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The first session or two with any client is devoted to understanding the presenting problem and to understanding the client as a person (see Scogin, 2000 for an excellent discussion of early sessions with older clients). In work with elderly clients, assessment is likely to be the most difficult phase of therapy.  The range of possible problems affecting the elderly client is great and there are likely to be interactions among areas that we are inclined to consider separately with younger adults.  Our understanding of many psychological problems facing the elderly is new and changing quite rapidly.  For example, until the relatively recent past it was widely believed that the most prevalent mental disorder in late life was senile dementia (now more commonly called Alzheimer's disease).  In more recent years, increased attention has been given to depression, anxiety, alcohol abuse and psychotic disorders (Gatz, Kasl-Godley, & Karel, 1996; Lichtenberg, 1999). Good assessment interviews and psychological tests for use with the aged are being developed as time goes by, and standard psychological tests are being normed for older adults.  Assessment of older adult clients remains quite challenging.


In any assessment with any client, the starting point is to understand the purpose of the assessment:  What question is to be answered?  In the past, the elderly have often been seen for assessment only, with the implication that treatment would be useless.  In these instances, the assessment question most often related to decisions about placement or to legal competency hearings. All too often the question was actually answered prior to the assessment, which served as an official approval of decisions reached by others.  The professional has an ethical duty to take responsibility for the results of the assessment.  At times, this may mean challenging the proposed question.  In practical terms, the referral may take the form, " Mom is senile and we wonder if it is time to seek legal guardianship."  The answer may be that the client is depressed and needs active treatment of depression to restore her to normal functioning.


The discussion of assessment which follows is intended to address assessment issues within the context of the practice of psychotherapy.  The focus is on understanding the problem that has brought the older client to the psychotherapist's attention.  This chapter is not intended to cover psychopathology in older adults in detail nor is it a guide to psychological testing or to neuropsychological assessment.  Resources for further reading in these areas are presented at the end of this chapter.  Rather, the purpose is to help the therapist understand whether the client is in the right place and then what sort of psychological problem the older adult has.


As has been discussed in Chapter  3, older adults do not readily identify psychological problems in themselves and also often have coexisting medical and social service problems. More often than with younger clients, the therapist is faced with the task of deciding whether the older client has a psychological problem and if so, whether the psychological problem is the only need of this particular older client.


Thinking of the assessment of older clients within a decision model framework can serve as a helpful guide to this discussion of assessment.  The framework used here (See Figure 1) is based on the Bayesian model for decision making under conditions of uncertainty. In fact, the first principle in assessment with older adults is to be aware of the essential uncertainty of the process:  Sorting out a mix of biomedical, psychological, and social problems is not easy for any professional, for the older client, or for his/her family.
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The first portion of the model points to the context of the therapist's practice.  Base rates for any one person's practice (this also holds true for hospital, nursing home, and agency services) are determined by the typical incoming referral flow.  Either by design or by accident, most clinicians tend to see fairly large numbers of certain types of clients.  For example, a person working in a dementia assessment center is likely to see a lot of older clients who have dementing illnesses or who fear that they do.  In contrast, a therapist working in an outpatient psychological service or in private practice is more likely to see clients with depression, anxiety, personality disorders, and so forth.  In general, therapists tend to expect to see what they have usually seen.  In the two examples given here, the therapist working in the dementia assessment center may miss people who are depressed or (even more likely) fail to recognize personality disorder in an older client.  The person who is used to working with depressed or anxious clients may not recognize a dementing illness in an older client.  Perhaps neither will recognize an acute paranoid state in the elderly client.


Base rates also provide helpful information and affect the likelihood of detecting problems.  In general, rare conditions are hard to detect;  in fact, the likelihood of being right is maximized by never diagnosing rare conditions.  However, the circumstances of a particular practice can change these chances dramatically.  Mental health problems, in general, are rare in the total population.  However, in psychological practice they are less rare because of the ways that people come to talk to a psychotherapist in the first place.  Certainly, depression, dementia, suicide, anxiety, and substance abuse will all be  much more common in the professional experience of the clinician than in the population at large.  Knowing who usually comes to see you, and more specifically knowing what types of clients are referred by different referral sources is itself a guide to the kinds of decisions that will usually need to be made.  A major challenge to the psychotherapist is staying alert to exceptions:  what is usually true is not always true, the aim of assessment is the accurate understanding of each individual person.
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Clients arrive in the therapist's presence and the next stage is to decide whether they are in the right place and what kind of problem they have. The assumption of the following discussion of assessment is that the clinician must understand the variety of possible competing explanations for the set of behaviors that has resulted in the elderly person being referred for assessment.  The context of the referral must be taken into account:  Is the client self-referred because of unpleasant feelings? Is she or he seen in a hospital after admission for somatic complaints that have been judged to have psychological components?  Does the family bring the client in because of their exasperation with attempted caring strategies?  Does a landlord want the person evicted?  The list can go on and on.  The context of the assessment must influence the clinician's perception of the client.  A second assumption is that the assessment will include more than the client's verbal responses within the interview such as a reliable history of symptoms, the client's nonverbal behavior, and consideration of the conversational style of various type of disorders.  


In work with the elderly there is a widespread recognition that older people have multiple and complex problems that often cut across the usual disciplinary and service system boundaries.

This awareness is captured by such concepts as the elderly being best described by "biopsychosocial models" and by a constantly repeated call for interdisciplinary cooperation in service provision.  Presumably, all human beings are best described in biopsychosocial terms and would benefit from collaboration among the professionals whom they utilize; but the elderly do have medical, psychological, and social problems at the same time in the same person more frequently than do younger adults.  The therapist is often confronted with a mix of medical, psychological, and social casework problems and may have to define for the client or the client's family which mode or modes of treatment and problem resolution are most appropriate.  The question of domain is represented in Figure 2 as the first level of assessment in decision making.
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Considering the biological side of the integrated model, the therapist working with the elderly cannot rely on self-screening by the client to distinguish between medical and psychological problems. While great advances have been and are being made in geriatric medicine and in continuing medical education for all physicians about geriatric medicine, it is still not safe to assume that elderly clients have been accurately diagnosed simply because they have an ongoing relationship with a physician or were referred by a physician.  Furthermore, medical problems can cause psychological ones, psychological problems can cause or mimic medical ones, and medical and psychological problems can co-occur by chance.  All of these relationships make assessment and treatment of older adults in psychotherapy an intellectual and professional challenge. 


The signs and symptoms of both physical and psychological disorders change with age and distinctions between real memory loss and complaints of memory loss or between tiredness due to disease and the energy drain of depression become essential.  Most medications can affect the cognitive status or the emotional status of older adults.  The psychotherapist should not practice medicine but it is impossible to function adequately as a therapist with the elderly without some working knowledge of neuropsychology, psychopharmacology, and health psychology (see LaRue, 1995; Smyer & Downs, 1995; Fraser, 1995; Haley 1996).   At a minimum the therapist must: (1) understand the diffuse dementias common in later life, (2) understand the interrelationship of common psychological and physical disorders, (3) know the psychological side effects of common psychotropic and general medications,  and (4) be able to collaborate with physicians and nurses for the good of the client.


In order to form a clear picture of an older client, all elderly clients seen must be asked about their medical status, chronic diseases, and current acute diseases. Medications (all medicines, not just the psychotropic ones) need to be written out, preferably directly from the labels on the bottles rather than the  patient's report. Assessment of eating habits and weight gained or lost is needed. If the client does not see a doctor regularly or has not seen his or her physician recently, a visit should be urged. If the presenting psychological problem is likely to have a physical basis, the therapist must have some standard for knowing whether the physical exam was sufficient to rule out the physical cause. The therapist needs to have access to a physician who can evaluate the adequacy of the diagnostic procedures that were performed. 


The therapist must also have a particularly well-developed sense of what psychological disorders are and are not. When a presenting problem does not really fit the usual picture of a psychological disorder, physical explanations should be considered or reconsidered. Although more of the elderly tend to somaticize psychological problems, the reverse does also happen.  I have seen several older clients who were self-referred for depression but did not have the full picture of depressive symptoms.  On referral to their physicians, the medical problems discovered were as diverse as potassium deficiency, which causes tiredness; Parkinson's disease, which can cause psychomotor slowing and a rigid facial expression that may appear sad before causing tremors; and previously unrecognized chronic heart problems that can cause extreme fatigue and be experienced as severely depressed mood. In some instances these clients were being referred back to unusually psychologically minded physicians who had perceived the clients as being depressed and were surprised to be told that the client did not appear truly depressed.  In this way, good psychological assessment can lead to further medical workups and an accurate diagnosis.


The psychotherapist should have some rudimentary ability to notice physical and behavioral signs of poor health.  Fluctuating cognitive status often indicates a disease process or negative side effects to medication and needs to be reported to the attending physician.  Unusual sleepiness or fatigue, grey or otherwise unhealthy skin color, lack of muscular coordination or presence of tremors, and swelling of ankles are signs of common physical problems in older adults.  It is also of importance to be able to recognize extrapyramidal symptoms and tardive dyskinesia in older adults on psychotropic medications.  The psychotherapist's role is not to make physical diagnosis based on such signs but rather to recognize common danger signals and urge the client to tell their physician or (with the client's permission) communicate the symptoms directly to the physician.


