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Preface

A coauthored text such as this, unlike edited texts,
gives the authors a unique opportunity to present
state-of-the-art information regarding biopsychoso-
cial spiritual and environmental approaches in long-
term care (LTC) together with our philosophy of
caring for older adults who live in LTC settings. Our
philosophy of care is that “there is life in the nursing
home” and other LTC facilities and that health care
professionals in many disciplines - physicians, physi-
cian assistants, nurse practitioners, clinical nurse spe-
cialists, nurses, administrators, nursing assistants
(nurse aides), social workers, various rehabilitative
therapists, pharmacists, psychologists, chaplains,
clergy, activity therapists, recreational therapists,
music therapists, art therapists, and others - all have
a lot to offer in improving the quality of life for LTC
residents and their families. Every health care provi-
der has an important role to play as a member of the
health care team.

Our philosophy of care places the needs and dig-
nity of the LTC resident at its center. It promotes the
notion that, to some degree, we can help every LTC
resident and his or her family. A caring attitude on the
part of all health care professionals in LTC is vital in
meeting this goal. Our philosophy sees the LTC envir-
onment as warm, nurturing, and supportive. For resi-
dents, it is the source of their extended family or, at
times, their only family.

Achieving excellence in the care of LTC residents
will require physicians not only to be responsible to
each individual resident, but also to promote the well-
being of family members and other professional care-
givers, as well as to understand the systems of care.
This means a team approach - in addition to indivi-
dual assessments - to determine what person-
centered, individualized, strength-based approaches
and interventions are most effective, to standardize
care where possible, and to eliminate errors.

Our philosophy of care promulgates the use of
biological therapies, when appropriate, in the context
of robust psychosocial, sensory, spiritual, and envir-
onmental approaches. In fact, one of the longest chap-
ters in this text is devoted to proactively promoting
psychosocial spiritual wellness of LTC residents.

As part of updating the material for this second
edition, we have adopted the Diagnostic and Statistical
Manual of Mental Disorders, fifth edition (DSM-5) of
the American Psychiatric Association terminology for
all mental disorders. We have also made significant
modifications in each of the chapters to incorporate
the considerable advances in LTC medicine, mental
health, and well-being, as well as the person-centered
care movement since the publication of our first
edition.

This guide is written to be user-friendly and is
targeted at physicians, physician assistants, nurse
practitioners, clinical nurse specialists, nurses, social
workers, administrators, rehabilitation specialists,
and other health care professionals involved or inter-
ested in improving the well-being of all LTC residents.
It can also be useful for students and trainees who
desire to learn more about wellness, aging, and LTC.
We hope our book will further education and training
regarding LTC by describing compassionate care
practices complemented by evidence-based, state-of-
the-science health care.

We would like to thank our spouses, children, and
families for their support of this project. We also
appreciate the superb editorial work of Ms. Wendy
Harris. Without her help, this book would not have
reached its potential. Lastly, we have learned a great
deal from our patients, their families, and the staff of
the outstanding LTC facilities with which we have
been affiliated.

We hope you enjoy reading this book and find it
helpful in your work with LTC residents.

Vii
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Chapter

Long-term care is simply a means to ensure that older
people with a significant loss of capacity can still
experience Healthy Ageing.

World Health Organization, World Ageing and
Health Report (2015; emphasis added).

Conservative estimates are that one in four older
adults (age 65 or older) is currently receiving long-
term care (LTC) (World Health Organization 2015).
This means that millions of older adults around
the world are currently receiving LTC. More than
15 percent of adults receiving LTC are younger than
age 65. Adults receiving LTC are typically severely
disabled due to advanced physical health problems
and/or major neurocognitive disorders (MNCD), pri-
marily dementias (Rosenblatt and Samus 2011). They
require 24-hour functional support and assistance
with basic activities of daily living (ADLs) and instru-
mental activities of daily living (IADLs) and/or have
advanced MNCD with significant behavioral and psy-
chological symptoms. With the aging of the popula-
tion, the number of adults in LTC is expected to triple
in the next two decades.

LTC s typically provided in a facility staffed with
health care professionals (Sanford et al. 2015). For
the majority of residents, this becomes their home
for the rest of their life. Often, a section of the
facility provides skilled rehabilitation to promote
recovery of function after acute hospitalization
so that individuals can be discharged back home.
Such rehabilitation typically involves intensive phy-
sical, occupational, and/or speech therapy and/or
complex medical initiatives (e.g. intravenous anti-
biotics, total parenteral nutrition, management of
pressure ulcers). Although admissions to LTC are
usually from home or another LTC facility, a sub-
stantial proportion of admissions are from the reha-
bilitation section, where the resident has made
insufficient progress in recovering function to live
safely on his or her own and has insufficient
resources to be cared for safely at home.

02

The Need for High-Quality Comprehensive
1 Mental Health Services in Long-Term Care

The Spectrum of Long-Term (Care

LTC primarily includes nursing homes (NHs) and
assisted living (AL) (in the United States), long-term
care homes (in Canada), residential aged care homes
(in Australia), and similar facilities in other countries
(Sanford et al. 2015). The spectrum of residents in
LTC ranges from very disabled individuals living in
NHs, AL homes, special care units, and hospice, to
less-disabled individuals living in community-based
residential facilities, small foster care homes, board-
and-care or personal care homes, or congregate hous-
ing, as well as people in retirement communities who
receive assistance with ADLs or whose medications
are monitored.

LTC settings are making efforts to adopt a more
person-centered approach that emphasizes indepen-
dence, dignity, privacy, decision-making, autonomy,
and aging in place (Morley 2012). Besides providing
complex physical-health-related services, the majority
of LTC facilities also provide oversight of personal
and supportive services, social services, recreational
activities, meals, housekeeping and laundry, and
transportation. Although the public perception is
that no one likes living in a LTC facility, many resi-
dents prefer the reassurance of medical care, sociali-
zation, and a safe environment, and they find the
experience to be positive. Many family members of
the residents also find some relief in knowing that
their loved one is safe and receiving the complex
care they are unable to provide at home.

