in the stria-
tum and is considered suggestive of probable or 
possible DLB [224]. Noradrenalin analogue 
([123]-I-metaiodobenzylguanidine) scintigraphy 
demonstrates reduced heart sympathetic innerva-
tion activity related to DLB and may occasion-
ally be used where available to detect early DLB 
in amnestic MCI [225].

21.5.3  Treatment

As yet, no disease-modifying treatment for DLB 
exists. However, symptomatic drug treatments 
and non-pharmacological approaches as outlined 
earlier will usually be required to provide relief 
from distress for the patient, family members, 
and caregivers.

The initial treatment recommended for cogni-
tive symptoms is acetylcholinesterase inhibitors 
(ACEIs) [226]. They can be effective for various 
disease manifestations including fluctuations, 
hallucinations, Parkinsonism, and mood disor-
ders. Memantine was of little or no benefit [227].

REM sleep behaviour responds well to mela-
tonin or clonazepam before sleep [228]. 
Melatonin is well tolerated and the first treatment 
choice as clonazepam may worse cognition.

The benefit of antipsychotics on DLB is lim-
ited to the treatment of psychotic symptoms, 
although these agents can attenuate mood 
swings. As mentioned, they are related to neuro-
leptic hypersensitivity, worsening dysautonomic 
repercussions, worsening cognition, increased 
risk of falls, and increased risk of death. 
Pronounced psychotic syndromes on DLB 
course may be also be related to use of antipar-
kinsonian drugs, and adjusting the dose should 
be tried first. Atypical neuroleptics are consid-
ered secondarily and should be used with cau-
tion for severe and/or persistent psychosis and 
agitation. They are used in the smallest possible 
doses, since hypersensitivity observation is man-
datory even when using drugs usually consid-
ered safer such as quetiapine [226].

The evidence for the use of other psychotropic 
drugs in DLB is limited, but a number of them 
are sometimes indicated. They include selective 
serotonin reuptake inhibitors (SSRIs) and 
serotonin- norepinephrine reuptake inhibitors 
(SNRIs) to treat depression and anxiety [48]. In 
these cases, patient should be checked for mood 
response and worsening of Parkinsonism. In gen-
eral, benzodiazepines, tricyclic antidepressants, 
and other drugs with anticholinergic effect should 
be avoided.

The treatment of Parkinsonism due to DLB is 
more difficult than in PD dementia due to the 
limited therapeutic range complicated by the 
conflict between motor improvement and wors-
ening of BPSD. However, dopaminergic medica-
tions, especially carbidopa/levodopa, are often 
used and should be started at very low doses and 
with a slower titration [48, 226]. Patients with 
DLB show a lower response than those with PD, 
and it has been suggested that this is a distin-
guishing diagnostic feature between the two [48].

21.6  Prion Diseases

21.6.1  General Issues

Prion diseases are a group of transmissible neu-
rodegenerative pathologies characterized by the 
presence and accumulation of a host-encoded 
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misfolding cellular prion protein (PrP). The 
word prion derives from the combination of the 
words “protein” +  “infection” since these pro-
tein particles have the capacity of transmitting 
the disease from one host to another. The patho-
logical process is set off by a conformational 
alteration of the PrP, making it resistant to pro-
tease and leading to the accumulation of protein 
clusters in the brain tissue. The normal confor-
mation of the prion protein (PrPC) and its 
pathogenic conformation (PrPSC) have the 
same sequence of amino acids, but they differ in 
their secondary and tertiary structures. In 
humans, this protein is coded by the PRPN 
gene. Histologically, the formation of vacuoles 
in the tissue is typical, giving the brain an 
appearance similar to a sponge, with this group 
of diseases also known as transmissible spongi-
form encephalopathies (TSE) [229–231].

The first prionic disease to be described was 
scrapie (mid-eighteenth century) seen with sheep 
and goats. The most recognized animal form of 
prionic disease is BSE (bovine spongiform 
encephalopathy), referred to as “mad cow dis-
ease”, that spread throughout the United 
Kingdom at the end of the 1980s and which can 
be transmitted to humans. In humans, the best-
known prionic disease is Creutzfeldt-Jakob dis-
ease (CJD), described in 1920. CJD can be 
sporadic (s-CJD), genetic (g-CJD), or acquired 
iatrogenically (i-CJD) or transmitted by food 
originating from cattle contaminated with BSE, 
referred to as the variant form of CJD (v-CJD). 
The other types of human prionic diseases are 
even rarer and include Gerstmann-Sträussler-
Scheinker (GSS) disease which is genetically 
determined, fatal insomnia which is usually 
hereditary (FFI) and rarely sporadic (s-FI), as 
well as kuru, an acquired form that is no longer 
in existence [229, 230, 232].

The current classification of the prionic dis-
eases that occur in humans is summarized in 
Table 21.8.

Below, the most common clinical form, i.e. 
sporadic CJD, will be described. Recently, a spo-
radic clinical form, often confused with CJD, pre-
senting a prionic protein sensitive to protease, has 
been described as a distinct disease (PSPr) [234].

21.6.2  Sporadic Creutzfeldt-Jakob 
Disease (s-CJD)

21.6.2.1  Epidemiology
Based on the number of reported cases, it is esti-
mated that the sporadic form of CJD afflicts one 
in every one million people throughout the world. 
However, it is possible that the incidence is 
underestimated, since many cases are likely to 
occur without diagnosis [235].

The most common type of human prionic dis-
ease is the sporadic form of CJD (s-CJD), being 
responsible for 85% of the cases of CJD reported 
in the United Kingdom in the past 10 years [233]. 
The mean age of onset of the disease is 70 years, 
without any difference between men and women 
[232].

21.6.2.2  Clinics
The clinical manifestation of CJD is quite hetero-
geneous, with countless clinical features having 
been described over time, such as Heidenhain’s 
cortical blindness or thalamic, myoclonic, dyski-
netic, ataxic, and amyotrophic forms [234]. The 
classification currently used associates the clini-
cal features to two molecular parameters: (a) the 
electrophoretic mobility of the PrPSC fragment 
that is obtained after digestion by the K protein 
and which classifies the disease as type 1 or type 
2 and (b) the polymorphism related to the codon 
129 of the PRPN gene which can codify a valine 
or methionine amino acid, therefore presenting 
three types—MM, MV, and VV. Thus, there are 
six distinct clinical types, with the MM1 and 
MV1 types presenting the same clinical charac-
teristics and therefore being grouped as only one 
type MM/MV1. MM2 can have two distinct 
 clinical pictures, thalamic (MM2-T) or cortical 
(MM2-C) [232, 236].

The MM/MV1 type occurs most frequently, 
representing approximately 70% of s-CJD 
cases. Characteristic clinical features are a rapid 
progression over a few months towards demen-
tia with early and prominent myoclonia, 
although this is not generally the first manifesta-
tion. Usually, walking and appendicular ataxia, 
as well as visual impairments, including halluci-
nations, are observed. Other psychiatric symp-
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toms may occur, and generally pyramidal signs 
are found on neurological examination [229, 
230, 236]. The EEG shows a characteristic pat-
tern of periodic sharp wave complexes during 
the evolution of the disease [237]. MRI nor-
mally shows an increase in signal in the puta-
men and in the caudate nucleus and less 
frequently an increase in diffuse cortical signal 
[238]. An elevation of the 14-3-3 protein in the 
cerebral spinal fluid (CSF) can help define the 

diagnosis [239]. The disease progresses towards 
death, with an average duration of 4  months 
[232, 236].

Type VV2 generally beings with ataxia, with 
features of dementia appearing later. It occurs in 
15–16% of s-CJD cases, the median onset age 
being approximately 65, and it has a median 
duration of 6 months. It does not display the typi-
cal EEG findings, MRI normally shows alteration 
in the basal ganglia, and there is an increase of 

Table 21.8 Classification of human prionic diseases

Classification Characteristics
Sporadic forms
s-CJD (sporadic Creutzfeldt- 
Jakob disease)

Most frequent form with heterogeneous clinical presentation (cf. text)

s-FI (sporadic fatal insomnia) Rare disease (24 cases reported until 2011) with presentation similar to FFI, no 
mutation identified

PSPr (protease- sensitive 
prionopathy)

Recently described protease- sensitive prionic disease with a clinical profile of 
atypical dementia with a more prolonged clinical course than CDJ. The 
presentation is dominated by BPSD, with progressive motor and cognitive 
decline, in most cases with ataxia and family history of dementia. No periodic 
complexes on EEG nor elevation of 14-3-3 protein in CSF

Acquired forms
i-CJD (iatrogenic Creutzfeldt- 
Jakob disease)

CJD caused by iatrogenic transmission through contaminated materials or 
substances: intracerebral stereotaxic or EEG needles; neurosurgery 
instruments; graft of dura mater from a corpse; intramuscular injections of 
human growth hormones (hGH) and gonadotropin

v-CJD (variant Creutzfeldt- Jakob 
disease)

CJD variant with presence of kuru-type amyloid plaques surrounded by 
spongiform lesions (“florid plaques”). Disease associated with contaminants 
originating in cattle with BSE with four cases has been described of secondary 
transmission through blood transfusion. No cases in the past 2 years (the 
National Creutzfeldt-Jakob Disease Research & Surveillance Unit, 2016 
[233]). It occurs in younger individuals and has a slightly longer duration than 
the sporadic form of CJD. Presence of psychiatric symptoms with the 
appearance of ataxia and involuntary movements. EEG without periodic sharp 
wave complexes; bilateral pulvinar MRI high signal

Kuru First prionic disease described in humans. Occurrence restricted to Papua New 
Guinea and its surroundings, relating to cannibalistic rituals that no longer occur

Genetic forms
g-CJD (genetic Creutzfeldt- 
Jakob disease)

Represents approximately 9% of CJD cases in United Kingdom. Autosomal 
dominant inheritance mutation in the PNRP; no identified family history in 
over 50% of cases. Heterogeneous clinical features, with slightly younger age 
of onset and longer disease duration

FFI (fatal familial insomnia) Also known as thalamic dementia. Dominant autosomal disease with a 
mutation in the codon 178 of the PRNP gene. Severe insomnia or interrupted 
sleep and dysautonomia, generally associated with myoclonia, ataxia, 
dysarthria, dysphagia, and pyramidal signs. Age of onset between 20 and 70 
(median of 49) with a median survival span of 18.4 months

GSS (Gerstmann- Sträussler- 
Scheinker) disease

Dominant autosomal disease; annual incidence 1/100 million. Onset between 
30 and 60 years and slow evolution (3.5–9.5 years). Clinical features vary; 
occurs with cerebral ataxia, difficulty walking, dementia, dysarthria, ocular 
dysmetria, Parkinsonism, hyporeflexia, or distal areflexia. Usually no 
myoclonia. Possible alterations in sleep rhythms or body temperature. Apathy 
and depression are frequent
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the 14-3-3 protein in the CSF.  The MV2 type, 
which represents 8–9% of the cases, has clinical 
features similar to VV2, except for a longer dura-
tion of the disease. The other types also have lon-
ger durations, similar to MV2 (average of 
15–16  months), are rarer, do not show typical 
alterations in EEG, and have various clinical fea-
tures: MM2-T has an early presentation of insom-
nia, and MM2-C and VV1 have a presentation of 
progressive dementia [232, 236].

The diagnostic criteria for probable s-CJD 
requires a presentation of progressive dementia, 
with at least two of the four typical clinical char-
acteristics (myoclonia, cerebellar or visual 
impairment, pyramidal or extrapyramidal signs, 
akinetic mutism) and one of the following addi-
tional findings (periodic discharges in EEG; ele-
vated level of CSF 14-3-3 protein with the 
duration of the disease being shorter than 2 years; 
hyperintense lesions in the caudate and putamen 
or in two cortical regions, among temporal, pari-
etal, and occipital; and absence of an alternative 
diagnosis during routine examination). If none of 
the additional findings are present but the dura-
tion of the disease is less than 2 years, there are 
criteria for possible s-CJD [229, 240].

21.6.2.3  Treatment
Currently there are no effective treatments that 
can alter the course of the disease. Symptomatic 
treatment is often necessary, with possible use of 
selective serotonin reuptake inhibitors for 
depression, clonazepam for severe myoclonia, 
and atypical antipsychotics such as quetiapine, 
being that all of them can be useful in controlling 
agitation [229].

21.7  Infectious Diseases

Numerous bacteria, viruses, or parasites can 
infect the CNS. In this chapter we only consider 
a few infectious diseases which we consider as 
examples of infectious diseases among many 
others and which seam of particular relevance to 
the issue on dementia in general or in relation to 
the elderly.

21.7.1  HIV-Associated 
Neurocognitive Disorders 
(HAND)

HAND is the term currently used to designate the 
cognitive impairment caused by the human 
immunodeficiency virus (HIV) which occurs in 
20–50% of individuals infected by the virus 
depending on the stage of the disease and the 
response to treatment [241].

21.7.1.1  Epidemiology
According to the WHO, approximately 40  mil-
lion people live with HIV worldwide [242]. The 
virus afflicts the CNS at the beginning of the 
infection and can affect the nervous system 
directly, leading to HANDs, or indirectly, through 
opportunistic infections or neoplasia. Before the 
advent of retroviral treatment, up to half of the 
patients developed a severe state of dementia 
before death [243].

Therapies have greatly improved the prognosis 
for the disease, but the concentration of drugs and 
the inhibition of viral replication are lower in the 
CNS [244]. Although a majority of cases do not 
show a loss of function that characterizes a state of 
dementia, well-conducted observational studies 
have shown a prevalence of up to 60% of neuro-
cognitive decline in HIV-infected patients under-
going antiretroviral therapy [245]. Furthermore, 
approximately half of people infected throughout 
the world do not have access to treatment [242].

21.7.1.2  Clinics
HAND includes three levels of severity, accord-
ing to the classification proposed by the National 
Institute of Mental Health and the National 
Institute of Neurological Diseases and Stroke of 
the United States [246]. Patients that show altera-
tions in neuropsychological tests (more than 1 
standard deviation below the median indicated for 
their age and education) in two cognitive domains 
(verbal/language, attention/working memory, 
abstraction/executive, memory learning/recall, 
speed of information processing, sensory- 
perceptual or motor skills) but do not have 
 cognitive complaints nor loss of functionality are 
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diagnosed as having HIV-associated asymptom-
atic neurocognitive impairment (ANI). Those 
with subjective cognitive complaints or whose 
caregiver observes cognitive changes interfering 
mildly in work, home, or social activities and 
who show an objective alteration in neuropsy-
chological testing are diagnosed as having HIV-
1-associated mild neurocognitive disorder 
(MND). HIV-1-associated dementia (HAD) is 
diagnosed when there is an important, objectively 
identified cognitive impairment, with significant 
interference on daily activities while excluding a 
diagnosis of delirium and other aetiology for 
dementia. Neuropsychological evaluation is not 
mandatory for the latter diagnosis [246].

Antiretroviral treatment has significantly 
changed the profile of the patient with HAND. The 
incidence of patients with dementia has been dras-
tically reduced, and patients improve their cogni-
tive state with treatment. On the other hand, 
therapy increases the lifespan of AIDS patients, 
therefore leading to an increase in the prevalence 
of less severe states (MND and mainly ANI) [244].

The clinical presentation of HAD is classically 
through an insidious subcortical dementia state 
with a progression over months. Normally, behav-
ioural and motor alterations are observed in addi-
tion to cognitive decline. Initially, one can observe 
loss of short-term memory, slowing of psychomo-
tor skills and cognitive processing, language alter-
ations, and apathy. Motor alterations such as slow 
gait ataxia, tremor, and impairment of fine motor 
skill occur in the majority of cases. As the disease 
progresses, there is an intense global cognitive 
impairment, in addition to medullary and periph-
eral nervous system diseases. Three characteristic 
changes in the disease can be observed after the 
antiretroviral treatment era: a slower onset, a clin-
ical manifestation of cortical and extrapyramidal 
impairment, and an approximation of the clinical 
state to the effects of ageing [241].

Imaging exams are necessary to exclude other 
aetiologies for the dementia state, such as opportu-
nistic infections and neoplasia, among others not 
related to HIV. MRI is the most utilized exam and 
is also useful in identifying no specific alterations 
related to HAD: cortical and subcortical atrophy, 
with ventricular enlargement and confluent signal 

abnormalities compromising the deep white mat-
ter. These signal alterations of the white matter are 
related to interstitial oedema and can reduce or 
disappear with antiretroviral treatment [241, 244].

Differential diagnosis should be done with 
opportunistic infections such as toxoplasmosis, 
cryptococcal and tuberculous meningoencephali-
tis, progressive multifocal leukoencephalopathy, 
and primary CNS lymphoma, in addition to neu-
rodegenerative diseases, particularly in the 
elderly.

21.7.1.3  Treatment
Currently, there are seven different classes of 
antiretroviral drugs with distinct action mecha-
nisms, efficacy, and adverse effects. Adequate 
treatment requires a combination of drugs to 
which the virus is sensitive, avoiding the devel-
opment of resistance. For patients with a compro-
mised CNS, one factor to be taken into 
consideration is the drug’s capacity to cross the 
haematoencephalic barrier. A treatment regime 
with drugs that have a higher CNS Penetration 
Effectiveness (CPE) is associated with a higher 
reduction in the viral load in the CSF. However, 
more robust studies are needed to prove that the 
use of drugs with higher CPE score is associated 
with a higher improvement in neuropsychologi-
cal evaluations [245, 247]. In addition to the ade-
quate antiviral treatment, non-pharmacological 
measures, as described above, can be useful in 
managing patients in a dementia state.

21.7.2  Neurosyphilis

Neurosyphilis is an infectious disease of the ner-
vous system caused by Treponema pallidum. It is 
a sexually transmitted disease in which the sys-
temic spread of the microorganism occurs, nor-
mally reaching the central nervous system, 
potentially causing various early and late forms 
of neurosyphilis.

The initial consequence, which appears on 
average between 3 and 18 months after infection, 
is a state of meningitis, which happens in approxi-
mately 20–25% of individuals who are infected 
with syphilis. The majority of cases are asymp-
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tomatic, but headache, vomiting, epileptic epi-
sodes, and lesions to cranial nerves may occur. 
This stage is followed by a latent period that can 
evolve, after an average period of 6–7 years, into a 
vascular impairment, becoming meningo- vascular 
syphilis, the most frequent clinical manifestation 
of neurosyphilis. The parenchymatic impairment 
of the CNS occurs after a period of 15–20 years, 
developing tertiary neurological forms of syphilis, 
the most frequent being tabetic neurosyphilis 
(tabes dorsalis) and paretic neurosyphilis (general 
paresis, dementia paralytica) [248, 249].

21.7.2.1  Epidemiology
There is no population-based epidemiological 
data that help define the epidemiological ten-
dency of the disease. It is known that there was a 
dramatic reduction of its occurrence following 
the discovery of penicillin in the 1940s, turning 
the tertiary forms of the disease into rare occur-
rences. After the HIV pandemic, the occurrence 
of neurosyphilis increased again and early cases 
started to have a larger proportion [249].

21.7.2.2  Clinics of Syphilitic 
Dementia

The initial clinical stage can be similar to other 
more frequent causes of dementia, such as loss of 
memory, changes in personality, irritability, and 
sleep alterations [250]. In developing countries, 
serum VDRL is recommended in aetiological 
investigation for all patients with dementia [251]. 
Later a global cognitive decline occurs with pro-
gressive memory loss, disorientation, reasoning 
difficulty, and emotional instability, possibly pre-
senting convulsions. Serious psychiatric distur-
bances are frequent, including psychosis, mania, 
and depression. Cerebellar signals may occur, 
such as ataxia, intention tremors and dysarthria, 
as well as pupillary abnormalities [250]. If not 
treated, the majority of cases lead to death within 
5 years of the appearance of symptoms [249].

The diagnosis is clinical and based on the CSF 
exam. According to CDC recommendations 
[252], the diagnosis in individuals with signs and 
symptoms of neurological impairment can be 
made with a positive VDRL in the CSF or, when 
the VDRL is negative, an increase in the number 

of cells and proteins, as long as the FTA-ABS is 
positive in the CSF (VDRL is specific but not 
very sensitive, while FTA-ABS is sensitive but 
not as specific). In HIV+ patients, who can 
already have a slight cellular increase in CSF, a 
cellularity above 20 leukocytes per mm [3] for 
the diagnosis of neurosyphilis must be consid-
ered [249, 252].

An imaging examination is important to 
exclude other aetiologies as the signs that appear 
in the encephalic MRI are not specific to neuro-
syphilis. The exam can be normal in neurosyphi-
lis patients, especially in the initial stages. The 
most frequent findings on MRI are cerebral atro-
phy, white matter lesions, cerebral infarction, and 
oedema [253].

21.7.2.3  Treatment
The treatment of neurosyphilis is with penicillin 
G IV 18–24  million IU/day (3–4  million every 
4  h), for 10–14  days. Alternatives are procaine 
penicillin + probenecid or ceftriaxone. After ini-
tial treatment, a CSF exam should be done every 
6 months. If the patient is without symptoms and 
the CSF exam shows normalization in the number 
of cells and a reduction in proteins and serological 
levels, patients are considered to be treated. The 
persistence of positive VDRL after normalization 
of cells and protein does not indicate a need for 
additional treatment. If the control CSF exam 
shows an increase in cells and proteins, a new 
treatment course is required [248, 252].

21.7.3  Other Dementia-Relevant 
Infectious Diseases

21.7.3.1  Neurocysticercosis
Neurocysticercosis is a parasitic disease still 
endemic to Latin America, Africa, and Asia, 
caused by the larva of the Taenia solium invading 
the CNS.  Cognitive impairment is one of the 
manifestations of the disease, which is frequently 
asymptomatic or causes epileptic episodes and, 
sometimes, psychiatric symptoms. Dementia is 
less frequent but can occur during the acute phase 
of the disease, when there generally are multiple 
live cysts in the cerebral parenchyma and 
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 obstructive hydrocephalus can occur. The diag-
nosis is done through an imaging. Antiparasitic 
treatment can cause an extensive inflammatory 
process and untreatable epileptic crises, normally 
not being recommended when there are multiple 
active lesions [254].

21.7.3.2  Lyme Disease
Lyme disease is caused by a spirochete, Borrelia 
burgdorferi, normally transmitted through tick 
bites. It occurs predominantly in endemic regions 
of North America, Europe, and Asia. The typical 
initial manifestation of the infection is the ery-
thema migrans. Encephalic impairment can occur 
months or years after the initial manifestation of 
the disease, potentially leading to dementia. 
Diagnosis is suggested by a compatible epidemi-
ological history and corroborated by the identifi-
cation of the intrathecal production of specific 
antibodies, the exclusion of other aetiologies, and 
response to treatment. Treatment is done with 
antibiotic IV for 28 days (ceftriaxone 2 g/day or 
cefotaxime 2 g TID or penicillin 24 million IU/
day) [255, 256].

21.7.3.3  Other Infections
Rare cases of dementia have been described in 
association with cryptococcal meningitis [257, 
258], Whipple disease [259], and tuberculosis 
[260, 261]. Recently, evidence has appeared sug-
gesting an association of the herpes family with a 
higher risk in the development and progression of 
AD [262].

21.8  General Conclusion

Detecting cognitive impairment and diagnosing 
dementia are fundamentally important tasks for 
general practitioners all over the world given the 
worldwide dementia epidemics.

Dementia is a syndrome caused by a host of 
diseases of which mixed, neurodegenerative, and 
vascular aetiologies are the most common ones in 
the elderly. An aetiopathogenic assessment is 
crucial though complex and multidimensional 
including somatic, cognitive, psychopathologi-
cal, functional, and paraclinical investigations 

with the patient and their caregivers being the 
sources of information. Depression and sub-
stance-induced cognitive impairment are a cen-
tral differential diagnosis as they may be treated 
causally and potentially be cured.

Behavioural and psychological features of 
dementia must be looked for actively as they are 
usually accessible to efficient treatment.

Taking care of a patient with dementia is com-
plex and heavily depends on the patient’s care-
giver. Formal caregivers must collaborate one 
with the other. Antidementia drugs have a limited 
indication, and psychosocial treatment of behav-
ioural and psychological features of dementia are 
paramount and often efficient. Medication, if 
required, complements psychosocial treatment 
and not the other way round. Treatment options 
have to be evaluated dynamically as the patient 
and caregiver needs are likely to change 
constantly.
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Abstract
Recent developments in the understanding of 
the relationship between vascular risk factors, 
vascular cognitive disorders and dementia 
have led to a renewed interest in these risk fac-
tors and their management. The role of the 
primary care physician in the prevention, con-
trol and management of all aspects of vascular 
diseases is highlighted. Diagnostic criteria in 
the DSM, ICD and VASCOG systems are 
examined, in particular their relevance and 
usefulness in primary care settings. Cognitive 
domains in a “bedside” testing schedule may 
be helpful for the primary care physician in 
their daily practice. Primary and secondary 
care for people with vascular cognitive disor-
ders places the primary care physician in cru-
cial roles.
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Key Points
• Recent developments in the understand-

ing of cerebral physiology, the advances 
of neuroimaging technology and the 
awareness of vascular risk factors as 
well as the clinical relationship between 
vascular and Alzheimer’s dementia have 
led to a resurgence of interest in vascular 
cognitive impairment and vascular cog-
nitive disorders (vascular dementia).

• The diagnostic criteria of vascular cogni-
tive disorders in the ICD and DSM clas-
sification systems and that of the recent 
VASCOG update are described, as well 
as the subtypes seen in clinical practice.

• The relevance and usefulness in diag-
nostic application in primary care set-
tings are discussed.

• The primary care management of vascu-
lar cognitive disorders and the related 
risk factors are explored.

• Secondary (out-of-home) care settings 
are sometimes necessary, and the optimal 
management in this setting is offered.

• Prevention of vascular risk factors and 
stroke, with the related social, cultural 
and political aspects, are highlighted.

• A suggested “bedside” testing schedule 
of cognitive domains is listed to assist 
the primary care physicians in their clin-
ical practice.
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22.1  Introduction

Before Alois Alzheimer identified the pathology 
in a dementia which bears his name, cerebral 
arteriosclerosis and chronic cerebral ischaemia 
were considered to be the causes of brain degen-
eration which resulted in dementia. The ascen-
dancy of Alzheimer’s disease (AD) as a 
paradigm determined the criteria for the assess-
ment and diagnosis of dementias. This relegated 
vascular pathology as a cause of dementia to a 
less considered status [1, 2]. Post-stroke demen-
tia was first reported by Thomas Willis in the 
seventeenth century. In the late nineteenth cen-
tury, arteriosclerosis and senile dementia were 
delineated as distinct syndromes with older 
patients being more likely to have vascular 
dementia [3].

The revival of interest in vascular aetiologies 
occurred in the 1960s when a strong association 
between vascular factors such as hypertension 
and arteriosclerosis with dementia were identi-
fied. Hachinski and colleagues proposed multi- 
infarct dementia [4]. The establishment of the 
NINDS-AIREN (National Institute of 
Neurological Disorders and Stroke and the 
Association Internationale pour la Recherche et 
l’Enseignement en Neurosciences) criteria fur-
thered the interest into vascular dementia by 
bringing into focus the vascular contribution to 
cognitive impairment and dementia [5]. Recent 
developments in the understanding of the physi-
ology of cerebral blood flow, the advances of 
neuroimaging technology and the heightened 
awareness of the clinical association between the 
two domains have led to a resurgence of interest 
in vascular cognitive impairment (VCI) and vas-
cular dementia (VaD).

22.2  Diagnostic Criteria for Major 
Vascular Cognitive Disorder 
(Vascular Dementia)

A variety of scales have been used. Hachinski in 
1975 developed the scale for multi-infarct 
dementias to distinguish between AD and vascu-
lar cognitive disorder [6].

DSM IV and ICD 10 defined VaD in their 
respective classificatory systems [2, 7]. The 
NINDS-AIREN criteria were probably the 
most used, although they had low sensitivity 
but high specificity [8, 9]. It can be used to 
establish a probable diagnosis (memory 
impairment + another cognitive domain + cere-
brovascular disease, imaging evidence with 
clear association to decline) or possible diag-
nosis (memory impairment  +  another cogni-
tive domain + CVD without imaging evidence 
or clear association to dementia). The reliance 
on imaging in the NINDS-AIREN criteria, 
however, limits its use in those clinical situa-
tions where there is not ready access to neuro-
imaging, such as in many primary care 
locations.

An advance in the development of diagnostic 
criteria of vascular cognitive disorder by the 
International Society for Vascular Behavioural 
and Cognitive Disorders (VASCOG) offers a 
more updated set of criteria which may be more 
useful in the primary care setting [10].

The following summarizes some of the salient 
features of diagnostic criteria appropriate for the 
primary care environment.

It requires both a subjective and an objective 
report of a cognitive disorder, plus the determina-
tion that vascular disorder is the dominant, if not 
the exclusive, pathology that accounts for the 
cognitive deficits.

The subjective report will typically be the pre-
sentation to the primary care physician (PCP) of 
an individual patient who has noted or been 
informed by family members of a change in the 
ability to plan, or to make decisions; has a decline 
in the ability to manage complex projects; needs 
frequent reminders for the task at hand; and has 
difficulty in navigating in familiar environments, 
difficulty with receptive and expressive language, 
and a clear disturbance of bodily schemata, cal-
culation, reading or writing. The mild VCD is 
more subtle with the individual still able to func-
tion independently, although multi-tasking will 
be with greater effort.

Objective evidence of cognitive impairment 
would ideally be through a formal neuropsycho-
logical test battery administered by a trained 
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practitioner. However, in the primary care  setting, 
a short “bedside” test may be all that is available. 
Such a “bedside” test should include functions in 
a range of cognitive domains. Preponderance of 
disturbance is in the domains of slow information 
processing speed and frontal executive functions 
[11, 12].

 1. Attention and processing speed (sustained 
attention, divided attention, selective atten-
tion, information processing speed)

 2. Frontal executive function (planning, 
decision- making, working memory, respond-
ing to feedback/error correction, novel situa-
tions, over-riding habits, mental inflexibility, 
judgement)

 3. Learning and memory (immediate memory, 
recent memory including free recall, cued 
recall and recognition memory)

 4. Language (naming, expressive, grammar and 
syntax, receptive)

 5. Visuoconstructional-perceptual ability (con-
struction, visual perception and reasoning)

 6. Praxis-gnosis-body schema (praxis, gnosis, 
right/left orientation, calculation ability, body 
schema, facial recognition)

 7. Social recognition (recognition of emotions 
and social cues, appropriate social inhibitions, 
theory of mind, empathy)

To arrive at the diagnosis of major vascular 
cognitive disorder (VaD), the cognitive deficits 
are sufficient to interfere with independence, the 
individual requiring assistance with instrumental 
activities of daily living (IADL).

Where neuroimaging is available, the pres-
ence of large infarcts, multiple lacunar infarcts, 
strategically placed infarcts at the thalamus or 
basal ganglia, extensive and confluent white mat-
ter lesions, two or more cerebral haemorrhages or 
a strategically placed haemorrhage would con-
firm the presence of vascular lesions contributing 
to the disorder.

Should neuroimaging be unavailable, to estab-
lish the presence of cerebrovascular disease that 
is associated with cognitive disorder, the clinical 
history and a neurological examination may pro-
vide supporting information.

22.3  Subtypes

As the cerebrovascular lesions and their patholo-
gies can be varied, the subsequent VCD will have 
differing clinical pathological subtypes.

 1. Multi-infarct VCD with evidence of strokes 
and/or white matter infarcts.

 2. Strategic infarcts where these are strategically 
located as to interfere maximally with mem-
ory and cognition (thalamic infarcts, anterior 
cerebral artery infarcts, parietal infarcts, cin-
gulate gyrus infarcts).

 3. Diffuse white matter lesions (leukoaraiosis).
 4. Small vessel ischaemia with multiple lacunar 

infarcts. The clinical presentation will depend 
on the location of these lacunar lesions. 
Frontal dysexecutive symptoms and affective 
symptoms often accompany these lesions.

 5. Haemorrhagic lesions. The location and size 
of these lesions will present a clinical picture 
consistent with such damage.

 6. Hypo-perfusion from low cardiac output or 
decreased blood flow can affect the watershed 
area of the brain.

 7. Mixed dementia where VCD can co-exist with 
AD. Overlap with AD and DLB  are common 
[13–15]. This suggests a complex interaction 
between vascular and other pathology. It is 
known that lacunar infarcts in the basal gan-
glia, thalamus and deep white matter appear 
to greatly increase the risk of AD, and macro- 
vessel strokes can double the rate of progres-
sion of dementia in AD [16, 17].

22.4  Making a Diagnosis 
in Primary Care Settings

Individuals and families managed in the primary 
care setting in Australia do not infrequently pres-
ent with largely undifferentiated pathology or 
dysfunction, given that the primary care setting is 
the “first port of call” in the Australian healthcare 
system.

As such the diagnosis of vascular dementia in 
the primary care setting not infrequently emerges 
as part of a complex of presentations and 
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 diagnoses of older individuals, rather than as the 
primary presenting problem.

Typically the complex of presentations of a 
patient with vascular dementia may include:

• Other vascular comorbidities (ischaemic heart 
disease, renovascular disease, cerebrovascular 
disease/stroke)

• Risk factors for vascular comorbidities—dia-
betes, smoking, inactive lifestyle, lipid disor-
der, obesity, hypertension

• Mood disorder/anxiety in the older person
• Serious illness complicated by acute brain 

syndrome (such as surgery in the older person/
metabolic disorder, hypoperfusion state, 
sepsis)

Individuals suffering vascular dementia may 
not be aware of their presenting symptoms and 
may not prioritize these symptoms. Amongst the 
complex of symptoms they themselves are con-
cerned about, the primary care team may need to 
sift and sort out “vascular dementia” as part of 
the complex. Alternatively, within the primary 
care setting, families may raise the issue of 
altered cognition of their relative as either a pri-
mary concern or as part of a complex 
presentation.

In other instances, the primary care doctor 
may identify those individuals at risk of having or 
developing vascular dementia and proactively 
screen for emerging symptoms and signs of vas-
cular dementia.

The primary care doctor, with the ability to 
observe and treat patients longitudinally and 
often over many years and in a variety of circum-
stances, may detect deterioration in an individu-
al’s cognition, function and capacity. The 
diagnosis of vascular dementia includes clinical 
evaluation and laboratory investigations. There is 
need to be exhaustive as studies have shown that 
using routine clinical history and examination 
alone by primary care physicians leads to wide 
range (29–76%) of missed diagnosis, hence 
advocating for the use of screening inventories to 
increase likelihood of diagnosis.

The primary care team in establishing a diag-
nosis of vascular dementia, in line with general 

principles of delivery of primary care, should be 
based on practical, scientifically sound and 
socially acceptable methods and technology 
made universally accessible to individuals and 
families in the community and at a cost that the 
community and country can afford to maintain.

22.4.1  Clinical Features

Symptoms of vascular dementia (VaD) often 
overlap with those of Alzheimer’s disease, 
although impaired judgement is usually the ini-
tial symptom and memory may not be as seri-
ously affected. The cognitive impairment in VaD 
is usually more acute than Alzheimer’s disease, 
stepwise in progression and fluctuating in course. 
Cognitive disturbances include loss of memory, 
aphasia, apraxia, agnosia and disturbed executive 
functioning. A significant proportion of patients 
with VaD also develop focal neurological signs 
and symptoms such as exaggeration of deep ten-
don reflexes, extensor plantar response, pseudo-
bulbar palsy, gait abnormalities and weak 
extremities, hemiparesis, ataxia, sensory change, 
dysphasia, dysarthria or visual disturbance. 
Furthermore, there may be a history of hyperten-
sion, diabetes, stroke and evidence of 
atherosclerosis.