With some degree of comfort in discussing physical problems with the client and with the physician, the psychotherapist will have a more complete view of the client's problems.  In some instances, the therapist may play a role in assuring an accurate diagnosis by recognizing important psychological problems and by detecting the inaccurate attribution of symptoms to psychological causes.  The interplay of physical and psychological factors in determining physical and mental health is an important and fascinating area of study. Working with older adults provides ample experience in confronting these issues in clinical practice.
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As has been discussed in previous chapters, in spite of the existence of information and referral services for the elderly, the therapist is likely to see some elderly who are looking for help and who need home-delivered meals, help with house cleaning, or a friend more than they need psychotherapy. At other times it may require an assessment interview to be certain what the problem is. Clearly, if a person needs a referral to another service or needs friendship, he or she should be informed of and directed to appropriate resources.  On the other hand, the elder with such complaints should not be dismissed too rapidly because not all psychological problems are presented directly.  The therapist should explore previous attempts to resolve practical problems and why they failed, and should evaluate these attempts for signs of depression, anxiety, agoraphobia, substance abuse, or personality disorder. 


Some older adults have not made use of congregate meals or senior recreation centers because they do not know they exist, others may be looking for a different type of social interaction, and yet others do not go because of severe depression or because of a social phobia. In making  the decision, the therapist does not want to take advantage of the lonely elderly by offering them the purchased friendship of supportive therapy (see the classic Schofield, 1964) instead of a more lasting and probably less expensive solution.  When human contact is what is needed, friendly visitor programs, peer counseling, or socialization programs and clubs are more appropriate.  On the other hand, the depressed or phobic elder should not be frustrated in an attempt to seek help for a serious and treatable psychological problem by having that problem incorrectly normalized.


In deciding between casework and therapy, the therapist should keep in mind that the network of aging services is not well known for being tolerant of odd behavior (see Frankfather,  1977), and clinical experience verifies that even people with personality disorders, depression, or anxiety disorders may have difficulty either in being enrolled for various services or in being accepted by other elderly at the service site. Those who are more severely eccentric or actually psychotic may be excluded from needed services by caseworkers who are made anxious by the client's unusual behavior or thought processes. In one instance, the only way that a client could get an eligibility interview was for the therapist to be present to "protect" the eligibility worker.  The client, who was quite paranoid, had made verbal threats and had waved her cane around in a threatening way, but had no history of actual violent behavior. She was so physically impaired that it took her several minutes to get out of her chair and then could walk only very slowly. Her threat value was difficult to understand from a mental health worker's point of view, but the eligibility worker was actually quite frightened of her. Older adults with social service needs who end up in a therapist's office may very well be there because of psychological problems which have gotten them rejected from aging service network services.


The other side of the coin is that mental health professionals become very accustomed to unusual behavior. For this reason, they may perceive someone who has been excluded from the social service network of the elderly for correctable eccentric behavior as needing only social support services. Depending on the severity of the problems which the therapist treats, psychotherapists may perceive a potential client as relatively well adjusted who would be perceived to be eccentric or deviant in a senior meal site.  


In deciding that a client needs a social service referral rather than psychotherapy, it is imperative to check out the client's previous attempts to seek help and to evaluate these attempts for signs of acute psychological distress, character disorder or other behavioral problems.  With the client's permission, it can be very helpful to contact aging services workers that the client has seen in order to get their perception of the client's behavior and rationale for referring them to you.  These observations can be used as additional data to build a complete psychological assessment of the potential client.
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Currently, services tend to be divided into broad realms of health, mental health, and social services. The disciplines involved tend to include physicians, psychologists, social workers, rehabilitation therapists, and nurses along with the paraprofessionals associated with each of these disciplines. The preferred model of service is an interdisciplinary term that includes as many of these disciplines as is possible. (An example of an outreach team in community mental health is described in Knight, 1989; interdisciplinary teams in other health care settings are described by Ogland-Hand & Zeiss, 2000). An ideal model would combine the separate realms of health, mental health, and social service into one gerontological service, although typically government regulations and insurance provisions prohibit the ideal mix. 


Where preferred and ideal models are not possible, the professional will have to attempt to approximate them with good referral contacts in  order to provide adequate services to elderly clients. Once the decision is made as to whether therapy is an appropriate mode of service for the aged client asking for help-either alone or in combination with medicine or casework-then the therapist begins to ask what type of psychological problem the client has. Making an appropriate diagnosis can be especially important with the elderly client, as distinctions among the diffuse dementias, and depression, anxiety, and psychosis can be difficult to make and have important implications for the therapy.                                     


The foregoing discussion portrays the psychotherapist as caught between medicine and social work and one may well wonder what ground is left for the therapist to cover. The answer is quite straightforward: the elderly do have psychological problems including depression, anxiety, phobias, paranoia, psychosis, martial disorder, and disturbed family relationships. Clearly these are the sorts of things that psychotherapists treat. The decision process will be discussed next in terms of distinguishing among psychological disorders.
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Distinguishing among psychological disorders is important with any client and becomes an even  more salient issue among  older adults primarily because of the prevalence of dementing illnesses and acute delirium states in older people.  It is not possible to see large numbers of older adults without being asked to assess whether memory lapses are signs of early stages of Alzheimer's disease.  Moreover, since memory complaints are more common in later life (Zelinski, Gilewski & Thompson, 1980) and since clients often forget (or "forget") homework assignments and therapeutic insights, the therapist will often wonder about the memory functioning of older clients, even when the client does not initiate the question.


Having decided that a client is cognitively intact does not end the assessment, older clients (like younger ones) have a variety of problems.  The tendency to see all or most older adults with psychological problems as depressed is only slightly more enlightened than believing all older adults with problems to be demented.  A common problem like social withdrawal and self isolation can be due to depression, dementia, anxiety, agoraphobia, alcoholism, paranoia, or schizophrenia to name a few common possibilities.  This section of the discussion moves to the second level of the middle section of Figure 2The level of expertise needed to accurately assess older adults is a question that is unresolved and somewhat controversial (see Niederehe, Gatz, Taylor, & Teri, 1995; Gallagher-Thompson & Thompson, 1995).  Most older adults in psychotherapy practices can be screened accurately by a responsible clinician who has a reasonably broad range of exposure to older adults who have had these problems and who can accurately assess these problems in younger adults.  Some cases will need expert assessment by a clinical geropsychologist or neurogeropsychologist.  A key question in the controversy is whether the less expert therapist can recognize the limits of his/her expertise and know when to refer to a specialist.

  
The following discussion provides a summary description of various  disorders, guidelines for diagnosis, and short case portraits. The disorders covered include dementia, delirium, depression, paranoia, anxiety states, and schizophrenia. Dementia and depression are covered first not because they are more important or more prevalent but rather because their identification with later life is so strong that one must understand what can and cannot be explained by acquired cognitive impairment before the others can be presented.  Readers who want more comprehensive coverage of the disorders themselves are referred to the reading list at the end of this chapter.  
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A key question in assessment with the elderly is whether some degree of diffuse organic brain disease is present or not. Although differentiation of psychological from neurological disorders is important with any age of client, the prevalence of the dementias does increase with age. In addition, the slowness of onset and the diffuse nature of the disease with dementia of the Alzheimer's type makes differential diagnosis more difficult. A further complication is that the slowing of intellectual processing with aging and the decrease in memory performance characteristic of normal aging that was discussed in Chapter 1 can be misinterpreted by the inexperienced clinician as signs of dementia. These normal changes become more pronounced in advanced age, and other cognitive abilities probably show some decline after the age of 75 or 80 (see Schaie, 1996).


Another source of confusion is an unintentional negative consequence of an otherwise positive social change. Since 1980 there has been growing public education about Alzheimer's disease and related dementing disorders, a change that is positive for demented elderly and their families and that hopefully will lead to greater public understanding and sympathy and a more rational public policy for the victims of dementing illness. However, the growing popular awareness of the dementias leads to greater self-diagnosis and diagnosis and to diagnosis by families and by professionals with little experience of the disorder. When the diagnosis is accurate, this is positive; but when it is inaccurate, it is tragic. The greater awareness and concern about the disease must be balanced by concern for accurate diagnosis.


The changes of dementing illnesses eventually are more dramatic in quality and quantity than those of normal aging. The slowing of reaction time is greater in the demented elderly. The normal elderly frequently complain of decreased ability to remember names of new acquaintances and forgetting where they put things. The moderately to severely demented elderly forget names of family members, their own past history, where they live, and important activities in recent time. These differences become more pronounced as the dementing illness progresses.  In the beginning of the disease process, dementing elderly will be nearly indistinguishable from normally aging persons and they will gradually become moderately to severely demented.  The difficulty of accurate assessment therefore gradually moves from virtually impossible to easy over the course of progressive dementias.