The Epidemiology of Psychiatric
Disorders among Residents in
Long-Term Care

At least one in three residents in LTC at any given
time has a treatable serious psychiatric disorder, and
one in five has two or more treatable psychiatric dis-
orders (Commission on Long-Term Care 2013; Steiz,
Purandare, and Conn 2010). If we include the

12:10:54, 1



Comprehensive Mental Health Services

management of MNCD (dementias), then four out of
five residents in LTC at any given time would benefit
from psychiatric treatment (Desai and Grossberg
2017). This, combined with high point prevalence
of use of multiple psychotropic medications (15-30
percent) (psychotropic medications are medications

used to treat psychiatric disorders) and psychiatric
mismanagement, results in substantial psychological
and functional morbidity (Jacquin-Piques et al. 2015;
Kotlyar et al. 2011; Vasudev et al. 2015; Wei et al.
2014). (See Tables 1.1 and 1.2.) In addition, psychia-
tric disorders have a substantial negative effect on

Table 1.1 Prevalence, Key Concerns, and Evidence-Based Approaches by Mental Health Team for Common Psychiatric Disorders in

Long-Term Care Populations

Psychiatric Disorder (Point
Prevalence [%])

Key Concerns and Common
Examples of Psychiatric

Evidence-Based Approaches
and Therapeutic Pearls

Mistreatment or Undertreatment

Major neurocognitive disorders
(MNCD) / Dementias (40-90)

Agitation and/or aggression as
part of behavioral symptoms
of MNCD (BPSD) (20-50)

Depressive Disorders (include
depression due to a MNCD)
(10-30)

Prevalence of delirium (2-5;
may be up to 50% in newly
admitted residents receiving
rehabilitation after
hospitalization)

Undertreatment of reversible
causes of cognitive impairment
Inappropriate use / nonuse of
cholinesterase inhibitors and/or
memantine

Overtreatment with psychotropic
medication

Lack of knowledge, skill, and
practice of nonpsychotropic
approaches

Use of antidepressant to treat
adjustment disorder

Suboptimal use of antidepressant
for moderate to severe major
depression and failure to
recommend electroconvulsive
therapy for severe/psychotic
depression

Hypoactive delirium often
mistaken for depression or
diagnosis missed.
Underdiagnosis of medication-
induced delirium

12:10:54,
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Work-up to identify potentially
reversible cause(s) of cognitive
impairment

Appropriate use of cholinesterase
inhibitors and/or memantine
based on APA Practice Guidelines

Discontinue antipsychotics and, if
necessary, replace them with safer
alternatives such as citalopram or
dextromethorphan-quinidine
(both off-label)

Staff training in person-centered
care, communication skills,
dementia care mapping, and
SPPEICE (strength-based,
personalized, psychosocial
sensory spiritual environmental
initiatives and creative
engagement)

Discontinue antidepressants and
institute SPPEICE (e.g.
individualized pleasant activity
schedule, individual
psychotherapy)

Optimize appropriate
antidepressant treatment based
on APA Practice Guidelines for
treatment of major depressive
disorders

Comprehensive psychiatric
evaluation (CPE) to accurately
differentiate depression from
delirium

High index of suspicion for
medication-induced delirium
(especially medications on Beers
list)
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Table 1.1 (cont)

Psychiatric Disorder (Point
Prevalence [%])

Depression due to undertreated
chronic pain (5-15)

Psychotic symptoms due to
MNCD and/or due to
a general medical condition
or to medication (5-15)

Schizophrenia, bipolar disorder,
and schizoaffective disorders
(0-5)

Anxiety disorders (5-10)

Post-traumatic stress disorder
and other trauma-related
disorders (0-5)

Substance use disorder
(addiction) and misuse of
medications (2-10)

Mild to moderate agitation and
aggressive behaviors,
including resident-to-resident

Key Concerns and Common
Examples of Psychiatric
Mistreatment or Undertreatment

Underuse of nondrug approaches
to manage chronic pain
Underuse of antidepressant to
treat chronic pain

Inadequate work-up to clarify
etiology of psychotic symptoms
Overuse of antipsychotics for
management

Failure to recognize psychosis
triggering severe agitation

Suboptimal psychotropic
medication therapy leading to
poor symptom control and high
frequency of adverse effects
Inadequate staff knowledge
about the illness leading to
countertherapeutic approach

Overuse of benzodiazepines for
management

Inadequate use of relaxation,
mindfulness-based, and
distraction strategies

Underdiagnosis of PTSD and
related disorders
Suboptimal PMT

Overuse of benzodiazepines and
opioids in this population

Many staff see these problems as
character flaws

Under-recognition by staff that
these behaviors usually are
a reaction to one or more unmet

12:10:54,
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Evidence-Based Approaches
and Therapeutic Pearls

- Educate staff regarding nondrug
approaches to manage chronic
pain (e.g. relaxation strategies,
cognitive strategies, hot and cold
compresses, physical therapy,
music, distraction)

— Improve use of appropriate
antidepressants to treat chronic
pain

- CPE to clarify etiology of psychotic
symptoms and institute
appropriate treatment

— Implement SPPEICE and limit use
of antipsychotics for severe
symptoms

— Use antipsychotics judiciously and
promptly when necessary

- Optimize appropriate
psychotropic medication therapy
(PMT) for improved control of
symptoms and lowered adverse
effects

- Educate and train staff

- Minimize use of benzodiazepines
and replace them with safer
approaches when appropriate
(e.g. antidepressants, buspirone)

— Case-based staff education and
training regarding relaxation and
distraction strategies they can
help resident use

- Routine screening for PTSD and
other trauma-related disorders
among residents who have
persistent anxiety, depressive
symptoms, and/or resistance to
care

- Optimize appropriate PMT

— Taper and discontinue
benzodiazepines and opioids and
replace them with safer
alternatives and SPPEICE

- Case-based staff education

- Educate and train staff (e.g. train
with Bathing without a Battle DVD)
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Table 1.1 (cont)

Psychiatric Disorder (Point
Prevalence [%])

aggression and sexually
inappropriate behavior in the
context of MNCD (10-30)

Severe and persistent agitation
and aggressive behaviors in
the context of MNCD (5-10)

Sleep disorders (5-15)

Personality disorders and
personality change due to
a neurological condition
(1-10)

Psychiatric symptoms due to
use of psychotropic
medication (5-15)

Psychiatric symptoms due to
inappropriate use of
nonpsychotropic medication
(5-15)

Difficulty recognizing need for
palliative and end-of-life care,
especially for residents who
have advanced MNCD

APA: American Psychiatric Association

Key Concerns and Common
Examples of Psychiatric
Mistreatment or Undertreatment

needs (e.g. experiences and
perspectives of residents being
heard and understood, boredom,
loneliness, pain, constipation)
Inappropriate use of PMT

Undertreatment of multiple
reversible factors contributing to
these behaviors

Inappropriate and suboptimal
PMT

Inappropriate use of hypnotics
Underuse of nondrug approaches

Inadequate staff knowledge
leading to countertherapeutic
interactions with the resident
Staff stress and burnout while
caring for these residents

Apathy, anxiety, insomnia due to
antidepressants and/or
antipsychotics

Cognitive impairment due to
anticholinergic effects of many
commonly used psychotropic
medications (e.g. amitriptyline,
paroxetine)

Steroid- and opioid-induced
mood, cognitive and psychotic
symptoms

Psychotic symptoms and impulse
control problems due to
dopaminergic therapy used to
treat Parkinson’s disease and
Parkinsonism