Just as in other types of dementia, behavioural 
and psychological symptoms of dementia 
(BPSD) are part of the process of vascular 
dementia, most especially in moderate to severe 
cases. Such symptoms include affective symp-
toms most especially depressive type, disinhibi-
tion, agitation, apathy, disturbed nighttime 
behaviours, personality changes, regressive 
behaviours and frank psychotic symptoms such 
as hallucinations and delusion.

In clinical evaluation of VaD at the primary 
care level, high index of suspicion is important 
most especially in middle-aged to elderly sub-
jects with cognitive impairment and underlying 
risk factors such as hypertension, diabetes and/or 
“repeated strokes”. In addition to memory 
impairment are varying neurological signs such 
as paralysis, apraxia, dysphasia and visual field 
defects.
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22.4.2  Clinical Examination

Full mental and physical state examinations are 
essential. Emphasis should be laid on cognitive 
assessment such as memory, judgement, execu-
tive functions, general knowledge and orienta-
tion. In physical examination, it is important to 
especially carry out thorough neurological 
evaluation.

22.4.3  Laboratory Investigations

• Routine laboratory tests such as full blood 
count, serum electrolytes and urea, lipid pro-
files, etc. are required.

• Neuroimaging studies: Neuroimaging tech-
niques such as computerized tomography 
(CT) scan and magnetic resonance imaging 
(MRI) are the mainstay diagnostic investiga-
tions in VaD. However, this may not be avail-
able at the primary care level; hence referral to 
higher tier of healthcare may be necessary for 
this. It is not uncommon for healthcare practi-
tioners in developing countries to neglect 
neuro-imaging investigation due to its prohib-
itive cost and non-availability in most facili-
ties. However, it is strongly advised for 
patients with clinical diagnosis of dementia to 
have neuro-imaging investigations done.

In summary, the diagnosis of VaD is through:

• Clinical history
• Mental status examination
• Physical examination, in particular a full neu-

rological examination
• Laboratory investigations, including neuroim-

aging studies, if available
• Use of screening inventories

Examples of Government Support for 
Primary Care
Dementia, particularly due to population age-
ing, is one of the most important global phe-
nomena attracting attention in recent time. 

Developed countries of the Western world 
have evolved different models for the man-
agement of dementia and elderly care. 
Examples include nursing home care and 
health insurance programmes in countries 
in Europe and America. A recent novel 
innovation is in the Australian Primary 
Care Government funding introduced over 
the last 10 years or so by way of “compre-
hensive medical assessments” which can 
be undertaken annually on patients over 75, 
which facilitates comprehensive medical, 
cognitive and mood assessments of patients 
by GPs and practice nurses using standard-
ized Mini-Mental State Examination 
assessments to “triage” those who may 
have signs of vascular dementia. Uptake is 
variable amongst primary care teams and 
may be influenced by medical workforce, 
primary care workforce, demographics of 
the region of the primary care clinic 
(including patient age distribution and 
socio-economic status) as well as the desire 
of the primary care team to undertake com-
plex health management and health preven-
tion activities. Another example, this time 
from Asia, is the National Programme for 
the Health Care for the Elderly (NPHCE) 
developed in India, and whose objective 
amongst others is to identify health prob-
lems in the elderly and provide appropriate 
health interventions in the community 
based on primary healthcare approach with 
a strong referral backup support.

In sub-Saharan Africa (SSA), the situa-
tion is different. For now, with the excep-
tion of South Africa, there are only pockets 
of health services for dementia and geriat-
ric care. Thus, in SSA, care for the elderly 
is largely the primary responsibility of the 
family and kinsmen. In recent times, this is 
supplemented in a number of cases by 
other informal services provided by non- 
governmental organizations (NGOs). A 
notable example from the West African 
subregion is the Geriatric Centre domiciled 
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In the pathway to the diagnosis of vascular 
dementia, serological tests undertaken in assess-
ment of general vascular disorders are usually 
readily accessible. Vascular/cardiovascular imag-
ing (such as echocardiography, carotid artery 
ultrasound/angiography) may be beneficial to 
establish any more reversible aspects of low cere-
bral perfusion, but the risk and cost benefit to the 
individual should be considered prior to this 
being undertaken. Definitively, MRI scanning of 
the brain is extremely valuable in differentiating 
vascular dementia from cognitive impairment of 
different etiologies and thereby assisting in dis-
cussions with patients and families regarding 
possible interventions, prognosis and manage-
ment strategies. Interpretation of such MRI 
 scanning ideally should be undertaken by a spe-
cialist with particular skills in the interpretation 
of such imaging.

Given the high incidence of coexistent vascu-
lar (and other) dementia with mood disorder/
anxiety, psychiatric assessment of patients with 
vascular dementia is highly desirable, as treat-
ment of underlying psychiatric diagnosis is likely 
to improve outcomes for patients and families of 
patients.

22.5  Management: General

The central management strategy is the energetic 
and thorough attention to vascular diseases and 
related risk factors, in particular the prevention of 
strokes which would also prevent the develop-
ment of vascular dementia [18]. Both medication 
and lifestyle changes to control hypertension, 
hyperlipidaemia, diabetes and obesity are essen-
tial. Cessation of cigarette smoking, physical 

activity and dietary intervention are strongly rec-
ommended [19]. Cholinesterase inhibitors have 
shown some modest benefits in control trials 
[20]. The NMDA receptor antagonist memantine 
also has small beneficial effects on cognition [21, 
22]. In patients with co-existing Alzheimer’s dis-
ease, cholinesterase inhibitors may have a stron-
ger indication.

22.6  Management in Primary 
Care

The primary care team is ideally positioned to con-
tribute to the management of risk factors for vascu-
lar dementia and potentially therefore the 
prevention of onset or progression of vascular 
dementia. The primary management of vascular 
dementia (VaD) is mainly preventive, that is, as 
much as possible to avoid development of the prob-
lem. Consequently, the management is subdivided 
into three groups: primary, secondary and tertiary.

22.6.1  Primary Management

This is a major area of emphasis in the manage-
ment of VaD at the primary healthcare level.

 – Much attention is paid to measures to prevent 
VaD through energetic vascular health mainte-
nance. Primary care management of the symp-
toms of vascular dementia is integrally 
associated with management of all vascular 
parameters and will include optimization of 
blood pressure control, cardiac function, renal 
function and cerebrovascular perfusion. Whilst 
much of the primary care management will be 
pharmacological in nature, delivery of informa-
tion and facilitation of lifestyle interventions by 
the primary care team to those at risk of and 
those suffering vascular dementia are an increas-
ingly important role of primary care teams.

 – Health education: Health enlightenment of 
the public over preventive measures such as 
routine medical check-up, with special empha-
sis on periodic measure of blood pressure, 
screening for diabetes mellitus, lipid profile 

in the University College Hospital (UCH), 
Ibadan, Nigeria. The centre was donated by 
a Nigerian philanthropist with the mission 
to provide excellent clinical care of older 
persons through a patient- and family- 
centred care in a culturally sensitive 
environment.
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tests and abstinence from smoking, all go a 
long way to prevent VaD.

 – Appropriate and prompt treatment of underly-
ing disease risk factors such as hypertension, 
diabetes mellitus or hyperlipidaemia.

22.6.2  Secondary Management

Following the confirmation of the diagnosis of 
dementia, the following management steps are 
necessary:

 – Disclosure of diagnosis: This requires tactful 
conversation on the part of the clinician. The 
disclosure of the diagnosis of VaD to the 
patient and relatives should be done person-
ally and professionally because of the associ-
ated strong emotional reaction. The patient 
and the relatives must be educated on the nec-
essary lifestyle modifications and prognosti-
cation of the disorder. In as much as the 
clinicians need not paint very gloomy picture 
of the disorder, it is also advised to avoid 
building false hope of “cure”.

Medications in the management of VaD: This 
comprises of two modalities:

 (a) Attempts to restore cognition or halts its 
deterioration

 (b) Control of associated abnormal behaviours, 
that is, behavioural and psychological symp-
toms of dementia (BPSD)

Drug Treatment of the VaD Itself
 – No known medication per se for the effective 

treatment of VaD, but certain groups of drugs 
are available in clinical practice as follows:

 – Drugs to reduce rate of cognitive deteriora-
tion: Anticoagulants such as aspirin are rec-
ommended as they prevent further episodes of 
ischaemic stroke. Nicardipine, a dihydropyri-
dine calcium channel blocker, is also used.

 – Drugs that increase cerebral blood flow: 
Examples are ergoloid mesylate (Hydergine) 
and pentoxifylline.

Drug Treatment of Associated Behavioural 
and Psychological Symptoms of Dementia 
(BPSD)
 – Antidepressants, most especially selective 

serotonin reuptake inhibitors (SSRIs) such as 
sertraline, fluoxetine and paroxetine, are use-
ful in the treatment of any associated depres-
sion. In the elderly, caution should be applied 
if tricyclic antidepressants such as amitripty-
line and imipramine are to be used because of 
untoward cholinergic and cardiac side effects.

 – Antipsychotics, particularly second- 
generation antipsychotics (SGAs) such as 
olanzapine, risperidone or quetiapine, are rec-
ommended for most symptoms of BPSD such 
as psychotic symptoms and agitation.

 – All these drugs should be used with caution, 
particularly using the minimum effective dose 
possible for as short duration as possible and 
be reviewed regularly.

22.6.3  Tertiary Management

As there is no cure for vascular dementia, empha-
sis is placed on rehabilitative and health mainte-
nance measures, which include the following:

 – Adequate nutrition and general health care.
 – Regular physical exercise, sometimes with the 

aid of physiotherapy.
 – Avoid wandering away from home.
 – Forensic issues, such as management of asset 

by appointed attorney.
 – Community/residential care.
 – Non-governmental organizations (NGOs) 

with interest in rehabilitation of dementia.

22.7  Management in Secondary 
Care Settings

Many patients with vascular dementia are even-
tually placed in secondary care facilities as their 
disease and the associated management issues 
(including whilst not limited to wandering, 
incontinence, behavioural disturbances, difficul-
ties managing hygiene, mobility issues) become 
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too difficult or unsafe to be managed at home. 
Such facilities are staffed by registered nurses, 
enrolled nurses and untrained “carers” and may 
be visited regularly by allied health professionals 
and primary care doctors. A model of medical 
care in such facilities available in developed 
country such as Australia is for primary care doc-
tors to undertake regular “visiting rounds” of the 
facilities. Government funding for such visits by 
doctors is considerably less than funding for doc-
tors to see patients in clinics, and funding per 
patient reduces with each patient seen by the doc-
tor, creating quite a disincentive for primary care 
doctors to visit low and high care facilities. 
Whilst the majority of staff in such facilities has 
education as carers, only a small percentage of 
staff on duty at any one time have nursing or 
paramedical education. Unfortunately, this has 
led to a high utilization of “episode-only” locum 
doctor attendance upon patients with vascular 
dementia in such facilities or of transfer of 
patients with vascular dementia that become 
unwell to emergency departments in hospitals. 
Such management of patients with vascular 
dementia is clearly not ideally patient-centric and 
is more likely to be suboptimal.

Interestingly, in a setting where non- 
pharmacological interventions including, whilst 
not limited to, gentle exercise and activity should 
be optimally utilized, there is very limited access 
for these patients to team care plans to access 
allied health support. Even more difficult is that, 
in such facilities where anxiety and depression 
are extremely prevalent as co-morbidities of vas-
cular dementia, there is a need for residents to 
access psychological support or interventions 
and for staff to be supported and advised on man-
agement by psychologically trained and skilled 
professionals. Affordable access is extremely 
limited in most cases. Sadly behavioural disor-
ders of residents suffering vascular dementia are 
all too often treated with sedative/antipsychotic 
and hypnotic pharmaceutical agents as currently 
there are no other available, accessible and 
socially acceptable options available. Clearly use 
of such drugs are unlikely to improve overall 
patient outcomes and/or wellbeing and may be 
distressing to families and carers.

Example of Government-Supported 
Strategies

Australian government funding which facil-
itates ongoing and comprehensive manage-
ment of chronic disease by way of quarterly 
“care plan reviews” and annual “diabetes 
assessments”, introduced over the last 
10 years, has assisted the primary care team 
with funding to regularly and cyclically 
review patient risk factors including whilst 
not limited to blood pressure and cardiovas-
cular indices, diabetes parameters and renal 
parameters. Annual/biannual government 
funding of pharmacist and primary care 
team collaboration in review of patient 
medications may also contribute to preven-
tion of progression or inadequate manage-
ment of risk factors for vascular dementia.

Since the introduction of government 
funding for “team care plans” as part of the 
management of patients with chronic disease 
over the last 10  years, primary care teams 
have become the “gatekeepers” for provision 
of funding for “start-up” lifestyle interven-
tions to assist in the non- pharmacological 
management of chronic disease, including 
vascular dementia. Some primary care teams 
in Australia can and do now work collabora-
tively with exercise physiologists, dieticians 
and diabetes educators, podiatrists and phys-
iotherapists to assist patients with vascular 
dementia to access funded education and 
supervision in establishing exercise, weight 
control, stop smoking, healthy eating and 
other lifestyle interventions as part of the 
management of their condition.

Uptake of the use of “care plans” and 
“team care plans” by primary care teams 
has been variable since the government 
funding was introduced. Factors which 
influence the uptake include whilst not lim-
ited to primary care doctors’ motivation to 
manage patients with complex chronic dis-
ease, the availability of appropriate allied 
health services within the area of the pri-
mary care doctor and the “red tape” associ-
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Optimal management of the factors which 
influence the progress and fluctuation of the symp-
toms of the patient with vascular dementia ideally 
requires that the caregivers and treaters have a 
sound working knowledge of the basics of the 
physiological factors which influence vascular 
dementia, as well as longitudinal information on 
the response of the patient with vascular dementia 
to physiological variables. For example, a patient 

with vascular dementia who has a sudden reduc-
tion in cardiac output, causing reduced cerebro-
vascular perfusion, is likely to demonstrate 
deterioration in function. Ideally continuous care 
by a stable team for these “brittle” patients is ideal. 
Frequent medical and nursing care turnover, due to 
staff changing, low workforce issues, or patients 
and their families frequently changing providers, 
may have a significant negative impact on ongoing 
care of patients with vascular dementia.

22.8  Prevention

Patients with vascular cognitive impairment fol-
lowed up over 5 years showed progression to a 
diagnosis of vascular dementia and a high rate of 
conversion from VCI to VaD [23, 24]. Thus the 
energetic and comprehensive management of 
vascular risk factors may prevent or delay the 
progression to VaD, and the primary care physi-
cian has a powerful role in such an intervention.

The high-risk group of older patients with vas-
cular risk factors will benefit from prevention man-
agement [15, 19]. The prevention of CVD includes 
anti-platelet therapy for arteriosclerotic diseases, 
anticoagulation for cardio-embolic diseases and 
carotid endarterectomy for carotid stenosis.

22.9  Social, Cultural and Political 
Aspects of Dementia

Views about old age and associated health chal-
lenges vary from one culture to the other. In the 
Western world, the tendency to live a lonely life 
at old age is high; but in most developing nations 
particularly in Africa, community care for the 
elderly and cognitively impaired persons by the 
relations most especially in the extended family 
setting holds sway.

22.9.1  Sociocultural Constructs

Sociocultural constructs about dementia began to 
emerge in the 1970s/1980s. Across various cul-
tures of the world, the term dementia evokes 

ated with primary care doctor accessing the 
funding for their patient (which is consid-
erable). A diagnosis of vascular dementia 
attracts additional funds for the managing 
facility to deliver care, and it is possible 
that this has encouraged care providers to 
seek out such a diagnosis in their residents 
to maximize government subsidy. All of 
these factors therefore do and will have an 
impact on the effectiveness of prevention 
and management of vascular dementia in 
the primary care setting.

The primary care team has a role in 
managing not only the sufferer of the vas-
cular dementia but in supporting the 
carer(s) of the patient. Primary care teams 
have the ability to refer patients with vascu-
lar dementia (and associated other chronic 
diseases) for assessment for eligibility for 
funded support for additional services 
(such as assistance with personal and home 
care), whilst the patient with vascular 
dementia continues to live within the com-
munity. Such assessment may also trigger 
eligibility for the patient to utilize periods 
of “respite care” within appropriate facili-
ties should the need arise.

The ability of the patient with vascular 
dementia (and their supports) to optimally 
utilize and access available support ser-
vices relies on the primary care team being 
aware of the services available and the 
pathways to access such services. The sys-
tem is not always easy to navigate and 
relies on a level of interdisciplinary col-
laboration and co-operation.
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strong emotional feelings such as profound dread 
and horror. Dementia is seen as a very bewilder-
ing and frightening condition. The forgetfulness 
in persons with dementia, and most times their 
embarrassing behaviours, can cause a lot of dis-
tress on the part of the relatives. Thus, in most 
cultures, the regressive behaviour exhibited in 
dementia is seen as “second childishness and 
mere oblivion” [25].

22.9.2  Media and Political 
Descriptions of Dementia

For many decades now and with prominent polit-
ical figures in the Western world developing 
dementia some years after their reign, political 
and media focus had been on dementia. Media 
metaphorical descriptions of dementia include 
derogatory terms as “Living dead”, “A never end-
ing funeral”, “A private hell of devastation”, 
“Plague”, “Millennium demon”, “Silent tsu-
nami” and “Time bomb”, amongst others [26, 
27]. In movies, dementia has been animated as a 
monster [28].

22.9.3  Dementia and Stigma

Dementia is associated with stigma, most espe-
cially amongst subcategory of patients with 
prominent behavioural disturbances and gross 
personality changes. Furthermore, the media por-
trayal of dementia is believed to be partly respon-
sible for the stigma [29, 30]. The primary care 
physician has a very strong role in educating the 
families and communities in de-stigmatization of 
vascular and other dementias.

22.10  Conclusion

This chapter discussed the relevance and useful-
ness of diagnostic application in primary care, 
exploring the risk factors and primary care man-
agement of vascular cognitive disorders. 
Secondary care settings are sometimes necessary, 
and the optimal management in this setting is 

also discussed. It then highlights the prevention 
of vascular risk factors and stroke, with the 
related social cultural and political aspects. As 
primary care doctors see adults at risk of having 
or developing vascular dementia, they are encour-
aged to proactively screen those patients for 
emerging symptoms and signs of vascular 
dementia. The management strategy involves 
thorough attention to vascular diseases and 
related risk factors, in particular the prevention of 
strokes which would also prevent the develop-
ment of vascular dementia.

 Appendix

Suggested “bedside” testing of cognitive domains 
listed above.

For frontal dysexecutive testing, the Frontal 
Behavioural Inventory (FBI) provides a useful 
schedule of 24 items which can be used in pri-
mary care setting [31].

 Screening Inventories

Numerous assessments exist, and many brief 
assessments have been developed which are easy 
to administer and score. An important aim of 
using these screening instruments is to pick up 
cases of dementia as early as possible, since stud-
ies have shown that more than 50% of cases of 
dementia, most especially the mild to moderate 
ones, are missed by clinicians during routine 
clinical evaluation. They are simple to administer 
and require little time to do so.

• Mini-Mental State Examination (MMSE)  
[31, 32]: Developed in 1975, with several 
modifications released since, the MMSE is the 
most widely known and researched screening 
tool. It is divided into two sections and takes 
10–15  min to administer. Research indicates 
that it has satisfactory reliability and validity. 
It covers six areas of cognitive functioning: 
orientation, immediate recall, attention and 
calculation, language (including following 
verbal and written instructions and writing a 
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spontaneous sentence) and copying inter-
locking pentagons. MMSE scores in the 
moderately impaired range can indicate 
either cognitive impairment associated with 
depression or an independent cognitive dis-
order [33].

• Clock-Drawing Test (CDT): CDT tests mem-
ory, adaptive functioning, information pro-
cessing and visual-spatial and executive 
functioning. A person is asked to draw a clock 
face (with or without a pre-drawn circle) and 
indicate a specified time. The more distorted 
and inaccurate the drawings are, the more 
likely the person has dementia [34].

• Time and Change Test: This tests comprehen-
sion, working (or task completion) memory 
and planning and calculating skills. A person 
is given 60 s and two attempts to read the time 
on a clock and then is given 3 min and two 
attempts to make change for a dollar with 
three quarters, seven dimes and seven nickels 
[35]. Word recall: A person without memory 
problems should be able to remember at least 
three unrelated words and be able to recite 
them back after interruption with a distracting 
task. Someone who cannot remember at least 
two words out of three may have cognitive 
impairment. Another test is to ask a person to 
name as many items as possible in a given cat-
egory, such as fruits or animals. Naming fewer 
than ten items in 1 min suggests slowed men-
tal functioning [35].

• Mini-Cognitive Assessment Instrument (Mini- 
Cog): This test has been proven to assess a 
person’s registration, recall and executive 
function and be effective culturally and educa-
tionally [36].

• General Practitioner Assessment of Cognition 
(GPCOG): This tool, developed in 2002, is 
used for screening cognitive impairment in the 
primary care setting. The GPCOG includes a 
4-min patient assessment and a 2-min care-
giver interview. A web-based tool is available. 
Research has shown it to perform at least as 
well as the MMSE [37].

Note: Most of these instruments are standard-
ized screening tools for dementia in accordance 

with internationally recognized guidelines. It 
should however be noted that clinicians and 
researchers in multi-ethnic and diverse cultural 
societies in Asia and Africa have customized few 
of these screening tools to the culture, language 
and literacy level of their local populations, such 
as “Test of Senegal,” developed for sub-Saharan 
African population. Other examples of such cus-
tomized screening inventories are from the 
Indianapolis-Ibadan Dementia Project (IIDP) 
domiciled in Ibadan, Nigeria, that is, “Clinical 
Home-based Interview to assess Function” 
(CHIF), which measures activities of daily life 
drawing out statements from existing standard 
questionnaires, and “stick design”, a question-
naire that measures visuo-constructional abili-
ties. For indigenous Australians, the Kimberley 
Indigenous Cognitive Assessment (KICA) tool 
[38] has been well validated for this population.
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Abstract
Dementia is a disabling, highly prevalent con-
dition in older age. Complexities related to 
dementia care challenge the existing models of 
health and social services. Although for most 
people in Western Europe the first contact point 
for health-related concerns is a general practi-
tioner, the role of primary care physicians and 
primary care teams regarding older people with 
dementia needs clarification. Primary care has 
much to offer to older people with dementia 
and their informal, family carers, but several 

challenges still need to be addressed. Given that 
the perspectives of people with dementia, their 
carers and staff regarding the role of primary 
care in dementia may share several points, it 
seems possible to define priority areas for inter-
vention. Despite a growing number of studies 
on dementia care delivery in primary care, 
interventions addressing a wide range of impor-
tant outcomes in dementia (e.g. falls, frailty) 
are overlooked in the research agenda; this 
probably hinders the quality of health care pro-
vided. At the end of the chapter, we finally dis-
cuss how current knowledge on dementia care 
fits into the Portuguese health and social care 
systems, as a case study example.
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23.1  Introduction

Our world faces continuous growth in ageing 
populations. In 2015, the population aged 
65 years or older represented 7% or more of the 
total in many countries [1] and 18.9% of the pop-
ulation in the European Union [2]. These demo-
graphic changes are leading to a number of 
challenges for health and social care systems.

A great number of these challenges depend to 
a large extent on the health profile of the older 
population, but gaining knowledge of these 
health profiles has proved challenging, and evi-
dence regarding future health trends is conflict-
ing [3]. According to the OECD publication 
‘Health at a Glance 2017’ [4], 51% of all over- 
65s on average across 26 European countries in 
2015 reported that they were limited either to 
some extent or severely in their usual daily activi-
ties because of a health problem. Predicting the 
future prevalence of disability in the older popu-
lation is the cornerstone of this debate. Population 
ageing and the greater longevity of individuals 
will lead to increasing numbers of people at older 
ages with disability and in need of long-term care 
[5]. On the other hand, a compression of morbid-
ity (a shorter period of illness before death) in the 
future [6] will probably lead to a greater propor-
tion of years lived without disability in older age.

One of the disabling conditions with a high 
prevalence in older age is dementia, broadly 
defined as loss of memory and problems in other 
cognitive functions causing impairment in every-
day activities. Among chronic diseases, dementia 
is the fourth leading cause of burden of disease 
(DALYs) in high-income countries and is one of 
the major causes of disability and dependency 
among older people worldwide and therefore 
considered a public health priority [7]. It has 
extensive health consequences for the patients 
and their carers and a high financial impact on the 
patient, his family and society [8]. Although the 
incidence of dementia may be declining in some 
countries due to cardiovascular risk reduction 
and improved brain health [9, 10], dementia 
remains only partially preventable and is not a 
reversible condition in the great majority of 
cases. This puts pressure on health and social ser-
vices to find solutions in order to deal with an 
increasing number of related challenges.

For most people in Western Europe, the first 
point of contact for health-related concerns is a 
primary care provider, most often a primary care 
physician (PCP). As a result, the quality of 
dementia health care that is delivered in primary 
care has been under scrutiny for decades. In 
1996, Downs [11] wrote an editorial review in 
which she described the role that PCPs and pri-
mary care teams could play in dementia care and 
the difficulties they were facing and provided 
suggestions for supporting PCPs and primary 
care teams in dementia care delivery. Surprisingly, 
or not, those are the same issues that we are still 
debating today. It seems that primary care has 
been struggling to fulfil the expectations of 
health-care systems regarding dementia care in 
several countries for more than 25 years. It is not 
possible to discuss dementia care delivery in pri-
mary care without trying to frame it within a 
wider context that considers the interfaces 
between society and health care and health-care 
policies and health-care delivery (Fig. 23.1).

In this chapter, we will first review the role of 
primary care physicians and primary care teams 
in managing dementia. Secondly, we will explore 
the main challenges related to dementia care 
delivery for older people in primary care. Thirdly, 

• There are several challenges related to 
dementia care delivery for older people 
in primary care.

• The perspectives of people with demen-
tia, their carers and staff regarding 
dementia care in primary care may have 
several common points.

• Interventions that could improve the 
quality of care for older people with 
dementia in primary care are overlooked 
in research.

• Primary care has much to offer to older 
people with dementia and their carers.

• How current knowledge on dementia 
care fits into the Portuguese health and 
social care systems.
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Fig. 23.1 Integrative model of interfaces that condition dementia care delivery in primary care. PC primary care, PCP 
primary care physicians, PwD people with dementia

we will explore the perspectives of people with 
dementia, their carers and health professionals on 
dementia care in primary care. Here we will try 
to define common ground and discrepancies, try-
ing to pave the way for any possible interven-
tions. Fourthly, we will review interventions that 
have been tested to improve the quality of care 
for older people with dementia in primary care. 
Fifthly, we will discuss what primary care has to 
offer to older people with dementia and their car-
ers, considering the salience of specialist1 ser-
vices and prevailing ways of thinking about 
illness. Finally, we will discuss how current 
knowledge on dementia care fits into the 
Portuguese health and social care systems.

1 In some countries (e.g. Germany, the UK), PCPs are not 
considered specialists. Therefore, in this chapter we will 
refer to ‘specialists’ meaning neurologists and psychia-
trists (and geriatricians, in some countries) in charge of 
people with dementia, regardless of setting (public or pri-
vate practice, hospital settings or not).

23.2  What Is the Role of Primary 
Care Physicians 
and the Primary Care Team 
in Managing Dementia?

The role of PCPs in health care, as defined by the 
World Organization of Family Doctors [12], is 
clear: to ‘care for the individual within the con-
text of the family, for the family within the con-
text of the community, and for the community in 
the context of public health (…) for providing 
comprehensive and continuing, person-centred 
care (…), and in helping coordinate and integrate 
care’ (p. 42). In addition, PCPs and other primary 
care professionals provide first contact to every 
person seeking health care and advice. Although 
this role applies to dementia care delivery, the 
roles and responsibilities of primary care provid-
ers with respect to dementia care have generally 
not been explicitly defined [13].

Despite the lack of definition of the PCP 
role in dementia care, it is expected that these 
care providers assume a wide range of respon-
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sibilities, such as ensuring early detection of 
dementia and diagnosis [14–18], initiating and 
managing pharmacological treatment [16, 19], 
providing ongoing support to the patients and 
their carers through the different stages of the 
disease [16–18], being able to assist in diffi-
cult decisions (e.g. medico-legal issues, driv-
ing) [16, 20–22] and having a central and 
coordinating role in collaborative care models 
[16, 17].

In each of the national dementia strategies of 
14 European countries (UK, Norway, Finland, 
Netherlands, Denmark, Italy, Greece, Spain, 
Croatia, Bulgaria, Slovenia, Czech Republic, 
Switzerland, Belgium), the role of PCPs with 
respect to dementia is also mentioned [23]. The 
most well-established task is detecting new 
cases of dementia and maintaining the general 
health and safety of the patient, while the role in 
diagnosing dementia, initiating anti-dementia 
drugs and providing social support is more con-
troversial. A recent EU-JPND study involving 
eight countries (Actifcare, i.e. ACcess to TImely 
Formal Care, www.actifcare.eu) focused on the 
access to and use of community care services 
for home-dwelling people with dementia (PwD) 
and their carers and issued best practice recom-
mendations that also concerned the role of PCPs 
[24]. These professionals should have more 
knowledge and provide information about avail-
able community care services, have specific 
training to make timely diagnoses of dementia 
and to recognize the need of advanced diagnos-
tic assessments (e.g. dementia subtypes) and 
have a comprehensive overview of the situation 
of the PwD. These recommendations also high-
light the need for a well-defined pathway for 
PCPs’ referrals regarding treatment of urgent 
cases and the need for PwD and their carers hav-
ing a named contact person (e.g. PCP, case man-
ager). These Actifcare best practice 
recommendations have been discussed taking 
into account each country’s particular circum-
stances. The definition and roles of this ‘contact 
person’, along with implementation issues, are 
motivating an ongoing debate and generating 
further research questions within the 
consortium.

23.3  What Are the Main 
Challenges Related 
to Dementia Care Delivery 
for Older People in Primary 
Care?

The numerous challenges related to dementia 
care delivery for older people in primary care can 
be attributed to difficulties in drawing the line 
between the effects of ageing and those of the 
disease, as well as to the wide scope of action of 
primary care.

23.3.1  Primary Care Physicians  
Find It Difficult to Recognise 
Dementia

Underdiagnosis of dementia by PCPs has been 
identified as an important shortcoming in several 
countries [25–28]. A systematic review [29] of 
studies assessing the ability of PCPs to recognize 
dementia found that PCPs typically identify three 
out of four PwD but have more difficulties in the 
early stages (one out of two people with mild 
dementia) and record the correct diagnosis in 
medical notes infrequently.

A systematic review [30] of quantitative and 
qualitative studies on barriers to the recognition 
of dementia in primary care found factors related 
to physicians (diagnostic uncertainty or insuffi-
cient knowledge or experience disclosing the 
diagnosis, stigma attached to dementia and thera-
peutic nihilism), factors related to the patient or 
society (stigma and delayed presentation) and 
factors related to the health system (time con-
straints, lack of support and financial or remu-
neration issues). Dodd et  al. [31] argued that 
PCPs’ lack of confidence in making independent 
dementia diagnoses seems to be a major barrier 
to dementia diagnosis in primary care. In order to 
avoid inappropriate diagnoses, PCPs reported a 
modal average of four consultations with patients 
and their relatives before they make a 
conclusion.

It is important to acknowledge that there are 
different factors shaping PCPs’ ability to diag-
nose dementia. The process of diagnosis and 
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decision-making is not a linear one; instead it has 
been described in primary care as a three-step 
process [32]: (1) generating a list of diagnostic 
hypotheses, given the problem presented by the 
patient; (2) imposing a hierarchy on the list, 
based on the likelihood of each hypothesis; and 
(3) establishing a definite diagnostic conclusion, 
after excluding the hypotheses one by one. 
Dementia (as an overall condition) is not a dis-
ease but a syndrome (a group of symptoms that 
consistently occur together). However, subtypes 
of dementia such as Alzheimer’s disease are 
associated with biomarkers that allow for a dis-
ease diagnosis [10]. Even if a diagnosis of sub-
type is not feasible in primary care, generally 
speaking, different factors pose specific chal-
lenges to PCPs regarding the dementia syndrome 
recognition. Cognitive performance at a defined 
moment of assessment is affected not only by 
normal ageing and education but also by, for 
example, depressive symptoms or stressful cir-
cumstances (like the death of a spouse). Moreover, 
the ability to live independently is also affected 
by physical conditions as well as by social expec-
tations and not always easily ascertained as ful-
filling the criterion for a diagnosis of dementia.

Another widely debated issue is the necessity 
of an early diagnosis [33–35]. The benefits of an 
early recognition of dementia include ending 
uncertainty regarding the cause of symptoms and 
behaviour change, giving access to appropriate 
support, promoting positive coping strategies, 
facilitating planning and developing the process 
of adaptation to the carer role [33, 36, 37]. On the 
other hand, negative consequences of unsup-
ported diagnostic disclosure for PwD and their 
carers have also been identified: risk of causing 
emotional distress, inability of the person with 
dementia to understand and/or retain diagnosis, 
anxiety about increasing disability, negative 
effects on self-esteem and restricted activities 
[36]. In addition, attributing a range of behav-
iours or cognitive changes to dementia may lead 
to under-treatment of other conditions like 
depression [34]. It is important to consider that 
the drawbacks of an early diagnosis may out-
weigh the benefits if people are left with a diag-
nosis but are offered little support [33].

In fact, the focus on ‘early diagnosis’ is being 
overridden by a different emphasis on ‘timely 
diagnosis’, which means ‘communicating a diag-
nosis at a time when the person with dementia 
and their carers will benefit from interventions 
and support’ [38].

23.3.2  Multimorbidity and Frailty 
Are Highly Prevalent in Older 
People with Dementia

Throughout the discussions on the PCPs’ role in 
managing PwD, there is surprisingly little focus 
on the integrated care of physical, mental and 
cognitive co-morbidities, given that most PwD 
have several co-morbidities [39, 40].

Effective provision of chronic health condi-
tion management may be compromised by pre-
vailing views that the chronic disease burden is 
made up of individual diseases that are best 
 managed independently (e.g. establishing a 
national diabetes or dementia strategy). Research 
[41] on co-occurrence of chronic diseases in 
older adults and geriatric syndromes highlighted 
the importance of providing comprehensive care 
to address multimorbidity. Given that the preva-
lence of chronic diseases increases in old age as 
does dementia [42], older PwD will also face the 
challenges of multimorbidity and most probably 
of geriatric syndromes (e.g. falls, urinary inconti-
nence) [39, 40]. In addition, the co-existence of 
dementia and other conditions in older people 
increases the risk of disability and frailty and 
consequently of dependence; thus there will be a 
great diversity of care needs in an aged popula-
tion with dementia [40]. Koroukian et  al. [40] 
examined the prevalence of chronic conditions, 
functional limitations and geriatric syndromes 
across gradients of cognitive impairment in a rep-
resentative sample of the US population aged 
50 years or older. These authors have also defined 
a complex variable consisting of the co- 
occurrence of chronic conditions (minimum 
one), functional limitations and geriatric syn-
dromes. Their findings showed an increased 
prevalence of multimorbidity in individuals with 
higher levels of cognitive impairment, but more 
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interesting the same happened with the preva-
lence of the complex variable.

A recent systematic review [43] on the preva-
lence of frailty identified five studies including 
543 patients with Alzheimer’s disease and pro-
vided a pooled prevalence estimate of 31.9%.