The assessment batteries typically used to detect organic disorders in younger adults (e.g., the Halstead-Reitan, the Wechsler Memory Scale–III, and the WAIS-III) now have norms that extend into the older years, (see, for example, LaRue, 1999; Storandt & VandenBos, 1994).  The best available tests tend to be the dementia screening inventories like the Folstein Mini-Mental Status Examination (MMSE; Folstein et al, 1974; 1985).  These screening devices are limited and have fairly high error rates, especially with low education older adults, very intelligent older adults, and people with psychological disorders (see Folstein et al, 1985).  Adjustments to raw MMSE score for age and education have been proposed (e.g., Mungas, 1996) but remain somewhat controversial in the dementia research community


A meta-analysis by Christensen, Hadzi-Pavlovic, & Jacomb (1991) confirms the value of these screening inventories (MMSE; also Mattis Dementia Rating Scale, Blessed Dementia Scale, and the Short Portable Mental Status Questionnaire).  The Buschke Selective Reminding Procedure, the total score and selected subtests of the Wechsler Memory Scale, and the Boston Naming Test all show promise in detecting dementia, including mild dementias (Christensen et al, 1991).  Of course, the difference in scores between normal and dementing older adults increases with the certainty and severity of the diagnosis (Storandt & Hill, 1988).


Medical screening is likewise not conclusive in evaluating intellectual decline in the elderly. There is no positive medical screening for dementia short of autopsy.  The medical screening for dementia (including most imaging techniques) is designed primarily to rule out possible treatable causes of the observed symptoms (see McKhann, Drachman, et al, 1984; also the DSM-IV). The diagnosis, given the ruling out of other causes, is based on mental status examination, behavioral observation, and history. Thus, the diagnosis is currently an essentially psychological one, regardless of who does it. 


A key problem in distinguishing normal aging from dementia is that the two clearly have to overlap in the early phases of dementing illness.  That is, there is a period of time when the dementing individual experiences relatively minor (and quite possibly not yet testable) cognitive changes which will, in time, become major cognitive decline.  Other older adults may take equal notice of, and experience equal anxiety about, cognitive changes that will not become the disabling changes of dementing illness, but are different from earlier adult life.  At present, only repeated testing will distinguish the two.


The psychotherapist is then placed in the position of making a very difficult distinction with few guidelines and, to date, very little truly definitive information concerning either the defining symptoms of dementia or the developmental course of normal age changes. The decision is of sufficient importance that it is imperative that the clinician know as much as possible about current findings and have experience with demented, normal, and otherwise impaired elderly. Without this level of expertise, it is too easy to adopt a decision rule such as "All old people are demented" or "All old people who act different are dementing." or "Only those older adults with very severe impairment have Alzheimer's disease".  


With appropriate clinical experience, the clinician can feel comfortable with the range of differences among the normal elderly, learn to document real changes in memory complaints, track stability or change in memory, and relate memory changes to the client's ability to handle day-to-day tasks of living. This ability depends on the use of dementia screening inventories described below in the section on dementia, on the client's knowledge of his or her own past, and on knowing a variety of older people with and without significant memory loss. An important part of this learning process is learning when to refer a particularly difficult case for more expert evaluation.  These decisions also depend on knowledge of the various psychological disorders themselves.
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In the last decade or so, there has been a move to identify a new category of memory and cognitive impairment that is intermediate between normal aging and dementing illness.  The original concept was that some older adults experience memory impairments which are functionally limiting to them but which do not develop into progressive and severe dementing illnesses.  The diagnosis was somewhat controversial, and was listed in the DSM-IV among "other conditions that may be a focus of clinical attention"  (age-related cognitive decline, 780.9). Neither the definition of the category nor the meaning of it are clear (e.g., Collie & Maruff, 2002; Tuokko, Frerichs, & Kristjansson, 2001).  On the one hand, some of those not in favor of the category it feel that there is confusion with either normal aging changes, common anxiety about such changes, or that these changes represent non-progressive brain illnesses or injuries or slowly progressive ones (Rosen 1991; Reisberg, Ferris, et al, 1986; Smith & Ivnik, et al 1991; Crook, Bartus, et al 1986). On the other hand, there is some evidence in follow up studies over time that many if not all people with mild cognitive impairment go on to develop dementia (Morris et al., 2001).  Research is needed to clarify the importance of this proposed distinction.  At present, its primary value may well be as a reminder of the considerable overlap in memory and cognitive functioning between normal aging and persons in early stages of progressive dementias, and also of the existence of a number of other diseases that result in impaired cognition in late life, some of which are not noticeably progressive in course.  
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The term dementia refers to cognitive impairments which represent a change from an earlier and higher level of functioning.  Dementias are presumed to result from diseases of the brain or physical disorders that affect brain functioning.  It is important in the assessment of older adults to remember that there are non-acquired cognitive deficits:  some older adults have been developmentally disabled (or have had a low normal IQ) all of their lives and some people will score in the cognitively impaired range on questionnaires due to low education or language difficulties.


It is generally estimated that about 5% of persons over 65 suffer from moderate to severe degrees of dementia with another 5%-10% suffering from mild impairment. It can appear as early as the age decade of the forties and increases in prevalence with each decade to reach about 15% to 25% for octogenarians (see Anthony & Aboraya, 1992; Gatz, Kasl-Godley & Karel, 1996; Jorm & Jolley, 1998). There are higher estimates, but these use tests that may confuse normal cognitive changes in the 80+ group with mild dementia.  It is not true that everyone will develop a dementia  if they live long enough. Also, it must be noted that prevalence figures should be taken with a grain of salt as there ate obvious problems in estimating the prevalence of a disorder that is difficult to diagnose. Due to the problems in distinguishing normal aging changes from dementia, it is likely that misdiagnosis increases with age. 



Behaviorally, the principal marks of dementia are decreased intellectual functioning, usually first noticeable as decreased memory functioning. First symptoms may include difficulty remembering important appointments, the names of people who are known well, and an increase in losing important items. The disease can impair the ability to calculate, to comprehend the visual environment, and to follow a conversation for any length of time. In the latter stages it can disrupt bodily functions. Most of these changes take place in a state of clear consciousness. That is, the individual remains clear in the present moment and can hold a coherent conversation, until language itself becomes impaired. In general, demented people retain the ability to hold a social conversation far into the progression of the disease, as long as the conversational partner does not introduce topics that require memory or as long as the other person does not know the correct answer to the question asked.  Even in conversation with clinicians, the impression is often left that the client has a good recall of remote past events; however, in most cases, the clinician does not know whether the recalled events occurred or not.


Usually, the demented patient is not terribly emotionally distressed. In the early stages of the disorder, some will be depressed by the dementing process in much the same way that others react to the losses entailed by heart disease or cancer (see Lazarus, Newton, et al, 1987). As memory worsens, however, emotional troubles tend to be transitory because the cause of the upset is easily forgotten. These factors, which are strengths for the patient, can make the diagnosis easier to miss, especially in people with relatively little impairment or very specific intellectual losses. A brief contact that does not include probing for memory loss reveals a very charming older person who may have a convincing explanation for whatever occurrence has lead to the interview. This strength can lead to problems for the principal caregiver whose testimony about problem behavior at home may be discounted by professionals and by other family members who have brief contacts with the patient. Thus, coherence in conversation, likability, and freedom from emotional distress are not a basis for excluding the possibility of dementia. 


Indicators for considering dementia are various. The demented older person may complain of losing things or of things being stolen. He or she may get in trouble for not paying bills. Getting lost from time to time may result in a referral. There is often a withdrawal from social contact as social rules and the identities of friends are forgotten. Withdrawal is a two-way street:  as the disability becomes obvious, others will tend to shun the demented person.  Sometimes, withdrawal is seen by referral sources as evidence of possible depression. Once some rapport is developed, the question "Do you have any trouble with your memory?" can yield a lot of good information from the patient and serve as a transition to the use of mental status tests to explore further the kinds of losses and the degree of impairment. This probe does not work if the assessment takes place in a context in which the client fears that the evaluation will lead to institutional care.


Alzheimer's disease TC \l5 "Alzheimer's disease. Dementia is always due to a specific disease. The most common causes are Alzheimer's disease (AD) and vascular dementias. AD is a progressive disease with gradual onset, which is characterized by a rapid loss of brain mass and the spread of plaques and neurofibrillary tangles throughout the brain. The brain pathology is also characterized by depleted neurotransmitters and the build up of amyloid proteins.  Present medical treatments for AD focus on increasing usable acetyl choline and the control of behavioral symptoms with psychotropic drugs. ReseResearch is ongoing to develop medical treatments that would inhibit or reverse the build up of amyloid material.  On the average, ten to fifteen years elapses between recognition of the disorder and the death of the patient. Classically, about 50% to 60% of accurately diagnosed cognitive impairment in the elderly was attributed to AD (estimates vary; see Zarit & Zarit, 1998); vascular dementias seem to be more common than AD in East Asia (Kaszniak, 1996; Jorm & Jolley, 1998), whether this is also true in Asian Americans with East Asian heritage is not yet known. 


The diagnosis is difficult and basically is a matter of the accurate assessment of the cognitive impairment followed by elimination of all other possible causes of the dementia. The elimination process is important and is largely based on medical assessment.  In many areas of the U.S. clinical diagnosis of AD during life is quite good, especially if specialists in geriatric medicine or dementia care are available. The quality of diagnosis varies considerably, however, and so the simple fact that a physician has given a diagnosis of AD should not be given undue weight unless the physician’s track record with dementia diagnosis is known to be quite good. A good medical assessment would include a physical workup to screen for other possible causes.  This workup should generally include blood chemistry panels, brain imaging (to assess for tumors and lesions as well as to estimate global cerebral atrophy), and an evaluation of medications, medication interactions, and alcohol use (McKhann, Drachman, et al, 1984; also the DSM-IV). While medical diagnostic practice has generally improved, there are still practitioners who have simply replaced older terms like "senility" and "senile dementia" with "Alzheimer's disease" without changing their practice.  The psychotherapist working with older adults needs to be able to roughly assess the adequacy of the diagnostic workup and be able to refer clients for better workups when needed.  