Futile and burdensome care for
residents in last phase of life,
causing further decline in quality
of life

Inappropriate/suboptimal PMT for
treatment of depression,
agitation, and pain

Evidence-Based Approaches
and Therapeutic Pearls

and institute SPPEICE to better
meet resident’s needs
Taper and discontinue PMT

Identify and treat reversible
contributing causes of these
behaviors (e.g. pain,
countertherapeutic staff
approach)

Optimize appropriate PMT

Discontinue inappropriate
hypnotics and optimize use of
appropriate hypnotics

Institute sleep hygiene and other
nondrug approaches

Case-based staff education and
training and institute SPPEICE
Support and guide staff, educate
and train staff in mindfulness-
based strategies to prevent
burnout

Taper and discontinue offending
medications

Minimize use of psychotropic
medications that have
anticholinergic activity

Educate staff and primary care
clinician and taper and
discontinue steroids as soon as is
feasible

Educate staff and primary care
clinician and reduce
dopaminergic therapy whenever
feasible

Institute palliative and hospice
care that is in keeping with
resident’s values and wishes
Optimal appropriate PMT to treat
depression, agitation, and pain
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Table 1.2 Prevalence of Use of Common Psychoactive Medications in Long-Term Care Populations and Risks Associated with

Their Use

Psychoactive Medications (commonly
used) (Point Prevalence)

Antipsychotics (e.g. risperidone, haloperidol,
olanzapine, quetiapine, aripiprazole,
ziprasidone, paliperidone, iloperidone,
lurasidone, brexpiprazole, asenapine,
cariprazine) (5-20)

Antidepressants (e.g. citalopram,
escitalopram, sertraline, mirtazapine,
duloxetine, venlafaxine, paroxetine,
trazodone, desvenlafaxine, vilazodone,
vortioxetine, levomilnacipran) (10-30)

Benzodiazepines (e.g. lorazepam, alprazolam,
diazepam, clonazepam) (5-20)

Opioids (e.g. hydrocodone, oxycodone) and
tramadol (10-40)

Anticonvulsants (e.g. valproate, gabapentin)
(5-15)

Hypnotics (e.g. zolpidem, zaleplon, Falls
eszopiclone) (5-20)

residents’ quality of life, disability, mortality, care
needs, and cost of care.

MNCD and delirium are two of the most common
neurocognitive disorders seen among LTC residents.
Behavioral and psychological symptoms of MNCD
are the most common reason for psychiatric consulta-
tion. Between 70 and 90 percent of all people who
have MNCD eventually develop one or more clinically
significant behavioral and psychological symptoms.
The lifetime prevalence of delirium (or acute confu-
sional state) among LTC residents is more than
50 percent. LTC residents who are transferred to
a LTC facility from a hospital have a high point pre-
valence of delirium (20-50 percent), especially after
surgery to repair a hip fracture (American Geriatrics
Society 2012).

Depression (both mild and moderate to severe) is
the second category of psychiatric disorder prevalent
in LTC populations. Moderate to severe depression
among LTC residents occurs in 6-10 percent of the
population with MNCD and 20-25 percent of those
without MNCD, and 4.3 percent of residents develop
new-onset depression within one year of admission to
a LTC facility (Hui and Sultzer 2013). Mild depression
is even more prevalent, and more than 20 percent of
residents may have mild depression escalate to
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Key Serious Adverse Risks
for Physical Health

Decline in ADLs, falls,
increased mortality and
stroke risk among residents
who have MNCD,
drug-induced Parkinsonism

Falls, risk of bleeding if used
concomitantly with blood
thinners (e.g. NSAIDs,
aspirin, clopidrogel,
warfarin), hyponatremia

Falls, decline in ADLs

Falls, decline in ADLs

Falls, decline in ADLs

Key Serious Adverse Risks
for Mental Health

Cognitive slowing, apathy,
restlessness, dysphoria

Apathy, insomnia, agitation

Cognitive impairment, delirium,
daytime sleepiness, dependence

Cognitive impairment, daytime
sleepiness, delirium, dependence

Daytime sleepiness, delirium

Daytime sleepiness, dependence

moderate to severe depression within one vyear.
More than one-third of newly admitted residents
may develop depressive symptoms by day 14, and
the majority of these (66 percent) will continue to
experience depressive symptoms on day 60. Less
than half of the residents who do not improve have
changes in their treatment. More than half of the
residents who have moderate to severe depression
continue to have moderate to severe depression, and
almost one-third of those who have mild depression
still have mild depression one year later. Thus, depres-
sion is undertreated in LTC populations. Although we
have made strides in recognizing depression in LTC
populations, it is under-recognized in many sub-
groups, especially among the oldest residents and
residents who have neurocognitive impairment.
Psychotic disorders affect 5-15 percent of LTC
residents, compared with 2-5 percent of community-
dwelling older adults. More than 40 percent of resi-
dents who have MNCD due to probable Alzheimer’s
disease (AD) have some form of psychotic symptoms
(e.g. delusion, hallucination) at some point during the
course of that illness. The lifetime prevalence of psy-
chotic symptoms in MNCD with Lewy bodies and
with Parkinson’s disease is even higher, reaching
90 percent. The prevalence of severe and persistent
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mental illness (e.g. schizophrenia, schizoaffective dis-
order, bipolar disorder, recurrent major depression,
post-traumatic stress disorder) ranges from 0.2 to
2.5 percent in LTC. Older persons who have schizo-
phrenia or schizoaffective disorder make up the
majority of these residents, although among veterans
of war, post-traumatic stress disorder (PTSD) also
makes up a substantial proportion.

Insomnia as a symptom and sleep disorders are
prevalent in LTC populations and are associated with
inappropriate use of hypnotics and other inappropri-
ate and potentially dangerous pharmacological agents
(e.g. sedating atypical antipsychotics, such as quetia-
pine) and inadequate use of sleep hygiene and other
nondrug approaches (Gindin et al. 2014).

Resident-to-resident aggression is ubiquitous in
LTC. Self-injurious behaviors (e.g. pinching or
scratching oneself, banging one’s fist against an
object) are often seen among residents who are
immobile. Sexually inappropriate behaviors are also
common in LTC populations, especially among male
residents who have frontal lobe damage or cerebro-
vascular disease.

