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1Special Considerations 
for the Neuropsychological 
Interview with Older Adults

Stephanie Assuras and Bonnie Levin

The neuropsychological interview presents a 
unique opportunity to gather essential data that 
can be used to guide the testing process and assist 
in formulating a differential diagnosis. A com-
prehensive interview not only provides important 
background information that cannot be obtained 
from psychometric testing, but it also offers an 
opportunity for the examiner to gather critical 
behavioral observations that are often witnessed 
only in a less-structured setting. Although inter-
views vary in their focus and depth, they provide 
a framework from which examiners can assess 
demographic and referral information, data per-
taining to presenting complaints and symptom 
progression, information regarding activities of 
daily living, pertinent environmental risk factors, 
and relevant background information regarding 
past medical, developmental, educational, and 
psychosocial history. The interview also offers 
the opportunity to assess the caregiver’s perspec-

tive of the patient’s cognitive status, additional 
stressors, and available resources that can be used 
to guide the treatment recommendations. Thus, 
gathering information from a collateral source 
should be a key component of the clinical interview 
when possible.

 Demographic and Referral 
Information

The first questions posed by the examiner will 
set the tone for the rest of the interview. Asking 
a patient to provide demographic information 
can be a good way to begin establishing rap-
port. In addition to essential information such 
as one’s name, date of birth, handedness, gen-
der, educational level, and living arrangement, 
patients should also explain in their own words, 
whenever possible, who referred them for test-
ing and the reason for the referral. This is really 
the first opportunity that the examiner will 
have to assess the level of insight and ability to 
formulate one’s thoughts. Other important 
questions that should be addressed before test-
ing begins are medication regimen; their pri-
mary language and, when applicable, secondary 
language; and whether the patient requires 
glasses, hearing assistive devices, and/or ambu-
latory assistance.
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 Physical, Cognitive, and Emotional 
Complaints

One goal of the interview is to document the spe-
cifics of the complaints and the time course of 
symptoms. There are several different approaches 
used to evaluate current physical, cognitive, and 
emotional complaints. These include (1) having 
the patient or caregiver fill out a structured ques-
tionnaire, (2) asking the patient to elaborate on 
each of his or her concerns as the examiner 
records the complaints verbatim, or (3) starting 
the interview using a structured format where the 
examiner systematically reviews a predetermined 
list of possible symptoms. The best approach 
usually involves a combination of these inter-
viewing techniques such as having patients ver-
bally describe their chief concerns and then 
following up with a more structured series of 
questions or having the examiner administer a 
formal questionnaire before testing begins and 
then reviewing each item with the patient and 
caregiver during the interview.

 Physical Symptoms

The most common noncognitive neurologic com-
plaints reported by older adults are headache, 
dizziness, numbness/tingling, visual changes, 
and problems with balance. Generally speaking, 
physical complaints can be grouped into motor, 
sensory, and somatic functions. Important areas 
to address with regard to motor changes include 
weakness, gait and balance difficulties (such as 
shuffling and smaller steps), motor slowing, pres-
ence of tremor, stiffness, numbness, difficulty 
pronouncing words clearly, and difficulty with 
eye movements (e.g., upward gaze). Some motor 
symptoms such as tremor and motor slowing may 
be obvious, but others such as weakness or stiff-
ness are more subtle and would be missed unless 
the patient is directly questioned. It is also impor-
tant to follow up individual questions with fur-
ther inquiry. For example, when the patient 
confirms that he or she has balance difficulties, it 
is important to ask about a history of falls. 

Keeping in mind that falls are the most common 
reason for hospitalization among older adults [1], 
this line of questioning will not only provide 
information with regard to a past history of pos-
sible traumatic injury or the presence of a move-
ment disorder, but it will also alert the clinician to 
possible safety concerns.

Sensory complaints are subjective and require 
that patients be able to express their concerns. 
Typical sensory complaints and areas to assess 
for include pain, visual and auditory changes 
(including illusions and possible hallucinations), 
appetite change (e.g., increased consumption of 
sweets), changes in smell and odor detection, 
dizziness, and heart palpitations. Somatic com-
plaints, which can be difficult to disentangle from 
sensory symptoms, are frequent and include an 
array of gastrointestinal problems (bowel and 
bladder), headaches, arthritic pain, and sleep dis-
turbances. Since somatic complaints have been 
linked to depression [2], this area should be care-
fully addressed with older adult patients.