At the level of general psychotherapeutic practice, the assessment of cognitive abilities may depend mainly on the use of screening questionnaires like the Folstein MMSE.   Clear cases are those where there is no evidence of cognitive impairment from the tests and no complaints of memory loss or reports of functional impairment on the one hand and those where there is clear indication of cognitive impairment from testing, no evidence from the medical examination of other causes of dementia, and a history of intellectual loss and functional impairment on the other.  If the tests and the reported history disagree, if there is evidence of medical illness and/or multiple medications, if there is severe emotional distress, if focal neurological signs are present, or if there are symptoms of functional psychosis, then a more expert assessment with more sophisticated psychological and neuropsychological testing is called for.   The general practice psychotherapist should refer to a clinical geropsychologist or geroneuropsychologist for more expert evaluation, or to a dementia assessment center when good ones are locally available.


Although the general process of intellectual deterioration in Alzheimer's disease is progressive, there is no clear and reliable pattern to the progression of symptoms, nor is the speed of decline predictable. Gradual onset is not always easy to determine because families may recognize the disorder all at once (in a crisis where the client is unable to cope with  increased stress or on a vacation where new surroundings produce a panic reaction) even if there has been gradual decline. Most texts report a steady decline in patients, whereas most families describe good days and bad days and report that the decline is faster sometimes than others. These discrepancies may very well reflect the families struggle with recognizing the disorder in that denial often breaks down in response to specific incidents even when the dysfunction has been present for some time.  The deterioration can have positive effects on caring for the patient in that troublesome behavior such as suspiciousness or aggressiveness usually disappear with increasing memory loss. See Haley & Pardo (1989) and also Aneschensel, Pearlin, Mullan, Zarit, and Whitlatch (1995) for discussions of the course of dementia and its impact on caregiver. The reader interested in more information on SDAT is directed to readings listed at the end of this chapter. 


Vascular disorders TC \l5 "
Vascular disorders. Vascular dementias are the intellectual impairment syndromes related to what are commonly called strokes when the infarct is large or transient ischemic attacks (TIA's) when the lesions are small.  More rarely, vascular dementias can be due to white body disease or to occluded arteries. The intellectual deficits are often more specific in nature than those of SDAT and classically have been described as having a rapid onset linked to the occurrence  of the stroke. If there is a series of strokes, the pattern tends to be stepwise with marked decline after each stroke and some recovery of functioning over the weeks or months following. The recovery often does not reach pre-stroke levels. If, however, there is a series of TIAs, the pattern of decline may be very much like SDAT. Multi-infarct dementia has been thought to account for about 10% to 20% of accurately diagnosed cognitive impairment in older adults, with a roughly equal proportion due to mixed cases of AD and vascular dementia (Zarit, 1980; LaRue, 1992). Not all strokes, of course, result in intellectual impairment; some primarily affect movement or vision or other brain-governed functions. Some stroke patients are handled entirely within the context of the medical care/nursing home system, whereas others are seen in psychiatric hospitals. The basis for this decision is not always clear for particular patients.


In addition to the more focal nature of the cognitive deficits and the stepwise progression, the medical history obtained from the client is often helpful in indicating the possibility of vascular causes of dementia.  If the client has any history of cardiovascular diseases (e.g., hypertension, heart disease, arteriosclerosis, etc), the psychotherapist should consider the possibility of vascular dementia if cognitive impairment is detected.  This suspicion should be discussed with the attending physician, who may need to hear from the therapist about the basis for the concern in the cognitive assessment, behavioral observations, or the client's report of functional disability.  Clients may share more of their concerns about such issues with the therapist, with whom they talk with for an hour a week and have a good rapport, rather than with the physician whom they see less frequently and for shorter durations.


Lewy body dementia.  Over the last decade or so, there has been increasing attention to Lewy body dementia, a dementia syndrome diagnosed at autopsy by the fairly pervasive spread of Lewy bodies which are also found in Parkinson’s disease.  The relationship between Lewy body dementia and dementias associated with Parkinson’s disease is not entirely settled, but the clinical features are similar.  Distinctive features (as compared to AD and vascular dementias) are the presence of tremors and other extrapyramidal symptoms, hallucinations, and a more fluctuating course of cognitive impairment.  When the cogntive features appear early, along with the motor disturbances, the course of the dementia is typically faster than in AD and vascular dementia.  Some authors place the prevalence as high as 20% of late life dementias and argue that Lewy body dementia, rather than vascular dementia, is second to AD (e.g., McKeith & Burn, 2000).  Diagnostic accuracy from clinical observation appears to be problematic.  One groups of researchers found that four of ten cases diagnosed with Lewy body disease showed only AD changes at autopsy (Hohl et al., 2000).


Other causes TC \l5 "Other causes. There is a variety of other causes of dementia that are considerably less common but that can often benefit from active medical intervention. Among these are frontal temporal dementia, brain tumors, traumatic brain injury, normal pressure hydrocephalus, and subdural hematomas. The variety of possible disorders dictates a need for medical screening even of those persons who clearly have a dementing illness. In some instances, severe depression can produce cognitive impairment or apparent symptoms of dementia.

Delirium TC \l4 "Delirium

Delirium is a different collection of intellectual and behavioral deficits that are generally associated with treatable conditions. If identified quickly and treated, the patient usually returns to normal levels of intellectual ability. If not treated, many of the underlying diseases will produce a permanent dementia. Mistaking delirium and other treatable syndromes for non treatable disorders including AD has been all too common and is one of the great tragedies of care for the elderly. As summarized by Broshek and Marcopulos (1999) the prevalence is much higher in medical settings (10% to 30% in medical outpatients) than in the community at large (about 1%).  The differential diagnosis often depends on good behavioral and mental status assessment, and so the mental health professional can play a major role in the correct identification of these disorders. 


The major characteristic of delirium states is the clouding of consciousness of the patient. Unlike the demented patient, the delirious person is not "clear" in the present moment, not in good contact with the immediate sensory environment. Conversation is confused and often impossible. The delirious person may change his or her line of thought within one sentence. There may be rather rapid changes in orientation, with the patient clearing for a few moments from time to time.  (See DSM-IV criteria for further definition.  Also, see Broshek & Marcopulos, 1999, for a review with a number of delirium rating scales and case examples.) 


The clinical "feel" of talking with a person in delirium is rather like talking to someone who is acutely intoxicated or in an acute psychotic episode. Whereas the demented patient may not remember the name of where she or he is, the delirious patient may believe it is a different sort of place altogether, perhaps mistaking a psychiatric ward for a used car lot. There are often changes in sleep pattern and psychomotor activity. Hallucinations, especially visual hallucinations, are common symptoms in delirium but are rarely seen in demented patients until the very late stages of the disease. 


The most common causes of delirium states are:(a) reaction to medications and to recreational drugs such as alcohol; (b) malnutrition; and (c) acute medical disorders including infections, uncontrolled diabetes, thyroid dysfunction, uremia, tumors, encephalitis, electrolytic imbalance, heart disease, and many others. (Lists range up to 120 or more diseases.) Obviously, psychological assessment must be coordinated with medical assessment and care. It is worth noting that prior cognitive impairment is also a common risk factor for delirium (Broshek & Marcopulos, 1999).  All too often, the medication problems, malnutrition, or poorly treated physical illness has developed due to an ongoing dementia. Treating the delirium will still restore prior functioning, but to the preexisting level of the dementia.  As a closing note, it is important to recognize that delirious patients generally appear more disabled than demented patients. Professionals of all disciplines often fall into the trap of assuming that delirium, likely to be treatable, is less severe in presentation than the untreatable dementia. 


The psychotherapist should be alert to the behavioral signs of delirium and know enough about the patient's medical history to suspect causes.  The diagnosis and treatment will be medical, but may depend in part on these observations of behavior and of changing cognitive functioning.  Medical professionals not trained in geriatric medicine or dementia assessment do not always readily distinguish delirium from dementia. (See LaRue, 1992; and Broshek & Marcopulos, 1999,  for greater detail and for recommendations on assessment).

Depression TC \l4 "Depression

Depression in older adults, like depression in younger ones, can take many forms. In diagnostic terms, the range goes from adjustment reaction with depressed mood (a more prolonged or severe emotional reaction to a stressful event) to major depressive disorder (a more intense depression accompanied by a sense of helplessness, guilt, loss of appetite and sleep disturbance, trouble concentrating, thoughts of death and suicide, and possibly even psychotic features such as delusions and hallucinations). Major depressive disorder may or may not be related to a stressful life event. In younger adults depression is often accompanied by an unrealistic concern about bodily functions, sometimes becoming a delusional belief that one is ill. In older adults, the same process can lead to unrealistic concern about memory, cognitive impairment, and brain disease. 