The prevalence of psychotropic medication use is
high in LTC populations (Jacquin-Piques et al. 2015;
Vasudev et al. 2015; Wei et al. 2014). (See Table 1.2.)
The point prevalence of the use of two antidepressants
is high (5-15 percent) and of two or more psycho-
tropic medications is even higher (15-30 percent).
The use of antipsychotics especially is worrying
because of the significant risk of stroke and mortality
associated with its use by individuals who have
MNCD. On average, more than 10 percent of LTC
residents are taking an antipsychotic at any given
time; additionally, more than half are receiving an
antipsychotic at a dose exceeding the maximum
level, are receiving duplicative therapy, and/or have
inappropriate indications. More than 25 percent of
residents who have dementia and spend more than
100 days in a LTC facility are prescribed an antipsy-
chotic. Antipsychotics and hypnotics are often pre-
scribed in the hospital, and these medications are
continued after admission to a LTC facility, espe-
cially when staffing levels are low. In addition, there
are considerable gaps between the psychotropic
medications that clinical evidence recommends and
the psychotropic medications that clinical practice
delivers. The use of antidepressants and antipsycho-
tics by LTC residents who have MNCD has risen
dramatically, and these medications are primarily
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administered to manage behavioral and psychologi-
cal symptoms associated with MNCD.

The proportion of LTC residents who have serious
behavioral problems (especially aggressive behavior
toward staff and/or other residents) ranges from 30
to 50 percent and typically is part of behavioral symp-
toms accompanying MNCD.

Psychosocial and Medical Complexity

of Long-Term Care Residents

In demographics, residents of LTC facilities are typi-
cally older than 75, and female residents are older than
male residents (mean age 83 versus 76) (Rosenblatt and
Samus 2011). The majority are women (70 percent),
and more than 40 percent of all residents are 85 years
of age or older (Erol, Brooker, and Peel 2015;
Commission on Long-Term Care 2013). Most resi-
dents are not living with a marital partner, and more
than 50 percent are widowed. More than 50 percent
of admissions to LTC are unplanned and/or the
resident has not been involved in the decision.
Most LTC facilities are located in a metropolitan
area, where mental health professionals are more
available than in rural areas. Admission to LTC is
strongly associated with age and the presence of
advanced MNCD, even after adjusting for disability
(Brodaty et al. 2014). The majority of LTC residents
have multiple treatable comorbid physical health
problems that are often undertreated (Table 1.3).
At least one in five residents needs assistance with
three to four ADLs. Additionally, the functional sta-
tus of most residents usually declines with time.
Physical health conditions are typically in
advanced stages and more disabling among LTC
populations than among community-dwelling age-
and gender-matched adults (Table 1.4) (Rosenblatt
and Samus 2011). Almost 80 percent of the patients
hospitalized for a stroke and 65 percent of the
patients hospitalized for a hip fracture are dis-
charged to skilled nursing facilities for rehabilitation
services. The psychosocial well-being of LTC resi-
dents is also significantly influenced by comorbid
physical conditions. Sensory deficit, urinary tract
infection, dehydration, constipation, musculoskele-
tal pain, electrolyte imbalance, falls, and the mood-
and mind-altering effects of commonly prescribed
drugs are some of the most common treatable phy-
sical conditions encountered among LTC populations.
Significant hearing impairment and vision impairment
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Table 1.3 Common Untreated or Undercorrected Physical Health Problems among Long-Term Care Residents Who Have Psychiatric

Disorders

Physical Health Problem

Hearing deficit 20-50
Vision deficit 10-30
Pain (acute, acute over chronic, chronic) 10-25
Constipation 20-60
Dehydration 5-15
Urinary incontinence 5-20
Pressure ulcer 5-20
Moderate to severe obesity 15-30
Inappropriate medication 10-50
Frailty 20-40
Malnutrition (including vitamin deficiency, 30-60
especially vitamins By, and D)
Obstructive sleep apnea 5-15
Hypoglycemic episodes due to 5-10
overtreatment of diabetes
Hyponatremia 5-10
Under- or overcorrection of hypothyroidism 5-10

are underdetected in a substantial number of LTC
residents, especially residents who have MNCD
(Koch et al. 2005). Arthritis and osteoporosis are also
often undetected and undertreated. Frequently, the
work-up for infection is inadequate, and in 25-75
percent of the cases, the antibiotic chosen is inap-
propriate. Asymptomatic bacteriuria and pyuria are
often inappropriately treated with antibiotics.

A substantial proportion of LTC residents are
being prescribed medications that are inappropriate
and are responsible for considerable excess physical
and mental health morbidity (American Geriatrics
Society 2015; Kotlyar et al. 2011). Routine use of
opioids to manage chronic noncancer pain is com-
mon among LTC residents (point prevalence 20-40
percent) and as-needed use of opioids for chronic
noncancer pain management is even higher (40-70
percent). The use of multiple opioid medications is
also prevalent (5-15 percent). Opioid use to manage
chronic noncancer pain is often inappropriate and
carries substantial risks of delirium, falls, daytime
sedation, decline in ADLs, irritability, severe consti-
pation, and memory impairment. Use of more than
one drug with significant anticholinergic activity is
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Point Prevalence (%)

Key Mental Health Concern Associated
with the Physical Health Problem

Depression or paranoia

Depression, visual hallucination or illusion

Depression, agitation, aggression

Depression, agitation, aggression,
delirium

Depression, fatigue, delirium

Agitation, aggression

Depression, agitation

Depression, anxiety, sleep disturbance

Cognitive impairment, agitation

Cognitive impairment, depression

Depression, agitation, cognitive
impairment

Cognitive impairment, insomnia

Anxiety, cognitive impairment, delirium

Cognitive impairment, agitation

Depression, anxiety, agitation, insomnia

also high (point prevalence 30-60 percent) and carries
risks of memory impairment, delirium, and falls.

Nearly 25 percent of older adults will spend some
time in a nursing facility, typically for rehabilitation
after a hospitalization (Sanford et al. 2015). The
majority will subsequently return home, but a signifi-
cant number (5-7 percent) are likely to require con-
tinued care in a LTC facility. Many LTC residents
develop acute physical health problems requiring hos-
pitalization and typically return to the LTC facility for
rehabilitation. Delirium and depression are even
more prevalent among residents receiving rehabilita-
tion than among LTC residents (Hui and Sultzer
2013).