Sleep quality plays an important role in alert-
ness, attention, and overall cognitive functioning 
and is often a contributing factor to cognitive 
decline [3]. Given the high prevalence of sleep 
disorders in this age group, clinicians should be 
aware of common complaints such as difficulty 
falling or staying asleep, sleep-disordered breath-
ing, frequent awakening, snoring, awakening to a 
choking sensation, use of sleep aids, feelings of 
daytime fatigue and napping, and increased move-
ments in sleep. If a family member reports unusual 
behaviors during sleep such as dream enactment 
(shouting out loud, punching a bed partner, or 
other forms of acting out a dream), they should be 
noted and explored in greater detail for possible 
REM sleep behavior disorder, a condition associ-
ated with parkinsonism. Questions regarding uri-
nary function are important and should extend 
beyond asking about frank incontinence to include 
inquiries regarding urinary urgency and frequency, 
since these may be early features of normal pres-
sure hydrocephalus (NPH) [4]. Additionally, 
somatic symptoms related to autonomic function, 
such as impotence and dizziness or hypotension, 
may be relevant when a movement disorder such 
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Table 1.1 Examples of question topics for interviewing older adults

Cognitive symptoms Physical symptoms Emotional symptoms
Difficulty remembering 
conversations

Difficulty pronouncing words clearly Lack of interest in activities

Unsure of previous day’s activities Visual or auditory changes, including 
illusions

Reduced initiation

Repeating questions Difficulty with eye movements (e.g., 
upward gaze)

Apathy

Forgetting why you walked into a 
room or what you need at the store

Changes in smell and odor detection Irritability

Difficulty coming up with the right 
word or remembering people’s 
names

Gait changes (e.g., shuffling, smaller 
steps, slowing)

Restlessness

Poor attention/concentration when 
reading or watching television

Reduced balance, increased falls Depressed mood

Slower thinking and 
problem-solving

Urinary changes (frequency, urgency, 
incontinence)

Hallucinations (describe content, 
quality, e.g., if they elicit fear)

Difficulty planning and organizing 
tasks, multitasking

Constipation Inappropriate behavior (e.g., 
approaching strangers, making 
inappropriate comments)

Inability to complete multiple steps Dizziness/heart palpitations Increased nervousness or worry
Difficulty performing routine tasks, 
such as making coffee

Numbness, weakness, or tremor Fatigue or reduced energy

Trouble with new directions, getting 
lost in familiar places

Appetite changes, increase or decrease 
(e.g., increased consumption of 
sweets)
Sleep changes

Past or present suicidal ideation

as multiple system atrophy or other Parkinson’s 
plus disorder is on the list of differentials (see 
Table  1.1 for examples to guide questioning of 
various symptoms) [5].

 Cognitive Symptoms

The most common cognitive complaint among 
older adults is memory [6]. It has been estimated 
that subjective memory complaints are as high as 
56% in community-based samples [7]. Typical 
memory complaints are difficulty recalling 
names, faces, and appointments, problems recall-
ing numbers such as phone numbers, repeating 
questions, word-finding difficulties, misplacing 
personal items, disorientation while traveling, 
and losing one’s train of thought [8].

It is not uncommon for a patient to report 
memory difficulties when, in fact, the problem 
actually stems from a different cognitive vul-

nerability that impacts memory. For example, 
upon closer questioning, the clinician may find 
that the problem is actually difficulty finding 
words or attending to task demands and may 
signify deficits in aspects of cognition other 
than memory, language, or attention. Another 
common cognitive complaint is associated with 
executive dysfunction [9], the category of skills 
involved in sustaining attention, goal setting, 
problem- solving, planning, organization, and 
decision- making. The executive functions have 
been shown to be a major determinant of one’s 
ability to perform instrumental activities of 
daily living such as financial decision-making 
and medication management, and they also pre-
dict onset and progression of instrumental 
functional decline [10]. Examiners should ask 
directed questions during the interview that 
relate to specific executive abilities. Topics 
from which to draw interview questions are 
listed in Table 1.1.