Depression is generally considered to be one of the more common mental health problems in the elderly (Anthony & Arboraya, 1992; Gatz, Kasl-Godley, & Karel, 1996). Depression often occurs after some major stressful event in the life of an older person. These stresses can include the loss of family and friends by death or by moving away. Many elderly people who are depressed have experienced three or more deaths of family or close friends in the two or three years prior to becoming depressed. Major illness and surgery may also be the precipitating factor for a depression (Phifer & Murrell, 1986). Zeiss, Lewinsohn, Rohde, and Seeley (1993) found that depression in older adults was associated with functional impairments rather than will illness diagnoses as such.  Other depressions may seem to arise with no apparent cause. 


It is also commonly assumed that older adults suffer from depression more than do younger adults.  Several studies question this belief, and in fact suggest that older adults have lower rates of clinical syndromes of depression (Myers et al, 1984) and the young-old report less intense sadness on measures of depression, with some evidence that the old-old show a increase in depressed mood relative to the young-old (Gatz, 2000). One paper argues that depression has increased in prevalence among later born cohorts, especially those born since World War II (Lewinsohn et al, 1993).  If this is true, then future cohorts of older adults are likely to have a higher prevalence of depression than the current elderly do.  


There have also been suggestions that depression may differ in older adults and so the used of diagnostic criteria based on younger adults may underestimate the actual prevalence of depression among older people.  Minor depression, a syndrome listed for further study in DSM-IV and defined as fewer symptoms than major depression and lacking the two year time frame required for dysthymic disorder, may be more common in older adults than major depressive disorder (Blazer, Burchett, et al., 1991).  Newmann, Engel, and Jensen (1991) argued for a depletion syndrome in older adults, a depressive condition marked by loss of interest and fatigue rather than intensely depressed mood and guilt.


It seems clear, however, that older adults with depression are still underserved.  Moreover, the question of prevalence does not contradict individual need for psychotherapy.  In fact, depression in older adults is often dismissed exactly because it is presumed to be normative, recognizing depression as an uncommon response to later life should motivate the desire to understand it and correct it.


The older depressed person frequently withdraws from social activity, eats less and less loses weight, and begins to appear very frail. She or he may complain of not being able to remember what is read or the plots of TV programs. In conversation there may be complaints of not being able to remember as well as in the past and a preoccupation with the idea of growing old and life now being over. There may be veiled or open expression of such ideas as "Life is not really worth living" or "I would be better off if I could just die." 


The people around the depressed elder may see him or her as senile or getting old and failing physically and mentally, "as older people do."  They may inadvertently reinforce the depression by communicating these ideas to the depressed person and by doing things for him or her that he or she could do alone. It is even possible that the wishes to die or expressions of considering suicide will be reinforced by family, neighbors, and professionals who themselves feel helpless in the face of depression in old age and agree that there would be nothing worth living for at that age. In short, the social circumstances of the elderly and our ideas about old age often enhance depression.


In general, psychotherapists are well skilled in the recognition of depression and have little trouble recognizing it in older adults if they are free from ageist prejudice and therapeutic nihilism about older client.  There are factors that can complicate recognizing depression in older adults, however.  First of all, as noted in Chapter 3, older adults may be less likely to recognize mental health problems, including depression. This means that the older client is less likely to do the work for us and come in and say, "I'm depressed, I need help".  They may very well describe a full set of depressive symptoms, but not reach the conclusion unaided.


Secondly, the coexistence of medical problems and prescribed medication can make the meaning of many common symptoms of depression unclear, especially the somatic ones.  A healthy younger adult with somatic complaints, disturbances of sleep and appetite, low sexual desire and so forth presents little ambiguity.  Since older adults are seldom entirely free from disease or the treatment of disease, these symptoms are likely to be highly ambiguous and quite possibly due to either depression, to a medical disorder, or to medications prescribed to treat a medical problem.


Thirdly, there are cognitive impairments, including memory impairments, associated with clinical depression at all ages (Burt, Zembar, & Niederehe, 1995; Kaszniak & Christenson, 1994).  Curiously, Burt et al. found that depression had less impact on memory among older clinically depressed patients than among younger ones.  Given the high prevalence of dementia in later life, there clearly are problems in separating dementia and depression. There are some guidelines for separating the cognitive effects of depression and of dementia (see LaRue, 1992; Kaszniak & Christenson, 1994) but none are entirely effective.  For example., Reding, Haycock, and Blass (1985) found that 57% of persons originally diagnosed depressed developed dementia on three year follow up. To further complicate the picture, reviews of epidemiological studies suggest that depression may be a risk factor for the development of dementia (Jorm 2000, 2001), possibly because depression symptoms typically precede dementia, because co-morbid depression leads to earlier diagnosis of dementia, or because depression-related increases in stress hormones have a destructive effect on the hippocampus. When a psychotherapist sees a client with a mixed picture of depression and clear signs of cognitive impairment, expert assessment consultation is indicated. If treatment is indicated and pursued, one would expect improvement in cognitive symptoms as the depression lifts, to the extent that the depression causes the cognitive symptoms.  The use of antidepressant medications should be cautious and there should be careful monitoring of the cognitive side effects of antidepressants, especially when a co-existing dementia or delirium seems likely.


 Depressed older adults frequently describe failures in concentration and attention such as the inability to follow their TV programs or articles that they are reading.  Sometimes they also report being unable to remember what others have said to them in conversation or have asked them to do. In most cases, these failures can be understood as failures to process information and register it in memory, due to competition from depressive thinking (Hartlage et al, 1993).  All such complaints require assessment.  Therapists new to working with older adults often are overly ready to see such memory complaints as evidence of dementing illness.  On the other hand, a therapist with a positive rapport with an older client may ignore signs of true cognitive impairment. 


Examples
The following examples are chosen to illustrate differences in older adults with complaints of cognitive impairment as they may be presented in the initial interview. Not all depressed people show any cognitive impairment; some are just like younger depressed people only with more gray hair and wrinkles.

Mary. Mary is in her early sixties and her daughter asked that she be seen by a therapist because she felt that Mary might be getting depressed. She had quit going to her bridge club meetings and has been making excuses not to see some friends that she used to enjoy seeing. She spends most of her day at home and does not appear to be doing much more than looking out the window and sometimes watching television. Mary received the therapist graciously. After a few minutes of conversation in which the therapist has learned that she has no acute or chronic medical problems and takes only vitamins, the following exchange takes place.

Therapist: You know, I"m here because Susan was concerned about you.

Client: Yes, I know she is, but she doesn't need to be. I'm really fine.

Therapist: Well, Susan seemed to feel that you might be a little depressed.

Client: Oh, no I"m not depressed or anything like that. Nothing to depressed about.[In fact, she does not appear at all depressed.]

Therapist: You haven't been going out lately, not playing bridge like you used to.

Client: Who told you that?

Therapist: Susan did.

Client: [relaxing] It just doesn't seem the same as it used to.

Therapist: How doesn't it seem the same?

Client: Well, I used to be really good at bridge. Quick, you know, but lately I get kind of confused about the rules. The others get impatient with me. So I just stay home. [Tone is matter of fact, almost unconcerned]

Therapist: You have trouble remembering the rules?

Client: Yes, when you get old you get more forgetful, I guess.

Therapist: Do you forget other things, too?

Client: People's names, I forget names a lot. I don't remember yours right now.[smiles graciously]

Therapist: Do you just have trouble with names of people you've just met or people you've known a while?

Client: Oh, people I've known. [She tells a story about not recognizing a friend she's known for ten years.]


After asking permission to ask some questions to check her memory, the therapist proceeded to establish that she knew the current year and her birthdate but could not get her age correctly. She knew her address, but could not explain where her children lived. She had difficulty describing some of her close family relationships and was not certain if Susan was her daughter or sister. Throughout the interview she was gracious and charming. She volunteered that she seldom goes out because once or twice she had trouble finding her way back home. She  found these incidents frightening and embarrassing. Her house is neat and clean and she cooks regular meals for herself. Toward the end of the interview she refers to a previous meeting with the therapist, who has never seen her before. Mary is not depressed but is mildly to moderately demented. She is still able to take care of herself. The intervention at this stage would be support for Susan, education about the disorder, and letting her know about available support groups and sources of advice on practical problems that arise from day to day. Susan may need help to accept the disease and to learn to expect less of her mother.

John. John is also in his early sixties. His family, who do not see him often, reported that he has  "developed Alzheimer's disease recently. It was difficult to get any real sense of why they thought this or whether this was a sudden change or not. On arriving at the apartment, John invites the therapist in before she has a chance to identify herself. Early conversation suggests that he has mistaken her for someone who works for the housing authority, but correction of this error does not affect him at all. As they talk, he gets up from time to time and walks around the apartment.

Therapist: Have you lost something? [John looks puzzled by the question.] You look as though you're looking for something.

Client: They've stolen my keys again. I thought that's why you're here.

Therapist: Who stole your keys?

Client: I've had trouble ever since I've been in this hospital.

Therapist: [Matter-of-fact tone] This is not a hospital. This is an apartment building.

Client: Yeah. [Moves away, again looking around.] 

Therapist:  Do you see your doctor often?

Client: Yes. I just saw him in [names month eight months back]

Therapist: Do you take any medication?