More than 20 percent of older adults die in LTC
facilities (Institute of Medicine 2014; Teno et al.
2013). Palliative and end-of-life care for LTC resi-
dents is inadequate, and many residents spend their
last days or weeks in substantial suffering due to
poorly managed agitation, depression, and/or pain.
LTC facilities must be able to provide excellent pallia-
tive and end-of-life care for all residents, and addres-
sing mental health is an essential component of such
care (Desai and Grossberg 2011).
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Table 1.4 Common Advanced Physical Health Problems among Long-Term Care Residents and Associated Mental Health Concerns

Common Advanced Physical Health Problem
(point prevalence)

Cerebrovascular accident(s) (10-30)

Coronary heart disease (20-40)

Heart disease with prolonged QTc interval
Congestive heart failure (10-30)

Chronic obstructive pulmonary disease (10-30)
Stage 4 or higher chronic kidney disease (10-30)
Morbid obesity (10-20)

Obstructive sleep apnea (5-20)
Diabetes (10-30)

Hip fracture(s) (10-20)
Epilepsy (5-15)

Key Associated Mental
Health Concern

Cognitive impairment,
depression

Depression

Depression

Depression

Anxiety, depression
Depression, chronic pain

Depression

Depression, insomnia

Depression, cognitive
impairment

Depression, chronic pain

Cognitive impairment,
depression

Key Commonly Used
Psychotropic Medication to
Avoid or Use with Extra Caution

Antipsychotics

Tricyclic antidepressants
Citalopram, ziprasidone
Tricyclic antidepressants
Benzodiazepines
Lithium, gabapentin

Olanzapine, quetiapine, valproate,
mirtazapine

Benzodiazepines
Olanzapine, quetiapine

Benzodiazepines

Bupropion

Family caregivers’ reasons for admitting someone
to a LTC facility include the resident’s MNCD-related
behavior (most common); the caregivers’ health; and
the resident’s incontinence, need for more skilled
care, and need for more assistance (Balestreri,
Grossberg, and Grossberg 2000; Brodaty et al. 2014).
These factors are usually evident in the year before
admission. The number of people who have MNCD is
increasing, and physicians have recommended that
they move into a LTC facility for one or more of the
following reasons: safety (administration of medica-
tions, regular intake of meals, safe wandering areas),
medical problems (incontinence), and psychosocial
issues (socialization to address loneliness, meaningful
activities to address boredom, insomnia, and agita-
tion). Many other older adults move to a LTC facility
because of frailty, a stroke, or other serious medical
condition.

Most LTC facilities are not designed to allow plenty
of natural light to come in, nor do they have safe areas
for wandering. Excessive nighttime noise, poor lighting,
and limited exposure to plants and nature pose signifi-
cant harm to residents’ emotional and spiritual well-
being. Most LTC staff members do not have adequate
education and training in understanding and managing
behavioral and psychological symptoms associated with
MNCD, nor do they receive adequate support from
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administrative leadership. Stress and burnout are ubi-
quitous among LTC staff, and staff turnover in LTC is
among the highest in all health care institutions. This is
primarily because staff members are often underpaid,
overworked, and underappreciated.

Given the complexity and frailty of LTC residents
and the enormous psychosocial and environmental
issues, meeting the mental health needs of these resi-
dents presents enormous challenges for the already
strained LTC health systems.

Evidence-Based Psychiatric
Approaches

Our health care system is currently failing to meet
the mental health needs of LTC populations
(Institute of Medicine 2014; Prince, Prina, and
Guerchet 2013; World Health Organization 2015).
Primary reasons for this are underdetection, under-
treatment, and mistreatment of psychiatric disorders
(Desai and Grossberg 2017). This is happening
despite increasing evidence from randomized-
controlled trials and outcomes from real-life treat-
ment that residents who receive appropriate treat-
ment for psychiatric disorders have improved daily
functioning and quality of life (American Geriatrics
Society 2011; Cummings et al. 2015; Kales, Gitlin,
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and Lyketsos 2014; Kopke et al. 2012; Porteinsson
et al. 2014; Poudel et al. 2015; Testad et al. 2014;
Mulsant and Pollock 2015). (See Tables 1.1, 1.5,
and 1.6.) Strength-based, personalized, psychosocial
sensory spiritual environmental initiatives and crea-
tive engagement (SPPEICE) are sufficient to treat
mild to moderately severe mental health problems,
and judicious use of evidence-based psychotropic
medication may be necessary in addition for severe
mental health problems and for chronic mental ill-
ness (Kales, Gitlin, and Lyketsos 2014). It is time we
champion changes in mental health care services so
that LTC facilities can provide integrated care that
uses evidence-based psychiatric approaches to pre-
vent and treat psychiatric disorders with close colla-
boration between the primary care team and mental
health professionals.

Making a Case for Routine Availability
of High-Quality Comprehensive
On-Site Mental Health Services

LTC populations must be able to receive excellent
mental health care as an integral part of overall care
(Desai and Grossberg 2017; Streim 2015). Primary
care clinicians often find the diagnosis and manage-
ment of psychiatric disorders in LTC populations
daunting even with all the practice guidelines avail-
able from various organizations regarding evidence-
based psychiatric approaches (American Geriatrics
Society 2011; Canadian Coalition for Seniors’ Mental
Health 2014). This is not surprising, given the com-
plexity of psychiatric disorders among residents who
are already severely compromised by advanced phy-
sical health problems, cognitive deficits, sensory def-
icits, and limitations in performing ADLs. Hence, the
availability of a team of mental health professionals
who have expertise to provide such complex care is
essential. Additionally, psychiatric mismanagement is
prevalent and often catastrophic for residents and
medico-legally expensive for the facility. (See
Table 1.1.) Input from mental health professionals
who have expertise in LTC psychiatry often changes
understanding of the resident’s emotional distress,
mental health diagnosis, treatment, and outcome
(Poudel et al. 2015; Desai and Grossberg 2017;
Streim 2015). Psychiatric disorders are often chronic
and disabling, and on-site mental health professional
services can improve care. Last but not least, residents
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and family members might insist that residents
deserve treatment on site by experts in the condition
because of the considerable burdens posed by trans-
portation of severely disabled and frail residents to an
outpatient mental health clinic. Hence, on-site avail-
ability of mental health professionals who have exper-
tise in LTC psychiatry is essential to meet the mental
health needs of vulnerable LTC populations.

Mental health professionals include geriatric psy-
chiatrists, adult psychiatrists, psychiatric nurse prac-
titioners and psychiatric physician assistants,
neuropsychologists, gerontologists, psychologists,
and social workers. See Box 1.1 for common reasons
for seeking help from a mental health professional
who has expertise in LTC psychiatry. Only geriatric
psychiatrists receive comprehensive training in LTC
psychiatry. Other mental health professionals need
to have training in LTC psychiatry before working
in LTC.

Residents in LTC facilities live with each other in
close settings 24 hours a day, seven days a week. They
have their own rooms (often shared with another
resident) but come together for meals, socializing,
activities, and entertainment. These are small, intense
communities, and LTC staft will need to manage the
associated conflicts and disputes by conflict resolution
in order to maintain the residents’ autonomy yet keep
control of the situation. Mental health professionals
can guide LTC staff in creative ways of addressing
conflict (between residents, between resident and
family, and between resident/family and staff) to pre-
vent unnecessary or excessive emotional distress of
residents and staff burnout. This is especially impor-
tant in conflict situations involving residents who
have personality disorder.