1 Special Considerations for the Neuropsychological Interview with Older Adults
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 Emotional Symptoms

Careful questioning regarding mood and person-
ality change is an important part of the interview. 
First, depression and anxiety complaints, espe-
cially at the subsyndromal level, are common 
among older adults [11]. A survey published by 
the Centers for Disease Control and Prevention 
indicated that 16% of suicide deaths were among 
those 65 years of age and older, higher than the 
rate of 11 per 100,000 in the general population 
[12]. Depression in older adults often goes 
untreated as the symptoms, which may present as 
somatic or cognitive complaints (e.g., memory 
problems, confusion, social withdrawal, loss of 
appetite, weight loss, and irritability), are not rec-
ognized as such. Furthermore, symptoms of 
depression are often mistaken as signs of demen-
tia (see Chap. 4). It is essential that the inter-
viewer take the time to question an individual 
about past and present suicidal ideation and 
attempts to self-harm. Any mention of suicidal 
thoughts or behavior should be carefully fol-
lowed up with questions aimed at undercovering 
the seriousness of intent and the necessity for 
intervention.

Personality change can be an initial symptom 
of a degenerative disease. In older adults, behav-
ioral symptoms are the presenting feature in fron-
totemporal lobar degeneration, behavioral 
variant, and can be observed in various cortical 
dementias including Alzheimer’s disease, early 
stages of Parkinson’s and Parkinson’s plus syn-
dromes such as progressive supranuclear palsy, 
Wilson’s disease, Huntington’s disease, and 
myasthenia gravis [13–17]. Symptoms may 
include disregard for social norms, inappropriate 
laughing or crying, apathy, and social with-
drawal. Although observed more frequently in 
younger adults, the effect of autoimmune ill-
nesses such as systemic lupus erythematosus and 
multiple sclerosis can present with psychiatric 
symptoms, including psychosis [18, 19]. 
Furthermore, patients with endocrine and meta-
bolic disorders, such as hypoparathyroidism and 
hypercortisolism, can present with both cognitive 
decline and psychosis, as well as personality 
changes [20]. Finally, a careful intake of mood 

and personality change is especially important in 
formulating recommendations, which may 
include pharmacologic treatment, behavioral 
intervention, or psychotherapy.

 Functional Capacity

An individual’s ability to perform basic and com-
plex activities of daily living (ADL) is a measure 
of one’s functional status. This is an especially 
important area to address in the older adult 
because impairment in social and/or occupational 
function is a key component to a diagnosis of 
dementia. A patient’s functional capacity should 
be comprehensively examined, focusing on basic 
and instrumental ADLs. Basic ADLs include 
questions pertaining to independence in bathing, 
dressing, and feeding, whereas instrumental 
ADLs involve higher-order abilities such as one’s 
ability to pay bills, shop for food and prepare a 
meal, manage finances, and manage a medication 
schedule. In some cases, it is challenging to 
determine whether an individual who lives in a 
supportive environment (a spouse pays the bills; 
the staff in the assisted living facility prepares the 
meals and makes sure patients take their medica-
tion) has experienced a change in these abilities 
or whether the patient has retained the skill but 
relies on others as a matter of convenience. In this 
case, it is important to inquire about specific 
operational skills such as whether the patient is 
capable of carrying out emergency procedures if 
left alone, following a recipe if necessary, balanc-
ing a check book to pay bills, using email, etc. 
(see Table 1.2).

 Medical History

Documenting a patient’s medical history is nec-
essary in order to formulate a differential diagno-
sis and to make treatment recommendations. A 
patient’s ability to convey this information can be 
as informative as the history itself. Commonly 
reported cardiometabolic risk factors known to 
impact cognition include hypertension, hyper-
cholesterolemia, type 2 diabetes, and heart 
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Table 1.2 Assessing functional independence/activities 
of daily living (ADL)