Client: They keep coming in at night even when I lock the door.

Therapist: [Interested] Who comes in at night?


John proceeds to describe some short people (about three feet tall) who come into the apartment at night and take things. The stealing has continued even after he changed the locks and blocked the door with a heavy chair. Any other topic is answered by confused and contradictory answers. At one point, he addresses the interviewer with what she experiences as great clarity and states that things have been bad for him ever since his wife died. He has no idea of when she died or what she died of. The therapist finds several bottles of medicine in plain sight on the kitchen table. These include(from three different doctors): two minor tranquilizers, an antipsychotic, two heart medications, and one she does not recognize.  When he cannot answer questions about what he eats, she asks permission to look in the refrigerator and finds a frozen dinner and some moldy luncheon meat. As she gets ready to leave he hands her his savings passbook. As she hands it, back she repeats firmly three times that he should keep it. A quickly arranged family conference that includes the team psychiatrist enlists the family in clearing out nonessential medication and getting home-delivered meals started. The therapist visits weekly and sees major changes in two weeks. John was suffering from delirium resulting from medication interactions and lack of food.

Sara  Sara is referred by the manager of the apartment building in which she lives. She "has become senile lately" and the manager is concerned about how long she can manage to live alone in that building. She will soon be 80 years old. Sara is somewhat hesitant about letting the therapist in but agrees (gives in?) when the nature of the concern is expressed. She appears very frail, moves slowly, and seems unsteady on her feet. Her voice is soft and she takes a while to answer questions. She often states that her memory is not as good as it once was. She has diet-controlled diabetes and a heart condition for which she takes the usual medications. The interviewer's comments and questions often have to be repeated as she seems to drift away at times. She apologizes and explains that she is, after all getting old.

Therapist: You seem worried about getting old and losing your memory. What kind of problems do you have with your memory?

Client: I just forget things more. People do at my age.

Therapist: What kind of things do you forget?

Client: Where I put things. People's names. Like that.

Therapist: People you just met or people you know well?

Client: [long pause] Acquaintances.

Therapist:  What about people you've known a while, old friends?

Client: [irritated but without emphasis] At my age old friends are dead. The ones left I know well enough.

Therapist: It must be depressing to have lost so many old friends.

Client: What can you expect when you're old? [Her voice is hostile, but for the first time she looks the therapist in the eye and there is a sense of real contact.] 

Therapist: It can be pretty rough at times. Do you feel depressed a lot?

Client: Most mornings I wake up and wonder why I'm still here. I never thought I'd live this long; my parents died in their fifties. I don't know why I'm still here.

Therapist: Do you have trouble sleeping?

Client: I wake up early every morning, about 3:00 or 4:00.

Therapist: When do you go to sleep?

Client: There's so little to do I go to bed about 6:30.

Therapist: Do you eat well?

Client: I don't have any appetite. I eat a little but it's hard to get it down. I can't have salt or sugar, nothing tastes right.

Therapist: Have you lost weight?

Client: I don't know. I look thinner in the mirror.

Therapist: Could I ask you some questions about your memory?


There is a long pause and then passive consent. Some questions are answered slowly, others more quickly and with short flashes of irritation. She is totally unable to do serial sevens and does not know her street address but gives the name of the building. Her perception of the passage of time is uneven, and she gets questions about how long ago things happened wrong. All other items are answered accurately. When told her memory is good, she is unimpressed. She cuts the interview short, complaining of being very tired, and reluctantly agrees to have the therapist return the following week. Sara is depressed.
Combinations of dementia, delirium, and depression TC \l4 "Combinations of dementia, delirium, and depression

The three disorders of dementia, delirium, and depression are not mutually exclusive. Having any one of the three disorders does not make one immune to the other  two. Demented elderly may become depressed about the loss of intellectual functioning or about being shunned by former friends. They may also make significant errors in following medication regimins and so develop delirium from medication side effects or interactions. Depressed older adults may not eat or may neglect caring for chronic medical conditions and to develop a delirium. Someone who is depressed can develop dementia for unrelated reasons. The possibilities are many and the clinical picture becomes more complex with mixtures of two or three of these disorders. In all cases, the important thing is not to miss the treatable disorders. Active treatment of delirium and/or depression will increase the day-to-day functioning level of even a rather severely demented person.

Anxiety TC \l4 "Anxiety

The triad of depression, dementia, and delirium occupy much of the clinical literature on aging and do, in fact, compose much of the clinical practice of the psychotherapist working with the older client. Older people do, however, suffer from the full range of psychological problems and it is important to recognize these other problems in the older adult as well.  In fact, phobias ranked in the top four most common mental health disorders in the NIMH Catchment Area Survey (Myers et al, 1984). Anxiety disorders may be more common in later life than are depressive disorders (Wetherell, 1998, and Scogin, Floyd, & Forde, 2000, for reviews), even though they have only recently become a focus of the literature on therapy with older adults.  Treatments appear to be effective with anxiety in older adults, although to date most treatments have focused on reducing levels of anxiety as measured by anxiety scales rather than on clinically diagnosed anxiety (Gatz et al., 1998; Wetherell, 1998; Wetherell, Gatz, & Craske, 2003).


Anxiety is a common focus of much therapeutic practice and is often part of other disorders including major depressive disorder. It may also manifest itself discretely in generalized anxiety disorder or in various types of phobias. The clinical picture is basically the same in older adults as in younger ones with reports of excessive worrying, muscular tension, autonomic nervous system stress reactions, and possibly panic attacks. 


As was true in depressive clients, with the older client the changes in  cognitive processing associated with intense anxiety (indecisiveness, inability to concentrate, disorganized thinking, a tendency to be concrete or circumstantial) may be attributed to dementia.  In fact, the clinical presentation of rambling digressive and detailed speech that is characteristic of obsessive older clients with acute anxiety seems to be one of the most negative clinical presentations to younger therapists who insist that such clients must be cognitively impaired.  It is only when they observe the great recovery of cognitive ability that takes place if sessions begin with a relaxation exercise that the new therapist seems to really accept that anxiety is the cause of the confusing speech pattern.

Paranoia TC \l4 "Paranoia

In the elderly there are various manifestations of paranoid thinking that need to be considered when diagnosing an elderly person with unrealistic suspicions of others. It is first necessary, of course , to be certain that the suspicions are not realistic. Elderly people often live in high-crime areas, have practical jokes played on them by young people, are victimized by unscrupulous businessmen, and are plotted against in various ways by family members. If the client is memory impaired or depressed, the story can become vague enough as to make the reality more difficult to ascertain.  For example,  one older woman in a psychiatric hospital was seen as paranoid partly because of "persistent delusions" about strange men who were trying to take her house away from her. She was mildly memory impaired and so unable to give details. A long-time friend who visited her cleared up the supposed delusions by explaining that the lady owned a house in a very desirable and soon to be redeveloped area of town. The strange men were real estate agents who dropped in unsolicited and tried to convince her to sell the house to them. 


One type of paranoid thinking is brought about by sensory losses. Hearing is the sense modality of much social communication and many of us have entertained suspicious thoughts when something is said that we didn't quite hear and people begin to laugh. For the hearing-impaired elderly person social interaction is further complicated by the fact that many younger people feel free to discuss older people as if they were not present and to make decisions about them without input from the elder. Under such circumstances it is no wonder that some hearing-impaired elders become very suspicious, even expressing delusional ideas of persecution or of threats. Visually impaired older adults are left in an unclear world and are often physically isolated as well.  Poorly perceived images and loneliness can become the basis for experiences that sound substantially like psychotic delusions or even hallucinatory experiences.  However, these delusions are often based on lack of complete information. In these cases, correcting the sensory loss (if possible), establishing communication with the impaired person, and showing significant others how to communicate usually eliminates these paranoid symptoms. Families are not always as willing to have the sensory loss corrected or to reestablish communication as the therapist may expect or hope. When unwillingness occurs, it suggests problems within the family system. 


A second type of paranoid thinking in the elderly is that which occurs in memory-impaired older adults. In these individuals the sense of threat and the emotional tension that is so much a part of paranoid psychosis tends to be absent. What is very much present is the belief component of paranoid delusions and the accusations against others. There may also be protective behavior based on those beliefs. A more accurate understanding of these "delusions," however is that they are a direct consequence of the memory loss. The pattern is that the patient forgets that some item has been sold, given away, or used up. For the individual at that time, it is easier to believe that the item was stolen than to admit the forgetting to self or to others. Given the incorrect belief, most behavior can be understood in real terms. The items"stolen" may be of great value (thousands of dollars of savings) or of very little value (old shirts or cans of beans). The emotional reaction is often more like petulance than the righteous indignation or sense of violation that comes with real theft. The people around the patient often make the situation worse by arguing with him or her about the mistaken belief, becoming angry and aggrieved about being falsely accused, and acting out their anger without regard to the disability of the accuser. A better strategy is recognition of the memory- impaired person's sense of loss and fear, interventions to increase his or her sense of security, and non-argumentative, non-emphatic but repeated confrontation of the fact of the memory loss. If the memory disorder is progressive, this phase is usually temporary. 