It is not uncommon to find a married couple
residing in a facility, and this situation comes with
its unique set of psychosocial challenges. Typically,
one spouse is cognitively impaired and the other is
healthier but has chosen to live in the facility so as to
continue to live with the spouse. For the cognitively
impaired spouse, psychosocial approaches focus on
how to prevent further decline, and for the healthier
spouse, professional caregivers should help the person
cope with loss, grief, stress, and situational depres-
sion. Mental health professionals can guide LTC staff
in the prevention of mental health problems between
spouses living in LTC.

The psychosocial well-being of many LTC resi-
dents depends considerably on the well-being of

12:10:54, 9



Comprehensive Mental Health Services

BOX 1.1 Mental Health Team Members and Key Reasons for Seeking Their Help

Mental Health Team Member

Psychiatrist

Key Reasons for Seeking Help

Assess and manage risk for suicide

Assess and manage risk for violence

Consult regarding psychiatric emergencies

Assess and manage psychiatric symptoms*

Assess capacity to make health care decisions

Assess need for palliative care

Consult regarding optimizing brain function

Educate and train staff**

Guide facility leadership toward person-centered care (PCC) culture
Consult for gradual dose reduction of psychotropic medication (PM)
Consult for addressing high-risk PMT

Consult for reducing use of antipsychotic medication

Design programs to diminish caregiver burnout

Neuropsychologist

Clarify severity and etiology of cognitive decline

Assess capacity to make health care decisions
Consult regarding optimizing brain function

Gerontologist/psychologist

Provide individual psychotherapy

Provide group psychotherapy
Aid staff-resident conflict resolution

Educate and train staff

Design programs to diminish caregiver burnout

Social worker

Provide individual psychotherapy

Provide family therapy and conflict resolution
Provide group psychotherapy
Aid staff-resident conflict resolution

Educate and train staff

Design programs to diminish caregiver burnout

Psychiatric nurse

Educate and train staff

Teach relaxation strategies to residents and staff
Design programs to diminish caregiver burnout

* Psychiatric symptoms include but are not limited to the following: cognitive decline, depression, anxiety, insomnia, hypersomnia,
psychotic symptoms, suicidal ideas, self-harmful behavior, homicidal ideas, agitation, verbal and/or physical aggression, sexually

inappropriate behavior, addiction problems, and pain.

** Topics for staff education and training include: importance of validating residents’ experiences and inquiring about and routinely
incorporating their perspectives into care plans; psychosocial environmental approaches to manage behavioral symptoms of
MNCD; nondrug management of pain; nondrug management of sexually inappropriate behavior; sleep hygiene and other
nondrug approaches for management of insomnia/sleep disorder; relaxation strategies, mindfulness-based approaches; mon-
itoring adverse effects of PMT; Beers list of drugs that are inappropriate for LTC populations; assessment of risk for suicide;
assessment of risk for violence; strategies to de-escalate resident aggression and prevent resident-to-resident aggression.

family and professional caregivers. Family members
(especially a spouse) may not be able to spend enough
time with the resident, adding to the resident’s losses.
Family members may themselves be stressed, experi-
ence guilt and anxiety, and be depressed. These nega-
tive emotions can have a negative effect on the
resident, either directly (e.g. resident feels guilty and
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feels a burden) or indirectly (e.g. family spends less
time with the resident). Many family caregivers con-
tinue to carry a substantial burden of caregiving even
after the loved one enters LTC. Caring for a loved one
who resides in an LTC facility can be rewarding, but
also overwhelming at times. Factors that are stressful
for family caregivers of LTC residents are different in
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many ways from those for family caregivers of
older adults living in the community. The job of
LTC staff is also uniquely challenging and stressful,
due to their daily exposure to verbal and physical
aggression, the burden of caring for many resi-
dents, and low salary. Nursing assistants in LTC
facilities - who often experience harassment,
threats, and assaults from residents — have the
highest incidence of workplace assault of all work-
ers. A substantial proportion (60-80 percent) of
aggressive incidents in LTC facilities go unre-
ported. One of the major problems adversely affect-
ing emotional and spiritual well-being for LTC
residents is the high rate of staff turnover. Hence,
the emotional well-being of family and LTC staff
needs to be routinely inquired into and addressed,
along with the psychosocial well-being of residents.
This goal creates not only challenges for those work-
ing in LTC but also opportunities to enhance the
quality of life for both residents and caregivers.
Mental health professionals are in a unique position
to understand all these complex determinants of resi-
dents’ psychosocial and spiritual well-being and have
the skills and expertise to address them. Additionally,
mental health professionals are best equipped to
design and participate in programs to diminish work-
place triggers for burnout among caregivers in LTC
facilities.

Residents’ emotional and spiritual well-being also
depends to a considerable extent on their functional
abilities and medical comorbidity. Improving or
maintaining function, or slowing functional decline,
rather than curing disease, is the major goal for LTC
residents. Untreated medical comorbidity often man-
ifests in behavioral and psychological symptoms, con-
tributes to decreased psychosocial functional capacity,
and interferes with the resident’s ability to age in
place (Morley 2012). Mental health professionals
are in an ideal position to help the primary care
team differentiate behavioral and psychological
symptoms due to untreated medical comorbidity
from those related to environmental stressors and/
or psychiatric disorder.

Trends in the Characteristics

of Long-Term Care Residents

Over the past 20 years, financing changes, policy
changes, and innovation in the private sector and
the government have fundamentally altered the
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system of LTC supports. Today’s LTC residents are
much sicker, have more disabilities, and have shorter
life expectancy than those admitted just 10 years ago.
The number of residents in LTC facilities who use
a wheelchair or who have contracture has increased
over the last 10 years and is expected to continue to
increase. So have rates of moderate to severe obesity.
However, the single characteristic that evidences the
greatest shift is the increasing prevalence of residents
who have MNCDs with secondary behavioral and
psychological issues and the notion that LTC facilities
are becoming like psychiatric hospitals. This is in
addition to the growing use of psychotropic medica-
tions in LTC populations. This is alarming, as the
majority of psychotropic medication prescribed for
LTC residents is not evidence-based, is often inap-
propriate, and causes more harm than good, espe-
cially for residents who have MNCD. The number of
residents who have MNCD has also dramatically
increased in the last two decades, primarily due to
an increase in the prevalence of MNCD in older adults
in general. Ostomy care has also risen significantly in
LTC, as has bowel and bladder incontinence. The
number of dedicated long-term beds has increased
for dialysis, MNCD (“memory care”), and ventilator
needs. The gender ratio has risen toward more women
residents than men (3 to 1 currently), although there
is a growing number of men in LTC and they adapt
differently from women.