The need to consider and optimize physical 
health in PwD (e.g. nutritional status, risks of 
falls) highlights the importance of a greater 
involvement of primary care in the delivery of 
dementia care [13]. On the other hand, the co- 
morbidities of dementia and their association 
with frailty increase the risk of dependence, 
which leads in turn to the wide variety and com-
plexity of needs for care of PwD.

23.3.3  Older People with Dementia 
Often Have a Large Number 
of Highly Complex Needs

Previous research [44–48] on unmet needs (i.e. 
when a person is not receiving an appropriate 
support in a particular area of their life) have 
shown that they seem to predict important out-
come measures, such as decreased quality of life, 
psychological and behavioural symptoms, insti-
tutionalization and mortality.

The comprehensive interview-based 
Camberwell Assessment of Needs for the Elderly 
[49, 50] has been used to map the needs and 
amount of help (received and needed) of PwD 
living in the community [46, 51]. Miranda- 
Castillo et  al. [46] interviewed 125 PwD, with 
mild/moderate cognitive impairment, and their 
carers. The most frequent unmet needs identified 
by the carers (regarding PwD needs) were day-
time activities (41.1%), company (29.8%), psy-
chological distress (26.6%) and eyesight/hearing 
(20.2%). The most frequently met needs identi-
fied by the carers were memory (94.4%), looking 
after home (87.1%), food (86.2%) and money 
(81.5%). The European Actifcare cohort study 
[51] recruited 451 dyads of PwD and their carers. 
Most of these PwD (78%) had mild dementia and 
exclusion criteria included relying on significant 
amounts of formal care; thus the focus was on the 
intermediate stages of dementia. The most fre-

quently unmet needs identified by the carers were 
daytime activities and company, and the most fre-
quently met needs were looking after home, food, 
memory and money.

A recent systematic mixed studies review [52] 
of studies that identified needs of patient-carer 
dyads found that the most frequently reported 
need was an earlier disclosure of dementia diag-
nosis, followed by needs related to education and 
counselling on the disease. Carers also pointed 
out the need for home support, and patients men-
tioned needs for meaningful activities where they 
could participate in and be assisted in daily 
activities.

Identifying unmet needs could help to identify 
who is at risk of an adverse outcome and to pro-
vide the care needed through tailored 
 interventions. On the other hand, identifying the 
most frequently met needs, and the way they are 
met, could help policymakers to better design 
appropriate responses to support PwD and their 
carers. Evidence [46, 51] suggests that most 
needs are related to social support, highlighting 
the importance of the social model.

Sociology has much to tell us about health and 
illness and especially about chronic conditions, such 
as dementia. Sociology tends to be undervalued in 
medical training; therefore understanding about the 
experience and meaning of an illness eventually 
escapes physicians through the rush of consulta-
tions. Since medical sociology concerns the patient, 
their family and society as a whole, it has special 
relevance for PCPs providing dementia care.

Traditional views of illness put its investiga-
tion and treatment in the domain of medicine and 
the professions allied to medicine. The task of 
helping people to manage the personal and social 
consequences of illness is the domain of the social 
care professions [53]. Therefore, when we look at 
dementia mainly as a medical problem, we feel 
hopeless because it cannot be contained or cured; 
but if we see it as a disability, it can be accommo-
dated into daily life [54]. However, in order to 
foster PwD’s and their carers’ wellbeing, we have 
to frame disability within the social model. The 
social model sees the problem experienced by 
people with disabilities as being the direct product 
of the physical, social and attitudinal environ-
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ments. In the social perspective, the problem is a 
failure of the environment to adjust to the needs 
and desires of people with disabilities. In com-
parison, the medical model sees disability as a 
deviation from biomedical norms of structure and 
function, putting the solution in medical interven-
tion to help the person adjust to their limitations.

The application of medical science cannot be 
ignored, but in the case of PwD, it is necessary to 
bring both the clinical and social perspectives 
together. By doing this, the lack of post- diagnostic 
support will be ameliorated, and many of the 
unmet needs currently identified by PwD and 
carers will be eventually met.

23.3.4  Informal Carers Are Not Only 
a Resource in Dementia Care

People with dementia most often need support 
from informal carers. Many older PwD are cared 
for at home, primarily by spouses and adult chil-
dren [51, 55, 56]. These informal carers are fre-
quently more actively involved in the caregiving 
process than their counterparts caring for patients 
with other illnesses, acting as care coordinators, 
information sources and front-line communica-
tors for their relatives [57] and often being 
involved in medical encounters [58].

The negative consequences of informal care-
giving in dementia have been widely studied, and 
the associated burden, in physical, emotional, 
social or financial terms, is uncontentious [55, 
59, 60]. Cuijpers [61] reviewed the prevalence of 
depressive disorders in dementia caregivers and 
found a range of 15–32% prevalence rates and 
relative risks 2.8–38. A recent meta-analysis [62] 
found that carers of persons with Alzheimer’s 
disease have a higher prevalence of mental health 
disorders, particularly depression and anxiety, as 
compared with the general population and with 
carers of patients with other health conditions. In 
sum, there is a consensus that about 40% of 
dementia caregivers may suffer from clinically 
significant anxiety or depression, while others 
present significant psychological symptoms [63]. 
It has also been acknowledged that taking care of 
an older relative with dementia places a heavy 

burden on the general health of older carers [64]. 
Carers’ somatic problems overall include cardio-
vascular issues and compromised immune func-
tion, with difficulties engaging in health 
behaviours and a higher mortality [55, 59, 60].

It is well established that neuropsychiatric, 
behavioural and psychological symptoms are par-
ticularly linked to carer burden in dementia [55, 65]. 
PCPs need better training in assessing and manag-
ing these behavioural and psychological symptoms 
of dementia (BPSD), but these professionals also 
should have better access to back up speciality ser-
vices (e.g. geropsychiatry, occupational therapy) 
and be reimbursed for time spent on its prevention, 
assessment and management [66]. In conclusion, 
there is a rationale for the involvement of family 
members in clinical assessments of PwD. As infor-
mants, relatives are helpful, often decisive in the 
patient’s evaluation. As informal carers, they may 
deserve to be assessed in their own right (concern-
ing, e.g. psychological distress, ongoing ability to 
provide care). Finally, family dynamics must some-
times be evaluated or addressed; noteworthy, the 
family is seldom considered as a whole system in 
dementia caregiving research. Secondary carers 
may also be at risk and ought to be assessed in many 
situations [65]. The National Institute for Health 
and Care Excellence (NICE) clinical guidelines 
acknowledge that the diagnosis does not affect just 
one person but the whole family system [67].

In countries where PCPs are accountable for 
the whole family system, they are in a privileged 
position for a more comprehensive approach to 
PwD and their carer(s). This enables PCPs to 
‘think family’ by empathically assessing and 
mobilizing family members, facilitating brief and 
simple family interventions [68].

23.3.5  Comprehensive 
and Coordinated Health-Care 
Systems Are Needed 
for Better Provision of Care 
in Dementia

The need for a continued management of such a 
complex condition as dementia in the community 
stresses the importance of a comprehensive and 
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coordinated primary care system. It follows that 
primary care service organization must be 
adapted to the provision of dementia care and 
that primary care professionals must have a good 
enough knowledge about dementia.

In 1998, Starfield identified the four pillars of 
primary care practice, which are still used today 
as a measure of good primary care systems [69, 
70]: first-contact care, continuity over time, com-
prehensiveness and coordination with other parts 
of the health system. First-contact care means 
that primary care is the point of entry into the 
health-care system. Continuity means that 
patients/families have a regular source of care 
over a significant period of time. However, this 
can be extended to incorporate a more compre-
hensive definition of continuity of care, as pro-
vided by the World Health Organization [70]: 
cross-sectional continuity (coherent interven-
tions over the short term both within and among 
teams) and longitudinal continuity (uninterrupted 
series of contacts over the long term). 
Comprehensiveness is the extent to which differ-
ent types of health services are provided (e.g. pre-
ventive, chronic, palliative). Finally, coordination 
involves the integration of all care, making it 
coherent for the individual patient.

More recently, other attributes (e.g. 
population- focused accountabilities for care, 
active patient engagement in care and team-based 
care) have been added to the aforementioned four 
pillars and together characterize high-performing 
primary care [69, 71].

These attributes sound promising in address-
ing the needs of PwD and their carers, although 
there are suggestions that primary care is strug-
gling to keep up with these attributes of high- 
performing care. An integrative review [71] that 
included a broad range of published and grey lit-
erature between 2000 and 2013 identified three 
models of primary care for dementia:

• Carved-out models—they respond to the com-
plexity of dementia care by referring patients 
and their carers to resources outside the prac-
tice (and focus exclusively on dementia care). 
It assumes that most of the needs of carers and 
patients are beyond the capacity of normal pri-

mary care and that the majority of needs need 
care plans built around dementia.

• Co-managed models—they respond to the 
complexity of dementia care by meshing 
external resources into primary care. This 
assumes that the patients require specialized 
attention but acknowledges the centrality of 
the primary care relationship. A robust elec-
tronic communication strategy is vital to 
ensure informational continuity in this model.

• Integrative-hub models—they respond to the 
complexity of dementia care by building 
capacity in primary care teams and 
 incorporating resources to sustain the continu-
ity of the primary care relationship.

The authors concluded that there has been a 
slow penetration of the high-performing primary 
care attributes into primary care delivery in the 
case of dementia. They note that the studies clas-
sified in the integrative-hub category were most 
consistent with providing comprehensive, rela-
tional and whole person-centred care. 
Nevertheless, most approaches described in the 
review still favour the dementia-specific care 
plans and interventions that focus on the coordi-
nation of disease-specific supports and services 
(with varying degrees of connection back to the 
primary care context), placing the disease in the 
foreground and fragmenting dementia care such 
that it fits within the constraints and time- 
compressed nature of primary care.

To our knowledge there has been little research 
on evaluating primary care comprehensiveness of 
dementia care, and the results have been limited 
by the small number of participants [20, 21, 72] 
and by audits to medical records [20, 22]. These 
studies showed an underuse of functional assess-
ment tools and of community support [21], lack 
of home safety assessments [20], lack of atten-
tion to wandering, driving and medicolegal issues 
[20–22], unavailability of dementia-specific ser-
vices [20, 72], lack of attention to carers’ issues 
[21] and lack of registered information about 
signs and symptoms of dementia and treatment 
options [22]. The positive findings were general 
health assessments (vision, hearing, nutritional, 
continence and sleep) being done in 70% of cases 
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[20] and the presence or absence of BPSD and 
cognitive tests’ results being documented in 
30–40% of records [22].

A German national database analysis of phar-
macological prescription showed that PCPs pre-
scribe fewer anti-dementia drugs and more 
neuroleptics when compared with specialists [73].

23.4  Do People with Dementia, 
Their Informal Carers 
and Health Professionals 
Have Different Perspectives 
on Dementia Care Delivery 
in Primary Care?

To better understand the challenges of primary 
care regarding older PwD and their carers, it is 
important to know what their perspectives on 
dementia care delivered in primary care are.

Considering the early stages of the dementia 
diagnosis process, research [31, 74] suggests that 
carers were satisfied with primary care services. 
Nonetheless, some carers found the PCP reluc-
tant to give a diagnosis, and many felt that their 
first concerns were not always addressed [31]. In 
addition, an association between perceived qual-
ity and the interpersonal skills of professionals 
was found (e.g. showing concern, being thor-
ough) [74]. By contrast, when considering the 
care provided after the diagnosis, the carers and 
older PwD were found to be less satisfied with 
primary care services. The lack of support fol-
lowing the dementia diagnosis was identified by 
carers and older PwD alike [31, 75, 76]. The lack 
of information on available services provided by 
primary care professionals [31, 76] as well as on 
how to deal with carer burden and on how to 
manage dementia [75] has also been presented as 
negative aspects from the carer’s perspective.

Regarding the perspective of PCPs, there is a 
growing body of evidence on constraints of 
dementia care delivery in primary care. The main 
barriers include:

• Structural and system-related factors: [77–79] 
insufficient consultation time, difficulty in 
accessing and communicating with special-

ists, low reimbursement, poor connections 
with community social service agencies and 
lack of interdisciplinary teams

• Family-related factors: [79] carers’ fatigue/
exhaustion/anger and planning for the patient’s 
institution placement

• Medical-related factors: [30, 31, 77–79] inad-
equate clinician time, length of time needed to 
administer screening tools and limited treat-
ment options

• Health-related factors: [30, 79] behavioural 
and psychological symptoms of dementia 
(e.g. aggressiveness, restlessness/agitation) 
and co-morbidities (e.g. falls, delirium, 
adverse reactions to medication, urinary 
incontinence)

The difficulties in coordinating with special-
ists seem to compromise the care for PwD and 
influence aspects of medical practice and may be 
due to three key factors [77]:

• Structural and system-related factors: manag-
ing care, carve outs (e.g. an approach to man-
aging care that separates psychological and 
psychiatric services from medical care ser-
vices, in order to reduce health costs), insur-
ance/entitlements, poor geographical 
distribution, lack of trained providers and 
reimbursement policies.

• Patient/family and societal factors: ambiva-
lence about treatment, frailty, neuropsycho-
logical symptoms, stigma, financial difficulties, 
cultural values and logistical problems.

• PCP/specialist factors: a lack of geriatric and 
psychiatric training for PCPs (increasing their 
need for referrals for complex diagnosis and 
treatment decisions), poor communication, lack 
of feedback from specialists and lack of coordi-
nated care. PCPs preferred to use mental health 
specialists for consultations only and continue 
overall care management themselves in order to 
care for the co-morbid medical illness.

The attitudes and behaviours of primary care 
professionals towards informal carers have also 
been explored [80]. In general, the profession-
als perceive the informal carer as a resource and 
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co- worker in dementia care; however, they fail to 
attend to carers’ responses and attitudes to the 
caregiver role.

In our understanding, PwD and primary care 
professionals other than PCPs are underrepre-
sented in research, particularly concerning the 
perceived role of primary care and primary care 
professionals regarding the provision of demen-
tia care.

It is interesting to notice that PwD and carers 
identify some critical points that are related to the 
professionals’ perspectives: lack of support follow-
ing the diagnosis (PwD/carers) relates to lack of 
PCPs’ geriatric/psychiatric training, lack of feed-
back from specialists and lack of coordinated care 
(PCPs); lack of information on available services 
(carers) relates to poor connections with commu-
nity social service agencies and lack of interdisci-
plinary teams (PCPs); and lack of information on 
how to deal with carer burden (carers) relates to the 
professionals’ perceptions of the informal carers as 
a resource and a co-worker in dementia care.

23.5  What Interventions Have 
Been Tested to Improve 
the Quality of Care for Older 
People with Dementia 
in Primary Care?

A systematic scoping review [13] to identify 
strategies for improving the quality and outcomes 
of primary healthcare regarding dementia may be 
found in the World Alzheimer Report 2016.

In this section, we would like to introduce our 
own review of intervention studies, identified by 
restricting the search scope of dementia in pri-
mary care with specific search terms related to 
ageing. Through this approach, we aimed to iden-
tify studies that considered other aspects of the 
health of PwD besides dementia itself (e.g. falls, 
co-morbidities assessment).

We identified eight studies that, aside from 
some overlapping strategies, share several com-
mon goals: to improve guideline adherence, to 
improve collaborative work, to manage symp-
toms more appropriately and to provide better 
carer support. These studies can be divided into 
three broad groups:

• Case management (also described as collab-
orative care) [52, 81–86]

• Implementing/improving clinical decision 
support systems [85–87]

• Educational interventions for PCPs [84]

Improving care delivery using a case manager 
appears to be a sensible option. Taking care of 
PwD is complex and requires experience that a 
PCP cannot easily achieve due to the low number 
of cases in their panels [88]. In addition, in a 
15–20  min visit, physicians often do not have 
time to counsel patients and carers, and many do 
not know how to assess needs outside the scope 
of traditional medical management [83, 88, 89]. 
To overcome these barriers, it has been proposed 
that nurse practitioners specialized in dementia 
care could play a role in improving the quality of 
care for PwD and their carers in primary care. 
Through being dedicated to this role, they poten-
tially have the time and knowledge to address 
medical and social aspects of care (e.g. counsel-
ling for safety concerns, managing dementia- 
related medication, referral to community 
resources, coordinate care). However, one sys-
tematic review [90] demonstrated that case man-
agement had limited positive effect on behavioural 
symptoms of dementia and length of hospital 
stay for patients and on burden and depression 
for carers. These heterogeneous results as well as 
the minimal benefits may imply that only highly 
intense case management is effective, which 
entails a small caseload, regular proactive patient- 
carer follow-up, regular contact between case 
managers and PCPs and effective communication 
between all healthcare professionals [90].

One study [82] that focused solely on collab-
orative care between primary care and community- 
based organizations found disappointing results. 
It assessed the effect of ‘dementia care consul-
tants’ provided by local Alzheimer’s Association 
chapters on nursing home placement and carer 
outcomes. Patients whose carers were in the inter-
vention group were less likely than their control 
group counterparts to be admitted to a nursing 
home (AOR 0.40, 95% CI 0.14–1.18), but no 
effect on carer self- efficacy, carer depression, or 
strain was found. However, a sub-analysis showed 
that carer satisfaction with the intervention played 
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a role in self- efficacy in symptom control and in 
using support services.

A combined approach between case manage-
ment and collaborative care with community- 
based organizations was also found [81, 83]. In 
one study [81], an advanced practice nurse was 
integrated in a primary care team and worked with 
family carers in a case management model to 
assess its effect on neuropsychiatric symptoms. 
The intervention group showed lower BPSD and 
lower carer strain. The study found there was no 
effect on carer depression. The use of cholinester-
ase inhibitors and antidepressants was enhanced 
without increasing the use of antipsychotics or 
sedatives/hypnotics. The intervention was found 
to have no effect on PwD’s cognition, depression, 
activities of daily living, hospitalization, nursing 
home placement, or death.

This combined approach was also tested at the 
University of California at Los Angeles in an 
Alzheimer’s disease quality improvement pro-
gramme (UCLA-ADC) [83]. A co-management 
model was developed with nurse practitioner 
dementia care managers working with PCPs and 
community-based organizations, to enhance 
adherence to guidelines. They verified an improve-
ment in guideline adherence, regarding the assess-
ment and screening for cognitive decline, 
co-morbidities, complications of dementia and 
counselling on various domains, but adherence to 
treatment guidelines did not improve. Carers’ sat-
isfaction with the programme was also assessed 
and showed high carer satisfaction with the care 
manager (help on decisions and listening to con-
cerns) and with the support for their role.

A different way of optimizing delivery of care 
by the case manager is to use clinical decision 
support systems. This approach was shown to be 
effective in two large trials [85, 86]. One trial 
[86] tested the effect of a disease-based manage-
ment programme implemented by case managers 
on quality of care and outcomes. The intervention 
group of this trial showed a twofold increase in 
guideline adherence, with higher care quality on 
21 out of 23 guidelines and a higher proportion of 
assistance received from community agencies. 
An increase was found in PwD’s quality of life, 
quality of caregiving and social support in the 
intervention group; conversely unmet caregiving 

assistance needs decreased. No effect on carer’s 
quality of life was found. The second trial [85] 
tested the effectiveness and safety of dementia 
care management in the treatment and care of 
PwD as well as the carer burden. This used a 
computer-assisted assessment to create personal-
ized intervention modules and subsequent suc-
cess monitoring. The intervention resulted in 
significantly decreased behavioural and psycho-
logical symptoms of dementia and carer burden 
compared with usual care. In the intervention 
group, there was an increase in the use of anti- 
dementia drugs and a significant increase in qual-
ity of life for patients not living alone, but quality 
of life was not increased overall. Another study 
[87] analysed the results of the implementation 
of a computerized intervention-management- 
system that has been developed to facilitate 
dementia care management. The analysis showed 
that 72% of the unmet needs identified by the 
computer system were not recognized by the case 
manager, and, as a result, this improved the pro-
vision of recommendations for the PCP.

Finally, one study [84] assessed if a practice 
redesign intervention coupled with referral to 
local Alzheimer’s Association chapters could 
improve the quality of dementia care. Adherence 
to guidelines by PCPs was used to measure the 
quality of care provided. One of the quality indi-
cators of care for older people that has been used 
is the “Assessing Care of Vulnerable Elders” 
(ACOVE). In this study, a modified version of this 
instrument was used to redesign practice in pri-
mary care by improving PCPs’ skills 
(ACOVE-AD); however, the results fell short of 
the required value to be clinically significant [84].

To sum up, we did not find evidence of mea-
sures concerning other aspects of the health of 
PwD besides dementia itself. The reviewed stud-
ies [52, 81, 83, 84, 86] do not refer to any co- 
morbidities other than depression.

Additionally, collaborative work with 
community- based organizations or using case 
managers as a single intervention seems to be 
ineffective. On the other hand, comprehensive 
approaches that combine different strategies (e.g. 
case managing with clinical decision support sys-
tems) may be of interest regarding guideline 
adherence and should be further explored. 
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Designing and testing innovative approaches 
with new services (e.g. carer schools) have been 
overlooked.

23.6  What Does Primary Care 
Offer to Older People 
with Dementia and Their 
Carers, Considering 
the Salience of Specialist 
Services and Ways 
of Thinking About Illness?

It is widely accepted that the initial identification 
of likely cases of dementia is an important func-
tion of primary care [7, 8, 13, 31, 91, 92]. In most 
countries, PCPs see their patients in their own 
environment, over a long period, with an under-
standing of the medical and non-medical life his-
tory of their patients [93]. The capacity that 
PCPs and other professionals in primary care 
have to assess co-morbidity in combination 
with dementia, to manage geriatric syndromes 
and to promote measures of primary and sec-
ondary prevention ensuring relational and man-
agement continuities has been seen as one of 
the major arguments for the greater involve-
ment of primary care in the delivery of demen-
tia care [13]. Furthermore, PCPs frequently see 
themselves as a provider of social care in some 
way, where symptoms must be interpreted in 
the context of the patient’s life as a whole (as is 
required by the patient-centred care model) and 
attention should be given to the interplay 
between clinical and social factors. In addition, 
in countries such as Portugal, PCPs deliver care 
to several members of the same family, which 
gives them the opportunity to work with families 
more effectively, as previously discussed in Sect. 
23.3 [68].

Despite the potential that primary care has for 
providing good quality care to older PwD and 
their carers, dementia specialists and dementia 
specialized services still have a major role in pro-
viding care. It is possible that this partially results 
from ways of thinking about illness. Medicine 
often has relatively few interventions that make a 
real difference to the patient with a chronic 

 disabling condition (e.g. dementia). Nonetheless, 
physicians (and patients) dominate the manage-
ment of the disease. This notion may be rooted in 
the stereotypical disease form, dominated by the 
methods and principles of the biological sci-
ences, which it is the function of medicine to treat 
[94]. Furthermore, these concepts are subject to 
social, cultural and economic influences, and in 
recent years there has been a growing tendency to 
classify states of being as diseases and to medi-
calization [95, 96]. In this sense, it would matter 
to know how dementia is conveyed by the social 
media. A qualitative study [97] of UK national 
newspaper articles identified a ‘panic-blame’ 
framework where dementia was represented in 
catastrophic terms. Therefore, catastrophizing 
dementia in an era with so many technological 
and scientific developments can lead to increas-
ing the demand for specialized medical care.

Given this situation, primary care profession-
als are in a privileged position to understand the 
experience and meaning of their patient’s demen-
tia, considering its social and emotional conse-
quences for both patients and their family 
members. All of which enables them to deliver 
the most proper care to the patient (as a person) 
and the family.

23.7  Fitting the Current 
Knowledge on Dementia 
Care into Portuguese 
Primary Care

Portugal is a southern European country where 
the National Health Service (including primary 
care systems) has attained high standards in sev-
eral areas of care, despite problems that are yet to 
be resolved. Dementia stands as an important 
public health problem where primary care ser-
vices face major difficulties in tackling the needs 
of patients and families and remain to a large 
extent ineffective at this purpose. This picture 
contrasts with the potential of primary care in 
Portuguese settings, a case worth exploration in 
this last section.

In Portugal, the proportion of older people is 
expected to rise considerably in the forthcoming 
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years, and the prevalence of dementia was esti-
mated higher than the OECD-35 mean rate in 
2017 [4]. A recent survey [98] reported a demen-
tia prevalence rate of 9.2% (95% CI 7.8–10.9), 
using the 10/66 Dementia Research Group algo-
rithm in community-dwelling older people. 
Despite lack of incidence data, awareness is 
increasing of the societal burden of dementia.

23.7.1  Brief Overview of Health 
and Social Care Systems

Everyone in Portugal has access to the mainly 
tax-funded National Health Service (NHS). In 
recent years, there have been a number of reform 
initiatives, and groups of primary health-care 
centres were created in 2008, aiming at a better 
use of resources and management structures [99].

However, and regardless of the promising 
findings of small-scale studies on the potential of 
brief evaluations, older people’s needs assess-
ment in primary care is not routine [100]. In 
dementia, particular challenges arise, concern-
ing, e.g. diagnosis, home care and general 
support.

23.7.1.1  Diagnostic and Therapeutic 
Settings

The role of PCPs regarding dementia manage-
ment is not formally defined, but these profes-
sionals are considered to be the first point of 
contact for PwD and their families, and they usu-
ally provide an important gatekeeping function. 
PCPs are allowed to prescribe anti-dementia 
medication, although they do it infrequently and 
this is not reimbursed as with neurologists or psy-
chiatrists’ prescriptions. The prevalence of PwD 
in primary care has doubled in the last 5 years, 
from 0.4% to 0.8% of all users [101]. Access to 
specialized physicians (in the NHS) is limited by 
waiting time for consultations, mandatory refer-
ral, out-of-pocket payment and, in some cases, 
traveling long distances. There are disparities in 
GPs’ dementia knowledge and skills, along with 
insufficient support from specialized care and 
non-medical staff. GPs’ gatekeeping functions 
may actually contribute to diagnosis delay: when 

referred to neurology or psychiatry, most patients 
are already at moderate or severe stages [102].

Outpatient clinics specifically for cognitive 
impairment/dementia are available in public hos-
pitals (mainly connected to neurology services 
and of the ‘memory clinic’ type), but access is 
conditioned by long waiting times and some-
times long traveling distances [103].

23.7.1.2  Home Care and Support 
for People with Dementia

There is no formal contact person for PwD and 
their families although the PCP is generally con-
sidered the main reference person for NHS users. 
Team-based community mental health care for 
older people is rarely available and is not 
dementia- specific. Most day centres deliver 
social care for older people in general, and the 
few dementia-specific day centres are only 
regionally available. The provision of care at 
home to meet PwD’s basic needs or assist in 
basic activities of daily living is available nation-
wide, and in the area of home care, standards 
have increased significantly during the last 
decade, from a low level in 2005 [4]. Nursing 
homes for older people in general are available 
nationwide, while for PwD they are scarce and 
only available at regional level. Respite care is 
available nationwide through the National 
Network for Integrated Long-Term Care 
(RNCCI), but not in NHS hospitals [103].

23.7.1.3  Information and Counselling
Information structures aiming to provide informa-
tion for PwD and their carers regarding dementia 
and support services are regionally available, 
mainly through Alzheimer Portugal [103].

On the whole, relationships between health 
and social care systems are complex, and bound-
aries overlap [103]. This represents a major prob-
lem, more so as case management does not exist 
in community dementia care, and there is no 
current official definition of professionals’ roles 
or of standard pathways to health and social 
care. As a consequence, there are difficulties in 
timely access to community health/social formal 
services and insufficient support for carers and 
families [103].
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There have been strong claims that primary 
care should be much more involved in early diag-
nosis of dementia and its appropriate disclosure, 
among other areas (e.g. treatment monitoring in 
collaboration with specialized care, counselling 
and support, monitoring carers’ health) [102]. 
This could help meeting the complex biopsycho-
social needs in dementia [104].

Nevertheless, opinions may differ on 
whether primary care services should be more 
proactive in dementia management or if current 
focus should be solely on optimizing referral 
systems and improving follow-up according to 
indications from highly specialized hospital 
centres.

23.7.2  A Portuguese Dementia Policy 
Is Urgently Needed

There is still no official dementia policy in 
Portugal (either as a strategy or a plan), although 
an initial proposal [105] was drafted in 2017 by a 
workgroup of experts in different health and 
social areas, nominated by the Health Ministry. 
These experts put forward examples of what 
should be done in primary care:

• To early identify cognitive impairment and 
consider referral for specialized assessment or 
follow-up when appropriate

• To foster collaborations between primary and 
secondary care, enabling integrated diagno-
ses (dementia subtype and functional 
assessment)

• To implement an Individual Care Plan (it is 
still to be defined if the care manager should 
be a PCP, nurse, or social assistant)

• To deliver more person-centred and tailored 
therapeutic interventions to PwD and their 
families, in coordination with health and 
social care community services

It must be recognized that this endeavour 
implies firm, two-way and continuing collabora-
tions between primary, secondary and tertiary 
care, as well as between primary care and the 
social sector.

23.7.3  The Complexity of Practice 
Can Hinder 
the Implementation 
of Dementia Policy

The utilization of knowledge, be it a policy or 
research evidence, necessarily requires the active 
involvement and skills of health-care profession-
als, which means it must be adapted locally. In 
Table 23.1 we frame the current knowledge avail-
able and the generic goals advanced for the role 
of primary care in dementia, taking into account 
the complexity of primary care practice in 
Portugal.

In Portugal as elsewhere, as pointed out in 
major international reports [8, 13], primary care 
must take a more important role in the delivery 
and optimization of dementia care. Overall it has 
been internationally recognized that dementia 
(often occurring along with frailty and multiple 
somatic morbidities) calls for integrated, com-
prehensive, evidence-based and friendly person- 
centred approaches to prevent nutritional 
problems, falls, infection, or delirium. This calls 
for a major involvement of primary care, where 
staff are best acquainted with PwD and their fam-
ilies, while also implying better resourced ser-
vices, and a serious discussion of task-shifting 
versus task-sharing approaches [13, 60].

The wide scope of action of primary care is, 
perhaps, the main challenge for primary care pro-
fessionals to ensure quality of care for PwD and 
their carers. The literature concerning dementia 
care delivery in primary care has evolved so far 
around the core notion of enhancing primary care 
professionals’ (namely, PCPs’) education and of 
better service coordination regarding dementia 
(including case management programmes). 
Unfortunately, approaches focusing on compre-
hensive, whole-person primary care have been 
overlooked. In fact, attributing specific roles to 
PCPs without better understanding PwD’s, car-
ers’ and professionals’ expectations of the roles 
and responsibilities of PCPs can lead to policy 
failure.

In order to understand the limited success of 
primary care in struggling to fulfil the expecta-
tions of health-care systems in the last decades, 
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we seriously need to address these concerns 
through high-quality mixed method health ser-
vices research.
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Agitation
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Abstract
Agitation, a term that includes behaviour such 
as excessive motor activity, verbal and physi-
cal aggression, is common in people with 
dementia. The assessment and management of 
agitation in older people can be challenging in 
primary care. Agitation may be the initial pre-
sentation of an early dementia, with a differen-
tial diagnosis that includes delirium, agitated 
depression, late life psychoses and anxiety dis-
orders. In persons with established dementia, 
factors that contribute to agitation include 
acute medical problems, physical discomfort, 
communication difficulties, misinterpreta-
tions, carer and environmental problems and 
psychiatric comorbidity. Prevention of agita-
tion by appropriate training of carers to pro-
vide person-centred care and by adapting the 
physical environment to meet the needs of 
people with dementia is paramount. 
Interventions to manage agitation should focus 
on non-pharmacological strategies first includ-
ing addressing physical needs (e.g. pain relief), 
providing individualized psychosocial activi-
ties (e.g. physical exercise, music therapy, aro-
matherapy) in a regular structured program, 
educating and supporting the carers and opti-
mizing the environment. In general, pharmaco-

therapy with psychotropic medication should 
be reserved for the more severe forms of agita-
tion not responding to non-pharmacological 
interventions or when safety is seriously com-
promised and initially be used in trials of up to 
three months duration.
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School of Psychiatry, University of New South Wales, 
Sydney, Australia
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Key Points
• Agitation in older adults is not normal 

ageing.
• Agitation can occur in a range of mental 

disorders including dementia, delirium, 
depression, anxiety and psychoses.

• Agitation in dementia is often multifac-
torial in aetiology including neurobio-
logical substrates, premorbid 
personality, psychological reactions and 
social interactions with carers and the 
environment.

• Assessment of agitation needs to focus 
on establishing the likely causal factor(s) 
in each individual case.

• Acute agitation is usually due to a medi-
cal condition.

• Interventions for agitation should ini-
tially be non-pharmacological, based on 
identified causal factors and include 
strategies to minimise carer stress.

• Apart from emergencies, psychophar-
macotherapy of agitation should usually 
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Case Vignette
A couple in their late 70s visited their family doc-
tor, and the wife reported that her husband had 
recently become increasingly agitated: ‘doctor: 
please do something’.

As a primary care physician, how would I 
handle this?

24.1  Introduction

The term ‘agitation’ is used in this chapter to 
describe behaviour associated with dementia and 
other cognitive disorders. In this context, agita-
tion has been provisionally defined by an 
‘Agitation Definition Working Group’ of the 
International Psychogeriatric Association as 
behaviour that is consistent with emotional dis-
tress and is a change from the person’s normal 
behaviour. It includes excessive motor activity, 
verbal or physical aggression and causes excess 
disability and is not solely attributable to another 
primary mental disorder such as depression, psy-
chosis or stress disorder or due to a medical dis-
order causing delirium [1]. Indeed, these 
exclusions form important differential diagnoses 
that are addressed later in the chapter.

There are many other terms used in the litera-
ture instead of agitation, and these include 
‘behavioural and psychological symptoms of 
dementia (BPSD)’, ‘neuropsychiatric symp-
toms’, ‘challenging behaviour’, ‘behavioural 
problems’ and ‘behavioural disturbances’. There 
are concerns that some of these terms are pejora-
tive and stigmatizing; hence they are now less 
frequently used.

Agitation featured in historical descriptions of 
the dementia syndrome. When Alois Alzheimer 
described his patient Auguste Deter in 1907, 

symptoms of psychosis and vocal disruption 
were present in addition to cognitive impairment. 
Despite this, for many years the focus of clinical 
dementia research was on the cognitive features, 
and it was only in the 1980s that an increase in 
research into the non-cognitive symptoms 
occurred [2].

Agitation in people with dementia and other 
cognitive disorders is often very challenging for 
family carers, as well as for nurses and other care 
providers in hospital and long-term institutional 
settings. Family carers can become very dis-
tressed in their efforts to cope with agitation, and 
for many it can be a major factor that contributes 
to placement decisions. Primary care physicians 
have the opportunity to intervene in managing 
the behaviour as well as to provide support for 
distressed carers.

This chapter will provide an overview of agi-
tation from a primary care perspective including 
the epidemiology, relationship to the ageing pro-
cess, aetiological factors, behavioural types, 
assessment and management issues. It will pro-
vide guidance on working with specialist and 
multidisciplinary teams involved with dementia 
care.

24.2  Epidemiology

Agitation is common in people with dementia. 
The types of behaviour covered by this term are 
listed in Table  24.1. In the community-based 
Cache County Study, there was 97% five-year 
prevalence of any type of behaviour as measured 
by the Neuropsychiatric Inventory (NPI) in peo-
ple with dementia [3]. In population-based stud-
ies the prevalence of the NPI domain behaviours 
that are captured within the agitation definition 
includes agitation/aggression 20–35%, disinhibi-
tion 8–17%, irritability 20–31% and aberrant 
motor behaviour (commonly described as ‘wan-
dering’) 10–32% [4]. Of course, in clinic popula-
tions the prevalence is higher with agitation/
aggression 29–60%, disinhibition 10–36%, irri-
tability 25–66% and aberrant motor behaviour 
22–47% [4]. Many types of behaviour persist, for 
example, aberrant motor behaviour persisted for 

only be considered after an adequate 
trial of psychosocial interventions.