Basic ADLs
Personal hygiene
Toileting (the ability to use a restroom)
Dressing
Feeding oneself
Instrumental ADLs
Managing finances/paying bills
Looking up phone numbers
Doing housework
Using computer
Shopping
Cooking
Making appointments
Driving/traveling
Medication management

disease and vascular conditions associated with 
ischemia or kidney disease. Clinicians should 
address past illnesses, surgeries, injuries, and 
treatments, including metastatic cancer; cardio-
vascular diseases (e.g., heart disease, stroke); sur-
geries, especially those involving general 
anesthesia; alcohol and substance use; prior head 
trauma, with particular attention to those involv-
ing concussion and/or loss of consciousness; 
periods of confusion; infectious disease (hepatitis 
C, HIV); and unusual dietary or sleep patterns. 
How the patient manages these conditions (e.g., 
checking blood sugar, compliance with blood 
pressure medication, dietary practices, exercise 
regimen, etc.) will provide valuable information 
with regard to an individual’s ability to partici-
pate in self-care and manage oneself indepen-
dently. In addition, specific questions should 
address patient’s medication, prescribed and 
over-the-counter. Past medication and prior hos-
pitalizations should also be addressed with the 
patient and/or caregiver. Finally, the patient’s 
family medical history should be carefully 
assessed in order to understand relevant genetic 
risk factors. This is likely to become an increas-
ingly important area to address given that family 
health history reflects inherited genetic suscepti-
bility for a large number of neurologic diseases.

 Social History

A comprehensive interview should include a 
careful assessment of one’s past social experi-
ences, educational attainment, and occupation. 
There are many ways to assess this information, 
but often it is best to probe beyond a simple ques-
tion. For example, questions pertaining to level of 
education should always be followed up with 
inquiries pertaining to quality of education, past 
history of learning difficulties, school failure, and 
other issues relating to academic performance, as 
well as occupational achievement. This can be a 
challenging area to assess with older adults 
because societal mores and educational opportu-
nities were different decades ago. Yet, establish-
ing if the patient has a long-standing and 
developmental vulnerability in cognitive function 
is critical to understanding if a current level of 
impairment represents a decline.

 Conclusion

The interview is an essential part of a neuropsy-
chological evaluation for patients of any age, but 
particularly among older adults, because of the 
myriad of physical, cognitive, psychological, and 
social changes associated with the aging process. 
These normative changes are sometimes further 
compounded by the onset of a disease process. 
A carefully conducted interview will play a criti-
cal role in establishing a diagnosis and generat-
ing treatment recommendations. In addition, it 
provides an opportunity to observe and document 
information that cannot be obtained from psy-
chometric testing. The interview also creates a 
forum for establishing rapport with the patient 
and allows the clinician to verify important 
demographic and historical information from a 
caregiver. Guidelines provided in this chapter 
aim to help develop an interview designed to pro-
vide a level of insight and understanding of a 
patient’s presentation, which cannot be obtained 
through other means.

1 Special Considerations for the Neuropsychological Interview with Older Adults
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 Clinical Pearls

• The clinical interview provides the opportu-
nity for insight and understanding of a 
patient’s presentation, which cannot be 
obtained through other means.

• A patient’s ability to convey his/her history 
during the interview session can be as infor-
mative as the history itself. Observations 
regarding a patient’s expressive and receptive 
language, level of insight, and ability to for-
mulate thoughts are as valuable as the test data 
and scores.

• Use of a combination of interviewing tech-
niques, such as verbal description of com-
plaints, a structured series of questions, and a 
formal review of each item with the patient and 
caregiver, is ideal. Using a questionnaire to 
gather background information can be useful, 
but this information should always be reviewed 
with the patient, and follow-up questions 
should be asked. Patients typically elaborate 
and provide much more detailed information 
when questions are asked verbally.

• Do not rely solely on behavioral observations 
without further probing. For example, motor 
symptoms such as tremor or paralysis are vis-
ible, but other motor abnormalities such as 
weakness or stiffness are more subtle and 
would be missed unless the patient is directly 
questioned.

• Not all complaints should be taken at face value. 
It is important to ask the patient to give examples 
of the type of cognitive problems they are expe-
riencing. While memory complaints are the 
most common, the deficits may actually be in 
language (e.g., difficulty finding words) or atten-
tion (e.g., attending to task demands).

• Personality changes can be an initial symptom 
of a degenerative disease. Therefore, careful 
assessment of emotional and behavioral 
changes is critical. Since patients frequently 
lack insight into their own behavior, a collat-
eral source should be consulted.

• It can be challenging to determine whether an 
individual who lives in a supportive environ-
ment has experienced a decline in functional 

independence. Every interview should inquire 
about specific functional abilities and give 
examples of instrumental activities of daily 
living. Knowledge of safety procedures should 
also be routinely assessed.