The population of middle-aged adults who have
advanced MNCD (especially related to stroke, trau-
matic brain injury, chronic traumatic encephalopa-
thy, Huntington’s disease, multiple sclerosis, alcohol-
related MNCD) needing LTC has slowly increased to
more than 15 percent in the last decade and is
expected to continue to rise in the next decade. In
contrast, the use of LTC by the oldest old, those age 85
or older, declined sharply over the last decade.
Possible reasons include more government-supported
home-based services for disabled older adults, new and
cheaper alternatives to traditional LTC, less disability,
improved financial resources of the oldest old (espe-
cially long-term care insurance), and alterations in the
patterns of LTC.

The newest trend is for couples to become resi-
dents of LTC facilities when one spouse’s health has
been compromised and the other spouse can no
longer provide the needed care. Some of these couples
have been married for 40, 50, or more years and have
never been without each other.
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LTC populations and their health care providers
are changing in race and ethnicity (increase in ethnic
minority elders) and sexual orientation (increase in
residents self-identifying as belonging to the LGBTQ
community) (American Geriatrics Society Ethics
Committee 2015; World Health Organization 2015).
The first step is to recognize that the cultures of both
the resident and the health care provider influence
clinical care. Additionally, psychosocial needs of
these minority groups are considerably different
from those of others.

While the number of LTC residents will invariably
increase as a result of the aging of the population in
general, the use rate of LTC facilities (especially nur-
sing homes, but also assisted living) may continue to
decline as innovative strategies are implemented to
keep the elderly disabled population at home, corre-
sponding with development of naturally occurring
retirement communities (NORCs) and continuing
care retirement communities (CCRCs). This means
that the need for mental health professionals who
have expertise in LTC psychiatry to meet the needs
of older adults receiving LTC at home will also
increase and may need to be met in innovative ways
(e.g. telepsychiatry).

With longevity increasing, a growing emphasis on
strategies to promote healthy aging, and an exponen-
tial growth in medical advances, the identity of LTC
has changed and will continue to change. The current
population shift is undoubtedly not the Ilast.
Population and its driving forces are not static, and
the skills of health care providers should not be,
either. More residents will be divorced, have stepchil-
dren, come from different cultural backgrounds, and
believe in active aging. Also, the children and spouses
of residents may be more active, assertive, and
involved, want to micromanage, and be more vigilant.
There may be more choices and more frequent
changes in LTC due to family dissatisfaction.

Health care professionals working in LT'C need to
keep pace with all these changes in LTC populations,
understand the unique psychosocial needs of various
populations, and ensure that the care delivered is
culturally sensitive.

Priorities for Future Research
and Funding Mental Health Services

The residents’ characteristics (acuity, prevalence of
MNCD, etc.) and the services provided vary
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considerably from one LTC facility to another,
from one region to another, and from one country
to another. On the whole, LTC facilities are more
different than similar. Thus, across all community
and facility settings, more consistency is needed in
the information collected on the characteristics of
the settings and the services offered, as well as
on the characteristics of residents, so that analyses
(big data research analytics) can identify factors
associated with the choice of setting, transitions
between settings, and outcomes. Increased funding
for research to investigate which mental health
services are most effective in improving outcomes
cost effectively is needed. Future research needs to
include input from residents, their family, and
LTC staft into the study design and seek their
experiences and perspectives to better understand
and meet residents’ psychological and social
needs. For mental health professionals, training
in long-term care psychiatry should be standar-
dized and scaled up. Government and private
payers and LTC facilities should cover the com-
prehensive mental health services that integrate
mental health, physical health, and social services
for residents. Professional organizations and aca-
demic institutions should establish standards of
practice that payers and LTC facilities can adopt.
Government should fund health care innovation
awards specifically geared toward mental health
care in LTC populations. If successful innovative
models are identified, we will then have the ability
to extend or expand them. Such broad-based
approaches are vital to overcoming three key bar-
riers to LTC residents receiving consistent, high-
quality mental health care: physicians’ dearth of
training in LTC psychiatry, inadequate reimbur-
sement for mental health care in LTC popula-
tions, and a definition of mental health care that
does not include prevention and limits its use
until residents develop severe mental health pro-
blems. See Table 1.7 for a list of evidence-based
mental health prevention and wellness strategies
for LTC residents (Livingston et al. 2014; Streim
2015; Desai and Grossberg 2017). It is time medi-
cine’s successes in prevention, chronic disease man-
agement, and palliative care for LTC residents is
extended to include comprehensive high-quality
mental health care for prevention, psychosocial and
spiritual wellness, and optimal management of psy-
chiatric disorders.
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Table 1.5 Examples of Individualized Strength-Based Psychosocial Environmental Approaches

Therapeutic Approach (professional
delivering the approach)

Individual psychotherapy (licensed therapist)
Group psychotherapy (licensed therapist)

Individualized pleasant activity schedule
(facility staff with guidance by mental
health professional)

Bright light therapy (nursing staff with
education and guidance by mental health
professional)

TimeSlips (www.timeslips.org) (facility staff
trained in TimeSlips)

Cognitive Stimulation Therapy (CST)
(www.cstdementia.com) (facility staff
trained in CST)

Music therapy (music therapist) and
music-based activities (recreational
therapist, nursing staff)

Drawing, coloring, and other art-based
activities (recreational therapist, activity
therapist, nursing staff)

Aromatherapy (recreational therapist, activity
therapist, nursing staff)

Massage therapy (nursing staff)

Pet- / animal-assisted therapy

Gardening / Eden experiment

Physical activity / Exercise program (includes
Tai Chi, yoga, walking program) (nursing
staff)

Online brain training programs (nursing staff
with guidance from mental health
professional)

Support groups (early-stage dementia, stroke)
(any LTC staff with guidance from mental
health professional)

Dignity therapy

Common Indication

—  Depression and/or anxiety
- Stress management

— Depression and/or anxiety
- Stress management

Prevent and treat boredom,
loneliness, and depression

Prevent and treat seasonal
affective disorder, insomnia,
and behavioral symptoms
associated with MNCD

Prevent and treat boredom,
loneliness, and agitation

Prevent and treat boredom,
cognitive decline, and agitation

Prevent and treat depression,
anxiety, insomnia, and
agitation

Prevent and treat depression,
anxiety, and agitation

Prevent and treat depression,
anxiety, insomnia, and agitation

Prevent and treat insomnia,
anxiety, depression, and
agitation

Prevent and treat anxiety,
depression, and agitation

Prevent and treat anxiety,
depression, and agitation

Prevent and treat depression,
anxiety, insomnia, agitation,
and chronic pain

Optimize cognitive well-being
and slow cognitive decline

Reduce emotional toll dementia/
MNCD/stroke can take on the
resident and improve
emotional well-being

Prevent and treat depression
during last phase of life

12:10:54,
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Strength of the Resident

Relatively preserved cognitive
function

Relatively preserved cognitive
function

Applicable to all residents
irrespective of level of
cognitive function

Capacity to sit in one place for
15 minutes or more at a time

Relatively good vision and
language functions

Relatively good language
functions

Relatively good auditory function

Some ability to draw and/or color

Reasonably good olfactory
function

Useful to almost all residents (extra
caution with residents who
have neuropathy and allodynia
[experience touch as pain])