A third instance of paranoid thinking in the elderly is true paranoid psychosis. Elderly people can be truly paranoid for the first time late in life; and paranoid individuals can grow old with or without contact with the mental health system. The symptom picture is essentially the same as in younger adults with similar levels of intense anxiety and sense of threat. Unlike the pseudo-delusions of the demented, the delusions of the truly paranoid tend to involve threats of being poisoned, being followed by the CIA, being monitored by complex electronic equipment and so on.  Treatment in terms of psychotherapy and medication is similar to that with younger adults and about equally difficult to initiate because of problems in establishing a trusting therapeutic relationship. As can be true with younger adults, the people around older paranoids often do begin to talk about them behind their backs and to plot against them and try to sneak medicine into their food. With skill and experience, it is possible to slowly build a relationship with the paranoid older client and it may be necessary to have such a relationship in order to initiate treatment with psychotropic medicatioThe case example of Sophia in the chapter on transference illustrates some of symptoms and treatment issues involved in working with paranoid psychosis (see p.       ).


To further complicate the diagnostic picture with the elderly client, it must be noted that some clients with affective disorders (mania or depression) also express paranoid like ideas. In such instances, the best assessment strategy is to pick the diagnosis most congruent with the total clinical picture and to plan treatment accordingly, keeping the other possibilities in mind as alternatives. The response to treatment and information gained during therapy will usually clarify which alternative was correct, may, however, point to an important reality of the role of the elderly within our society: They are often threatened, taken advantage of and deprived of personal power and importance.


To summarize the varieties of paranoia among the elderly, the following guidelines can be noted. Sensory impairment and associated communication problems must be eliminated as a possible explanation. The content of the "delusions" and the intensity of the emotion can serve to indicate whether the suspiciousness is secondary to memory impairment or is primary paranoia ideas should not be taken as reason to diagnose paranoia over the mood disorder.

Schizophrenia TC \l4 "Schizophrenia

Schizophrenia in old age has recently begun to receive more attention (Meeks, 2000; Smyer & Qualls, 1999, Zarit & Zarit, 1999). Schizophrenics do grow old, and there is some evidence that some individuals may become schizophrenic for the first time in later life. This latter phenomenon has been recognized in Britain for some time (e.g., Bergmann, 1975; Roth, 1971) than in the United States where the diagnostic criteria of DSM-III expressly excluded a diagnosis of schizophrenia if onset was after age 45. This wording was changed in the DSM-IIIR and the DSM-IV described late onset schizophrenia as being generally similar to the early onset disorder. Bartels, Levine, and Mueser (1999) provide a good review of the treatments for older adult schizophrenics.


It was once a common practice in some psychiatric hospitals to rediagnose persons with a long history of schizophrenia as demented when they reach their sixtieth birthday without any real change in the patient's behavior. The deinstitutionalization movement of 1955-1975 moved many older schizophrenics from state hospitals to nursing homes or residential care homes and therefore out of view as psychiatric patients. It is often taught that schizophrenia "burns itself out" as the patient ages in the sense that symptoms become less intense and acute episodes are less frequent or nonexistent.


In fact, fairly large numbers of long-term schizophrenics many of whom spent major portions of their lives in psychiatric hospitals, live in nursing homes, board and care homes, and in single-room occupancy hotels. Some of them find their way into senior recreation centers, congregate meal sites, and other services for the elderly. Some continue to have acute episodes of their psychosis with hallucinations, delusions, and bizarre behavior. When not acutely disordered, they can fit well into settings that tolerate that degree of eccentricity of manner which tends to be characteristic of the residual phase along with flat affect and detached social behavior. Bartels et al. (1999) and Meeks (2000) note that the cohorts of schizophrenics now entering old age will have less exposure to hospital-based care and more exposure to community-based care.  With the declining resources put in to community-based care, this cohort may have more problems with substance abuse and more difficulties associated with life in poor, high crime neighborhoods, as opposed to the institutionalization syndrome of earlier cohorts (Bartels et al., 1999).


Most long-term patients have rather good ideas, based on years of experience, of what kind of treatment approaches work best with them. Relatively few receive the treatment that they need because mental health services did not follow them from the state hospitals to their new homes. Many encounter prejudice from other senior citizens and working in the  senior services network who regard them as "crazy" and ostracize them. Obviously, community-based treatment and community education to increase awareness and acceptance of the older chronically mentally ill is needed.


The following case examples illustrates the appearance of hallucinations during an initial interview with an older woman with no known history of psychosis.

LILA

Lila was brought in for a consultation by her niece who was concerned that Lila was becoming senile.  She had been complaining about prowlers and for the last few weeks had refused to eat the meals brought by the local meals on wheels program because she thought the food was being tampered with.  Lila had been widowed for several decades with no children. Her niece (who was over 60) was her closest relative and main social support.  The niece was quite distressed and anxious about Lila's condition. 


Lila was over 70, very well-groomed and spoke excellent although deliberate and accented English.  Of White Russian background, she had left Russia in 1917 and had lived in China until the 1940's when she immigrated to California.  She was direct about her problem which she presented as being harrassed by youngsters in the neighborhood who ran through her backyard and upset her trash cans at night.  She also thought that the house had been entered and things were stolen, but these concerns were more vague.  She could not describe what was missing.  


She explained the discrepancy between her view of the problem and her niece's by stating that her niece was "a very nervous girl" and that the niece could not believe that there could be problems in Lila's neighborhood because it was in a decent part of town.  Lila argued that even kids from decent neighborhoods enjoy harrassing old ladies with foreign accents.  With regard to the food, she denied having said it was tampered with but said she had noticed a change in quality a few weeks earlier and thought maybe they had a new cook who had not learned her job yet.


She agreed to and did very well on mental status testing to screen for memory impairment.  She denied any problems with depression or anxiety other than being worried about what these kids would do next.  The police had been called, but no one was there when the officers arrived and the officers were impatient with her stories.  Her concerns were interfering with her sleep and she had lost a few pounds lately but was still moderately overweight.  She felt the food would improve soon and agreed to eat more in order to appease her niece.


At the end of this first interview, I was quite perplexed.  The niece had presented a number of concerns that sounded like dementing illness or psychosis.  There was no evidence of dementia and the suspicions that Lila voiced were solidly within the "gray zone" of being like paranoid delusions but also quite plausible and possibly solidly based in reality.  It also appeared to me that the niece was considerably more anxious than was Lila.  In the last few minutes, I decided to "fish" for more distorted thinking and simply asked Lila whether she had experienced any other unusual or disturbing events in the last few weeks.


She paused and looked at me for several seconds and then stated matter of factly that the birds on the tree onside her kitchen window were bothering her.  I asked what they were doing and she said that they spoke to her and said "terrible things."  When I asked what sort of things they said, Lila blushed and told me that she could not repeat them to me, but they were very insulting and embarrassing and that "an old woman should not have to put up with such language and insults."


In our next interview, we talked more about the birds and what they were saying and doing.  Interestingly, once she was able to discuss the birds, the complaints about the food and the neighborhood kids decreased rapidly to zero.  I introduced the idea that our psychiatrist might be able to give her medicine that would help her sleep and calm her nerves.  She acknowledged that her nerves were very upset by these foul mouthed birds.


Over a period of four sessions or so, she eventually agreed to see our psychiatrist.  She had some anxiety about the medication, but more reluctance to be treated by a female doctor.  She had more confidence in me (at the time, a barely 30 year old male) than in our 50ish female psychiatrist.
Alcohol and other substance abuse TC \l4 "Alcohol and other substance abuse

Alcohol and other substance abuse is a fairly common problem in older adults and one which has tended to be overlooked in discussions of therapy (including, for example, the first edition of this volume).  Older adults who are actively abusing alcohol or drugs often lack the external controls of work and family who may help to define the substance abuse as a problem and encourage or demand that the abuser seek help. Older adults seem to be more likely to seek help due to health related effects of substance abuse (Knight & Satre, 1999). The Michigan Alcohol Screening Test, Geriatric version (MAST-G, Barry & Blow, 1999) is useful as a screening tool for identifying problems with alcohol abuse.  It also illustrates differences in presentation between older and younger persons in that it relies more on health effects and social isolation consequences and less on job and legal problems than the young adult MAST.


Asking questions about alcohol use and about prescription drug use should be part of any complete assessment.  Inquiring about past and current problems with abusing such substances can be helpful in that it opens up discussions about the topic with those who are ready to admit problems with abuse.  The problem with assessment in older adults is similar to that with younger adults:  clients are often motivated to cover up the problem and may be in denial about it within themselves.  Clues for the assessment are often observational:  smelling alcohol, noting a glazed or unfocused expression in the eyes, unsteadiness of movements, unexplained falls, and prescription drugs that are obtained from several different physicians or different pharmacies.  Unexplained changes in mood or cognitive ability from session to session can be a warning sign as can frequent, unexplained changes of physicians.


Treatment evaluations of interventions for substance abuse with older adults are not common, but early indications are that treatment is effective (e.g., see Knight & Satre, 1999, and Dupree & Schonfeld, 2000, for reviews).  A key issue is whether older adults should be in specific programs or can be mixed with younger substance abusers.  In practical terms, this may often depend on the physical health and functional abilities of the older adult.