• Adoption of person-centred care prac-
tices, staff and carer training and appro-
priate environmental design in facilities 
might prevent agitation.
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18  months in 56% of participants in the Cache 
County Study [5].

In individuals with mild cognitive disorders, 
the prevalence of agitation is higher than in the 
normal population but much lower than in people 
with dementia [6]. The presence of agitation in 
mild cognitive disorders is associated with an 
increased risk of subsequent cognitive decline 
and conversion to dementia [7, 8]. In general, the 
prevalence of agitation increases with severity of 
cognitive impairment and dementia [2]. This is 
one of the factors that contribute to agitation 
being common in long-term residential care, with 
the point prevalence ranging from 69 to 92% in 
studies from Australia, Norway, the Netherlands 
and the United States [2]. Other prominent fac-
tors in long-term care include the physical envi-

ronment, with too few facilities designed 
appropriately for the care of people with demen-
tia, and care practices, where too few organiza-
tions ensure their staff follow the principles of 
person-centred care [9]. There are likely to be 
cultural factors that impact upon the prevalence 
of agitation in dementia. For example, there is a 
large difference in the prevalence of agitation/
aggression in studies from the United Kingdom 
(9%), Brazil (20%), Spain (28%), the United 
States (30%), Japan (35%) and Korea (41%) 
[10]. Gender issues are prominent in specific 
types of behaviour, with aggression being more 
prevalent in males and verbal agitation more 
prevalent in females [2].

There has been a paucity of research that has 
explored the relative prevalence of agitation in 
different types of dementia [11]. However, early 
behavioural disinhibition is a diagnostic criterion 
for frontotemporal dementia, which is distin-
guished from other types of dementia in most 
studies by the presence of disinhibition, apathy 
and aberrant motor behaviour. Comparisons of 
vascular dementia and Alzheimer’s disease have 
had inconsistent findings [11].

24.3  Nature of Agitation Using 
a Life Course Approach

24.3.1  How It Differs 
from the Normal Ageing 
Process

Agitation is not part of the normal ageing pro-
cess. However, across the life cycle, some people 
are more prone to become agitated when under 
life stress, often related to their personality, past 
life experiences, post-traumatic stress disorder 
(PTSD) or chronic anxiety disorders. This will 
tend to persist into late life, and the primary care 
physician will be aware that certain patients will 
be prone to become agitated when stressed.

The observation that an older adult is becom-
ing agitated in situations that would not have 
resulted in such behaviour previously should 
alert the primary care physician to review the 
patient. Agitation that appears in late life for the 

Table 24.1 Types of agitated behaviour

These behaviours should be associated with emotional 
distress, e.g. irritability, emotional lability, mood 
changes, outbursts
Excessive motor activity
   Pacing
   Rocking
   Restlessness
   Gesturing
   Pointing fingers
   Repetitious mannerisms
Verbal aggression
   Yelling
   Speaking in very loud voice
   Using profanity
   Screaming
   Shouting
Physical aggression
   Grabbing
   Shoving
   Pushing
   Resisting
   Hitting others
   Kicking objects or people
   Scratching
   Biting
   Throwing objects
    Hitting, cutting or otherwise physically injuring 

self
   Slamming doors
   Tearing things
   Destroying property

Adapted from Ref. [1]
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first time is usually associated with a psychiatric 
disorder (such as major depression, late life psy-
chosis) or a cognitive disorder (such as delirium 
or dementia). Acute change over a few days, even 
in a person with dementia, suggests the possibil-
ity of delirium, particularly if accompanied by 
fluctuating level of attention, increased confusion 
and symptoms of an acute medical condition. In 
the early stages of mild cognitive disorders and 
dementia, neuroticism increases, and this may 
have accompanying agitated behaviour [12]. The 
assessment of the differential diagnosis of agita-
tion is covered in more detail later.

Agitation in people with dementia tends to 
occur later in the course of the disorder when 
cognitive and functional decline has already 
become quite noticeable. However, agitated 
behaviour will accentuate the impairment through 
its effects on concentration, attention and mem-
ory. Sometimes the older adult can barely keep 
still long enough to focus on the task at hand. 
Psychosocial function tends to decline with the 
older adult feeling restless, less adept in social 
and interpersonal situations and less able to self- 
care. With mild agitation the effects are less pro-
nounced, and it may be unclear whether 
impairment is due to the behaviour change itself 
or just from the underlying dementia.

There is potential to improve cognition and 
function by reducing agitation; hence it is imper-
ative to identify the underlying cause(s) promptly 
so that effective interventions can be introduced. 
The aetiology of agitation is multifactorial and 
often involving an interaction of neurobiological 
substrates (such as genetic polymorphisms, neu-
rotransmitter changes, neuropathology, medical 
comorbidity), premorbid personality, psycholog-
ical reactions and social aspects including carer 
and environmental issues [13].

24.3.2  Aetiological Factors

Aetiological factors can vary with the different 
types of agitation. For example, physical aggres-
sion, which is more common in males, is often 
associated with other frontal symptoms such as 
disinhibition and may be a reflection of executive 

dysfunction. Other factors commonly associated 
with aggression include medical comorbidities, 
history of head injury, premorbid personality, 
alcohol/substance misuse and discomforts related 
to pain. Carer intrusion into physical space might 
provoke an aggressive response if the person with 
dementia perceives it as a threat or if they feel 
embarrassed. Neurobiological substrates of 
aggression in Alzheimer’s disease are multiple 
and complex. Genetic factors include polymor-
phic variations in serotonergic and dopaminergic 
genes. Dopaminergic, cholinergic, serotonergic 
and noradrenergic neurotransmitter changes have 
been reported in the brain [13].

A second example, vocally disruptive agitated 
behaviour, is more common in females and may be 
secondary to pain, physical discomfort (e.g., con-
stipation, thirst, overheating), depression, bore-
dom, loneliness and other health issues. Neurotic 
features in the premorbid personality are not 
uncommon. These behaviours are often best inter-
preted as a form of communication of distress [13].

Three explanatory models of how carer inter-
actions and the environment might contribute to 
agitation in dementia provide some insights into 
potential management strategies. People with 
dementia have a lower threshold to coping with 
stress. The ‘stress threshold’ model hypothesizes 
that agitation occurs when this threshold is 
exceeded. Hence strategies that optimize expo-
sure to potential stressors (such as noise, large 
groups, physical discomforts, etc.), which are 
likely to vary with the individual, may reduce 
agitation [13].

In learning theory, the likelihood of a behav-
iour occurring is increased if it is reinforced by 
the provision of rewards. For a bored and lonely 
person with severe dementia, the realization that 
a staff member will provide attention to them (the 
‘reward’) if they call out can reinforce the behav-
iour. The ‘learning theory model’ emphasizes the 
importance of inadvertent reinforcement of inap-
propriate behaviours. By providing quality time 
with the person when they are quiet, it is hypoth-
esized that over time, they will learn that they 
will have the pleasurable experience of being 
with the carer at those times rather than when 
they call out [13].

A. P. F. Wand and B. Draper
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The ‘unmet needs model’ recognizes that 
people with more severe dementia cannot always 
communicate their needs through comprehensi-
ble language [13]. Behaviour is a form of com-
munication, and in much the way that mothers 
learn the meanings of their baby’s different cries 
and behaviours, the challenge is for carers to 
learn what unmet needs are represented by dif-
ferent behaviours in the person with severe 
dementia. For some individuals, restlessness 
might be a sign of tiredness; in others it might 
indicate a toileting need or be an indication of 
boredom. Similarly, verbal abuse and irritability 
might suggest that the person is hungry, but 
physical aggression might only occur if they are 
in pain.

The models are not mutually exclusive. Each 
model offers insights into behaviour that might 
operate simultaneously, for example, behaviour 
might be a communication of unmet need that 
has been inappropriately reinforced by the way in 
which a carer responds. The individual circum-
stances of the person with dementia perhaps indi-
cate which factors might be more relevant in their 
situation.

An approach to assess the possible cause(s) of 
agitation in the primary care setting is provided 
in Table 24.2.

24.3.3  Implication 
for the Individual’s Autonomy, 
Independence and Human 
Rights

Moderate to severe agitated behaviour in a per-
son with dementia can be difficult for family car-
ers to manage at home. Acute agitation may 
require short-term hospitalization to control the 
behaviour and treat the underlying cause(s), 
while persistent chronic agitation often results in 
the need for placement into a residential care 
facility  as carers become burnt-out with stress. 
In either circumstance, the behaviour can be so 
severe and the capacity of the person with 
dementia so impaired that it requires involuntary 
detention under a mental health or guardianship 
framework depending on the circumstances and 
jurisdiction.

Unfortunately many hospital and long-term 
residential care settings are less than ideal in their 
design and staff capacity to manage agitated 
behaviour. Worldwide there is overprescription 
of antipsychotic drugs to control behaviour, and 
these are associated with increased risk of mor-
bidity and mortality [9]. Frequently they have 
been prescribed without appropriate consent 
[14]. Physical restraints are still used, usually 

Table 24.2 Six steps for determining the aetiology of agitation in dementia

Step 1 Is the behaviour new? Any new behaviour that develops over a few days 
is due to an acute medical problem until proven 
otherwise

Step 2 Is the person in pain or discomfort, e.g. 
constipation, cramps?

Most people get irritable if in pain or discomfort 
from a chronic disability

Step 3 Is the behaviour due to misidentification, 
misinterpretation or disorientation?

Behaviour often reflects the underlying cognitive 
changes from the dementia

Step 4 Does the behaviour represents a particular 
distress or is the person unable to otherwise 
verbally express their needs?

Behaviour is a form of communication in the 
person with dementia and may be a way of 
drawing attention to unmet need

Step 5 Would you be happy to live in this physical and 
care environment?

If you have reservations about the quality of the 
environment, then it is likely that the person with 
dementia does too, and the behaviour may 
represent a reaction to it

Step 6 Does the person with dementia have a comorbid 
mood disorder or primary psychiatric disorder 
such as schizophrenia?

Agitation may be due to a comorbid psychiatric 
disorder such as severe depression, psychosis or 
anxiety
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inappropriately, to control behaviour in some 
facilities despite the lack of evidence of efficacy 
and the undoubted ill effects on the individual. 
Most agitated behaviour can be adequately man-
aged by non-pharmacological strategies provided 
adequately trained staff adopt a person-centred 
approach to care, use a range of pleasurable 
diversional activities and are supported by man-
agement [15].

Our anecdotal observation of good quality 
special care dementia units, which specialize in 
the management of people with the most severe 
forms of agitation, indicates that the residents 
usually appear to be, superficially at least, happy 
older adults behaving normally. Their human 
rights are being respected by the way in which 
the trained staff and the environment strive to 
meet their needs. In contrast, facilities in which 
residents are frequently agitated and distressed 
are likely to have a systemic problem hindering 
the provision of the type of care required to 
address their long-term needs.

24.4  Management of Agitation 
Using a Stepped Care 
Framework

24.4.1  Diagnostic Criteria Including 
Assessment Tools

The term agitation is a phenomenological 
description and not a diagnosis in itself. It may be 
present in a wide range of medical and psychiat-
ric conditions, necessitating consideration of a 
broad differential diagnosis. The main diagnostic 
clusters are cognitive disorders, psychiatric ill-
ness, organic illness and substance misuse. With 
each diagnostic possibility, a detailed history, 
including corroborative history, focused physical 
examination, screening tool and/or indicated 
investigations, is important (see Table 24.3).

Delirium must be excluded first when there is 
an acute change in cognition, behaviour or men-
tal state in someone with dementia or indeed any 
older adult. It is characterized by fluctuation in 
level of consciousness and cognition and inatten-
tion. Motor subtypes of delirium have been 

described, namely, hyperactive (which may pres-
ent with an excess of movement and speech and 
lack of sleep), hypoactive (where the person 
appears sleepy, withdrawn and there is a paucity 
of movement and speech) and the ‘mixed’ sub-
type [16]. Screening tools may assist in detecting 
delirium. Two brief screening tools suitable for 
primary care are the Confusion Assessment 
Method (CAM) and the 4A’s test [17, 18]. The 
former requires some training and essentially 
operationalises the DSM III-R criteria for delir-
ium. The 4A’s test does not require any operator 
training, or require physical responses from the 
patient and may be used for someone with severe 
agitation or drowsiness. Any medical condition, 
surgery and numerous medications may precipi-
tate a delirium, so thorough history (including 
medication review particularly focused on anti-
cholinergic drugs, opiates and benzodiazepines) 
and physical examination are required. Screening 
investigations (such as urinalysis, blood tests of 
electrolytes, liver function and blood count) and 
specific tests (such as an electrocardiograph, 
chest X-ray or cerebral imaging) as indicated by 
the patient’s comorbidities may further elucidate 
the underlying cause(s).

Table 24.3 Key investigations for agitation

Physical 
examination

Sensory impairment, pain, 
temperature, hypotension, hypoxia, 
dentition

Delirium Urinalysis, electrolytes (including 
glucose, calcium, magnesium, 
phosphate), liver function tests, full 
blood count, B12, folate, thyroid 
function tests, C-reactive protein

Dementia Cognitive testing (mini-mental status 
examination, General Practitioner 
Assessment of Cognition, clock-draw 
test)

Psychiatric 
illness

Rating scales: Geriatric Depression 
Scale, Cornell Scale for Depression in 
Dementia, Beck Depression Inventory, 
Depression Anxiety Stress Scale
Exclude organic illness: as per 
delirium investigations, 
electroencephalogram, syphilis and 
viral serology and cerebral imaging

Substance 
misuse

Physical examination for signs of 
intoxication or withdrawal, urine drug 
screen
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Various psychiatric illnesses may present with 
agitation, mood or behavioural changes. Grief 
may also be associated with confusion, guilt and 
anxiety [19]. Mood disorders to consider include 
agitated or psychotic depression, mania and anxi-
ety disorders. Agitated depression is a form of 
melancholic major depression with features 
including pervasive low mood (often with diurnal 
variation), anhedonia, anxiety or irritability, 
changes in sleep, energy, concentration, appetite 
and weight, psychomotor signs and depressive 
cognitions such as helplessness, hopelessness, 
worthlessness and suicidal ideation. Psychotic 
depression may include (usually) mood- 
congruent delusions (of poverty, guilt and nihil-
ism), hallucinations and thought disorder and 
may be associated with behavioural and func-
tional change. Screening tools for depression 
include the Geriatric Depression Scale for people 
with only mild cognitive impairment and the 
Cornell Scale for Depression in Dementia, rated 
separately by a clinician and a carer [20, 21]. The 
Beck Depression Inventory is useful in people 
with major medical conditions such as post- 
stroke, as it relies less on somatic or memory 
symptoms [22]. Agitated depression might also 
be due to organic illnesses (e.g. cerebral tumours, 
anaemia, hypothyroidism) or medications. Mania 
may occur in a person with bipolar disorder or de 
novo secondary to certain medications (e.g. high- 
dose steroids) or physical illness. Common fea-
tures are elevated, angry or irritable mood, lack 
of need for sleep, excessive energy and activity, 
grandiosity, pressured speech and thought disor-
der and behaviour which is disinhibited, impul-
sive or risky.

Anxiety disorders are common and may be 
associated with agitation, both physical and psy-
chological. Anxiety is a common presentation of 
depression in older adults but may also be due to 
an underlying anxiety disorder (such as panic 
disorder, agoraphobia and generalized anxiety 
disorder), medical conditions (such as chronic 
obstructive pulmonary disease or thyroid disor-
ders) and substance abuse (see later). Fear of fall-
ing is also common in older adults, who may 
become agitated and fearful when needing to 
mobilize. In making a diagnosis, it is important to 

determine the duration of symptoms and tempo-
ral relationship with other illnesses, the focus of 
anxiety (to classify the type of anxiety disorder), 
associated functional impairment (such as avoid-
ance or constraints on activities of daily living) 
and contributory physical factors (e.g. hypoxia) 
and to review their medication. The Depression, 
Anxiety and Stress Scale (DASS-21) is a simple 
self-rated tool which may be used to screen for 
depression, anxiety and stress and is valid in peo-
ple with comorbid physical illness [23].

Psychotic disorders such as schizophrenia or 
delusional disorder may also cause agitation and 
may be longstanding or have an onset in late life. 
Key features include delusions, hallucinations, 
disordered thoughts and disturbed behaviours, 
which have developed over several months.

Organic illnesses may also cause agitation, for 
example, secondary to physical symptoms such 
as pain, hypoxia and dyspnoea, or due to the 
underlying cause, for example, epilepsy (associ-
ated with psychosis), neurosyphilis, neuroendo-
crine and other carcinomas. Poor dental and 
general hygiene, sensory impairment (vision, 
hearing) and malnutrition may also cause agita-
tion. Psychiatric illness secondary to medications 
for general medical conditions should also be 
considered, for example, steroid-induced mania, 
hormonal treatment of cancers (e.g. depression 
secondary to goserelin) or interferon-induced 
depression and anxiety. As the onset of psychiat-
ric illness is most common in youth or early 
adulthood, patients who present with new onset 
of psychiatric symptoms in later life should be 
carefully investigated for an underlying organic 
illness. A systems review when taking the history 
and a physical examination should be conducted. 
Screening investigations should include a urinal-
ysis, blood biochemistry (including electrolytes, 
glucose, calcium, magnesium and phosphate), 
liver function tests, full blood count, B12, folate, 
thyroid function and cerebral imaging. Additional 
tests may be guided by the history, for example, 
screening blood tests for autoimmune and vascu-
litic conditions (erythrocyte sedimentation rate, 
C-reactive protein, antinuclear antibody, antineu-
trophil cytoplasmic antibody), infectious diseases 
(e.g. syphilis and HIV serology, lumbar puncture) 
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and malignancy (endoscopy, faecal occult blood, 
computerized tomography). An electroencepha-
logram may be reserved for complex cases, e.g. 
when a seizure disorder or atypical delirium is 
considered.

Substance intoxication or withdrawal can also 
present with agitation. People intoxicated with 
substances such as amphetamines, cocaine, caf-
feine and cannabis may be agitated. Agitation 
may also be a feature of withdrawal from benzo-
diazepines, nicotine, opiates and alcohol. A thor-
ough substance use history should be particularly 
evaluated whether the person is dependent and 
the route of administration, amount and last time 
of use. Physical examination for specific signs of 
intoxication or withdrawal, a corroborative his-
tory from family or carers and a urine drug screen 
may assist with diagnosis. Prescribed medicine 
should also be reviewed, for example, sudden 
cessation of antidepressant medication may cause 
discontinuation symptoms such as irritability, 
agitation, restlessness, anxiety and sleep distur-
bance [24], which may be mistaken for anxiety or 
relapse of depression [25].

24.4.2  Specific Issues for Primary 
Care Assessment

Longer consultations or a series of appointments 
may be required to enable adequate time for 
assessment of agitation and other BPSD. Although 
evaluation for the common differential diagnoses 
of agitation is important, the component causes 
of the behaviour may be complex and multiple. 
Therefore, understanding the person, interac-
tional factors and environment are important—
why this person, why this behaviour and why 
now? Individual factors include the person’s cul-
tural background, previous employment, person-
ality traits, medical comorbidities and current 
physical concerns (e.g. thirst, hunger, constipa-
tion). Interactional factors may include whether 
communication is impaired secondary to dysar-
thria or difficulties using language with progres-
sion of dementia, changes to routines, activities 
not well matched to the person’s interest or intel-
lect, insufficient or excessive stimulation, and 

encroachment upon personal space. 
Environmental considerations include poor light-
ing, insufficient visual prompts, lack of personal 
belongings, lack of privacy, visual distraction 
(e.g. patterns on flooring) and clutter [19].

Following assessment of agitation, the pri-
mary care clinician should inform the patient and 
their family/carer of the diagnosis made, options 
for management and prognosis. Informed con-
sent should be obtained before treatment is com-
menced. Referral for specialist assessment may 
be indicated if, after comprehensive assessment, 
the diagnosis or cause of agitation is still uncer-
tain; the presentation is unusual; the patient is 
young or atypical; there are multiple complex 
comorbidities, there is severe behavioural distur-
bance or psychosis; the person has learning dif-
ficulties or intellectual disability; or medication 
is being considered [26].

24.4.3  Health Promotion

According to the World Alzheimer Report, the 
prevalence of dementia internationally is 
expected to rise dramatically with the ageing of 
the population [27]. Accordingly, rates of BPSD, 
including agitation, which are almost universal in 
dementia and may occur throughout the disease 
process, are also expected to rise [2]. The asso-
ciation between agitation and adverse outcomes 
such as increased financial costs, carer stress 
(family and residential care staff), excess disabil-
ity, premature institutionalisation and reduced 
quality of life for the person with dementia and 
their carers [2] makes this a priority for health-
care services in general and especially dementia 
care.

Health promotion in dementia applies across 
the spectrum from primary to tertiary prevention 
[28], with public health opportunities for agita-
tion falling predominantly in the secondary and 
tertiary levels. Dementia is under-recognized 
and under-disclosed in the community [29]. A 
variety of reasons have been proposed to explain 
this fact including patient and carer factors (lack 
of knowledge about dementia, stigma, fear, 
denial, attribution to normal ageing), disease 
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factors (slow progression), primary health care 
providers lack of knowledge or time to diagnose 
dementia and limited access to specialist confir-
mation of diagnosis, and systemic factors (e.g. 
no definitive diagnostic test or accurate biomark-
ers) [29]. Each of these factors represents an 
opportunity to intervene, particularly through 
educational interventions and public health 
campaigns.

People with dementia report significant delays 
in the diagnosis being made, with significant 
implications for exercising their autonomy and 
decision-making capacity and receiving timely 
support [30]. For example, most people identify 
memory loss as a symptom of dementia, but may 
not recognize BPSD symptoms such as agitation 
or apathy [31]. Conversely, memory loss may be 
viewed by families as a normal part of ageing, 
and so medical advice is not sought [31]. The 
impact on carers of undiagnosed dementia and 
agitation, in particular, is multifactorial and may 
include carer stress or mental illness and isola-
tion, potential for abuse, misattribution of causes 
of agitation and premature placement of the per-
son with dementia in care facilities [2]. To 
improve understanding about the early diagnosis 
of dementia, the Alzheimer’s Association in the 
United States developed the “Know the 10 signs” 
campaign [32].

A recent report from the Alzheimer’s Society, 
the United Kingdom, identified key areas of 
health promotion for people with dementia [30]. 
The areas included improving community aware-
ness and understanding, the provision of infor-
mation and support to people with dementia, 
ensuring that people with dementia are seen as 
active individuals who may have a good quality 
of life in the community and improving health 
and social care services and related research [30]. 
Stigma about dementia is a key public health 
issue. A World Health Organization dementia 
survey revealed that people with dementia may 
be hidden or isolated due to shame or the poten-
tial for agitation and other BPSD to be observed 
by others [31]. Improved health literacy regard-
ing dementia and agitation may help reduce 
stigma through greater public awareness [31]. 
For people with dementia, this might result in 

more opportunities to socialize and engage in 
community activities, greater tolerance and 
patience from others and improved community 
spirit [30].

In general hospital settings, dementia and agi-
tation are also under-recognized [33]. Hospital 
inpatients with dementia have longer lengths of 
stay and greater care costs [33]. The environment 
can be overstimulating, unfamiliar and distress-
ing to the person with dementia, resulting in or 
exacerbating challenging behaviours [33]. 
Difficulties communicating and engaging in care 
may contribute to the adverse outcomes [34]. 
People with dementia are at greater risk of delir-
ium, which in itself is often not detected, may be 
untreated and is associated with high morbidity 
and mortality [35]. Initiatives to improve the care 
of people with dementia in hospital include strat-
egies to reduce admissions (e.g. hospital in the 
home, healthcare services delivered in residential 
aged care settings), rapid specialist assessments 
in the emergency department and general hospi-
tal liaison services, appropriate ‘dementia- 
friendly’ environments and better discharge 
planning and integration of care [33].

24.4.4  Self-Care

A number of strategies have been suggested to 
promote self-care in people with dementia. 
Research evidence indicates that cardiovascular 
disease predisposes to both Alzheimer’s and vas-
cular dementia [31]. Longitudinal population- 
based studies suggest the potential for risk 
reduction through regular exercise, more educa-
tion and addressing cardiovascular risk factors 
(e.g. through healthy diet, smoking cessation, 
tight control of diabetes and hypertension and 
reducing obesity) [36]. Some of these general 
lifestyle interventions may be important in slow-
ing progression of dementia, particularly exercise 
and preventing vascular events [36]. The primary 
care clinician is also well placed to conduct gen-
eral health screening and preventative medicine 
(e.g. blood pressure, skin checks, weight).

Meaningful activities in line with the person’s 
ability and interests provide an outlet for expres-
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sion and stimulation and optimizing quality of 
life in people with dementia [31]. Having a daily 
routine for the person with dementia can also 
provide structure and reduce anxiety. The bene-
fits of participating in creative arts, although 
modest, include improving self-esteem and social 
interaction [37]. Access to social networks and 
peer support are also important [30].

The functional decline which occurs in people 
with dementia may be addressed through carers 
and services providing support with activities of 
daily living and home modifications for people 
living in the community. This may enable the 
person to stay in their own residence longer and 
improve their quality of life [30]. Information 
should also be provided about respite (in home or 
a residential aged care facility), local services 
and facilities [30].

It is important for the person with dementia to 
plan ahead for the time when decision-making 
capacity may be impaired. Primary care clini-
cians may assist this process and enhance patient 
autonomy by discussing issues such as driving, 
options for care (medical, services and accom-
modation) as dementia progresses, decision- 
making (e.g. appointment of an Enduring 
Guardian and Enduring Power of Attorney) and 
financial issues (creation of a will) early and in 
an ongoing way [38]. Conversations about 
advanced care planning may also be initiated by 
the primary carer clinician and should detail the 
person’s values, wishes and preferences for end 
of life or emergency care in the event that they 
cannot make a choice [26].

24.4.5  Biopsychosocial Interventions

The causes of agitation and other BPSD are varied 
and often multiple, necessitating multimodal 
interventions which take into account biological, 
social, psychological, environmental, cultural and 
interpersonal factors. The key psychosocial inter-
ventions for agitation are outlined in Table 24.4. 
As it may be difficult for the person with dementia 
to communicate their needs, a holistic and broad 
approach is needed. General principles of assess-
ment include clearly describing the behaviour or 
symptom and deciding whether intervention is 

required. A person- centred approach is important 
to best understand the individual, their symptoms, 
behaviour and situation and in order to select the 
most appropriate interventions.

24.4.6  Pharmacological

Although non-pharmacological approaches are 
recommended as first line for managing agita-
tion, medications may be used in certain circum-
stances [2]. For example, they may be used as an 
adjunct to non-pharmacological measures or 
when the latter has been unsuccessful and when 
the agitation poses risks to safety, is severe or 
adversely affects quality of life and function of 
the patient or carer [13]. However, there is only 
modest evidence for the use of medications to 
treat various forms of agitation but significant 
risk of serious side effects [39].

After careful assessment of need and indica-
tion, prescribing medications for people with agi-
tation includes a number of important 
considerations. The adverse effects of the drug 

Table 24.4 Psychosocial interventions for agitation

Physical – Correct sensory impairment
–  Address physical needs, e.g. thirst, 

hunger, temperature, physical 
inactivity, bowel movements

–  Treat underlying physical illnesses 
and delirium

Environmental –  Appropriate lighting and visual 
contrast

– Use interpreters when required
Behavioural – Structured routine

– Aromatherapy
– Individualized music
– Daily physical exercise
– One-to-one clinical contact
– Pet therapy
– Snoezelen rooms
– Sleep hygiene strategies

Psychological – Psychoeducation for carers
–  Train carers in behavioural 

management
– Cognitive stimulation therapy
– Cognitive behavioural therapy

Social – Day-care programmes
– Domiciliary care packages
– In-home respite
– Residential aged care facilities
– Carer health and support
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must be weighed against potential benefits and 
individual circumstances (medical comorbidity, 
medications, supervision, cost) and informed 
consent obtained from the patient or substitute 
decision-maker. The duration of the medication 
trial and a plan for review should be determined. 
Doses should be titrated slowly and polyphar-
macy avoided. Prescriptions of antipsychotics to 
people with dementia with Lewy bodies or 
Parkinson’s disease require particular caution 
due to neuroleptic sensitivity [13].

Various medications have been trialled for dif-
ferent types of agitation and are summarized in 
Table 24.5. For aggression, there is modest evi-
dence for the antipsychotics haloperidol, risperi-
done or aripiprazole and the antidepressant 
citalopram [40]. Quetiapine may cause greater 
cognitive decline in Alzheimer dementia as well 
as being ineffective for agitation with Alzheimer 
or Lewy body dementia [39]. Risks of antipsy-
chotics in people with dementia include extrapy-
ramidal effects, falls, metabolic problems, stroke 
and neurological symptoms and greater mortality 
[13]. Some antipsychotics also have anticholiner-
gic (which may precipitate delirium or worsen 
cognition) or cardiac effects. Although benzodi-
azepines are often used for agitation, there is no 
good evidence to support this, and adverse effects 
such as falls, sedation, delirium and ataxia are 
common. Effective use of analgesics for pain may 
reduce agitation in moderate to severely demented 
nursing home residents. There is modest evidence 
for carbamazepine for agitation in dementia.

Cholinesterase inhibitors may be useful when 
targeting specific symptoms such as motor 
behaviours, apathy, anxiety and depression, and 
hallucinations and delusions [41]. There is good 
evidence for rivastigmine for agitation and visual 
hallucinations in particular, in dementia with 
Lewy bodies. Side effects of cholinesterase 
inhibitors include anorexia, gastrointestinal 
upset, diarrhoea, bradycardia, dizziness and agi-
tation. Additionally, agitation may worsen within 
six weeks of withdrawal of cholinesterase inhibi-
tors. The glutamate receptor antagonist meman-
tine may be useful for aggression and agitation, 
irritability and delusions and hallucinations. 
Adverse effects include drowsiness, constipation, 
dizziness, anorexia, headache, hypertension and 

anxiety. There is meta-analytic evidence for mel-
atonin improving some types of agitation, but 
effect on mood requires more study, and it does 
not appear to improve impaired cognition [42].

24.4.7  Physical

The optimization of physical and sensory func-
tioning is an important aspect of addressing agita-
tion. Basic unmet physical needs such as thirst, 
hunger, comfortable temperature, physical activity 
and constipation may cause agitation and distress. 
Additionally, visual and hearing impairment may 
predispose to misinterpreting the environment and 
hallucinations and should be screened for and 
addressed. Attention to appropriate lighting and 
visual contrast is also helpful [13]. If the person 
with dementia does not speak the local language, 
inability to communicate may exacerbate agita-
tion. Regular use of interpreters or placement in 
culturally appropriate facilities may be useful.

There are several non-pharmacological 
approaches to managing behavioural changes, 
especially agitation, in people with dementia. 
Those with some evidence include developing a 
structured routine, aromatherapy, music matched 
to individual preference, daily physical activity 
(minimum 30 minutes), one-to-one engagement 

Table 24.5 Pharmacological interventions for agitation

General principles •  Weigh up risks and benefits 
and seek informed consent

•  Low doses with gradual 
titration

• Avoid polypharmacy
•  Determine the duration of the 

trial and schedule interim 
reviews

Aggression Citalopram, memantine, 
risperidone, aripiprazole, 
haloperidol

Agitation Analgesia, carbamazepine, 
melatonin, rivastigmine 
(dementia with Lewy bodies), 
memantine, citalopram

Motor behaviours, 
apathy, anxiety and 
depression, 
psychosis

Cholinesterase inhibitors, 
memantine

Insomnia Cholinesterase inhibitors, 
ginkgo biloba, melatonin
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with a clinician, animal-assisted therapy (pets), 
Snoezelen rooms and therapeutic activities [13].

24.4.8  Physiological

Delirium is very common in people with demen-
tia and may lead to agitation, aggression, mood 
changes and psychotic symptoms. Therefore, any 
acute change in behaviour or psychological 
symptoms in someone with dementia should be 
considered a delirium until proven otherwise. 
Delirium is characterized by sudden onset, fluc-
tuations in cognition and level of consciousness 
and inattention. Surgical procedures, any medical 
condition and many medications may contribute 
to development of a delirium. Management 
requires a broad approach incorporating identifi-
cation and treatment of acute medical illness, 
optimization of sensory function and physical 
health (e.g. hydration, nutrition, constipation) 
and mobility, medication review, environmental 
measures and staff interventions [43]. People 
with dementia may take longer to recover from a 
delirium, even once the contributory factors have 
been addressed.

24.4.9  Psychological

A few psychotherapeutic strategies have been 
evaluated for the management of agitated behav-
iour. Effective strategies for carers include psy-
choeducation and behavioural management 
approaches targeting challenging behaviours or 
carer responses [44]. The effect is greater for 
individual sessions than groups.

The evidence for psychotherapy in people 
with agitation in dementia is poor, and studies 
are generally of poor methodological quality 
[44]. One promising approach is cognitive stim-
ulation therapy [45]. The purpose of this struc-
tured therapy is to improve cognition and social 
function through a variety of enjoyable activi-
ties, usually in a small group social setting, 
which stimulate memory, thinking and concen-
tration [45]. Beneficial outcomes include better 
quality of life and less symptoms of depression. 

Cognitive behavioural therapeutic approaches 
may be useful for people with dementia and anx-
iety. For example, the small Peaceful Mind pilot 
study demonstrated less anxiety and improved 
quality of life in people with dementia and anxi-
ety and reduced related carer distress [46]. 
However, positive effects were not maintained at 
six months. Other psychotherapeutic approaches 
for agitation have included reminiscence ther-
apy, validation therapy and reality orientation 
therapy; however, evidence of effectiveness is 
limited [13].

24.4.10  Social (Housing Support)

Accommodation options depend upon the per-
son's  level of function, availability of carer sup-
port and supervision, preferences and particular 
needs. People with dementia may be able to live 
in their own home with formal community ser-
vices or carers providing assistance with activities 
of daily living tailored to their cognitive or func-
tional impairment. Occupational therapists may 
assess the home environment and suggest modifi-
cations to improve safety and meet the person’s 
needs.

Residential aged care facilities are an option 
for people with dementia whose care needs can-
not be met at home. Facilities may be chosen 
depending on need for low or high care, and there 
may be dementia-specific units available, with 
highly trained staff and lower staff-to-resident 
ratios. There is evidence for placement in a home- 
like environment reducing aggression [47], but as 
these units are usually small with highly skilled 
staff, familiar environments and particular mod-
els of care, it is difficult to know which specific 
elements confer benefit [47].

Looking after someone with dementia can be 
stressful and burdensome. Carers may neglect 
their own health and have poor mental and physi-
cal health. They face numerous challenges such 
as lack of time for themselves, guilt, grief for 
aspects of the person they have known, social iso-
lation and may have difficulty coping with chal-
lenging behaviours and the demands of care [48]. 
A primary care physician is well placed to 
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enquire about how the carer is managing and to 
evaluate their health, the need for additional help 
or respite and supports available [48]. Their 
health and needs can be monitored along with the 
patient.

24.4.11  Day Care

Adult day centres offer a safe environment where 
the person with dementia can take part in activi-
ties and social contact. They vary in hours, ser-
vices provided, support with personal care, cost 
and staffing skills and availability. Day centres 
may cater for specific cultural, language and reli-
gious groups. For the carer, a day centre provides 
an opportunity for respite. In-home or residential 
respite is another option, which provides care for 
the person with dementia in their own environ-
ment from a qualified person or relative/friend, 
thus giving the usual carer a break.