References

 1. Milat AJ, et  al. Prevalence, circumstances and conse-
quences of falls among community-dwelling older peo-
ple: results of the 2009 NSW Falls Prevention Baseline 
Survey. N S W Public Health Bull. 2011;22(3–4):43–8.

 2. Chakraborty K, et al. Psychological and clinical cor-
relates of functional somatic complaints in depres-
sion. Int J Soc Psychiatry. 2012;58(1):87–95.

 3. Kronholm E, et  al. Self-reported sleep duration and 
cognitive functioning in the general population. 
J Sleep Res. 2009;18(4):436–46.

 4. Tsakanikas D, Relkin N. Normal pressure hydroceph-
alus. Semin Neurol. 2007;27(1):58–65.

 5. Gilman S, et  al. Consensus statement on the diag-
nosis of multiple system atrophy. J  Neurol Sci. 
1999;163(1):94–8.

 6. Minett TS, et al. Subjective memory complaints in an 
elderly sample: a cross-sectional study. Int J Geriatr 
Psychiatry. 2008;23(1):49–54.

 7. Reid LM, Maclullich AM. Subjective memory com-
plaints and cognitive impairment in older people. 
Dement Geriatr Cogn Disord. 2006;22(5–6):471–85.

 8. Ahmed S, et  al. Memory complaints in mild cog-
nitive impairment, worried well, and semantic 
dementia patients. Alzheimer Dis Assoc Disord. 
2008;22(3):227–35.

 9. Hirschman KB, et  al. Cognitive impairment among 
older adults in the emergency department. West 
J Emerg Med. 2011;12(1):56–62.

 10. Carlson MC, et  al. Association between execu-
tive attention and physical functional performance 
in community-dwelling older women. J  Gerontol B 
Psychol Sci Soc Sci. 1999;54(5):S262–70.

 11. Wilkins CH, Mathews J, Sheline YI. Late life depres-
sion with cognitive impairment: evaluation and treat-
ment. Clin Interv Aging. 2009;4:51–7.

 12. Centers for Disease Control and Prevention, 
N.C.f.I.P.a.C.  Web-based injury statistics query and 
reporting system. 2005.

 13. Akil M, Brewer GJ.  Psychiatric and behavioral 
abnormalities in Wilson’s disease. Adv Neurol. 
1995;65:171–8.

 14. Cummings JL. Behavioral and psychiatric symptoms 
associated with Huntington’s disease. Adv Neurol. 
1995;65:179–86.

 15. Aarsland D, Litvan I, Larsen JP.  Neuropsychiatric 
symptoms of patients with progressive supranuclear 

S. Assuras and B. Levin



9

palsy and Parkinson’s disease. J Neuropsychiatry Clin 
Neurosci. 2001;13(1):42–9.

 16. Marchello V, Boczko F, Shelkey M.  Progressive 
dementia: strategies to manage new problem behav-
iors. Geriatrics. 1995;50(3):40–3. quiz 44–5

 17. Musha M, Tanaka F, Ohuti M. Psychoses in three cases 
with myasthenia gravis and thymoma—proposal of a 
paraneoplastic autoimmune neuropsychiatric syn-
drome. Tohoku J Exp Med. 1993;169(4):335–44.

 18. Aggarwal A, et al. Acute psychosis as the initial presen-
tation of MS: a case report. Int MS J. 2011;17(2):54–7.

 19. Wright MT.  Neuropsychiatric illness in systemic 
lupus erythematosus: insights from a patient with ero-
tomania and Geschwind’s syndrome. Am J Psychiatry. 
2010;167(5):502–7.

 20. Ghosh A.  Endocrine, metabolic, nutritional, and 
toxic disorders leading to dementia. Ann Indian Acad 
Neurol. 2010;13(Suppl 2):S63–8.

1 Special Considerations for the Neuropsychological Interview with Older Adults


	1: Special Considerations for the Neuropsychological Interview with Older Adults
	Demographic and Referral Information
	Physical, Cognitive, and Emotional Complaints
	Physical Symptoms
	Cognitive Symptoms
	Emotional Symptoms

	Functional Capacity
	Medical History
	Social History
	Conclusion
	Clinical Pearls
	References