Suicide TC \l4 "Suicide

Suicide has long been recognized as a serious problem among older adults, especially white males, who are disproportionately represented among successful suicides in the U.S. and are the highest risk group for successful suicide by age and sex (McCall, 1991; McIntosh, Santos, Hubbard, & Overholser, 1994).  Recent data suggest that rates are also high in older Asian American men, African American and Latino males and all females have stable and relatively low suicide rates from mid-adulthood onward.  Suicide rates for older adults declined from the 1930's to 1981, increased slightly in the 1980s and then have leveled off (McCall, 1991; Duberstein & Conwell, 2000).  The rate may go up with the aging of the Baby Boomers who have had higher suicide rates than earlier born cohorts (Duberstein & Conwell, 2000).  The ratio of attempted suicide to completed suicide is much lower in older adults than in young adults (McIntosh et al, 1994).


Suicide is generally asserted to be tightly linked to depression, however, there is evidence for roles for alcohol abuse, psychosis, and the dementias as contributing to suicide, although these other factors are not much explored in the elderly (McIntosh et al, 1994). Duberstein and Conwell (2000) summarize recent research which suggests that depressive disorders are a major risk factor for suicide in older adults.  Psychosis and other mental disorders appear not to increase risk in older adults as they do in younger adults. Alcohol use and physical symptoms playing lesser roles in completed suicides among older adults, although specific diseases are related to suicide (e.g., cancer and cardiovascular disorders), and functional impairment and a perception of illness burden pose additional suicide risk (Duberstein & Conwell, 2000).  Sleep disturbance and the lack of a confidant also are risk factors for suicide among older adults (Turvey et al., 2002).  Knight (1994) has reported that successful suicides have been noted in older adults with non-Alzheimer's dementias: vascular dementia and dementia pugilistica.  


As far as is known, suicide assessment is similar with older adults and should involve evaluation of suicidal ideation, plan, lethality of the plan, and history of previous attempts.  In my own experience, suicidal ideation should be evaluated by its precise definition.  Many older adults talk of death without depressed mood or suicidal intent and scare younger adults by doing so.  Depressed older adults, and some who are not depressed, look forward to or even long for death, but without any intention of killing themselves. Reasons for disavowing suicide often include religious convictions or an awareness of the emotional impact on surviving family members. An expressed intention to kill or harm oneself should be taken as seriously in older adults as in younger ones.


A further complication in assessing suicide in older adults is the possibility of a rational decision to take one's life due to painful and prolonged illness, progressive dementia, or other progressive and debilitating illness.  The psychotherapist's role in such cases should be to assess for depression, cognitive impairment, family pressure for suicide, and other psychological factors that may impair the rationality of the decision.  Active treatment in therapy should be offered in all such instances.  On the whole, it seems unlikely that people who rationally decide to end their lives will feel a need to discuss it with a psychotherapist, and so anyone who voluntarily seeks therapy should be presumed to want to find a reason to live.  On the other hand, if older adults contemplating suicide are referred within a medical setting or (as seems likely under many states' proposed assisted suicide laws) are legally compelled to see a psychotherapist, the desire for suicide, in and of itself, should not be taken as conclusive evidence of mental disorder, but independent evidence of depression should be assessed. (also see McIntosh et al, 1994, for a discussion of these issues).

Other disorders TC \l4 "Other disorders

In closing this section on differential assessment of psychological problems, it ought to be explicitly recognized that " other disorders" includes all of the possible psychological disorders of younger adults, including psychosexual problems, personality disorders, conduct disorders and so on through the DSM-IV. The expression of certain symptoms of behaviors may be altered by the circumstances of late life, and the severity of longstanding disorders may be lessened or increased by the social circumstances of the post-retirement lifestyle, but nothing is excluded by the fact of a chronological age greater than sixty. 


Finally, with regard to standardized assessment of emotional problems and personality style in the elderly, it should be noted that progress has been made in that domain over the last nine years, but there is much less consensus on emotional assessment of older adults than on cognitive assessment. This lack is tragic in that most of the real problems facing therapist and older clients have more to do with the emotional realm of problems than with the question of whether there is cognitive impairment due to dementia. The newer versions of some personality assessment instruments (e.g., the MMPI-2) have norms on at least the young-old (people in their 60's to early 70's).  Most clinicians and researchers working with older adults have argued for the use of brief inventories whenever possible.  The Beck Depression Inventory, the CES-Depression scale, and the Geriatric Depression Scale have all been widely used with older clients.  The Spielberger State-Trait Anxiety Inventory and the Beck Anxiety Inventory have been used in research with older adults as have both the SCL-90 and the shorter Brief Symptom Inventory version.  All of these brief inventories have the disadvantage of being quite face obvious as to what is measured and can be manipulated by clients who are motivated to do so.  There is also the potential problem that older clients who are reluctant to engage in therapy anyway will be put off by having a lot of paperwork and assessment to complete in initial sessions.  My own bias is to be sensitive to this problem and to begin talking with the client as soon as possible, saving written assessment to later in the first hour or to later sessions if feasible.


Any therapist  who has felt blocked or confused in a given case can appreciate how useful fresh ideas from any source can be in resolving an impasse. Toward the middle of therapy and with selected clients traditional testing with MMPI, MCMI, and other structured tests can be acceptable and even exciting to the older client. With limited assistance from objective testing at present, the differential diagnosis of older clients in the emotional sphere will of necessity rely on the clinical interview and the diagnostic skills of the clinician. 


Choosing Interventions TC \l2 "Choosing Interventions

With the assessment completed and a provisional diagnosis in mind, the therapist now comes to the presumed purpose of assessment: choosing the treatment (See Figure 1).  By this point, the therapist has formed an opinion about the cognitive status of the older client, the nature of the emotional distress, and also whether there are medical and social problems which need to be handled.  In some cases, the result of assessment may indicate that the older potential client is a normal older adult with medical or social problems who simply needs referral.  In other cases, the older adult may be too cognitively impaired to benefit from psychotherapy. In these cases, some consultation with a colleague who specializes in dementia may help locate assistance or interventions for the demented client or it may be possible to work with the family to improve the overall situation.


More frequently, the assessment is the beginning of therapy and will guide the psychotherapist in focussing on appropriate problems.  Perhaps even more often, the assessment will have lead to the identification of multiple problems, some of which the therapist can handle and others that will need coordination with physicians, caseworkers, and others in the aging services network.   As can be seen in Figure 2, psychological problems may be an intrinsic part of these medical or social service problems.  In such instances, coordination is even more necessary.


While the mapping of assessment to intervention is not a one-to-one correspondence at present, broad categories of diagnosis do have implications for intervention.  It is clearly important to know if the client has a cognitive impairment, whether it is treatable, how advanced it is, and whether it is progressive.  The presence of dementia in itself does not mean that psychotherapy is not possible, but the therapist needs to understand the nature and the degree of the dementia before making that decision (see Chapter 8). These decisions will shape what type of treatment is needed, whether treatment should be pursued, and how one will respond to the client forgetting treatment-related information (i.e., is it dementia or motivated forgetting?).  


Knowing that the principal problem is depression or anxiety suggests a different course than knowing it is psychosis, alcohol abuse, or personality disorder.  These decisions, and what to do next, are part of the normal expertise of therapists. 


In some settings where older adults are seen, assessment does not seem to lead anywhere but to be an end in itself.  When this happens, one must wonder what the purpose of the assessment was.  The next section explores how the values placed on assessment outcomes and the larger context of assessment affect their use and the decisions made from them.


Values on Choices Based on Assessments TC \l2 "Values on Choices Based on Assessments

The Bayesian decision model used here recognizes that decisions are made under conditions of uncertainty and that values on differing outcomes may appropriately affect the choice of recommended intervention.  In a classic pape paper on psychometric theory and assessment, Rosen (1971) noted that there is always error in assessment decisions and a choice must be made between tolerating high false positives or high false negatives.  He noted that we tolerate high false positive error rates when assessing suicide because the value of preventing suicide outweighs the costs of increased vigilance and active treatment with those who are incorrectly identified as suicidal.  In assessing for early dementia, one can argue that false negatives are preferable to false positives given the importance of finding and correcting treatable causes of dementia and the likelihood that continued intervention will make the error clear for progressive dementias as time passes.


In some settings, psychological assessments can be used to achieve values that are not client-centered.  Psychological assessment may be used to justify the end of medical intervention in a managed care setting without guaranteeing a effective psychotherapeutic intervention.  Psychological assessment can also be used to remove residents from long term care settings rather than to help them get treatment.


The same principles can be applied to decisions to refer or seek consultation.  What is the value/cost of failing to call the client's physician about possible physical symptoms or medication side effects?  What is the value/cost of reporting versus not reporting elder abuse?  What is the value/cost of incorrectly identifying an alcoholic client as depressed?  These questions permeate all clinical work and are more salient with the older client who nearly always has the possibility of problems from different domains as well as needing differential psychological assessment.  The potential safeguards for therapists are to think of psychotherapy as a clinical trial which tests the initial diagnostic formulation and to continue to assess throughout contact with the client.


In the remainder of this volume, the focus is on what is more specific to therapy with older adults (working with chronically ill clients, griefwork, caregiving, and  life review) rather than on elaborating those aspects of therapy which are shared with younger clients.  Given an accurate assessment, these shared aspects will come naturally to most therapists.