24.4.12  Night Support

Disturbances in circadian rhythm and sleep are 
common in dementia, especially dementia with 
Lewy bodies, and are associated with depressive 
symptoms, greater carer burden, poor quality of 
life and premature placement in residential 
aged care facilities [49]. While there are a vari-
ety of causes, it is important to exclude and 
address environmental (e.g. temperature, 
changes to routine, noise) and medical factors 
(e.g. pain, illness, delirium, depression or anxi-
ety or medication effects). Carers may be taught 
sleep hygiene strategies such as limiting caf-
feine, adequate exercise, appropriate lighting, 
adequate hydration and keeping a regular night 
time routine [49]. Attention to safety is also 
important for wandering at night, for example, 
removing trip hazards and leaving a night light 
on. Studies of light stimulation have inconsistent 
results.

There is little evidence for pharmacological 
approaches and risks must be considered. 
Atypical antipsychotics have some evidence 
but are not recommended unless psychosis 

underlies the nocturnal disruption [49]. 
Cholinesterase inhibitors have some evidence 
in Alzheimer’s disease. Ginkgo biloba and mel-
atonin have limited evidence for improving 
sleep [49], and melatonin may worsen early 
morning waking [42].

24.4.13  Management of Frailty

Dementia, particularly vascular type, is strongly 
associated with frailty in people aged over 75 
[50]. Dementia and frailty are both associated 
with greater risk of mortality, falls and fractures 
[50]. Population based initiatives in midlife to 
prevent disability, dementia and frailty target 
public policy, educational campaigns and legal 
regulatory frameworks. The key areas of inter-
vention include smoking cessation, increasing 
physical activity/reducing sedentary behaviour, 
achieving a healthy weight and diet and reduc-
ing alcohol consumption [51]. The individual 
management of frailty includes exercise (resis-
tance, aerobic, balance and dual tasking), high-
protein diet, vitamin D and leucine-enriched 
essential amino acids supplements [52]. One 
example of an intervention which prevents 
frailty in older adults is resistance and balance 
training programmes combined with nutritional 
counselling [53]. However, specific programmes 
for people with dementia, agitation and frailty 
are lacking.

24.4.14  Spirituality

Spirituality may involve the search for meaning 
and purpose, connectivity with others, sense of 
an Other or organized religion. The ability to 
practice religion or faith is an important element 
of quality of life in people with dementia, even 
those with advanced disease in care facilities 
[54]. Religion may help the individual find pur-
pose and meaning or assist with coping [55]. 
Given the potential value and diversity of ways in 
which spirituality may be experienced, people 
should be asked directly how they would like to 
stay connected with their faith [55].
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24.4.15  Management of 
Emergencies

Primary care physicians will often be requested 
to urgently attend a residential aged care facility 
because one of the residents has become severely 
agitated. A behavioural emergency is any situa-
tion in which the safety of the person with demen-
tia, their carers or other persons is potentially 
seriously compromised. The types of agitation 
include severe physical aggression and self- 
injurious behaviour. Usually by the time the pri-
mary care physician has been called the 
opportunity for an early intervention to de- 
escalate, the situation has either passed or has 
been attempted with varying degrees of success. 
An early intervention involves the carers (family 
or professional) being able to recognize the early 
warning signs that agitation is escalating. This 
should result in the prompt use of a de-escalation 
strategy involving protecting the person and others 
from coming to harm by using a calm, attentive 
approach, removing objects, such as knives, 
which could cause harm, manoeuvring the person 
into a safe quiet location with supervision, 
removing other persons who might be harmed 
and summoning assistance from others. 
Frequently this approach might suffice to settle 
the emergency.

The most important task for the primary care 
physician is to determine the possible cause(s) of 
the emergency, even before pharmacotherapy is 
used to control unresolved severe agitation, as the 
likely aetiology could influence the medication to 
be administered. In this regard, the possibility of 
the behaviour being symptomatic of delirium (as 
described in 4.1) is a priority consideration partic-

ularly when the behaviour has only emerged in the 
previous few days. The identification and treat-
ment of the medical cause need to occur promptly 
and include a physical examination. Other possi-
ble causes, as previously described, include unmet 
need, the person being a ‘victim’ who has reacted 
to the behaviour of someone else and a chronic 
recurring pattern of behaviour that has not been 
adequately addressed before (as described in 3.2).

There is very little empirical evidence to guide 
choice of pharmacotherapy for treatment of behav-
ioural emergencies. If possible, oral medication is 
preferred as first-line treatment. If the person has 
Lewy body dementia, antipsychotic drugs should 
be avoided. Caution is required if the patient is 
delirious, hypotensive or frail. Suggested pharma-
cotherapy options are in Table 24.6.

Consideration needs to be given regarding 
consent for medication. In most jurisdictions, 
emergency administration can occur without 
prior consent, but it is expected that the substitute 
decision-maker is informed, usually within 
24 hours, and consent for subsequent pharmaco-
therapy obtained. This implies that a treatment 
plan is required that includes prevention of fur-
ther episodes, treatment of new episodes and per-
haps a short-term regular course for up to 
three months depending on the cause.

Safe administration of emergency sedation 
requires close monitoring afterwards as there is a 
high risk of adverse effects due to the likelihood 
that a higher than usual dose will be required to 
settle the behaviour, the presence of medical 
comorbidity and the possibility that the person is 
medication naïve. The main concerns are overse-
dation, hypotension, extrapyramidal side effects 
and falls.

Table 24.6 Emergency pharmacotherapy for severe agitation

Oral pharmacotherapy
First line Short-acting benzodiazepine E.g. lorazepam 0.5–1.25 mg (maximum 7.5 mg in 24 h)
Second line Atypical antipsychotic E.g. risperidone 0.5–1 mg (maximum 4 mg per event) or

Olanzapine 2.5–5 mg (maximum 10 mg in 24 h)
Third line Traditional antipsychotic E.g. haloperidol 0.5–1 mg (maximum 4 mg in 24 h)
Parenteral pharmacotherapy
First line Short-acting benzodiazepine Lorazepam 1 mg IMI 2 hourly (maximum 3 mg in 24 h)
Second line Atypical antipsychotic Olanzapine 2.5 mg IMI 2 hourly (maximum 7.5 mg in 24 h)
Third line Traditional antipsychotic Haloperidol 1 mg IMI 2 hourly (maximum 3 mg in 24 h)

IMI intramuscular injection, mg milligrams
Table based on Refs. [39, 41]
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24.4.16  Evaluation of Interventions 
Made

It is important to provide ongoing review and set 
a timeline for evaluating whether an intervention 
has been successful. This is especially true for 
any pharmacological interventions, where risks 
may outweigh benefits [39]. Any ineffective 
treatment should be withdrawn. Staff at residen-
tial care facilities may be asked to complete a 
behaviour diary, which records the nature, fre-
quency and type of agitation, as well the inter-
vention used and outcome. The Antecedent, 
Behaviour and Consequences (ABC) approach is 
commonly used to describe challenging behav-
iours and evaluate the effectiveness of manage-
ment interventions. This approach involves the 
carer or staff documenting the antecedent, behav-
iour and consequences of the behaviour.

Formal assessment tools improve the differen-
tiation of agitated behaviour which facilitates tar-
geted treatment [56]. Rating scales are also useful 
in objectively quantifying change in symptoms 
and behaviours from pre-intervention levels. 
They are particularly helpful in residential aged 
care facilities. A variety of rating scales have 
been devised to evaluate specific (e.g. depressive 
symptoms, agitation, apathy) and general agita-
tion and other BPSD [56]. For example, the 
Cohen-Mansfield Agitation Inventory [57], 
Behavioural Pathology in Alzheimer’s Disease 
[58] and the NPI [59]. Tools may be scored by 
carers (family or professional), self-report by the 
person with dementia, or physicians’ direct 
observations. However, to achieve consistency 
and reliability in ratings, staff must be trained in 
the use of the rating scale.

24.4.17  Specific Recommendations 
for Management in Primary 
Care

It is important to consider and screen for cogni-
tive impairment in older adults. This should 
include taking a history from the person and their 
carer including regarding the onset, nature and 
progression of cognitive symptoms, functional 
impairment (i.e. activities of daily living), 

whether they are driving and other safety consid-
erations (such as access to weapons, becoming 
lost, accidental injury or self-neglect) and mood 
[48]. Agitation can also be a potent cause of carer 
stress, which should be evaluated. Formal tools to 
assess and monitor cognition such as the mini- 
mental status examination [60], clock-draw test 
and the General Practitioner Assessment of 
Cognition (GP-Cog) should be conducted [61]. 
The GP-Cog is a valid, quick screening tool for 
dementia developed for primary care and consists 
of objective cognitive tests combined with his-
torical reports from an informant [61].

The key issues in managing agitation and other 
BPSD in primary care are to elucidate the underly-
ing causes and address them. Assessment may take 
time and is necessarily broad, including corrobora-
tive information from families, carers and residen-
tial care staff. Once an intervention has 
commenced, there should be a plan for regular 
review. It may be necessary to sequentially try dif-
ferent approaches to management before an effec-
tive intervention is found for the individual. While 
behavioural, environmental or psychological inter-
ventions may continue indefinitely, pharmacologi-
cal strategies should have a time frame determined 
for use, relevant monitoring and be withdrawn if 
ineffective. Families and carers may benefit from 
additional information and support, for example, 
through the local Alzheimer’s Association branch, 
carers organizations and Dementia Services.

24.5  Conclusion

Agitation is a common complication of demen-
tia that will be frequently encountered by pri-
mary care physicians. It is often a manifestation 
of distress in the person with dementia, can be 
very stressful for their carers and results in pre-
mature institutionalization. Early assessment 
and appropriate interventions by primary care 
physicians can ameliorate the distress, assist 
carers in coping with the situation and delay 
placement into institutional care. For those per-
sons already in residential care, well-trained 
staff using person-centred care practices in a 
well-designed facility can reduce the likelihood 
of agitation development.

24 Agitation
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Abstract
Psychosocial rehabilitation (PR) in old age 
psychiatry is the set of direct and indirect pro-
cesses, mobilizing individuals and their envi-
ronment, in order to allow adults at retirement 
age presenting a disability, a capacity limita-
tion, or a difficulty of performance related to a 
mental health problem to recover an optimal 
functioning. PR for older adults doesn’t differ 
from that of younger adults. But their specific 
needs require special skills of professionals 
and specific resources too. In older adults, the 
social reintegration and rehabilitation aspects 
are more valued than vocational ones. 
Solutions are required for the participation of 
retirees in all kind of activities within the com-
munity. Two complementary dimensions must 
be taken into account: the psychological well- 
being and individual resilience. The reduction 
of stigma and discrimination is central. By 
acting on social determinants of health, it is 
possible to improve a better subjective mental 
health and well-being, to build the capacity of 
communities to manage adversity, and to 
reduce the burden and consequences of mental 
health problems. Primary care teams should 

be included in all PR program as a cost- 
effective valuable resource able to deliver and 
manage important steps of such programs in 
the respect of local cultural rules.
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Key Points
• In order to cope with older adults with 

mental disorders number increase and 
with the problems related to them, inno-
vative approaches are needed for their 
treatment and care: the application of 
the psychosocial rehabilitation (PR) 
principles in the care of the older adults 
with mental disorders may be a response 
to that.

• PR in old age psychiatry is the set of 
direct and indirect processes, mobiliz-
ing individuals and their environment, 
in order to allow adults at retirement age 
presenting a disability, a capacity limita-
tion, or a difficulty of performance 
related to a mental health problem to 
recover an optimal functioning.

• PR in old age psychiatry does not differ 
essentially from that of younger adults. 
But the complexity and the specific 
needs of older adults require the devel-
opment of special skills of mental health 
professionals and the implementation of 
specific resources.
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25.1  Introduction

The number of older adults in the world is 
increasing at varying speeds, depending on the 
country income level where they live: the life 
expectancy of the world’s population has 
increased by 30  years throughout the twentieth 
century [1, 2]. This success of humanity is also 
transforming itself into an enormous challenge: 
to become able to cope with this population of 
older adults, with its specific needs and problems. 
Indeed, the living conditions of people at retire-
ment age (in general, after age 65) are undergo-
ing profound changes. The place and the role of 

these older adults in the community require a 
redefinition, and a transformation is essential in 
all sectors of society [2–4].

Many older adults are left on their own with-
out the health care and social support they need. 
On the other hand, many others are kept in expen-
sive housing structures and in often inadequate 
conditions: they could be treated at home with 
minor adaptations of the care system or in institu-
tions better prepared to meet their needs, in 
respect of their dignity [3, 4]. Everyone, 
 especially the older adults, has the right to enjoy 
a good quality of life and to have a recognized 
role as a member of society.

The number of older adults with mental disor-
ders is also increasing not only because of demo-
graphic pressure but also because of the life 
expectancy increase of younger people with 
chronic mental disorders, particularly with psy-
chotic disorders [2]. Indeed, for the first time in 
history, the effective care they have received 
since the beginning of their illness allows these 
people to reach very advanced ages [5].

Mental disorders in older adults are a source of 
great suffering for the individual and for his/her 
family. They also are an important burden for the 
community. The patient thus fears becoming a 
burden for others. Affected families are usually 
required to provide material and emotional sup-
port while experiencing the discrimination associ-
ated with the mental disorder. Many family 
members have to adapt, to make compromises, 
and to spend a good deal of their time caring for 
the sick person. This charge hampers their full 
personal development. They are socially embar-
rassed—often also financially—and live in fear of 
relapses that would disrupt their daily lives [6]. 
Finally, older adults with mental disorders often 
suffer from a double prejudice: one related to their 
age and the other related to mental disorder [7].

Thus, in order to cope with older adults with 
mental disorders number increase and with the 
problems related to them, innovative approaches 
are needed for their treatment and care. One of 
these innovations could still be the application of 
the psychosocial rehabilitation principles in the 
care of the older adults with mental disorders [8, 9].

• In older adults, it is only the social rein-
tegration and rehabilitation aspects that 
will be more valued. Solutions for the 
participation of retirees in paid or volun-
tary activities within the community 
should be found.

• To achieve the highest possible level of 
quality of life for older adults, two com-
plementary dimensions must be taken 
into account: the psychological well- 
being and individual resilience.

• The reduction of stigma and discrimina-
tion against older adults with mental 
disorders occupies an important place in 
a PR project.

• By acting on social determinants of 
health, it is possible to contribute to a 
better subjective mental health and well- 
being of older people, to build the 
capacity of communities to manage 
adversity, and to reduce the burden and 
consequences of mental health 
problems.

• Primary care teams should be included 
in all PR program as a cost-effective 
valuable resource able to deliver and 
manage important steps of such pro-
grams in the respect of local cultural 
rules and habits.
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25.2  Toward a Psychosocial 
Rehabilitation (PR) in Old 
Age Psychiatry of the Elderly

25.2.1  Concept Development

Old age psychiatry is a branch of psychiatry. It is 
part of the multidisciplinary mental health-care 
system for older adults. Its field of competence is 
the psychiatric care for older adults at retirement 
age (usually people over 65), and it is character-
ized by community orientation and a multidisci-
plinary approach of assessment, diagnosis, and 
treatment [10].

The complexity of older adults’ needs, assess-
ment, and individual care and long-term follow-
 up require all the collaboration of health and 
social services with volunteer organizations and 
families. The specialty deals with the full range 
of mental disorders and their consequences and is 
particularly concerned with older adults who 
have developed chronic mental disorders at a 
younger age [10].

In its basic concept, PR in old age psychiatry 
does not differ essentially from that of younger 
adults, especially since PR has been extended 
beyond the scope of reintegration to work [11, 
12]. But the complexity and the specific needs of 
older adults require the development of special 
skills of mental health professionals and the 
implementation of specific resources (policies, 
programs, and services). These special needs are 
related to aspects of prevention, early detection of 
disorders, and reduction of impairments (capacity 
limitations or performance problems associated 
with mental and behavioral disorders). The orga-
nization of PR services in old age psychiatry aims 
to facilitate the access to care and to introduce 
effective interventions while reducing stress for 
the ill person and his/her entourage [13].

It is difficult to develop a project of integration 
into society for people who are often in loss of 
life project. This difficulty is even greater for a 
family group in which there are three or four dif-
ferent generations living together, each present-
ing specific needs and problems, for which à la 
carte rehabilitation project must be developed.

In general psychiatry, PR involves vocational/
social reintegration and rehabilitation [14–16]. In 
the case of older adults, it is only the social aspects 
that will be more valued. However, the increase in 
the number of pensions to be financed, and the 
increase in life expectancy, means that projects 
have to be studied to find new solutions for the 
participation of retirees in paid or voluntary activ-
ities within the community. We claim a place 
within these projects for older adults with mental 
disorders: any exclusion should not be accepted.

The PR in old age psychiatry is highly sensi-
tive to the role and place that older adults hold in 
a given society. This role and place are currently 
being transformed in the present moving societ-
ies wherever families are breaking up, the num-
ber of places for dependent older adults in nursing 
homes is being reduced, the economic power of 
older adults is being loss as well as their role as 
potential consumers, while the weight of their 
role in political life in modern democracies 
should be increasing. All these points can ques-
tion the place of older adults in society and there-
fore their role as citizens [17–19].

25.2.1.1  Quality of Life, Well-Being, 
and Resilience

Improving patients and informal caregivers’ 
quality of life, while taking into account the 
needs of the support network, is central to a PR 
project [20, 21]. In addition, interventions must 
take into account the wishes of the patient in the 
respect of his/her autonomy and dignity [22]. To 
achieve the highest possible level of quality of 
life, two complementary dimensions must be 
taken into account: the psychological well-being 
and individual resilience.

Psychological well-being is an integral part of 
an individual’s capacity to lead a fulfilling life, 
including the ability to form and maintain rela-
tionships, to study, to remain active inside the 
community or pursue leisure interests, and to 
make day-to-day decisions about the manage-
ment of the social determinants of his/her own 
life [23]. To achieve this state of well-being, 
some values inherent to the human condition 
have to be promoted and protected [23]:

25 Psychosocial Rehabilitation in Mental Health Care for Older Adults
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 – The independent thought and action, which is 
the capacity of each one to manage their inter-
actions with others.

 – Pleasure, happiness, and life satisfaction: hap-
piness represents the ultimate goal in life and is 
the truest measure of well-being [24, 25].

 – Family relations, friendship, and social inter-
action: own self-identity and capacity to be 
happy are deeply related to the social sur-
roundings, including the opportunity to form 
relationships and engage with those around 
them (family members, friends, colleagues).

Resilience, on other side, refers to a pattern of 
sufficient functioning indicative of positive adap-
tation in the context of significant risk of adver-
sity [26, 27]. It is a process of effectively 
negotiating, adapting to, or managing significant 
sources of stress or trauma. Assets and resources 
within the individual, the close environment, and 
the community as a whole may facilitate this 
capacity for coping. This capacity may change 
along the life course and depend also on the past 
experiences facing to adversity.

Well-being is related to resilience, but it is 
possible to have individuals—and communi-
ties—with high level of well-being and low resil-
ience [26]. Higher emotional well-being, 
optimism, self-related successful aging, social 
engagement, and fewer cognitive complaints are 
strongest predictors of good resilience [26].

In the case of very older adults, an important 
capacity of resilience is used to cope with physi-
cal and health changes—as well as perceived 
well-being fluctuation—in order to focus in what 
is really essential in life contributing to own hap-
piness. In this case, perfect physical health is not 
indispensable nor enough for the perception of a 
successful aging. The self-satisfaction involves 
much more emphasis on psychological factors, 
such the capacity to cope (resilience), optimism, 
and well-being, in absence of important mental 
health symptoms of anxiety and depression [26].

25.2.1.2  Stigma and Discrimination
The reduction of stigma and discrimination 
against older adults with mental disorders occu-
pies an important place in a PR project. Stigma is 

the result of a process, whereby some individuals 
are unwarranted to feel ashamed, excluded, and 
discriminated. Discrimination includes all forms 
of distinction, exclusion, or preference that result 
in the abolition or reduction of equitable rights 
[7]. Discrimination can manifest itself in terms of 
poor quality of care, marginalization within health 
systems, poor housing conditions for the people 
concerned, but also devaluation of professionals 
and services providing care, difficulties with 
financing, unfairness in the reimbursement of 
health costs, negative impact on families, abuse, 
preventable institutionalization, social exclusion, 
poor quality of life, discriminatory legislation, 
negligence on the part of authorities, etc. [7].

The reduction of stigma involves complex 
educational actions to change beliefs and atti-
tudes, while the reduction of discrimination 
mainly involves a legislative and judicial 
approach [7]. The main goals of a strategy to 
reduce stigma and discrimination in the context 
of mental disorders in older adults are to:

• Ensure the existence and the effectiveness of 
social and health services for these people and 
their caregivers.

• Ensure that the mental health of older adults 
receives the same attention that of other age 
groups.

• Promote a better understanding and accep-
tance of these people.

• Create more supportive environments for 
them.

• Encourage the search for effective and non- 
stigmatizing treatments, care, and access to 
sufficient occupational activities.

While government authorities have primary 
responsibility for reducing stigma and discrimi-
nation, other sectors also have an important role 
to play. They must act in a coordinated way; carry 
out realistic actions, limited in time; and if pos-
sible regularly evaluate their actions [28].

25.2.1.3  Social Determinants 
of Health [29–32]

Mental well-being is an asset of individuals, 
communities, and populations whose value can 

C. A. de Mendonça Lima and N. Kuhne
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change throughout the life course. Someone’s 
mental health is affected by a range of determi-
nants throughout life, such as the genetic heri-
tage, personal experiences, and the environment 
in which the person lives [29, 30]. Social deter-
minants of health are the conditions in which 
people are born, grow, live, work, and age and 
which are shaped by the distribution of money, 
power, and resources at global, national, and 
local levels [29, 30]. These social determinants 
are associated with mental disorders by contrib-
uting to its onset or its course. Social determi-
nants may play a role as risk factors for mental 
health (poverty, inequalities, stigma and discrim-
ination, poor housing, poor early years experi-
ence, violence, abuse, neglect, drug and alcohol 
abuse, poor general health, caring duties), while 
others may be protective factors (social protec-
tion, resilience, social networks, positive com-
munity engagement, positive spiritual life, hope, 
optimism, good general health, good quality par-
enting, positive relationships in old age) [29, 30].

Social determinants of health are the condi-
tions in which people are born, grow, live, work, 
and age and which are shaped by the distribution 
of money, power, and resources at global, 
national, and local levels [29, 30]. These social 
determinants are associated with mental disor-
ders by contributing to its onset or course. A list 
of these social determinants should include at 
least [29, 32]:

 – Cultural and spiritual references
 – Education and literacy
 – Physical environment
 – Social status and security
 – Financial resources including income 

security
 – Food and housing security and quality
 – Health system
 – Justice system, including respect of human 

rights
 – Employment and working conditions
 – Access to occupational activities
 – Leisure and personal development
 – Spiritual development
 – Discrimination and stigma
 – Inequalities

 – Social, political, and physical exclusion and 
marginalization

 – Violence, abuse, neglect, and abandon

Social determinants of health are primarily 
responsible for disparities in health. They are 
influenced by policy choices which influence the 
development of public service systems. These 
systems, in their turn, shape the social determi-
nants of health through the development of pro-
grams, resource allocations, and organization of 
services. The influence of negative social deter-
minants of health often is caused by bad political 
choices and the consequent unequal distribution 
of resources [29, 30].

Older adults’ mental health relates both to ear-
lier life experiences and also to experiences, con-
ditions, and contexts specific to aging and the 
postretirement period. Older adults’ mental 
health is related to socioeconomic status, educa-
tional status, gender, ethnicity, age, and levels of 
physical health. The aging process varies by 
country, related to their social, political, and eco-
nomic arrangements and particular levels of 
social protection. Some of the life events that can 
trigger mental disorders are likely to be experi-
enced in older age—bereavement, perceived loss 
of status and identity, poor physical health, loss 
of contact with family and friends, lack of exer-
cise, and living alone. In fact, social isolation 
among older people is particularly significant 
(especially for women) in raising the risk of men-
tal disorders [32].

By acting on social determinants of health, it 
is possible to contribute to a better subjective 
mental health and well-being of older people, to 
build the capacity of communities to manage 
adversity, and to reduce the burden and conse-
quences of mental health problems [33]. 
Disadvantages because of mental health prob-
lems damage the social cohesion of communities 
and societies by decreasing interpersonal trust, 
social participation, and civic engagement [33].

The interventions which contribute to prolong 
and/or improve older people’s social activities, 
well-being, life satisfaction, resilience, and qual-
ity of life can significantly reduce mental disor-
ders symptoms and protect against risk factors, 
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such as social isolation. Effective interventions 
exist, including psychosocial interventions, inter-
ventions to reduce social isolation and to improve 
exercise and physical activity programs, and pro-
grams promoting lifelong learning, in addition to 
actions aimed at reducing poverty and improving 
physical health. Furthermore, interventions that 
improve heating at home, help older people make 
new friends, and provide opportunities for older 
people to volunteer are effective in improving 
and protecting mental health [17, 18, 33].

To achieve the objectives to offer to older 
adults with mental disorders the best quality of 
life and the best possible well-being perception, 
to develop their resilience skills, and to ensure 
their place as citizens in the community, in the 
respect of their autonomy and their protection 
against stigma and discrimination, it must be rec-
ognized that the PR is therefore waiting for a 
definition to better set benchmarks for rehabilita-
tion in old age. This definition must be made 
within each cultural context, at a local level, by 
all those involved.

25.2.1.4  Proposal of a Definition
The literature on psychosocial rehabilitation in 
old age psychiatry is insufficient [11], while the 
care of chronic diseases and disabilities remains 
the great challenge of modern medicine. Jones 
proposed that the rehabilitation of older persons 
with mental disorders should “restore and main-
tain the highest possible level of psychological, 
physical and social functioning despite the pres-
ence of incapacitating effects of disease” [11]. 
This definition implies the prevention of prevent-
able disadvantages associated with diseases and 
maladaptive responses to diseases. It is also con-
cerned with the fight against the harmful effects 
of negative prejudices toward older adults, pres-
ent in patients, in families, and in society in 
general.

Taking into account the various works pub-
lished for psychiatry in general [12, 14–16, 34] 
and more recent concepts on the functioning of 
the sick person and on the handicap [35], we pro-
pose here a definition:

Psychosocial rehabilitation in old age psy-
chiatry is the set of direct and indirect pro-
cesses, mobilizing individuals and their 
environment, in order to allow adults at 
retirement age (generally, with over 65 years) 
presenting a disability, a capacity limitation, 
or a difficulty of performance related to a 
mental health problem to recover an optimal 
functioning. The use of their own preserved 
skills and resources, in terms of autonomy 
and independence, is the base of all actions 
in psychosocial rehabilitation. Individuals 
are encouraged to learn how to cope with 
capacity limitations, or performance issues, 
by developing their individual functional 
skills—particularly those related to:

• Personal care (hygiene, eating habits, 
etc.)

• Social exchanges
• Their meaningful commitment to all dif-

ferent kinds of activities

The general objective of psychosocial 
rehabilitation is achievement of the highest 
level of satisfaction with life, at the living 
place of the person’s choice and, as far as 
possible, within the community. 
Compensation for their disadvantages is 
obtained, on the one hand, by internal psy-
chological work aimed on reinforcing resil-
ience skills and adapting personal aspirations 
to its preserved capacities and resources but 
also by providing a supportive and adaptive 
environment and, in particular, through the 
development of real-life opportunities within 
the community. The reduction of stigma 
toward them is done by promoting actions in 
various sectors of society and by providing 
accessible means to defend against discrimi-
nation. Finally, improving their status as citi-
zens and achieving the highest possible level 
of well-being are the ultimate goals of psy-
chosocial rehabilitation.

C. A. de Mendonça Lima and N. Kuhne



357

25.3  Strategies

Good quality of care for older adults with mental 
health problems should consider the person as a 
whole and take into account the needs and wishes 
of the patient at the psychological, physical, and 
social level. Care services must be accessible 
from geographical, financial, political, cultural, 
and linguistic points of view. The answers pro-
vided must correspond to the problems addressed 
and provided as quickly and adequately as pos-
sible. The care delivered must be centered on the 
person. They must take into account the problem 
of mental health in the context of the individual’s 
life and must aim, as far as possible, to maintain 
the person in his or her usual environment. The 
approach to care is transdisciplinary. The 
exchanges among professionals as well as the 
exchanges between professionals and the other 
members of the community participating in the 
patient’s care and treatment must to be  facilitated. 
The services must ensure the quality of the ser-
vices delivered and be sensitive to the ethical and 
cultural aspects of the interventions. The sys-
temic approach flexibly integrates all available 
services in order to ensure the best possible con-
tinuity of care [10].

If diagnostic procedures are quite similar to 
that used in other age groups, it should be real-
ized as often as possible in the living area where 
the person lives. It is suitable that it includes the 
collection of a collateral anamnesis. The diagnos-
tic formulation must emphasize the abilities pre-
served, the limitations of capacity, and the 
difficulties of participation. It must also highlight 
the impact of the disease in the life of the patient 
and his family. The wide range of available ser-
vices must consider the patient, the family, and 
other caregivers in the community providing the 
ongoing care and treatment. This care and sup-
port must be flexible, complementary, and inte-
grated, in order to provide the best possible 
quality of life. Structural barriers have to be mini-
mized to allow the patient to cope when transfer-
ring from one service to another, as soon as this 
transfer is necessary [10].

The PR efficiency is higher when deployed as 
part of a community-based activity [13]. If the 

PR for the older adults is to be deployed in their 
usual place of residence, it will have to be 
deployed also in long-stay institutions (nursing 
homes). One of the roles of PR for the elderly is 
to prevent unnecessary institutionalizations. But 
another one is to define the criteria to propose 
this institutionalization at the right time, in the 
best interest of the person. At this particular time, 
PR must help the dependent person who cannot 
anymore live independently at home to partici-
pate in the process of choosing the institution that 
will host him/her. It should also help to give to 
the hosting institution the means to adapt to this 
person’s needs. These long-stay institutions must 
fully assume their role as a place to live and avoid 
the isolation of residents: the long-stay institu-
tions must participate in the life of the commu-
nity, and the community should participate in the 
life of the institution as well.

The diverse components of intervention strat-
egies in PR can be described according to several 
levels of intervention, the most important of 
which are the individual level and the level of ser-
vices and the environment.

25.3.1  Strategies at Individual Level

Pharmacological Treatments Their proper use 
is often essential to reduce symptoms and prevent 
relapse. In the elderly, these treatments involve 
special knowledge of age-related pharmacoki-
netic and pharmacodynamic changes and the 
management of drug interactions in the presence 
of other common diseases and treatments in this 
group of older adults.

Social Skills Training (methods that use spe-
cific principles of the learning theory to pro-
mote the acquisition, generalization, and 
long-term preservation of the necessary skills 
for social and interpersonal situa-
tions) Available interventions depend on the liv-
ing environment, but they must be proposed both 
for people living in the community and for people 
living in institutions. They can range from simple 
participation in speaking groups to participation 
in media-related activities around a specific topic.
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Training in Activities of Daily Living to Live 
Independently (Food, Hygiene, Dressing, 
Cleaning, Transport, Communication) This 
training allows the development of skills to 
achieve a level of quality of life and indepen-
dence favorable for a life in the community but 
also, for the residents of the institutions, in order 
to avoid too much regression. For patients living 
alone with limitations in their skills to perform 
activities of daily living, appropriate help must be 
provided. Particular attention must be paid to 
improving home security and setting up an effec-
tive warning system for crisis or accident.

Psychological Support for Patients and 
Families Regardless of the technique used, 
intensive and ongoing psychological support to 
patients and families is a key component of PR 
programs. Self-help groups for caregivers of 
patients with chronic conditions are also an effec-
tive strategy. Adequate information should be pro-
vided on diagnosis, alternative care, the individual 
implications of each one of them, the rights of 
users and families, and the available psychologi-
cal resources. In particular, the need of caregivers 
for respite has to be recognized. An adapted 
response can be given in terms of taking care of 
certain tasks by prepared staff (hygiene care, 
preparation and consumption of meals, home visit 
for a few hours of the week to allow family mem-
bers to rest), attendance at day-care facilities, or 
short-term stays in adapted institutions.

Accommodation For older adults who can no 
longer stay at home, alternative accommodation 
must be offered in order to ensure their safety and 
the best possible quality of life. A significant 
effort must be made to prevent psychiatric hospi-
tal from becoming a permanent place of accom-
modation. In situations where an alternative does 
not exist, the psychiatric hospital must be adapted 
to ensure this exceptional accommodation. 
Different hosting strategies can be adopted, 
depending on local cultural resources and rules. 
Ideally, individual accommodation with support 
from trained personal should be made available 
to the patient. If the necessary resources are not 
available to meet individual needs, alternatives 

for collective housing must be found. But in this 
case, the risks of keeping people together in insti-
tutions should not be overlooked.

Financial Resources Every older adult with a 
mental disorder must have a pension that ensures 
at least the minimum subsistence level, taking 
into account the own difficulties. Access to basic 
care should not be limited by personal financial 
hardship. Legal protection must be available to 
protect human rights and prevent exploitation by 
others. In particular, measures must be taken to 
ensure the protection of the personal interests in 
case of incapacity to manage the own affairs.

Meaningful Occupations and Spiritual 
Needs The ability to participate in and enjoy the 
leisure activities chosen by the individual, regard-
less of his or her environment, is also an element 
of PR. Access to appropriate, freely chosen activ-
ities is a prerequisite for activities with a positive 
impact on health. Physical activities should be 
promoted. Opportunities to express their spiritual 
needs must be offered to the sick older adults. 
They must be able to freely practice the rites 
related to their convictions in this field.

25.3.2  Strategies for Mental Health 
and Human Resources 
Services

Mental Health Services and Resource Allocation 
Policies PR has been considered an essential 
component of any mental health service policy. In 
formulating these policies, it is important to avoid 
the separation between services oriented toward 
specific (pharmacological) treatments and those 
oriented toward PR.  The integration of the two 
components is essential, and adequate resources 
must be provided for PR programs. A community-
based mental health service must become a care 
center that can not only provide treatment but also 
be ready to facilitate access to community 
resources for users and their families. Integrating 
health system resources with those of the commu-
nity increases the exchange of knowledge and the 
chances of success for rehabilitation.
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The Improvement of Institutional and 
Residential Services The promotion of the 
human resources and the improvement of mate-
rial conditions at the institutions where PR users 
live are essential prerequisites for any program in 
PR. Both must progress together regardless of the 
user’s place of life. There is an urgent need for 
guidance on minimum and/or optimal care stan-
dards for patients and users.

Staff Education and Training The usual train-
ing programs for health professionals are insuffi-
ciently geared toward PR.  Thus, specific 
components of PR must be introduced in all 
courses of graduate training, postgraduate train-
ing, and continuing education. These aspects are 
important in the field of rehabilitation because 
they involve not only the training of professionals 
but also the dissemination of appropriate infor-
mation to patients, their caregivers, and family 
members as well as to the general public [36].

Quality Assurance Health professionals always 
feel that they are delivering the best quality of 
care, from their own point of view. However, 
users insist not only on having care of quality but 
also on having easy access to a diverse range of 
care options. As the definition of quality of care is 
still under discussion, a negotiated agreement 
must be reached in each case. A key to the suc-
cess of quality assessment is the provision of 
standards and quality indicators that cover the 
full range of essential RP services. These indica-
tors and standards must be formulated in such a 
way to let them adapted to local needs and con-
texts [37, 38].

25.3.3  Strategies at Societal Level

Improving the Relevant Legislation In most 
cases, improvements at the existing legislation 
for the organization and access to the mental 
health-care system, or the formulation of a new 
legislation, create a formal structure in which PR 
programs can achieve maximum efficiency. 
Persons with disabilities must enjoy the same 
rights and benefits as those without disabilities, 

regardless of the cause of the disability. 
Legislation should cover aspects such as involun-
tary treatment and hospitalization, patients’ 
rights, access to the labor market, accommoda-
tion, education, and other social benefits.

Advocacy Advocacy is a component and a pur-
pose of PR. Users must actively participate in the 
planning, delivery, and evaluation of programs in 
PR. This empowerment of users is not simply a 
realization of the formal rights of patients: they 
also allow greater access to community resources 
for users and their families. This strengthening of 
advocacy power is one of the main strategies to 
enable psychiatric patients, independently of 
their age, to increase their citizenship status [39].

Improving Public Opinion and Attitudes 
Toward Mental Disorders Stigma associated 
with mental disorders affects not only people 
with mental disorders but also those who care for 
them, their families, and professionals. Stigma 
and discrimination are based on negative atti-
tudes toward people with mental disorders and 
mistaken beliefs about mental disorders. These 
attitudes and beliefs are sometimes even present 
among health professionals. Changing attitudes 
toward mental disorders can take a long time, but 
legislative interventions can produce results 
much more quickly. The dissemination of appro-
priate information to patients, to their caregivers, 
to family members, and to the general public pro-
vides a better understanding of mental illness, of 
their treatment and care. It increases the capacity 
of individuals to participate in the organization of 
care and services.

25.4  Role of Primary Care

The primary care team has the initial responsibil-
ity for identifying, assessing, and managing men-
tal health problems in older adults. The decision 
to refer to a specialist team is usually made in 
primary care. But in many countries, the current 
configuration of services for older adults with 
mental health problems will not cope with the 
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consequences of the demographic shift that is 
now underway. Primary care, which has tradi-
tionally referred to specialist provision for diag-
nosis and management of older people with 
mental health problems, will need to adopt a 
more active role. This will entail the acquisition 
of new skills, particularly around psychosocial 
interventions, and the development of systematic 
care packages and pathways.

Improving the ability of primary care practi-
tioners to identify mental health problems in 
older adults depends, therefore, first on recogni-
tion of the necessary preconditions for acquiring 
new skills. Whole health system changes would 
need to include policy changes at the macro-level 
of funding bodies, efforts at systematization of 
care at the meso-level of specialist service pro-
viders, and educational interventions aimed at 
individual professionals and workgroups at the 
micro-level. These changes would be different in 
different jurisdictions, depending on funding 
streams, the presence or absence of a gatekeeper 
function in primary care, and the availability in 
the community of other disciplines, like clinical 
psychology.

Second, practitioners’ pattern recognition 
abilities need to be enhanced and their illness 
scripts made richer and deeper. The diagnostic 
task is rarely an easy one in the early stages of 
mental health problems, but it is one that primary 
care practitioners can master once they know 
what it is they are facing and what resources they 
can call upon.

Third, it should be given resources and skills 
to develop effective, and at affordable cost, man-
agement of the older adult’s mental health prob-
lems in the community. Primary care professionals 
know much better than specialists which 
resources are available in the community that can 
be useful in a PR perspective. Primary care pro-
fessionals often have also in charge the manage-
ment of other health issues that may be related 
with the mental health problems. Too much often, 
the mental disorders in older adults are caused by 
somatic disorders and/or their treatments. 
Primary care professionals are in good position 
to detect these issues and manage the drug 
interactions.

For all these reasons, Primary care teams 
should be included in all PR program as a cost- 
effective valuable resource able to deliver and 
manage important steps of such programs in the 
respect of local cultural rules and habits.

25.5  The Research

Given the various aspects involved in PR, it is 
necessary to develop research projects that cover 
all the topics mentioned above. Universities, 
research institutes, and professionals are invited 
to consider the possibility of developing research 
activities in this area, while governments and 
funding agencies are strongly encouraged to con-
sider the creation of funds specifically for activi-
ties related to PR [8].

25.6  Conclusion

Only 48% of countries in the world have devel-
oped specific mental health programs for older 
adults [30]. This probably explains why many 
people are not yet benefiting from the progress 
made by the PR. The most basic rights of patients 
are still insufficiently insured—whatever the age 
group—and patients are still too often victims of 
stigma and discrimination. That is why, in 1991, 
the United Nations General Assembly adopted 
the Principles for the Protection of People with 
Mental Illnesses and for the Improvement of 
Mental Health Care [40].

Access to care and continuity of care, espe-
cially outside the institutional circuit, are not yet 
sufficiently assured. Many professionals working 
in older adult mental health are still underquali-
fied. On the other hand, health services remain 
underutilized, mainly because of the fear of 
stigma and discrimination related to the condi-
tion of the mentally ill [5]. The role of primary 
care is essential here to offer early detection of 
mental health problems, to start their manage-
ment and support the natural caregivers in the 
community.

The complex interaction among physical dis-
orders, mental disorders, and social difficulties in 
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old age can change very quickly. That’s why the 
rehabilitation of older adults is never completely 
finished. Careful planning of continuity of care, 
follow-up, and permanent availability of care in 
case of need are unavoidable necessities to ensure 
dignified living conditions for these people.

Indeed, it is our own dignity that is at stake: 
that of ensuring for older adults with mental dif-
ficulties the promotion of a life of quality and the 
best well-being perception.
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Cognitive Intervention for Patients 
with Neurocognitive Impairments

Genevieve Gagnon and Marjolaine Masson

Abstract
The prevalence of neurocognitive disorders 
is rising. In the last 20 years, there has been 
increased interest for the development of 
cognitive interventions to prevent the onset 
and/or delay the progression to dementia in 
at-risk older adults. Cognitive interventions 
are not a unitary concept. It comprises sev-
eral varieties of interventions such as cogni-
tive stimulation, cognitive training, and 
cognitive rehabilitation. Research suggests 
these treatment  approaches may have a 
chance at improving or stabilizing cognition 
in patients with mild cognitive impairment. 
Moreover, it seems cognitive intervention 
would be most efficient with patients who are 
aware, motivated and able to remember and 
apply the learned skills. Indeed, data 
from  recent literature suggests cognitive 

intervention should begin before the onset of 
manifest memory impairment and should be 
implemented as a form of cognitive preven-
tion where patients are educated about the 
modifiable risk factors for Alzheimer’s while 
performing cognitive training and learning 
new strategies.
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Key Points
• Neurocognitive disorders are increas-

ing  in prevalence and in incidence due 
to the expanding senior demographic. 
Hence, there is a growing interest to 
develop cognitive interventions to pre-
vent the onset and/or delay the progres-
sion to dementia in at-risk older adults.

• Cognitive intervention is not a unique 
concept and includes several kinds of 
interventions such as cognitive stimula-
tion, cognitive training and  cognitive 
rehabilitation.

• Cognitive training and cognitive reha-
bilitation should involve a skilled thera-
pist to have a better chance of improving 
cognition or functioning of patients.

• Cognitive intervention would be most 
efficient with patients who are aware, 
motivated and able to remember and 
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26.1  Introduction

The last few decades have been one of exponen-
tially growing interest for neuroscience and human 
cognition, which led to precise characterizations 
of cognitive profiles in various psychiatric and 
neurological disorders. This allowed clinicians 
with an interest in intervention to use this new 
knowledge to develop cognitive interventions to 
help their patients with cognitive difficulties and 
complaints. Interventions can range, for example, 
from working with a computer, practicing a task 
every week, to learning how to use an agenda.

In fact, just like psychotherapy, cognitive inter-
vention includes several types of approaches and 
strategies. All cognitive interventions would target 
cognition, but the various programs available 
would use different methods and have different 
goals. A recent literature review suggests a nomen-
clature: cognitive stimulation, cognitive training, 
and cognitive rehabilitation [1]. This nomencla-
ture has been used in a few literature reviews [2, 3] 
and provides a precise shared language to refer to 
the various interventions in the field of cognition.

• Cognitive stimulation attempts to improve 
cognitive and social functioning using general 
mental activation (e.g., conversation, games, 
quizzes) [4]. This category implies using cog-
nition without necessarily seeking metacogni-
tion (thinking about one’s own mental 
processes). It can be used without the need of 
a therapist [1].

• Cognitive training aims to maintain or improve 
specific cognitive functions (e.g., attention or 

memory), with the help of guided execution 
and repetition of standardized tasks [5].

• Cognitive rehabilitation aims at maintaining or 
improving everyday skills [5] with the use of 
compensatory strategies, ranging from an 
adaption of the environment to the use of exter-
nal aids (e.g., automatic reminders). Cognitive 
rehabilitation is generally an individualized 
approach, but it also offered in group [6–9].

26.2  Epidemiology

With the growing population of older adults (aged 
65 years or older) in the USA and in Canada, as 
well as the increased incidence of Alzheimer’s dis-
ease (AD) and other progressive neurocognitive 
disorders, researchers and healthcare practitioners 
have worked collaboratively to develop and imple-
ment novel clinical care practices aimed at prevent-
ing the onset and/or delaying the progression to 
dementia in at-risk older adults.

Traditionally, cognitive interventions for adults 
with cognitive difficulties were used in rehabilita-
tion centers, mostly with patients who  were 
recovering from acquired brain injuries. The goal 
was to help these patients improve their cognition 
and get back to their life with compensating strat-
egies to help, if necessary. Various approaches 
were used and are still used in rehabilitation cen-
ters: cognitive stimulation, cognitive training, and 
cognitive rehabilitation. Selecting one approach 
over another usually depends on (1) the level of 
cognitive functioning of the patient and (2) the 
patient treatment goals in light of (3) the expected 
progression of the cognitive difficulties.

Over the last two decades, with the prolifera-
tion of memory clinics and aging consortium 
across North America, efforts  are continuously 
being deployed to understand and treat  neuro-
cognitive  diseases. Many memory clinics and 
 clinicians also share interests to develop and 
implement evidence-based cognitive intervention 
techniques, to help remediate the emerging cog-
nitive deficits. The hope is such that interventions 
would help prevent and/or delay the progression 
of symptoms to dementia. Even if this field 
seemed promising 10 years ago [1, 10–12], few 

apply the learned skills. Therefore, cog-
nitive intervention should begin before 
the appearance of large memory impair-
ment and could be implement as cogni-
tive prevention.

• Including information about modifiable 
risk factors (e.g., healthy life habits) in 
cognitive interventions could help reduce 
the risk of cognitive decline and dementia.
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interventions have consistently proved their effi-
cacy in AD or in MCI. Details are shown below.

26.3  Nature of the Problem Using 
a Life Course Approach

26.3.1  How It Differs from the Normal 
Aging Process Including Its 
Likely Effects on Cognitive, 
Psychological, Social, 
and Physical Functioning

With the growth of the aging population, neuro-
cognitive disorders prevalence has increased. 
Hence, older patients tend to progressively decline 
cognitively  and need more support. Loss of 
declarative memory is among the first symptoms 
reported by patients suffering from AD (patients 
struggle to form new declarative memories) [13]. 
Difficulties with forming new memories and 
learning are the hallmark of AD [14, 15]. 
Depending on the patient, this difficulty might 
interfere significantly with their ability to learn 
from the interventions. Moreover, those who 
experience difficulties with executive functioning 
[16–18] might struggle to transfer these learning’s 
to daily life [19]. This is indeed a major critic to 
this field of intervention—patients sometimes 
improve on some cognitive tasks but fail to show 
improvement in activity of daily living [20].

In the first stages, two factors might predispose 
patients to experience  feelings of  anxiety and 
symptoms  depression. First, at these  stages, 
patients are generally aware that they are declin-
ing, which causes great stress, also predisposing 
them to depression. Secondly, as the efficiency of 
their problem-solving skills decline, they may be 
less able to address some of their daily challenges, 
which may further challenge their mental health 
[16, 19, 21]. Hence, the presence of a mood disor-
der is seen by many as a telling-tell signs that cog-
nition may have to be assessed as this could be the 
sign of a very early cognitive decline [15, 22].

As the neurocognitive disease progresses, the 
patient’s ability to learn new information progres-
sively worsens, this new reality may interfere with 
the attempted work of the clinician. Patients also 

progressively lose their ability to look at them-
selves with perspective [18]. As the cognitive dif-
ficulties progress, patients lose insight into their 
difficulties, lose interest  in treatment and there-
fore may withdraw from  the intervention pro-
gram. For  some, there may be mild frustration 
of  not being able to learn new material which 
could indeed also be discouraging for the patient, 
the family, and the clinicians. Interventions have 
to be tailored to the progressive stage of the dis-
ease, so patients could experience those little suc-
cesses that are crucial to motivation.  All these 
aspects have to be taken into consideration by the 
clinician who whishes to help aging patients with 
progressive neurocognitive diseases.

26.4  Description of the Implication 
for the Individual’s 
Autonomy, Independence, 
and Human Rights

Autonomy One of the greater goals of such inter-
vention is to help patients become more autono-
mous and independent in daily life. Therefore, 
some interventions target functional activities and 
revolve around learning how to use an electronic 
agenda or reminders [23, 24] which could provide 
reminders for appointments or cues for taking 
medication, for instance. Other interventions teach 
patients strategies to learn new information or 
remember the content of texts [10], while some 
others teach navigation strategies [25] to help 
patient with orientation in familiar and unfamiliar 
spaces. For many, the goal of the intervention is to 
improve cognitive  functioning in activities of daily 
living or improve use of strategies in daily living 
[6, 20, 26]. Details are in the next section.

Independence Including a family member or a 
caregiver in the intervention, to teach this person 
the same strategies could help transfer the skills 
in daily life. Some interventions will formally 
include participation of a member of the family. 
Most interventions will at least suggest it because 
the help of the spouse, for example, increases the 
likelihood of  transfer into daily life. In Canada, 
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for instance, the program “Learning the Ropes 
for Living with MCI™” is offered to Toronto 
patients in the hope to optimize cognitive health 
through lifestyle choices, memory training, and 
psychosocial support. It is aimed at older adults 
with MCI and their family. Including a family 
member could help patients eventually become 
independent from the intervention.

Human Rights Eventually, for patients who 
experience more serious cognitive decline and 
lost insight into their difficulties, it becomes 
important to respect that their perception of the 
situation becomes increasingly different from 
those of clinicians. It is the clinician’s role to 
accept that their own desire to help the patient may, 
at some point, make them become more anxious. 

26.5  Management of the Problem 
Using a Stepped Care 
Framework to Include

When implementing a cognitive intervention pro-
gram, one of the first steps is to identify person-
ally relevant goals and then select strategies to 
achieve these goals, with respect to the existing 
and projected cognitive impairments [12].

Patient should be assessed soon after they start 
to complain about cognitive difficulties [15, 27–
29]. This will not only help with diagnosis, but it 
will also help define the nature and the impor-
tance of their cognitive difficulties, so that the 
relevant interventions will be set up.

Different goals could be pursued. For instance:

• Improve cognition [10, 30].
• Improve awareness and understanding of cogni-

tion (metacognition and psychoeducation) [31].
• Improve cognitive functioning in activities of 

daily living or improve use of strategies in 
daily living [30].

• Improve empowerment/perceptions of cogni-
tive abilities [30] or well-being [10].

Once realistic goals have been established, then, 
an array of therapeutic interventions and strategies 
can be put in place or taught to the patient and his 
family. These strategies will vary depending on the 
nature and severity of the deficits.

We also advise that memory clinics interested 
in such intervention should use the help of an 
expert in cognition for leading the intervention 
program. Neuropsychologists are trained in 
human psychology and cognition which enables 
them to adjust and understand the subtle differ-
ences between a problem with anxiety, attention, 
or memory, so they can understand the patients’ 
complaints and suggest relevant interventions.

26.5.1  Diagnostic Criteria Including 
Assessment Tools

Before the beginning of the intervention, it is cru-
cial to have a recent cognitive evaluation, which 
could be used as baseline to assess the effects of 
the intervention. In some cases, the screening 
diagnostic evaluation could be used, if recent. 
However, there could be variable time between 
the diagnostic evaluation and the beginning of the 
intervention, in which cases dated evaluations 
have to be updated. The use of alternate versions 
of the same test could be useful.

As mentioned before, patient should be 
assessed soon after they start to complain about 
cognitive difficulties. This will not only help with 
diagnosis [32, 33] but also with tailoring the 
intervention.

Moreover, all patients will not respond to the 
intervention in the same way because of inter- 
individual characteristics, just like in psychother-
apy. Hence, baseline measures could be added, to 
better understand the variety of patients taking 
part in the intervention. Levels of (1) insight, (2) 
motivation, (3) openness to change, (4) number 
of session attended, and (5) participation during 
sessions could be assessed. This will help better 
understand the variable effect of the intervention 
and will help the definition of inclusion criteria in 
order to target the responders.
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26.5.2  Specific Issues for Primary 
Care Assessment

Cognitive intervention would be most efficient 
with patients who have subjective cognitive 
complaints [3]. To insure the intervention is use-
ful, patients have to be aware, motivated, able to 
remember, and apply the learned skills [34]. 
Therefore, it is crucial to offer the intervention 
as cognitive prevention. In cases where the cog-
nitive symptoms become apparent and the diag-
nosis is clear, it means that the AD pathology 
has been present for many years already [32, 33, 
35] and that it may be late for taking part in a 
cognitive intervention.

A formal diagnosis is not always needed to 
take part in the intervention. Depending on 
the type of intervention, some will be designed 
for patients with memory impairment [6, 10], 
while others could be more appropriate for 
patients with subjective memory impairments 
or only concerns about aging and human 
memory [6].

Current data shows mixed results for interven-
tions in individual with MCI and AD. One possi-
ble explanation is that the intervention has taken 
place when memory and insight had already 
declined, limiting the possible benefits from the 
interventions. Future research should focus on 
cognitive prevention. Such intervention may tar-
get promotion of good life habits (e.g., the modi-
fiable risk factors for Alzheimer’s disease [36]) 
and teach strategies to optimize human memory 
[6, 37]. To hope for an impact, cognitive preven-
tion should take place well before the onset of the 
first symptoms [35, 38].

In cognitive prevention, the intervention will 
not promote the idea that participants have a cog-
nitive disorder. Rather, it should explain the basis 
of cognitive functioning and suggests ways to 
optimize its functioning (e.g., limiting distrac-
tion, using internal or external strategies, etc.). 
Thus, cognitive prevention program should be 
offered by a professional who has an expertise in 
cognitive intervention, such as a neuropsycholo-

gist [39]. Consequently, almost any concerned 
individual could participate in such program.

On the other hand, interventions for patients 
with objective memory impairment (most often 
MCI), the intervention could include psychoedu-
cation [6] and could even tailor a set of interven-
tions around acceptance of this diagnosis, for 
instance.

In summary, patients presenting in primary 
care might not always necessarily need to wait for 
a formal MCI diagnosis before they can receive 
cognitive interventions. Early cognitive preven-
tion program may have greater impact if offered 
at the prodromal stage of the disease [35, 38].

26.5.3  Health Promotion

Current body of literature strongly suggests a 
link between several modifiable risk factors and a 
risk for cognitive decline [36, 40–43]. Some will 
also argue that there is sufficient evidence to sug-
gest that some modifiable risk factors may be 
associated with reduced risk of dementia [40].

For instance, the Alzheimer’s Association 
believes there is sufficiently strong evidence, 
from a population-based perspective, to conclude 
that regular physical activity and management of 
cardiovascular risk factors (diabetes, obesity, 
smoking, and hypertension) reduce the risk of 
cognitive decline and may reduce the risk of 
dementia [40]. The Association also believes 
there is sufficiently strong evidence to conclude 
that a healthy diet and lifelong learning/cognitive 
training may also reduce the risk of cognitive 
decline [40]. Hence, including information about 
these modifiable risk factors [41, 43, 44] in cog-
nitive interventions has become central to help 
patients make positive changes in their life habits 
[45–47]. Possibly, these changes could be longer 
lasting when adopting a collaborative attitude 
with the patient while avoiding shaming and 
guilt. Psychoeducation followed by motivational 
interviewing could be useful in this context 
[48–50].
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26.5.4  Evaluating the Cognitive 
Interventions

As interventions for cognitive deficits are a rela-
tively new field, it is important to assess the 
impact of the intervention [6]. Several dimen-
sions should be assessed: cognitive performance, 
daily functioning, and neuropsychiatric symp-
tom severity. The tools used for assessing the 
effectiveness of cognitive rehabilitation are cog-
nitive tests  and questionnaires on  activities of 
daily living, quality of life, and subjective 
perceptions.

The outcome measures should reflect the 
rehabilitation goals and expectations. If the goal 
of the intervention was to increase knowledge 
about cognition, improvement should be expected 
on knowledge, sense of control, perhaps mood, 
but little improvement should be expected in 
daily functioning and use of compensatory strate-
gies in daily living.

Moreover, as patient’s insight can vary with 
the presence of some cognitive deficits, clinical 
trials should include a combination of objective 
measures, collateral report measures, and self- 
report measures. Especially in psychiatry, litera-
ture on patient’s perspective reminds the 
importance of assessing with both views [51]. 
Thus, studies should also explore aspects other 
than the symptoms, like the representations of ill-
ness or improvements in older adults [51]. For 
instance, the perceived improvement question-
naire (PIQ) is a good indicator to assess symp-
tomatic change by patients and clinicians [51, 52].

Repeated measures could also be included 
within the intervention, to (1) help the patient and 
the clinician see potential changes, (2) identify 
domains of struggle, and (3) keep the troops 
motivated. For instance, one could use a ques-
tionnaire about self-efficacy or subjective symp-
toms, to help patients see the changes.

Finally, selecting tools that have good psycho-
metric properties will help better capture and 
understand the effect of the intervention. Tools 
that are sensitive and specific will help in that 
sense. For example, if an improvement or mainte-
nance of functioning within everyday context is 
realistically expected, then scales such as the 

IADL and the ADL [53] make sense to use. 
However, it might not offer the most sensitive 
measure of reality as very large effects will be 
picked up by its short range.

26.5.5  Specific Recommendations 
for Management in Primary 
Care

Many studies using cognitive stimulation or cog-
nitive training have failed to find a transfer of 
benefice to real-life situation [20]. This was 
hypothesized to be related to the lack of similari-
ties between the practiced tasks and the reality of 
the patients. Moreover, patients with executive 
difficulties might have a hard time transferring 
these learnings to real-life, personal situations. 
Indeed, to recognize which situation is appropri-
ate for which strategy takes good reasoning/exec-
utive functioning. Similarly, taking the initiative 
of applying the learned strategies to new situa-
tions that arise also requires preserved executive 
skills. Cognitive rehabilitation, a slightly more 
recent approach, addresses this problem more 
directly by teaching patients strategies that would 
be closer to their reality. An additional assump-
tion about the difficulty of transfer is that tasks 
were not tailored enough to the patient’s level in 
many cognitive programs [54]. Just like therapy, 
cognitive intervention approaches have to be 
suited to the experienced cognitive difficulties. 
Finally, others have argued that the failure to pro-
duce transferable benefits was also related to the 
assessment tools. Indeed, it is really important to 
select assessment methods that are coherent with 
the goal: if the goal is to improve cognition but 
the content of the intervention focuses on improv-
ing knowledge about cognition, effects of the 
intervention might be disappointing.

According to recent literature reviews, the 
cognitive rehabilitation approach would be better 
suited for training MCI participants on how to 
use external aids to compensate for memory dif-
ficulties because the strongest effect is in relation 
to compensatory strategies (i.e., cognitive reha-
bilitation) [55]. Another review of the literature 
on the efficacy of cognitive rehabilitation in MCI 
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patients showed that compensatory methods (i.e., 
cognitive rehabilitation) seem to be associated 
with higher long-term effects on memory perfor-
mance compared to restorative approaches (i.e., 
cognitive training) [6]. Finally, an important 
review about cognitive interventions for mild to 
moderate Alzheimer’s disease did not provide 
evidence to support the efficacy of cognitive 
training, whereas cognitive rehabilitation found 
promising results in relation to a number of par-
ticipants and caregiver outcomes and was gener-
ally of high quality [20]. According to recent 
literature review, cognitive stimulation has failed 
to show improvements in cognition of MCI 
patients, while effects of cognitive training are 
parsimonious in MCI patients [5, 20], perhaps 
because cognitive stimulation does not tap on 
metacognition, while both cognitive training and 
cognitive rehabilitation does. Whether the 
approach is cognitive training or cognitive reha-
bilitation, interventions that target functions such 
as reasoning may support top-down cognitive 
processes and have better chance on improving 
cognition in patients with MCI [56].

Also, the expected progression has to be taken 
into account. A few years ago, cognitive interven-
tions was seen as a hopeful approach to delay, 
reduce, or prevent cognitive decline [57, 58] as 
early literature reviews on the topic were encour-
aging [1, 59]. Previous studies have targeted MCI 
in the hope to slow progression to AD, perhaps 
preventing or delaying further cognitive decline 
[60]. Currently, the research supports the applica-
tion of cognitive rehabilitation for people with 
MCI [18, 55, 61, 62], but more and more, the 
field of cognitive interventions is moving toward 
earlier stages of the disease, pushed by literature 
suggesting that they have better changes of 
improvements [5, 20]. Recent reviews of litera-
ture [5, 20] suggest that pre-MCI (patients with 
subjective cognitive complaints) could also be a 
good target for prevention as they are often quite 
motivated and have relatively preserved cognitive 
abilities. Large studies with community-dwelling 
adults aged 65 and older showed improvements 
on task of memory and attention [30], speed of 
processing, reasoning, and memory [63]. 
Moreover, these training gains remained statisti-

cally and practically significant at the 5 year fol-
low- up [64].

Technically, most patients with subjective 
and/or mild objective cognitive complaints could 
benefit from some form of cognitive intervention, 
if the intervention is realistically tailored to the 
patient’s needs/complaints and if the patient is 
motivated. Working with older adults, the nature 
and severity of the cognitive difficulties, the 
learning potential, in relation to the goals of the 
intervention have to be kept in mind [5], to avoid 
missing targets! For instance, if patients show 
mild impairment of declarative memory and 
executive functioning, the learning potential of a 
group-base, academic style, and intervention is 
impeded. Also, it is recommended that patients 
have sufficient remaining cognitive skills to learn 
from the selected cognitive intervention program 
[5], especially if the offered intervention is a 
group setting, teaching approach where patient 
has to be attentive to a speaker and memorizing 
the verbally transmitted information. At the term 
of their literature review [5], some authors sug-
gest patients should be enrolled at earlier stages 
of cognitive decline (such as pre-MCI and MCI), 
in order to benefit from intervention. In other 
words, cognitive intervention may benefit per-
sons with milder (or preclinical) cognitive diffi-
culties because they have the attentional, memory, 
and executive skills to listen, learn, and apply sets 
of new strategies in everyday life. These strate-
gies could be useful immediately and/or in the 
future (e.g., implement the use of an electronic 
agenda). An eloquent example is the fact that 
positive observed effects of a specific cognitive 
intervention are not always transferable to 
another group of patients especially if they are 
cognitively more impaired that the other group.

Cognitive rehabilitation is certainly appropriate 
for primary care. Current literature suggests that 
multidisciplinary work and good communication 
during the referral process are key points. Because 
cognitive rehabilitation is a neuropsychological 
intervention, consultation with a neuropsycholo-
gist about the patient’s cognitive profile is very 
often warranted. The cognitive intervention could 
be offered in multidisciplinarity (with occupa-
tional therapist or recreational therapist), with the 

26 Cognitive Intervention for Patients with Neurocognitive Impairments



370

involvement of the neuropsychologist, to insure 
that intervention is relevant and appropriate to cli-
entele. If neuropsychological data are not avail-
able, careful description of the patients functional 
or subjective complaints have to be included in the 
referral. In a group setting, tailoring the interven-
tion to the needs of different patients will help 
patient gain from this intervention. In a primary 
care setting, cognitive rehabilitation seems to be 
the most recommended intervention. If MCI or 
AD is suspected, referral to memory clinic should 
be made.

Unfortunately, clinics rarely offer cognitive 
rehabilitation—if only memory clinics. In these 
cases, arrangements should be made for primary 
care patients go to local memory clinics only to 
attend to cognitive rehabilitation programs. If the 
cognitive rehabilitation program is indeed offered 
by a neuropsychologist, this professional shall be 
in relevant position to detect, through the cogni-
tive rehabilitation intervention, patients at further 
risk cognitive decline or patients that already 
have significant cognitive difficulties. Similarly, 
a neuropsychologist should be included in cogni-
tive rehabilitation research projects and recruit-
ment. The neuropsychologist could also be in 
charge of including the patient in a research proj-
ect about cognitive rehabilitation or in a clinical 
group in memory clinic.

It is recommended to use a standardized 
“manualized” cognitive remediation program 
which already has shown its effectiveness. 
Ideally, if the program is meant to be used by 
many types of professionals, some background 
and cognitive information should be provided to 
guide the clinicians [39].

Suggested inclusion criteria to target good 
respondents (for clinical setting):

 – Someone who is very motivated and wants to 
learn memory strategy

 – Someone who has the sufficient cognitive 
skills to learn

 – Someone who is able to concentrate for 
enough time

Limitations:

• We do not know how long the benefits last 
over time. Few studies that followed partici-
pants did show encouraging data [12, 64]. Yet, 
longitudinal studies are rare in this field. 
Moreover, in patients with neurodegenerative 
disease, sometimes, the benefit can be only 
expressed with stability in cognitive deficits 
but no improvement. Without proper follow-
 up, this hypothesis cannot be validated.

• There are a number of methodological issues 
including small samples, absence of longitu-
dinal studies, lack of functional impact mea-
sures, and generalization effects [61].

• Many studies do not follow the same nomen-
clature (cognitive stimulation, cognitive train-
ing, cognitive rehabilitation), limiting the 
literature review and meta-analysis that would 
help the field evolve [3].

Ultimately, more longitudinal studies will be 
warranted to evaluate whether interventions are 
associated with a reduced conversion rate to 
dementia in the future. Working with MCI 
patients, cognitive rehabilitation therapies seem 
to have the potential to maintain cognitive status 
(i.e., prevention of dementia) rather than to 
reverse cognitive decline (i.e., treatment of MCI) 
[6]. Encouragingly, some cognitive rehabilitation 
studies have shown improved hippocampal thick-
ness. Interestingly, some cognitive training stud-
ies also suggest that practicing a mental 
representation of space can improve hippocam-
pal thickness [65].

26.6  Conclusions

Cognitive interventions emerged and rapidly 
gained popularity over the last few decades. Like 
psychotherapy, cognitive intervention techniques 
are varied and need to be constituously tailored to 
the patient’s specific and evolving needs. Research 
has  provided initial insight into the  effective-
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ness of cognitive interventions. New programs are 
continually emerging as ongoing research is 
sheading new light on these treatment approaches.

References

 1. Clare L, Woods RT.  Cognitive training and cog-
nitive rehabilitation for people with early-stage 
Alzheimer’s disease: a review. Neuropsychol Rehabil. 
2004;14(4):385–401.

 2. Bahar-Fuchs A, Clare L, Woods B.  Cognitive train-
ing and cognitive rehabilitation for persons with mild 
to moderate dementia of the Alzheimer’s or vascular 
type: a review. Alzheimers Res Ther. 2013;5(4):35.

 3. Jean L, Bergeron M-È, Thivierge S, Simard 
M.  Cognitive intervention programs for individu-
als with mild cognitive impairment: systematic 
review of the literature. Am J Geriatr Psychiatry. 
2010;18(4):281–96.

 4. Aguirre E, Woods RT, Spector A, Orrell M. Cognitive 
stimulation for dementia: a systematic review of the 
evidence of effectiveness from randomised controlled 
trials. Ageing Res Rev. 2013;12(1):253–62.

 5. Kasper E, Ochmann S, Hoffmann W, Schneider 
W, Cavedo E, Hampel H, Teipel S.  Cognitive reha-
bilitation in Alzheimer’s Disease  – a conceptual 
and methodological review. J Prev Alzheimers Dis. 
2015;2(2):142–52.

 6. Huckans M, Hutson L, Twamley E, Jak A, Kaye J, 
Storzbach D.  Efficacy of cognitive rehabilitation 
therapies for mild cognitive impairment (MCI) in 
older adults: working toward a theoretical model and 
evidence-based interventions. Neuropsychol Rev. 
2013;23(1):63–80.

 7. Storzbach D, Twamley EW, Roost MS, Golshan 
S, Williams RM, O’Neil M, et  al. Compensatory 
cognitive training for operation enduring freedom/
operation iraqi freedom/operation new dawn veter-
ans with mild traumatic brain injury. J Head Trauma 
Rehabil. 2017;32(1):16–24. https://doi.org/10.1097/
htr.0000000000000228.

 8. Twamley EW, Jak AJ, Delis DC, Bondi MW, 
Lohr JB.  Cognitive Symptom Management and 
Rehabilitation Therapy (CogSMART) for veterans 
with traumatic brain injury: pilot randomized con-
trolled trial. J Rehabil Res Dev. 2014;51(1):59–70. 
https://doi.org/10.1682/jrrd.2013.01.0020.

 9. Twamley EW, Thomas KR, Gregory AM, Jak AJ, Bondi 
MW, Delis DC, Lohr JB. CogSMART compensatory 
cognitive training for traumatic brain injury: effects 
over 1 year. J Head Trauma Rehabil. 2015;30(6):391–
401. https://doi.org/10.1097/htr.0000000000000076.

 10. Belleville S, Gilbert B, Fontaine F, Gagnon L, Menard 
E, Gauthier S.  Improvement of episodic memory in 
persons with mild cognitive impairment and healthy 
older adults: evidence from a cognitive intervention 
program. Dement Geriatr Cogn Disord. 2006;22(5- 
6):486–99. https://doi.org/10.1159/000096316.

 11. Londos E, Boschian K, Lindén A, Persson C, 
Minthon L, Lexell J. Effects of a goal-oriented reha-
bilitation program in mild cognitive impairment: 
a pilot study. Am J Alzheimers Dis Other Demen. 
2008;23(2):177–83.

 12. Troyer AK, Murphy KJ, Anderson ND, Moscovitch 
M, Craik FI.  Changing everyday memory behav-
iour in amnestic mild cognitive impairment: a ran-
domised controlled trial. Neuropsychol Rehabil. 
2008;18(1):65–88.

 13. Nestor PJ, Fryer TD, Hodges JR. Declarative memory 
impairments in Alzheimer’s disease and semantic 
dementia. NeuroImage. 2006;30(3):1010–20. https://
doi.org/10.1016/j.neuroimage.2005.10.008.

 14. McKhann G, Drachman D, Folstein M, Katzman R, 
Price D, Stadlan EM. Clinical diagnosis of Alzheimer’s 
disease: report of the NINCDS-ADRDA Work Group 
under the auspices of Department of Health and 
Human Services Task Force on Alzheimer’s Disease. 
Neurology. 1984;34(7):939–44.

 15. Storey E, Slavin MJ, Kinsella GJ. Patterns of cognitive 
impairment in Alzheimer’s disease: assessment and 
differential diagnosis. Front Biosci. 2002;7:e155–84.

 16. Alves MR, Yamamoto T, Arias-Carrion O, Rocha NB, 
Nardi AE, Machado S, Silva AC. Executive function 
impairments in patients with depression. CNS Neurol 
Disord Drug Targets. 2014;13(6):1026–40.

 17. Harrington MG, Chiang J, Pogoda JM, Gomez M, 
Thomas K, Marion SD, Fonteh AN. Executive func-
tion changes before memory in preclinical Alzheimer’s 
pathology: a prospective, cross-sectional, case control 
study. PLoS One. 2013;8(11):e79378. https://doi.
org/10.1371/journal.pone.0079378.

 18. Vannini P, Amariglio R, Hanseeuw B, Johnson KA, 
McLaren DG, Chhatwal J, Sperling RA. Memory self-
awareness in the preclinical and prodromal stages of 
Alzheimer’s disease. Neuropsychologia. 2017;99:343–9. 
https://doi.org/10.1016/j.neuropsychologia.2017.04.002.

 19. Arean PA, Perri MG, Nezu AM, Schein RL, 
Christopher F, Joseph TX. Comparative effectiveness 
of social problem-solving therapy and reminiscence 
therapy as treatments for depression in older adults. J 
Consult Clin Psychol. 1993;61(6):1003–10.

 20. Bahar-Fuchs A, Clare L, Woods B.  Cognitive train-
ing and cognitive rehabilitation for mild to moderate 
Alzheimer’s disease and vascular dementia. Cochrane 
Database Syst Rev. 2013;6:CD003260.

 21. Cotrena C, Branco LD, Shansis FM, Fonseca 
RP. Executive function impairments in depression and 

26 Cognitive Intervention for Patients with Neurocognitive Impairments

https://doi.org/10.1097/htr.0000000000000228
https://doi.org/10.1097/htr.0000000000000228
https://doi.org/10.1682/jrrd.2013.01.0020
https://doi.org/10.1097/htr.0000000000000076
https://doi.org/10.1159/000096316
https://doi.org/10.1016/j.neuroimage.2005.10.008
https://doi.org/10.1016/j.neuroimage.2005.10.008
https://doi.org/10.1371/journal.pone.0079378
https://doi.org/10.1371/journal.pone.0079378
https://doi.org/10.1016/j.neuropsychologia.2017.04.002


372

bipolar disorder: association with functional impair-
ment and quality of life. J Affect Disord. 2016;190:744–
53. https://doi.org/10.1016/j.jad.2015.11.007.

 22. Ganguli M.  Depression, cognitive impairment and 
dementia: why should clinicians care about the web 
of causation? Indian J Psychiatry. 2009;51(Suppl 
1):S29–34.

 23. Gillette Y, DePompei R.  The potential of elec-
tronic organizers as a tool in the cognitive reha-
bilitation of young people. NeuroRehabilitation. 
2004;19(3):233–43.

 24. Hart T, Hawkey K, Whyte J. Use of a portable voice 
organizer to remember therapy goals in traumatic 
brain injury rehabilitation: a within-subjects trial. J 
Head Trauma Rehabil. 2002;17(6):556–70.

 25. Konishi K, Bohbot VD.  Spatial navigational strate-
gies correlate with gray matter in the hippocampus 
of healthy older adults tested in a virtual maze. Front 
Aging Neurosci. 2013;5:1. https://doi.org/10.3389/
fnagi.2013.00001.

 26. Kinsella GJ, Mullaly E, Rand E, Ong B, Burton C, 
Price S, et  al. Early intervention for mild cognitive 
impairment: a randomised controlled trial. J Neurol 
Neurosurg Psychiatry. 2009;80(7):730–6. https://doi.
org/10.1136/jnnp.2008.148346.

 27. Traykov L, Rigaud AS, Cesaro P, Boller 
F.  Neuropsychological impairment in the early 
Alzheimer’s disease. Encéphale. 2007;33(3 Pt 
1):310–6.

 28. Wolfsgruber S, Wagner M, Schmidtke K, Frolich L, 
Kurz A, Schulz S, et al. Memory concerns, memory 
performance and risk of dementia in patients with mild 
cognitive impairment. PLoS One. 2014;9(7):e100812. 
https://doi.org/10.1371/journal.pone.0100812.

 29. Snitz BE, Wang T, Cloonan YK, Jacobsen E, Chang 
CH, Hughes TF, Ganguli M.  Risk of progression 
from subjective cognitive decline to mild cognitive 
impairment: the role of study setting. Alzheimers 
Dement. 2018;14(6):734–42. https://doi.org/10.1016/j.
jalz.2017.12.003.

 30. Smith GE, Housen P, Yaffe K, Ruff R, Kennison RF, 
Mahncke HW, Zelinski EM. A cognitive training pro-
gram based on principles of brain plasticity: results 
from the Improvement in Memory with Plasticity- 
based Adaptive Cognitive Training (IMPACT) study. 
J Am Geriatr Soc. 2009;57(4):594–603. https://doi.
org/10.1111/j.1532-5415.2008.02167.x.

 31. Carretti B, Borella E, Zavagnin M, De Beni R. Impact 
of metacognition and motivation on the efficacy of 
strategic memory training in older adults: analysis 
of specific, transfer and maintenance effects. Arch 
Gerontol Geriatr. 2011;52(3):e192–7. https://doi.
org/10.1016/j.archger.2010.11.004.

 32. Morris JC. Early-stage and preclinical Alzheimer dis-
ease. Alzheimer Dis Assoc Disord. 2005;19(3):163–5.

 33. Sperling RA, Aisen PS, Beckett LA, Bennett DA, 
Craft S, Fagan AM, Phelps CH.  Toward defin-
ing the preclinical stages of Alzheimer’s disease: 
recommendations from the National Institute on 
Aging-Alzheimer’s Association workgroups on diag-

nostic guidelines for Alzheimer’s disease. Alzheimers 
Dement. 2011;7(3):280–92. https://doi.org/10.1016/j.
jalz.2011.03.003.

 34. Kallio EL, Ohman H, Hietanen M, Soini H, 
Strandberg TE, Kautiainen H, Pitkala KH.  Effects 
of cognitive training on cognition and quality of 
life of older persons with dementia. J Am Geriatr 
Soc. 2018;66(4):664–70. https://doi.org/10.1111/
jgs.15196.

 35. Caselli RJ, Reiman EM. Characterizing the preclini-
cal stages of Alzheimer’s disease and the prospect 
of presymptomatic intervention. J Alzheimers Dis. 
2013;33(Suppl 1):S405–16. https://doi.org/10.3233/
jad-2012-129026.

 36. Flicker L.  Modifiable lifestyle risk factors for 
Alzheimer’s disease. J Alzheimers Dis. 2010;20(3): 
803–11. https://doi.org/10.3233/jad-2010-091624.

 37. McGough E, Kirk-Sanchez N, Liu-Ambrose 
T. Integrating health promotion into physical therapy 
practice to improve brain health and prevent Alzheimer 
Disease. J Neurol Phys Ther. 2017;41(Suppl 3, 
Supplement, IV STEP Special Issue):S55–s62. 
https://doi.org/10.1097/npt.0000000000000181.

 38. Barnett JH, Hachinski V, Blackwell AD.  Cognitive 
health begins at conception: addressing dementia as a 
lifelong and preventable condition. BMC Med. 2013; 
11:246. https://doi.org/10.1186/1741-7015-11-246.

 39. Masson M, Franck N, Cellard C. Objectifs et enjeux 
de la remédiation cognitive en psychologie. J 
Neuropsychol Clin Appl. 2017;1:22–35.

 40. Baumgart M, Snyder HM, Carrillo MC, Fazio S, 
Kim H, Johns H. Summary of the evidence on modi-
fiable risk factors for cognitive decline and demen-
tia: a population-based perspective. Alzheimers 
Dement. 2015;11(6):718–26. https://doi.org/10.1016/j.
jalz.2015.05.016.

 41. Chen ST, Siddarth P, Ercoli LM, Merrill DA, Torres- 
Gil F, Small GW. Modifiable risk factors for Alzheimer 
Disease and subjective memory impairment across 
age groups. PLoS One. 2014;9(6):e98630. https://doi.
org/10.1371/journal.pone.0098630.

 42. Kamer AR, Janal MN, de Leon M. Letter to the edi-
tor regarding: summary of the evidence on modifi-
able risk factors for cognitive decline and dementia: 
a population-based perspective. Alzheimers Dement. 
2015;1(4):385–6. https://doi.org/10.1016/j.
dadm.2015.08.003.

 43. Xu W, Tan L, Wang HF, Jiang T, Tan MS, Tan L, 
Yu JT.  Meta-analysis of modifiable risk factors for 
Alzheimer’s disease. J Neurol Neurosurg Psychiatry. 
2015;86(12):1299–306. https://doi.org/10.1136/
jnnp-2015-310548.

 44. Galvin JE.  Prevention of Alzheimer’s Disease: lessons 
learned and applied. J Am Geriatr Soc. 2017;65(10):2128–
33. https://doi.org/10.1111/jgs.14997.

 45. Farhud DD. Impact of lifestyle on health. Iran J Public 
Health. 2015;44(11):1442–4.

 46. Gardner B, Lally P, Wardle J. Making health habitual: 
the psychology of ‘habit-formation’ and general prac-

G. Gagnon and M. Masson

https://doi.org/10.1016/j.jad.2015.11.007
https://doi.org/10.3389/fnagi.2013.00001
https://doi.org/10.3389/fnagi.2013.00001
https://doi.org/10.1136/jnnp.2008.148346
https://doi.org/10.1136/jnnp.2008.148346
https://doi.org/10.1371/journal.pone.0100812
https://doi.org/10.1016/j.jalz.2017.12.003
https://doi.org/10.1016/j.jalz.2017.12.003
https://doi.org/10.1111/j.1532-5415.2008.02167.x
https://doi.org/10.1111/j.1532-5415.2008.02167.x
https://doi.org/10.1016/j.archger.2010.11.004
https://doi.org/10.1016/j.archger.2010.11.004
https://doi.org/10.1016/j.jalz.2011.03.003
https://doi.org/10.1016/j.jalz.2011.03.003
https://doi.org/10.1111/jgs.15196
https://doi.org/10.1111/jgs.15196
https://doi.org/10.3233/jad-2012-129026
https://doi.org/10.3233/jad-2012-129026
https://doi.org/10.3233/jad-2010-091624
https://doi.org/10.1097/npt.0000000000000181
https://doi.org/10.1186/1741-7015-11-246
https://doi.org/10.1016/j.jalz.2015.05.016
https://doi.org/10.1016/j.jalz.2015.05.016
https://doi.org/10.1371/journal.pone.0098630
https://doi.org/10.1371/journal.pone.0098630
https://doi.org/10.1016/j.dadm.2015.08.003
https://doi.org/10.1016/j.dadm.2015.08.003
https://doi.org/10.1136/jnnp-2015-310548
https://doi.org/10.1136/jnnp-2015-310548
https://doi.org/10.1111/jgs.14997


373

tice. Br J Gen Pract. 2012;62(605):664–6. https://doi.
org/10.3399/bjgp12X659466.

 47. Young S.  Healthy behavior change in practical 
settings. Perm J. 2014;18(4):89–92. https://doi.
org/10.7812/tpp/14-018.

 48. Ng JY, Ntoumanis N, Thogersen-Ntoumani C, 
Deci EL, Ryan RM, Duda JL, Williams GC.  Self- 
determination theory applied to health contexts: a 
meta-analysis. Perspect Psychol Sci. 2012;7(4):325–
40. https://doi.org/10.1177/1745691612447309.

 49. Soderlund LL, Madson MB, Rubak S, Nilsen P.  A 
systematic review of motivational interviewing train-
ing for general health care practitioners. Patient Educ 
Couns. 2011;84(1):16–26. https://doi.org/10.1016/j.
pec.2010.06.025.

 50. Britt E, Hudson SM, Blampied NM.  Motivational 
interviewing in health settings: a review. Patient Educ 
Couns. 2004;53(2):147–55. https://doi.org/10.1016/
s0738-3991(03)00141-1.

 51. Potes A, Gagnon G, Toure EH, Perreault M. Patient 
and clinician assessments of symptomatology changes 
on older adults following a psycho- educational 
program for depression and anxiety. Psychiatr 
Q. 2016;87(4):649–62. https://doi.org/10.1007/
s11126-016-9416-4.

 52. Perreault M, Pawliuk N, Veilleux R, Rousseau 
M.  Qualitative assessment of mental health ser-
vice satisfaction: strengths and limitations of a self- 
administered procedure. Community Ment Health J. 
2006;42(3):233–42.

 53. Lawton MP, Brody EM. Assessment of older people: 
self-maintaining and instrumental activities of daily 
living. The Gerontologist. 1969;9(3):179–86.

 54. Jaeggi SM, Buschkuehl M, Jonides J, Shah P. Short- 
and long-term benefits of cognitive training. Proc Natl 
Acad Sci. 2011;108(25):10081–6.

 55. O’Sullivan M, Coen R, O’Hora D, Shiel A. Cognitive 
rehabilitation for mild cognitive impairment: develop-
ing and piloting an intervention. Aging Neuropsychol 
Cognit. 2015;22(3):280–300.

 56. Mudar RA, Chapman SB, Rackley A, Eroh J, Chiang 
HS, Perez A, et al. Enhancing latent cognitive capac-
ity in mild cognitive impairment with gist reason-

ing training: a pilot study. Int J Geriatr Psychiatry. 
2017;32(5):548–55. https://doi.org/10.1002/gps.4492.

 57. Mowszowski L, Batchelor J, Naismith SL.  Early 
intervention for cognitive decline: can cognitive 
training be used as a selective prevention technique? 
Int Psychogeriatr. 2010;22(4):537–48. https://doi.
org/10.1017/s1041610209991748.

 58. Naismith SL, Glozier N, Burke D, Carter PE, Scott E, 
Hickie IB. Early intervention for cognitive decline: is 
there a role for multiple medical or behavioural inter-
ventions? Early Interv Psychiatry. 2009;3(1):19–27. 
https://doi.org/10.1111/j.1751-7893.2008.00102.x.

 59. Gates NJ, Sachdev PS, Fiatarone Singh MA, 
Valenzuela M. Cognitive and memory training in adults 
at risk of dementia: a systematic review. BMC Geriatr. 
2011;11:55. https://doi.org/10.1186/1471-2318-11-55.

 60. Albert MS, DeKosky ST, Dickson D, Dubois B, 
Feldman HH, Fox NC, Petersen RC.  The diagnosis 
of mild cognitive impairment due to Alzheimer’s dis-
ease: recommendations from the National Institute on 
Aging-Alzheimer’s Association workgroups on diag-
nostic guidelines for Alzheimer’s disease. Alzheimers 
Dement. 2011;7(3):270–9.

 61. Belleville S.  Cognitive training for persons with 
mild cognitive impairment. Int Psychogeriatr. 
2008;20(01):57–66.

 62. Clare L, van Paasschen J, Evans SJ, Parkinson C, 
Woods RT, Linden DE.  Goal-oriented cognitive 
rehabilitation for an individual with Mild Cognitive 
Impairment: behavioural and neuroimaging out-
comes. Neurocase. 2009;15(4):318–31.

 63. Tennstedt SL, Unverzagt FW.  The ACTIVE 
Study: study overview and major findings. J 
Aging Health. 2013;25(8):3S–20S. https://doi.
org/10.1177/0898264313518133.

 64. Willis SL, Tennstedt SL, Marsiske M, Ball K, Elias J, 
Koepke KM, Wright E. Long-term effects of cogni-
tive training on everyday functional outcomes in older 
adults. JAMA. 2006;296(23):2805–14. https://doi.
org/10.1001/jama.296.23.2805.

 65. Konishi K, Bohbot VD.  Spatial navigational strate-
gies correlate with gray matter in the hippocampus 
of healthy older adults tested in a virtual maze. Front 
Aging Neurosci. 2013;20(5):1.

26 Cognitive Intervention for Patients with Neurocognitive Impairments

https://doi.org/10.3399/bjgp12X659466
https://doi.org/10.3399/bjgp12X659466
https://doi.org/10.7812/tpp/14-018
https://doi.org/10.7812/tpp/14-018
https://doi.org/10.1177/1745691612447309
https://doi.org/10.1016/j.pec.2010.06.025
https://doi.org/10.1016/j.pec.2010.06.025
https://doi.org/10.1016/s0738-3991(03)00141-1
https://doi.org/10.1016/s0738-3991(03)00141-1
https://doi.org/10.1007/s11126-016-9416-4
https://doi.org/10.1007/s11126-016-9416-4
https://doi.org/10.1002/gps.4492
https://doi.org/10.1017/s1041610209991748
https://doi.org/10.1017/s1041610209991748
https://doi.org/10.1111/j.1751-7893.2008.00102.x
https://doi.org/10.1186/1471-2318-11-55
https://doi.org/10.1177/0898264313518133
https://doi.org/10.1177/0898264313518133
https://doi.org/10.1001/jama.296.23.2805
https://doi.org/10.1001/jama.296.23.2805


Part VIII

From Theory to Practice



377© Springer Nature Switzerland AG 2019 
C. A. de Mendonça Lima, G. Ivbijaro (eds.), Primary Care Mental Health in Older People, 
https://doi.org/10.1007/978-3-030-10814-4_27

Case Studies

Gabriel Ivbijaro, Carlos Augusto de Mendonça Lima, 
Lucja Kolkiewicz, and Yaccub Enum

Abstract

Families play a significant role in the care of 
older adults. Some of these family carers are 
older adults themselves and have their own 
healthcare needs. This ‘informal care’ is usu-
ally provided 24  h a day and often goes 
unnoticed and can have detrimental effects on 
the mental and physical health of family 
 carers. Health and social care services need to 
be mindful of this and put systems in place to 
support family carers. The cases presented 
here highlight the need for primary care ser-
vices to work with other stakeholders provid-
ing health and social care services, including 
families in order to provide holistic care for 
older adults.

27.1  Introduction to Case 
Vignettes

The following six case examples come from those 
who plan and pay for services and clinicians who 
work with older adults with mental health 
difficulties.

They have been brought together to highlight 
some of the challenges in the delivery of mental 
health care to older adults in different parts of the 
world and demonstrate some of the possibilities.

Some of the case examples may resonate with 
your practice and provide you with an opportu-
nity to reflect upon your own daily practice. All 
the case vignettes irrespective of country and 
economic development remind us that families 
continue to carry the greatest burden for the care 
of older adults when they are ill. Efforts and 
 initiatives need to be developed to support fami-
lies and carers in order to avoid mental ill health 
in carers and carer burnout.

Case Vignette One from London in the UK 
has been chosen to demonstrate the value of joint 
working in order to provide a rapid response 
when older adults suffer deterioration in their 
health. It also highlights the need to support car-
ers. It provides a framework that others can adopt 
if they wish to develop a similar service.

Case Vignette Two from Argentina has been 
chosen because it reminds us that older adults 
who present with mental distress can also be car-
ers for others. It also highlights that chronic ben-
zodiazepine usage in the older population should 
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be managed to decrease the morbidity and mor-
tality associated with this medication.

Case Vignette Three from Brazil has been 
chosen to highlight the need to recognize that 
loneliness occurs in older adults even though 
they may be living with members of their family. 
It also reminds us that staff in emergency depart-
ments need to be trained to diagnose and manage 
delirium which was missed at this ladies first pre-
sentation to the emergency department.

Case Vignette Four from România has been 
chosen to highlight the need for end-of-life care 
when dealing with dementia.

Case Vignette Five from Turkey has been cho-
sen because it highlights the need for hope when 
we manage older adults with  dementia, particu-
larly those with vascular type dementia.

Case Vignette Six from Poland was chosen 
because it shows the need to respect the patient’s 
dignity and autonomy, and shows that older 
adults are never too old to study.

The key messages are a quick guide to each 
case vignette which highlight the need for pri-
mary, community and secondary care collabora-
tion including the role of families as partners. 
Collaborative care works and is cost-effective 
because each partner in the collaboration brings 
their own unique skills to support the individual.

27.2  Case Vignette One

27.2.1  Reducing Emergency Hospital 
Admissions for People 
with Dementia: A Case Study 
from the London Borough 
of Waltham Forest in London

Janice Richards, Gabriel Ivbijaro, Yaccub Enum, 
Lucja Kolkiewicz and Christopher Soltysiak

Case Vignette Mrs. A suffers from dementia, 
lives at home with her son and receives five visits 
a day from a care worker as part of her care pack-
age. Her son is an unpaid, informal carer and 
keeps his mother company throughout the day, 
and cares for her throughout the night.

During a visit from the care worker Mrs. A’s son 
described feeling isolated and was finding it increas-
ingly difficult to cope with his mother’s condition 
and said that at times he had felt like walking away 
from the situation he found himself in.

The care worker noticed that Mrs. A was 
aggressive towards her son who told the care 
worker that his mother was shouting during the 
night and appeared to be experiencing visual hal-
lucinations. The care worker suspected that a uri-
nary tract infection was causing this behaviour.

The care worker reviewed the plan and asked 
for the rapid response team to be contacted to 
carry out a home visit and manage Mrs. A’s phys-
ical health.

The rapid response team is a nurse led team 
who are able to deliver oral and parenteral treat-
ment in the community and whose role is to work 
in collaboration with the general practitioner and 
local authority services with patient who is too 
complex for the general practitioner alone to 
manage in order to avoid hospital admission.

Key Messages
• Older adults are prone to multi- morbidity 

leading to recurrent hospitalization. 
Many admissions are preventable with 
appropriate care packages and support.

• Collaborative care is a useful model for 
managing people with dementia and 
preventing inappropriate emergency 
hospital admissions.

• Unpaid family carers play an important 
role in the care of people with dementia. 
Care plans for the person with dementia 
should include support for the carer.

• A logic model provided a useful frame-
work by looking at the care pathway and 
considering inputs, interventions and 
outputs.

• It is important to have a rapid escalation 
process to deal with UTIs (urinary tract 
infections) to prevent unnecessary 
emergency hospital admission.
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The rapid response team diagnosed and treated 
the urinary tract infection and liaised with the 
memory service mental health team who were 
also providing Mrs. A with care.

The rapid response team provided Mrs. A’s 
son with information and education about his 
mother’s condition and because he said that he 
was finding it difficult to cope he was referred to 
the local carer support service.

This type of presentation is not unusual when 
working with older adults and services need to be 
designed to support older adults to remain in the 
community. Because older adults often have mul-
tiple conditions they need a team of people 
around them who are able to work collaboratively 
to ensure that all the needs an older adult and 
their carers can be met.

Introduction There has been emphasis on the 
need for collaborative care in many chapters of 
this book because many older adults have multi-
ple medical and social problems. Getting the best 
outcomes requires systems that can support the 
multiple needs of older adults.

A Cochrane review provides evidence to sup-
port collaborative care in health systems but 
notes that it is more difficult to demonstrate that 
this is the case for health and social care working 
together [1].

The Waltham Forest model from the UK is 
being presented to demonstrate that it is possible 
for health and social care to work collaboratively 
for the benefit of the older adult population. The 
Waltham Forest model is based on collaborative 
care between general practitioners and their team 
who are responsible for providing primary care, 
community mental health nurses for older people, 
the Memory Clinic comprising psychologists and 
psychiatrists that care for older adults, Adult 
Social Care provided by local government and the 
voluntary sector (non-government organizations) 
including Carers First and Alzheimer’s Society 
who provide education and support for older 
adults with dementia to their families and carers.

The emphasis of this service re-design has 
been to ensure that older adults with dementia 
receive holistic care that takes into account all 
their needs by using community assets to ensure 

that appropriate social and clinical resources are 
available to the older adult using a collaborative 
care model.

The intervention has been developed using the 
Institute for Health Improvement’s Plan-Do- 
Study-Act (PDSA) [2] approach to transforma-
tion. This approach focuses on testing a change 
by planning it, trying it and observing the results, 
then acting on what is learned.

This case study demonstrates that with the 
patients’ needs at the centre, collaboration is 
achievable across health, social care and the vol-
untary sector by addressing clinical needs in par-
allel with social needs and by task shifting. In the 
Waltham Forest new model of care older adults at 
risk of dehydration are identified early using a 
joint health and social care assessment. 
Appropriate plans are put in place to support ade-
quate hydration. Such tasks can be performed by 
any appropriately trained member of the team 
who is tasked to ensure that this happens.

Older adults are at increased risk of falls and 
many falls are preventable. In the Waltham Forest 
example falls risk assessments that have been tradi-
tionally carried out by health staff have been shifted 
to the Alzheimer’s Society (a voluntary sector non-
government organization) so that health staff can be 
deployed to deal with more complex medical tasks.

This UK example demonstrates how a local 
Clinical Commissioning Group (those who com-
mission and pay for health services) has worked 
with its key health and social care partners to 
address high levels of emergency care and treat-
ment in hospital for older adults with the diagno-
sis of dementia.

National Context There were an estimated 
850,000 people living with dementia in the UK in 
2015, with numbers projected to rise to over one 
million by 2025 and to two million by 2051 [3].

Box 27.1: UK Dementia Facts
• An estimated 1 in 6 people over the age 

of 80 has dementia.
• Two-thirds of the cost of dementia is 

paid for by people with dementia and 
their families.
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The impact on hospitals of rising emergency 
admissions poses a serious challenge to both 
dementia services and the financial position of the 
NHS. Older adults accounted for more than half 
of the growth in emergency admissions between 
2013 and 2014 and 2016 and 2017. Some of this 
is down to demographic change. Between 2013 
and 2014 and 2016 and 2017, the number of peo-
ple aged 65 and over grew by 6.2%. However, 
over the same period, emergency admissions for 
people aged 65 and over grew by 12%, almost 
twice the rate of population growth. The demo-
graphic pressure will only increase as the number 
of people aged 65 and over is projected to increase 
by a further 20% between 2017 and 2027 [5–9].

27.2.1.1  Local Context

Background: Overview of London
London is the capital of England and is divided 
into 32 boroughs. London’s population of over 
8.6 million makes up 13% of the UK’s population. 
The city’s population is growing faster than the 
rate of the UK as a whole. There are health 
inequalities and high levels of Black and Minority 
Ethnic Groups within London boroughs compared 
to the rest of England, which are manifested in 
variation in life expectancy at birth—from 
82.4 years to 86.2 years in females and 77.5 years 
to 82.6  years in males. The top five risk factors 
contributing to disability and premature death in 
London are smoking, obesity, alcohol, high blood 
pressure and prediabetes [10].

Waltham Forest
The London Borough of Waltham Forest is in the 
North East of London, with an estimated 2018 

population of 283,500. The older adult (age 65+) 
population estimate is 29,500 (10.4% of the pop-
ulation). Waltham Forest is an ethnically diverse 
borough with a relatively young population. The 
2011 Census data show that Waltham Forest’s 
Black, Asian and Minority Ethnic (BAME) popu-
lation represents 47.8% of the total population. 
This is the eighth highest BAME percentage in 
London [11].

The overall population of Waltham Forest is 
expected to continue growing; however, the rate 
of increase is projected to be highest in children 
of school age (5–19 years) and oldest (80+) sec-
tions of the population. The population aged 65+ 
is estimated to increase by 61% over the next 
20 years. This increase in the population of older 
adults has implications for health and social care, 
in particular dementia services, as the prevalence 
of dementia increases with age.

The gender split in the borough is about 50/50 
with an equal number of women and men living 
here. However, there is a gender imbalance with 
roughly 3000 more women than men in the older 
cohort aged 65 and older. Women also live longer 
than men by 5 years on average in the borough.

The 2015 Index of Multiple Deprivation 
(IMD) scores show that Waltham Forest is the 
seventh most deprived borough in London, and 
35th in England. Even though this is a slight 
improvement compared to the previous ranking 
in 2011, many areas in the borough still face very 
high levels of deprivation, and the associated 
problems for health and well-being.

Life expectancy varies significantly within the 
borough. For example, the difference in life 
expectancy between the most affluent and poor-
est parts of the borough is 5.3 years for men and 
5.5 years for women.

Summary of Health Needs Waltham Forest 
in the Older Adults
Cardiovascular disease (CVD) is the biggest killer 
of those aged 75 and under. This is not signifi-
cantly different to the London averages but the 
mortality rate is not evenly distributed across the 
borough. There are significantly higher rates in 
the poorer wards compared to more affluent areas. 
In addition, cardiovascular disease mortality is 

• Unpaid carers supporting someone with 
dementia save the economy £11 billion 
a year.

• Dementia is one of the main causes of 
disability later in life, ahead of cancer, 
cardiovascular disease and stroke.

Alzheimer’s Society [4].
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significantly above both the London and national 
average [11]. High prevalence of CVD has impli-
cations for dementia, as CVD increases the risk 
for dementia. For example, reduced cerebral 
blood flow due to heart disease of any kind wors-
ens the vascular homeostasis of the brain and has 
been seen as a precursor to vascular dementia and 
Alzheimer’s disease.

Health related quality of life for older adults is 
equal to the London average but below the 
national average, and excess winter deaths are 
above average. There are poor outcomes for falls 
patients. Hospital admissions for falls and associ-
ated injuries, and mortality from fracture of 
femur for the 65 to 84 years age group in Waltham 
Forest are significantly higher than similar areas.

The Waltham Forest Health and Wellbeing 
Strategy 2016–2020 notes that on average 
4956  years of life are lost annually in Waltham 
Forest due to causes that are amenable to health-
care [12]. These are deaths that should not occur in 
an environment of timely and effective healthcare.

Dementia Admissions
Recorded prevalence of dementia in Waltham 
Forest GP practices ranges from 1.5% to 10.2%. 
Older adults make up a significant proportion 
hospital admissions. The most common reasons 
for admission to hospital for people with 
Dementia are urinary tract infection, pneumonia 
and falls. People with Dementia should not be 
admitted to hospital with urinary tract infections 
if their care planning is robust. This is a quality 
and outcomes framework (QOF) requirement for 
GPs but Alzheimer’s Society staff is also involved 
in care planning.

We also know that dementia diagnosis and 
related depression is under recorded. Depression 
is often diagnosed in the early stages of demen-
tia, but it may come and go, and may be present 
at any stage. Depression is also common among 
family carers supporting a person with dementia. 
Nationally there has been a big push to improve 
psychiatric liaison services in order to provide 
integrated services between acute and mental 
health services.

Waltham Forest CCG published its Mental 
Health Strategy “Better Mental Health” in 2014 

and this included investment for improved psy-
chiatric liaison services at Whipps Cross Hospital, 
in Leytonstone, London.

Despite this, Waltham Forest has a higher 
spend on emergency department attendance com-
pared to similar areas. Secondary uses services 
(SUS) data show that there has been an increase 
in emergency hospital admissions for people with 
dementia. The total cost of emergency admis-
sions for people with dementia was £5.4  m in 
2017/18. That was a 10% increase from the pre-
vious year. In addition, cost per episode of inpa-
tient stay for people with dementia is higher in 
Waltham Forest than other boroughs. A compari-
son of inpatient cost per episode in seven CCGs 
found that Waltham Forest had the second high-
est cost—11% more than the lowest.

As these emergency admissions are prevent-
able, stakeholders came together to find ways of 
addressing the problem. The Waltham Forest 
example illustrates how multi-agency collabora-
tion involving commissioners, primary care, 
social care and NGOs working in partnership 
with carers can help reduce emergency admis-
sions for UTI in people with dementia which in 
turn will reduce admissions for UTI, sepsis, 
pneumonia, and falls.

Interventions and Model of Care
The logic model in Fig. 27.1 derived from IHI Qi 
methodology shows (from right to left) the inputs, 
activities/interventions and outputs. A multi- 
pronged approach was used, starting from the 
award of care package contracts through broker-
age. Dehydration was found to be a key feature in 
many of these patients. To address this, care 
packages for people with dementia, whether 
cared for in their own homes or in institutions, 
were designed to include a requirement for fluid 
monitoring. Providers of these services are being 
urged to ensure they monitor hydration, which is 
a good practice and support dignity in the care of 
older adults (Fig. 27.2).

To embed this change and scale it up across the 
whole local health economy the CCG and local 
authority are working together to introduce incen-
tives in future to scale up the intervention across 
the whole of our local older adult population. 

27 Case Studies



382

This will be made possible by the savings released 
due to a decrease in hospital admissions. Many 
payments and incentives in health care are for 
treatment interventions but the emphasis in this 
model is on incentives for prevention.

The period following a diagnosis of dementia 
is often very challenging and could be traumatic 
for families, leading to increased use of emer-
gency services. Therefore post-diagnostic sup-
port, which is available to anyone diagnosed with 

Fig. 27.1 Map of 
London showing the 
boroughs

Reduction of
emergency

admissions for
UTI in people
with Dementia

Early treatment
of UTIs in people

with Dementia

Education and training
on caring for people

with Dementia

Escalating treatment for
people with Dementia

who contract UTIs

People with Dementia
identified before crisis

Better
monitoring of
people with
Dementia

Contractual incentives
to prevent hospital

admission

Brokerage and contract
monitoring to include

fluid monitoring

Dementia awareness
training and

implementing care
standards

Post diagnostic support
to include all people with

Dementia

Care pathways to be
developed to ensure

early treatment

Advice and information
available for all carers

Alzheimer’s Society work
closely with Carer’s First

Prevention of
UTIs occurring

Fig. 27.2 Public Health England (2019) Introduction to Logic Models
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dementia and their families, now includes risk 
assessment as well as the service being first point 
of contact if there are problems.

Minimum care standards have been agreed 
and in the near future care providers will be 
required to provide dementia awareness training 
for all their staff. Alzheimer’s Society, a leading 
NGO in dementia, are working with people who 
have a diagnosis of dementia living at home and 
their carers to ensure that advice and relevant 
information are made available to the carers, who 
are mostly family members. These initiatives 
have resulted in more people with dementia being 
identified before crisis.

Care pathways were developed to ensure 
seamless transitions between different levels of 
care, for example, primary and secondary care. 
This included developing a simplified tool to 
ensure that carers and people with dementia 
understand the risk factors of UTIs and prevent 
them. However if UTIs still occur, families are 
supported in rapid escalation to the rapid response 
team, a nurse led cost-effective service that is 
easy to set up, or to their general practitioners.

Outcomes
The collaborative approach benefits the whole 
health and care economy with three main 
outcomes:

• Better monitoring of people with dementia.
• Reduction in admission and readmission to 

hospital for UTIs, pneumonia, falls and sepsis 
in people with dementia, not just UTIs. Quick 
access to the rapid response team leading to 
avoidance of hospital admission where 
appropriate.

The first 3  months of this service re-design 
resulted in a reduction in emergency admissions 
for UTI in people with dementia and over 50% of 
the target reduction set for the first 6 months of 
this project was achieved in 3 months.

Conclusion This example demonstrates that multi-
agency collaboration at a local level helps prevent 
inappropriate hospital admission for dementia 
patients whilst providing improved access to practi-
cal and emotional patient and carer support.

The case summary set the wider context of 
dementia in the UK and locally in London and 
Waltham Forest. It then set out how a logic model 
was used in a multi-pronged approach to improve 
outcomes for people living with dementia and 
their families. The project is only a few months 
old but already showing encouraging results. The 
target 6-month reduction in hospital admissions 
that was set at the beginning is on course to being 
achieved, as over 50% had been achieved in the 
first 3 months,

This case example from the UK shows that it 
is possible for health and social care to work col-
laboratively for the benefit of the older adult 
population.

27.3  Case Vignette Two

27.3.1  Generalized Anxiety Disorder 
in an Older Adult

Alicia Beatriz Kabanchik

27.3.1.1  Reason for Choosing This 
Case Example

This case from Argentina has been chosen 
because it helps to remind us that older adults 
who present with mental distress can also be car-
ers for others and chronic benzodiazepine usage 
in the older population should be managed to 
decrease the morbidity and mortality associated 
with this.

National Context Argentina
According to the 2010 National Census 
(INDEC in Argentina) of the 40,117,096 
inhabitants, 20,593,330 are women, and 
19,523,766 are men. 9.8% are 60 to 
74 years old and 4.5% are 75 and over.

A characteristic of the older adult popu-
lation in Argentina is that women are in the 
majority and life expectancy in Argentina 
is 77 years for men and 81 years for women.

There have been no specific epidemio-
logical studies of older adults in Argentina 
until the 2015 Argentine Study of 

27 Case Studies



384

Epidemiology in Mental Health carried out 
by APSA (The Association of Argentine 
Psychiatrists, the University of Buenos 
Aires). This confirmed a treatment gap in 
the mental health care of older adults.

This highlights the need to improve col-
laboration between the community, pri-
mary care and secondary care to ensure 
that more people who require treatment 
receive it.

Key Messages
Late onset anxiety disorders are common 
in older adults.

Late onset anxiety disorder has high 
comorbidity with depression, medical ill-
ness, alcoholism and dementia.

Use of benzodiazepines (BZ) can 
worsen symptoms of anxiety disorder and 
their use should be avoided when possible.

Case History and Mental State Examination
A 79-year-old retired female. She married 
when she was 24 years old and lives with 
her 82-year-old husband who has cognitive 
impairment. She has a good relationship 
with her three grown up daughters and 
5 years ago was treated with psychotherapy 
for 1 year following the onset of her hus-
band’s illness.

She was the victim of a robbery 3 years 
ago and lost her cardiologist who she had 
known for many years when he recently 
died.

She is a non-smoker.
She presented for psychiatric assess-

ment accompanied by her daughter in June 
2018 and reported a 7  month history of 

anxiety, insomnia, pains, fears, excessive 
worries about her hypertension and her 
economic future because she had become 
aware of her age.

She had a past medical history of hyster-
ectomy aged 38 years and renal stones aged 
50 years. She was suffering from hyperten-
sion, hypertrophic cardiomyopathy, irrita-
ble bowel syndrome and hypothyroidism.

On presentation the patient it was 
prescribed:

• Levothyroxine (50  mcg) for 
hypothyroidism

• Verapamil (160  mg) and Atenolol 
(50 mg) for her cardiac pathology

• Myopospan (400 mg) for irritable bowel 
syndrome

• Alprazolam (1 mg) for anxiety

Mental state examination revealed a 
well presented lady with decreased atten-
tion and concentration. Speech was coher-
ent and spontaneous. Subjective mood was 
sad and anxious. Objectively she appeared 
depressed with decreased motivation, 
altered sleep and diminished appetite. She 
denied suicidal ideation. There was no evi-
dence of hallucination, delusions or passiv-
ity experiences at the time of examination. 
She was well orientated with no evidence 
of cognitive impairment and had insight 
into her condition.

Differential Diagnosis
• Generalized anxiety disorder DSM V 

(300.02) and ICD 10 (F 41.1)
• Persistent depressive disorder (dysthy-

mia) DSM V (300.4) and ICD 10 (F 34.1)
• Caregiver burnout syndrome
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Investigations
Psychological testing:
• Hamilton anxiety rating scale, (HARS): 

score 16 (moderate to severe anxiety)
• Geriatric depression scale (GDS) 15 

items: score 7 (moderate depression)
• MMSE: 29/30
• Clock drawing test (CDT): score 8/10
• Zarit Care Burden Interview (ZCBI): 

score 50/88 (moderate to severe burden)

Laboratory testing:
• Urea and electrolytes
• Liver function tests
• Blood sugar
• Uric acid
• Cholesterol and triglycerides
• VDRL
• Thyroid function tests including thyroid 

antibodies
• Calcium and phosphate
• Full blood count
• Erythrocyte sedimentation (ESR)
• B12
• Folic acid
• 25 hydroxy vitamin D
• Homocysteine
• Creatinine phosphokinase (CPK)
• Urinalysis

All laboratory testing normal

Other investigations:
• Brain CAT without contrast: No 

pathology
• ECG: Findings were in keeping with the 

patients cardiac pathology

Management Plan
• The patient had been taking 1  mg of 

Alprazolam for several years and the 
use of benzodiazepines is not advisable 
in the elderly because it is addictive and 
increases the risk of delirium and falls 
and their complications.

• A plan to withdraw benzodiazepines 
was developed in consultation with the 
patient and her daughters who are her 
carers.

• Alprazolam has a half-life of 6–12 h in 
adults and up to 20 h in older adults and 
was discontinued following washout.

• It was initially substituted with clonaz-
epam which was gradually discontinued 
in order to avoid benzodiazepine with-
drawal syndrome taking into account 
the half-life of this medication.

• Following ECG and consultation with 
the cardiologist the patient was com-
menced on a serotonin reuptake inhibi-
tor (SSRI) sertraline at a starting dose of 
25  mg daily gradually increased to 
50 mg daily.

• Weekly psychodynamic psychotherapy 
re-commenced including movement 
therapy, relaxation music and a symbi-
otic food diet.

• With the support of her daughters the 
patient re-established her social net-
works and activities.

• Her hypertension, hypertrophic cardio-
myopathy, irritable bowel syndrome and 
hypothyroidism were managed in col-
laboration with the specialists already 
known to her and managing these 
conditions.

Outcome
The patient made a good recovery with 
decreased anxiety because her daughters 
brought her to see the psychiatrist early in 
the presentation and participated in her 
treatment plan. They recognized that their 
mother was also experiencing caregiver 
burnout and were able to provide additional 
support by assisting with the care of their 
father. This care package helped to reduce 
symptoms and prevent the patient’s condi-
tion becoming chronic.
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Wider Lessons
• Older adults who present to specialists 

can also be carers and this must be taken 
into account in the formulation and 
management plan.

• Engaging families and carers in the 
management plan is essential to achieve 
the best outcomes.

• Collaborative care between mental 
health specialists, primary care and other 
secondary care specialists who manage 
older adults is essential to manage multi-
morbidity because it is cost- effective and 
enables better decision making.

• It is very important to raise awareness of 
the need for interdisciplinary work with 
the primary care physician so that this 
becomes the detector and referral to the 
psychiatrist for diagnosis and appropri-
ate therapeutic approach avoiding the 
pathology becoming chronic.

27.4  Case Vignette Three

27.4.1  Delirium in an Older Patient 
Who First Presented with Major 
Depressive Disorder

Lilian Scheinkman

27.4.1.1  Reason for Choosing This 
Case Example

This case vignette from Brazil has been chosen to 
highlight the need to recognize that loneliness 
occurs in older adults even though they may be 
living with members of their family. The diagno-
sis of delirium was missed at this ladies first pre-
sentation to the emergency department which 
highlights the need for staff in emergency depart-
ments to be trained to diagnose and manage this 
condition.

National Context Brazil
Whilst the aging of the population is a 
worldwide phenomenon, in Brazil the 
number of individuals aged 60 or above 
rose from three million in 1960 to seven 
million in 1975 and 14 million in 2002 
representing an increase in 500% in 
40 years. It is expected to reach 32 million 
in 2020. One of the consequences of this 
process is an increasing demand of this 
rapidly growing population for health ser-
vices [13].

The Health Ministry created the 
“Política Nacional de Saúde do Idoso—
PNSI (Health Policy for the elderly)” in 
1999 to promote healthy aging, prevent 
diseases and preserve, improve and reha-
bilitate functional capacity in order to 
ensure that the elderly can function inde-
pendently in the society [14].

The “Estatuto do idoso”, a federal law 
regulating the rights and needs of the 
elderly, in effect since January 2004, was 
another important step. In 2006, the Health 
Ministry created the National Policy for the 
Health of the Elderly Person—PNSPI, 
emphasizing the implementation of actions 
and the institutional responsibilities 
required to achieve preservation of func-
tional capacity, autonomy and quality of 
life of the elderly person, in accordance 
with the principles of the SUS (Sistema 
Único de Saúde), Brazilian Unified Health 
Care system.

Despite these advances, the SUS 
(Sistema Único de Saúde) is not yet able to 
meet the needs of this population [15]. 
Health care delivery is fragmented, health 
information is not shared among health 
care providers and there is a lack of coordi-
nated care [16].
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Key Messages
• It is of paramount importance to evalu-

ate level of consciousness, alertness, 
attention, orientation and perception in 
older adults and acute onset with fluctu-
ating course should raise the suspicion 
of delirium.

• Previous history of psychotic illness or 
mood disorders is not a contraindication 
to making a diagnosis of delirium.

• Collaboration between different disci-
plines and specialties is cost-effective 
and essential in helping patients recover 
from delirium and in their reintegration 
back to the community.

Case History
Mrs. R is a 90-year-old widowed lady from Rio 
de Janeiro, Brazil who, in 2017, was brought to 
the Geriatric Outpatient Clinic by her son in a 
wheelchair, drowsy and not interacting having 
fallen and hit her head 2 days before.

Her son reported that 2 days before this fall 
Mrs. R had started seeing little animals and said 
“they were so real that she tried killing them with 
her slippers”. She had to be fed by family mem-
bers and was no longer capable of taking care of 
activities of daily living (ADLs). She was taken 
to the emergency care unit of a local hospital, 
diagnosed with hyponatremia and dehydration, 
received treatment and was discharged home. 
Two days after being discharged, her family 
brought her to a geriatric clinic and she was 
immediately transferred to the emergency room 
at Pedro Ernesto University Hospital (HUPE) 
and a psychiatric consultation was requested.

Mrs. R’s level of consciousness was decreased, 
attention was impaired, she had very little inter-
action, was lethargic and unable to engage in the 
interview. Speech was slow and she was disori-
ented to time. Her son’s report was consistent 
with recent visual hallucinations but there was no 
evidence of hallucinations or delusional beliefs 

during the psychiatric evaluation. Hypoactive 
delirium was diagnosed.

Mrs. R had a past history of depression treated 
by a private psychiatrist from 2013 to 2016 and 
had previously presented to the geriatric outpa-
tient clinic of the Pedro Ernesto University 
Hospital in September 2016 accompanied by her 
daughter complaining of “dizziness, difficulty 
hearing, urinary incontinence and a lack of inter-
est and pleasure in her daily activities”. She pre-
sented with low body weight and a history of four 
falls during that same year.

Her husband had died in May 2014, following 
a 6-month illness during which Mrs. R was his 
main carer. She described having no friends and 
feeling lonely. She spent her days at home watch-
ing television, listening to the radio and doing 
crossword puzzles. She lived with her two unem-
ployed sons, one with COPD and the other with 
bipolar affective disorder.

Her past medical history included bilateral cata-
ract surgery approximately 10 years before, hyper-
tension, irritable bowel syndrome and osteoporosis 
and physical examination showed a systolic mur-
mur and she met criteria for age- related frailty.

Mini-mental state examination (MMSE) was 
28/30, and registration and recall were 3/3. Clock 
drawing test was normal. In order to evaluate 
Mrs. R’s functional status and help with planning 
her care, the KATZ (index of independence in 
activities of daily living) was used and she scored 
5/6, indicating slight impairment, and the Lawton 
scale of instrumental activities of daily living was 
administered, in which she scored 7/8.

Mrs. R was diagnosed with major depressive 
disorder (MDD) and managed with escitalopram, 
psychotherapy and psychosocial interventions. 
She experienced an episode of agitation and dis-
orientation which responded to a change in anti-
depressant medication from sertraline to 
mirtazapine with resolution of these symptoms. 
Five months later Mrs. R was asymptomatic. She 
was also attending psychotherapy and was fol-
lowed by the Social Work Services to help with 
her situation at home.

27 Case Studies



388

Investigations
Laboratory testing:
• Full blood count
• Electrolytes and blood sugar
• Renal tests
• Liver function tests
• Thyroid function tests
• Urinalysis

The only abnormalities found were:

• Sodium 128 mEq/L
• Blood glucose 188 mg/dL

Other investigations:
• Brain CT scan: No acute changes

Differential Diagnosis
Hypoactive delirium

Management Plan
• There was no evidence of urinary tract 

infection.
• Her sodium and glucose levels were 

managed.
• Her cardiovascular medication was also 

reviewed.

Outcome
• She was successfully discharged from 

hospital and was seen for follow-up 
1 month later.

• She walked in unaided, was alert, her 
level of consciousness was normal.

• She described her mood as “a bit sad”.

Wider Lessons
• Since the elderly are more prone to 

developing delirium and this diagnosis 
can carry serious or even fatal conse-
quences, it should always be kept in 
mind when evaluating older adults.

• A previous diagnosis of any mental ill-
ness does not preclude a future diagnosis 
of delirium. Mood symptoms can and 
many times are present in a delirious 
patient as part of the neurocognitive dis-
order, regardless of whether the patient 
had presented with these symptoms 
before or has/had a psychiatric disorder.

• Early detection of cognitive changes is 
crucial for prompt identification and 
treatment of delirium. Studies have 
revealed that most patients referred for 
psychiatric consultation services with 
purported depression are ultimately 
found to have delirium [17].

• The use of screening protocols by clini-
cians and referring these patients for 
psychiatric consultation are important 
tools for improving care.

• A multi-professional, interdisciplinary 
team of geriatricians, nurses, social 
workers, nutritionists, physical thera-
pists, speech therapists, psychologists 
and pharmacists who work with older 
adults with the goal of health promo-
tion, prevention and rehabilitation 
improves quality of care.

• Brazil has made definite advances in 
health care delivery to the elderly, but 
there is still room to improve and a need 
to integrate and coordinate care through-
out each patient’s trajectory in the health 
system because interdisciplinary, coor-
dinated care is key to a good outcome 
and should be our ultimate goal in deliv-
ering optimal health care.
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27.5  Case Vignette Four

27.5.1  Dementia in Alzheimer’s 
Disease

Nicoleta Tătaru

27.5.1.1  Reason for Choosing This 
Case Example

This case from România has been chosen because 
it considers the need for planning for end-of-life 
care when managing cases of dementia.

National Context România

România is a developing former commu-
nist country in Eastern Europe with a popu-
lation of 21.794.793 (2002) and covers 
237.500 square km with 42 districts. 
National statistics for 2002 showed infant 
death rate 17, 3/1000 and life expectancy at 
birth 67.6 years for males and 71.1 year for 
female. In România around 12–14% of the 
general population are over 65, compared 
with the rest of Europe, where 14–16% is 
over 65 (WHO). It is estimated that the 
number of person with dementia in 
România will be approximately 600,000 in 
2025 (WHO).

România remains currently in a period 
of transition from communism to democ-
racy. România like other Eastern Europe 
countries is at the geographical border 
between the West, the Middle East and 
Asia. Like other former communist coun-
tries, România remained behind the Iron 
Curtain until December 1989. In January 
2007, România became member of EU. In 
the last few years, in most countries the 
psychiatric services have been more and 
more orientated towards the community 
[18–20].

Key Messages
• Normal aging is accompanied by multi-

ple somatic diseases; mental illnesses 
are common and their diagnosis is quite 
difficult.

• Older adults with dementia often receive 
suboptimal care and are often neglected.

• The use of an educational prevention 
programs can improve the quality of life 
for older adults throughout the course of 
dementia in primary care in collabora-
tion with specialist services and should 
include a plan for end-of-life care.

Historically, the special needs of the 
mentally ill were not always respected and 
recognized by generic services. In line with 
this trend, stigma continues to be an obsta-
cle in ensuring that mentally ill patients 
have access to good care.

The Mental Health Law appeared in 
România only in August 2002. This was 
the first step towards reform of Romanian 
mental health services and its care system 
of mentally ill patients alongside the coun-
try’s care standards for people with mental 
disorders [21]. România has recently 
begun to transform its mental health sys-
tem to add community mental health care 
services to the traditional system of psy-
chiatric hospital care with the involvement 
of social services. The scientific organiza-
tions such as the Romanian Alzheimer 
Society (1996) and Romanian Association 
of Geriatric Psychiatry (1999) provide 
postgraduate training courses for doctors 
to enable them to provide better care of the 
older adults.
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Case History
A 79-year-old retired priest who is married 
with three children came to the local outpa-
tient hospital clinic accompanied by his 
wife and one of his daughters with multiple 
complaints including:

• Not recognizing his friends or neighbours
• Feeling depressed and anxious
• Feeling agitated and wanting to go home

He was noted to have good hygiene, and 
he was able to complete simple chores and 
could dress himself. His wife reported 
deterioration in judgement and thinking, 
planning and organizing and described that 
he had symptoms of irritability, psychomo-
tor agitation and wandering.

The patient had completed a theology 
and history degree and worked as a teacher 
before becoming a priest and his family 
had noticed that the current problems began 
when he was about 74  years old and had 
progressed slowly. This was managed by 
his family doctor and psychiatrist.

The family reported that they were con-
cerned about his safety because he once 
drank a toxic substance because he didn’t rec-
ognize what it was and the family was afraid 
to leave him on his own. He disliked being 
alone and is always accompanied by his wife.

Early in his presentation he was 
 managed on:

• An antidepressant sertraline 50 mg/daily
• An anticholinesterase donepezil 5  mg– 

10 mg/daily

This combination of medication was 
helpful but there was a break in treatment 
when donepezil was unavailable because of 
an economic crisis. The patient developed 
side effects when eventually re-started 

donepezil and this was changed to rivastig-
mine 6 mg/daily.

The patient had a past history of surgery 
for renal stones, an inguinal hernia and 
appendectomy. He had ischemic heart dis-
ease and a cardiac pacemaker. The family 
reported that the patient’s father also had 
cognitive impairment.

Mental state examination revealed a 
polite, clean gentlemen who appeared irrita-
ble, anxious and depressed. There was no 
evidence of hallucinations or delusions. He 
had moderate cognitive impairment and 
according to his family was no longer able to 
shop or handle money. He was disorientated 
in time and place and did not recognize his 
family or that he was seeing a doctor. He 
lacked insight and did not recognize his cog-
nitive problems or that he had an illness.

Investigations
Psychological testing:
• MMSE
• Clock test
• GDS-geriatric deterioration scale

Laboratory testing:
• Full blood count (FBC)
• Erythrocyte sedimentation (ESR)
• Blood sugar
• Urea and electrolytes
• Creatine
• Liver function tests
• Transaminases (GOT, GPT)
• Uric acid
• Creatinine phosphokinase (CPK)
• Cholesterol
• Lipids and triglycerides
• Urinalysis

All laboratory testing were normal
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Other investigations:
• CT and MRI: Global cortical atrophy

There is no evidence from history, phys-
ical examination, psychiatric and neuro-
logical examination or special investigations 
as laboratory testing, EEG, CT and MRI 
for any other form of dementia, a systemic 
disorder, or alcohol or drug abuse.

Differential Diagnosis
• Alzheimer’s dementia BPSD (behav-

ioural and psychological symptoms of 
dementia) moderate with late onset.

Management Plan
• Patient was continued on sertraline anti-

depressant and rivastigmine.
• Patient’s care team ensured that the 

patient’s basic psychosocial and spiri-
tual needs were met through continued 
collaboration between the family doc-
tor, psychiatrist, family psychotherapist 
and family carers.

Outcome

• This patient was able to be managed at 
home despite the increasing severity of 
his cognitive impairment in collabora-
tion with the family, family doctor, psy-
chiatrist and family therapist.

Wider Lessons

• Patients should be managed at home sup-
ported by the family doctor for as long as 
possible. The role of NGOs and spiritual 
providers in the provision of community 
care for the older adult is increasing in 
many developing countries such as 
Romania but remains limited [22, 23].

• Stigma remains an obstacle in ensuring 
access to good care for the mentally ill 
patients. Stigma against the mentally ill 
leads to the development of negative 
attitudes, including to professionals and 
services in term of poor quality treat-
ment and care, and inadequate funding 
at national and local level [24].

• Standards of basic mental health care 
must be raised, and adapted in relation 
to the patients’ needs and his/her quality 
of life. Action against stigma and dis-
crimination of older people with mental 
disorders should be a major component 
of all levels of a health and social care 
program.

• Assessing and improving end-of-life care 
for people with dementia presents partic-
ular challenges. Respect for the individu-
al’s expressed wishes and interest should 
guide all end-of-life care decisions.

• It is necessary to recognize the role of 
spirituality in the well-being of the older 
adults and those with dementia at the 
end of their life. This means the physi-
cians must attend not only on patients’ 
physical complaints or their somatic 
problems, but sensitively to include an 
awareness of their cultural, moral and 
spiritual convictions.

• Old age psychiatry has been a recog-
nized subspecialty of psychiatry in 
Romania since 2001 but the number of 
professionals working in the field is still 
too low to satisfy the needs of care of 
the older adults with mental disorders.
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National Context Turkey
The older population is rapidly increasing 
in Turkey as in the other countries. Older 
adults people are much respected in our 
culture, but due to modern life and its 
necessities, extended families of the past 
which the older adults are the main part are 
disappearing, nuclear family increasing in 
both rural and urban regions; as the result 
of social changes the social care and health 
care needs of older people are increasing.

Many geriatrics fellowship programs 
have been founded under the roof of the 
internal medicine departments of state uni-
versities, but no official geriatric psychiatry 
training has been started yet in the psychia-
try residency.

Turkish Ministry of Health is working 
with universities and related parties to plan 
a national health care program for older 
adults, but this program is fragmented yet.

Family physicians are actively participat-
ing in the care of their elder population (home 
visits, immunization, and routine care).

Municipalities are very active in provid-
ing home healthcare programs for the popu-
lations in need including older adult people. 
But there is still a long way to fully cover the 
needs of older population in our country.

Key Messages
• Vascular dementia is a common form of 

dementia in older adults particularly 
those with cardiovascular and cerebro-
vascular disease.

• Late life depression could be a harbin-
ger of emerging vascular dementia.

• Patients with vascular dementia are 
more aware about their condition than 
people Alzheimer’s type dementia.

• Vascular dementia commonly co-occurs 
with Alzheimer’s type dementia and 
patients with vascular dementia require 
close follow-up for emerging signs of 
Alzheimer’s type dementia.

Case History
A female, 79-year-old, retired school 
teacher, married and living with her 
husband.

Her first consultation was in September 
2016, accompanied by her husband. Both 
the patient and her husband are complain-
ing about her depressed mood, inability to 
plan activities and recent memory difficul-
ties. The patient reveals that she has not 
been feeling well lately and lost interest in 
her usual activities such as being with 
friends, going to a hand-crafting course, 
shopping and gardening. She blames her 
occasional urinary incontinence for step-
ping down from these activities, and also 
admits that sometimes she overreacts in 
certain situations, such as bursting into 
tears even with a little stimulation. She is 
aware about her memory difficulties and 
admits that she cannot remember many 
things.

Her husband confirms and adds that she 
has lost interest almost in everything and 
become insensitive. She generally forgets 
important information such as doctors’ 

27.6  Case Vignette Five

27.6.1  Vascular Dementia

Şahinde Özlem Erden Aki

27.6.1.1  Reason for Choosing This 
Case Example

This case from Turkey was chosen because it 
highlights the need for hope when we manage 
older adults with dementia, particularly those 
with vascular type dementia.
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appointments, family meetings, payment of 
bills, etc. She cannot remember a list of 
shopping items and she seems hard to 
understand explanations. Once a very 
skilled organizer, now she cannot plan even 
a basic meal for her children and gets anx-
ious. He also tells that her movements 
become very slow for the last year; and due 
to a fear of falling, she keeps indoors most 
of the time. No sleep or appetite problems.

During the psychiatric examination the 
patient’s speech was slow, she appeared 
apathetic, inattentive to surroundings, but 
still with a reactive affect and mildly 
depressed mood; no thought disorder and 
no perceptual disturbance.

On physical examination no rigidity or 
ataxic gait was detected, but bradykinesia 
was noted.

Past medical history: Hypertension for 
40 years poorly controlled for the last few 
years, diabetes mellitus controlled with 
oral antidiabetics for 20  years, hypothy-
roidism, gall-bladder surgery a year ago, 
and cardiac angiography 10 and 2  years 
ago. Heavy smoker until 10 years ago, and 
no alcohol use.

Medications:

• Telmisartan and hydrochlorothiazide 
(for hypertension),

• Metoprolol (for tachycardia),
• Furosemide (for edema due to cardiac 

insufficiency),
• Aspirin (for prophylaxis against cardio-

vascular events),
• Metformin, and Repaglinide (for type II 

diabetes mellitus), and
• Atorvastatin (for hypercholesterolemia).

Family history: Father with forgetful-
ness in late 70s, diagnosed with senile 
forgetfulness.

Investigations
Neuropsychiatric Evaluation:
• MMSE 26/30 (lost 2 points from atten-

tion, lost 2 points from recall)
• Clock drawing test: ¾
• California verbal learning test: free 

recall 3/15, cued recall 12/15, total 
recall 15/15, no false recognition

• Trail making test A: 57 s, trail making 
test B: 289 s, 4 errors

• Controlled Oral Word Association Test: 
12 for phonemic fluency, 18 for categor-
ical fluency (animal naming)

• Geriatric depression scale: 12/30

Laboratory Evaluation:
• Full blood count,
• Aspartate aminotransferase (AST),
• Alanine aminotransferase (ALT),
• Blood urea nitrogen (BUN),
• Creatinine,
• Plasma sodium and potassium,
• Magnesium,
• Erythrocyte sedimentation rate,
• Thyroid stimulating hormone (TSH), 

free T4, and free T3, and
• Vitamin B12, vitamin D levels, and folic 

acid.

All within normal limits

• Fasting blood glucose slightly above 
normal limit.

• Cholesterol values (LDL, VLDL, and 
total cholesterol) above limits.

Neuroimaging:
• Brain MRI without contrast (September 

2016): Widespread bilateral white matter 
hyperintensities, a few lacunar infarcts in 
the left temporal lobe, and hippocampal 
atrophy on coronal sections.

• Fluorodeoxyglucose-positron emission 
tomography (FDG-PET) (September 
2016): Bilateral frontal hypometabo-
lism and slight temporo-parietal hypo-
metabolism reported.
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Differential Diagnosis
• Vascular cognitive impairment/vascular 

dementia vs mixed vascular and 
Alzheimer’s type dementia (VaD and AD).

Management Plan
• The patient had multi-morbidity and 

required collaboration with other spe-
cialists in managing her condition.

• Cardiology consultation requested for 
blood pressure control.

• Endocrinology consultation requested 
for blood sugar control.

• Neurology consultation for bradykine-
sia—no Parkinson disease diagnosed.

• Sertraline 50 mg/day started (for apathy 
and pseudobulbar symptoms).

• Donepezil (an acetylcholinesterase 
inhibitor) offered but the family rejected 
the activity program created by the help 
of occupational therapy department, 
regular physical exercise recommended, 
and husband instructed to become sup-
portive and initiative in daily activities.

1-year follow-up:
Stable as in 6-month follow-up
2-year follow-up:
Became forgetful for the last few 

months, began to ask the same questions, 
difficulty in remembering shopping list 
items and doctors’ appointments, mood- 
wise fine

A follow-up brain MRI planned and 
neuropsychological tests will be repeated 
due to suggestive symptoms of Alzheimer’s 
type cognitive impairment

Outcome
3-month follow-up:

Affect stabile and reactive, less 
depressed mood, began to enjoy daily life, 
less forgetful

6-month follow-up:
Less forgetful, almost as old-self

Wider Lessons
• Vascular dementia is the second most 

common type of dementia among older 
adults.

• Mood disturbances, attention and exec-
utive function disorder and the difficulty 
in recall but not the recognition of the 
information (subcortical involvement) 
are the prominent features of vascular 
cognitive impairment.

• Not uncommonly vascular cognitive 
impairment and dementia of Alzheimer’s 
type are diagnosed together.

• Extensive cerebrovascular impairment 
may play the catalyst role for the con-
version of low-grade Alzheimer’s dis-
ease to an overt dementia syndrome.

• The vascular risk factors and vascular 
diseases should be recognized early and 
treated aggressively in inclined individ-
uals, and these patients should be fol-
lowed- up closely for an emerging AD 
type dementia.
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27.7  Case Vignette Six

27.7.1  Suicide Attempt

Dorota Szcześniak and Joanna Rymaszewska

27.7.1.1  Reason for Choosing This 
Case Example

This case example from Poland was chosen 
because it shows the need to respect the patient’s 
dignity and autonomy, and shows that older 
adults are never too old to study.

National Context Poland
According to Polish Central Statistical 
Office Poland has a population of 38.4 mil-
lion individuals, of whom 48% were men 
and 52% were women at the end of 2014 
(Polish Central Statistical Office, 2014) 
[25]. Although the number of people aged 
65 and older in Poland is lower than the 
European average (17%), this percentage 
in Poland is expected to increase slowly but 
steadily so that by 2030, 27% of the popu-
lation is projected to be 65 or older [26].

According to WHO, globally, suicide 
rates are highest in people aged 70  years 
and over (WHO 2014) [27]. In 2016  in 
Poland, more people died by suicide than 
by road accidents. People between 50 and 
69  years old undertook 2827 suicide 
attempts, of which 2027 ended in death. 
This represents 38% of fatal suicide, whilst 
12.1% of suicides are committed by people 
over 70  years of age (Polish Central 
Statistical Office, 2016) [28].

Poland provides free healthcare to all 
citizens through the National Health Fund 
(NFZ). However, due to limited financing, 
the NFZ limits the number of procedures 
health care professionals can perform. 
Consequently, it results in common com-
plains about long wait time to access spe-

cialized services. Therefore, individuals 
who want to quickly gain access to special-
ist outpatient services such as psychiatrists 
use private healthcare [29].

Key Messages
• Depressive episode in the elderly may 

manifest unusual symptoms that are not 
classically associated with depression. 
Older patients often show irritability, 
strong anxiety and lack of complaints 
about sadness. Somatic complaints 
dominate, sometimes leading are sleep 
disturbances, decreasing interest and 
limiting social contacts as well as 
increase in medical consultations and 
visits to the family doctor or GP and 
other specialists.

• Never underestimate symptoms of 
mood disorders, including atypical 
ones, and always ask the patient and, if 
possible, his or her closest relatives 
about thoughts of resignations, reluc-
tance to live or thoughts and suicidal 
tendencies.

• Termination of employment, change of 
social roles and position in the society 
and in the family, the loss of spouse are 
very strong risk factors for attempting 
suicide.

• Elderly men are in the highest risk group 
in terms of age and gender for commit-
ting effective suicide.

Case History
Mr. K is 70 years old. He is widowed. His 
wife died 4 years ago. They have a 40 year- 
old daughter. Mr. K is retired since 2013 
(for 5  years). During his life, he was a 
physical activity teacher in primary school 
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and a boxing coach in a local sports club. In 
the past, he trained boxers for 15  years, 
when he had numerous head injuries con-
nected with boxing fights. Mr. K always 
had many friends and he was actively 
involved in the local community. He 
enjoyed his life in these years. He was 
rarely ill and was appreciated by his col-
leagues. Before his wife died they were 
very close to each other.

On 15th of August 2018 Mr. K was 
taken to the emergency department by the 
ambulance service after his daughter found 
him in his home trying to commit suicide 
by hanging. A timely medical help was 
given and he was rescued. He did not have 
a history of depression or other psychiatric 
disorder and there was no history of sui-
cidal behaviour or psychiatric disorder 
among his relatives. However, since several 
years Mr. K had complained to his daugh-
ter about increasing difficulty in maintain-
ing all kinds of daily events. In addition, he 
complained more often about headaches 
and troublesome back pain. For this reason, 
he often met the general practitioner and 
regularly took strong painkillers 
(paracetamol with tramadol, ketoprofen). 
Shortly after retirement, Mr. K slowly 
started withdrawing from the local commu-
nity events. At the moment of his wife’s 
death, he stopped leaving the house and 
meeting with friends. Moreover, patient 
started to complain about memory distur-
bances consisting of forgetting names and 
names of people he knows, forgetting daily 
plans and shopping lists.

The family thought that majority of Mr. 
K’s problems were related to aging process 
and mourning after the death of his wife. 
Nevertheless, he became more and more 
passive and sometimes he started present-
ing aggressive behaviours.

Diagnostic process: The psychiatric con-
sultation was organized in order to assess if 
Mr. K has mental disorder and if he needs 
psychiatric treatment. Mental state exami-
nation found him in logical, laconic verbal 
contact. Psychomotor drive was slightly 
reduced. Patient was in depressed mood, 
confirmed complaints about difficulties 
with memory, difficulties in concentration, 
problems with functioning on a daily basis, 
and resignation thoughts. There were no 
psychotic symptoms. At the time of the 
assessment he had no suicidal ideas or plans 
although he was pessimistic about the 
future, had no appetitie and complained of 
insomnia. He did not remember when he 
last read anything or met friend.

There were no significant somatic disor-
ders except well-controlled hypertension, 
mild level of hypercholesterolemia and 
mild prostatic hypertrophy. There were no 
symptoms of substance or alcohol abuse.

Investigations
• Full blood count including differentials,
• Electrolytes and renal function,
• Liver function,
• Thyroid function tests,
• C-reactive protein (CRP), and
• Electrocardiogram.

No abnormalities detected.

Differential Diagnosis
• Severe depressive episode without psy-

chotic symptoms (F32.3 according to 
ICD-10 classification).

G. Ivbijaro et al.



397

Management Plan
• Mr. K refused the proposal to be treated on 

inpatient psychiatric ward and there was 
no indication to involuntary admission.

• The consultant gave a referral to the 
mental health outpatient clinic with the 
recommendation to perform neuropsy-
chological tests, to start psychotherapy 
and recommended the use of mirtazap-
ine 15  mg at night until starting the 
treatment in the clinic.

• The patient’s daughter was informed 
about the current health situation of her 
father with the recommendation to take 
care of him until he was treated in the 
outpatient psychiatric clinic and 
improvement of his mental condition.

• A simultaneous contact with the pri-
mary care physician was proposed to let 
him know that the psychiatric treatment 
Mr. K had begun.

• A daily psychiatric ward with daily 
medical care, psychotherapy and reha-
bilitation was proposed as an alternative 
to hospital treatment.

• Mr. K decided to go to the psychiatrist, 
who prescribed him sertraline (50 mg at 
morning for 4 days, then increasing to 
50 mg twice daily) and continuation of 
mirtazapine (15 mg late evening), which 
improved his sleep after few days. 
Usage of mirtazapine allowed the 
patient to get some sleep relief and tran-
quillity before sertraline started to work 
(usually it takes 2–3  weeks in proper 
dosages).

• After several control visits in outpatient 
psychiatric clinic, Mr. K continued his 
treatment with his GP. Mirtazapine was 
discontinued after improvement of 
mood and activity as well as sleep 
(6  weeks of regular antidepressive 
treatment).

• Psychosocial intervention: The psychia-
trist convinced him to use stress man-
agement techniques, such as relaxation 

Outcome
• The patient made a lot of progress and 

recovered.
• His family motivated Mr. K to sign up 

for the universities of the third age that 
aim to improve the lives of older adults 
through a range of educational activities 
such as learning basic English or social 
sciences, and favours establishing and 
maintaining social contacts.

• Therapeutic work will be based primar-
ily on coping with losses (retirement 
and death of the wife), which the patient 
has experienced recently and on the 
patient’s adaptation process to its cur-
rent reality/life.

Wider Lessons
• The above example describes the 

socially significant occurrence of 
depressive symptoms in older people, 
especially in those who have experi-
enced different losses.

• It draws attention to the importance of 
analyzing the smallest changes in the 
behaviour, even if it seems to family that 
these changes may be related to age.

• This example demonstrates that holistic 
approach to each patient and working in 
interdisciplinary collaboration (GP, psy-
chiatrist, and psychologist) is essential 
in terms of diagnosis but also in terms of 
providing adequate post-diagnostic 
interventions.

techniques, psychosocial intervention, 
as well as to persuade him to consider 
sports, change perception of the envi-
ronment and avoid negative habits in 
life and nutrition in CBT therapy.
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