Useful for all residents, especially
residents who have history of
having pets

Useful for all residents, especially
residents who have history of
engaging in gardening

Reasonably good upper and/or
lower limb movement
functions

At least some motivation and
relatively good cognitive
functioning

Willing residents

Relatively good cognitive
functioning
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Table 1.6 Evidence-Based Psychotropic Medication Therapy to Manage Commonly Occurring Psychiatric Disorders

Psychiatric Disorder

Major neurocognitive disorder
(Alzheimer's disease, Lewy
bodies, Parkinson's disease,
cerebrovascular disease)

Delirium associated with severe
agitation

Major depression

Schizophrenia and
schizoaffective disorders

Bipolar disorder

Post-traumatic stress disorder

Pseudobulbar affect

Persistent agitation and/or
aggression associated with
MNCD not responding to
SPPEICE and not due to any
treatable medical comorbidity

Panic disorder

Generalized anxiety disorder

Obsessive compulsive disorder

Insomnia disorder

Hypersomnia in residents who
have obstructive sleep apnea

First-Line Psychotropic Medication(s)

Cholinesterase inhibitors and/or memantine

Antipsychotics per 2010 National Institute for
Health and Care Excellence (NICE)
guidelines for the prevention and
treatment of delirium

Antidepressants and, for nonresponsive or
partially responsive residents, or residents
who have psychotic symptoms, atypical
antipsychotics per 2010 APA practice
guidelines for treatment of major
depression

Atypical antipsychotics per 2010 APA
guidelines for the treatment of
schizophrenia

Valproate, lamotrigine, atypical antipsychotics
per 2013 International Society for Bipolar
Disorder guidelines for the management of
bipolar disorder

Antidepressants and prazosin per 2010
Department of Veterans Affairs, United
States guidelines for the treatment of post-
traumatic stress

Dextromethorphan and quinidine
combination (Nuedexta)

Citalopram and escitalopram per 2011
American Geriatrics Society (AGS)
guidelines for treatment of psychotic
symptoms and neuropsychiatric symptoms
of dementia in older adults

Antidepressants per the 2011 NICE guidelines
for the treatment of panic disorder

Antidepressants per the 2011 NICE guidelines
for the treatment of generalized anxiety
disorder

Antidepressants per 2013 APA guidelines for
the treatment of obsessive compulsive
disorder

Ramelteon, suvorexant

Modafinil, armodafinil

12:10:54,
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Psychotropic Alternative(s) to
Consider in Certain Situations

No other evidence-based option

Benzodiazepines to manage
severe anxiety in end-of-life
delirium

Electroconvulsive therapy (ECT)
for life-threatening depression

Typical antipsychotics in
refractory situations

Lithium in refractory situations

Low-dose atypical antipsychotics
in refractory situations

Antidepressants if Nuedexta not
tolerated, not available, or not
effective

Antipsychotics for severe and
persistent aggressive
behaviors not responding to
SPPEICE and antidepressants
per 2016 APA guidelines for
the treatment of agitation in
persons with dementia

Low-dose short-term use of
short-acting benzodiazepines

Low-dose short-term use of
short-acting benzodiazepines

Low-dose atypical antipsychotics
in refractory situations

Short-term use of trazodone

Low-dose stimulants if first-line
therapy not tolerated, not
available, or not effective
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Table 1.7 Mental Health Prevention and Wellness in Long-Term Care

Prevention and Wellness
Condition

Cognitive aging (aging-associated
changes in cognitive function)

Mild neurocognitive disorder

Adjustment disorder with
depressed mood

Recurrent major depression

Adjustment disorder with anxious
mood

Insomnia

Chronic pain

Subsyndromal delirium

Subsyndromal frailty (frequently
associated with depressed mood)

Sarcopenia (frequently associated
with depressed mood)

Boredom and loneliness

Helplessness and existential angst

Fear of falls and related refusal to
ambulate

Tobacco use disorder

Evidence-Based Strategies

Exercise program, Mediterranean diet,

online brain training programs,
discontinuation of drugs with
anticholinergic properties

Exercise program, Mediterranean diet,

online brain training programs,
discontinuation of drugs with
anticholinergic properties

Individual psychotherapy,
individualized pleasant activity
schedule

Mindfulness-based cognitive behavior

therapy
Relaxation strategies, stress

management strategies, meditation,

individual psychotherapy

Sleep hygiene, discontinuation of
medications that cause/worsen
insomnia, minimizing caffeinated
drinks

Hot and cold compress therapies,
cognitive behavior therapy,
relaxation strategies, physical
therapy, exercise program

Multicomponent approaches,

discontinuation of all unnecessary

medication

Physical therapy, strength-training
programs, nutrition therapy

Physical therapy, strength-training
programs, nutrition therapy

Continuous activities programming

Individual psychotherapy (especially
meaning-centered psychotherapy),
regular interaction with a member

of the clergy

Individual psychotherapy, relaxation
strategies

Motivational interviewing, nicotine
replacement therapy, bupropion,
varenicline
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Potential Outcome

Improve cognitive well-being

Prevent or delay progression of
cognitive decline

Prevent progression to major
depression

Prevent relapse of major
depression

Prevent progression to
generalized anxiety disorder

Prevent progression to chronic
insomnia and complication of
major depression

Prevent depression related to
suboptimal control of chronic
pain

Prevent progression to delirium

Prevent progression to frailty and
improve mood

Prevent falls and improve mood

Prevent agitation and aggression

Prevent progression to major
depression

Prevent progression to disabling
phobia and dependence on
wheelchair

Prevent development and
worsening of chronic obstructive
pulmonary disorder, lung cancer,
anxiety disorder related to
hypoxia and hypercapnia, and
neurocognitive disorder due to
cerebrovascular disease
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Table 1.7 (cont)
Prevention and Wellness
Condition

Opioid pain medication-seeking
behavior for chronic noncancer

Evidence-Based Strategies

Comprehensive psychiatric
assessment to evaluate

Potential Outcome

Prevent opioid use to manage
chronic noncancer pain

pain unrecognized depression, anxiety,
or addiction issues

Medically unexplained symptoms

Comprehensive psychiatric evaluation
and staff education regarding

Prevent unnecessary and repeated
medical testing

management of atypical depression,
anxiety, and somatoform disorders

Wish for assisted dying and/or
euthanasia

Psychiatric consultation provides insight into resi-
dents with dementia and mental illness and how to
improve their quality of life by implementing
non-pharmacological interventions before adding
medication. We have had several successful dose
reductions and completely eliminated psychotropic
medications on some residents with positive results.
Also, we are completely restraint free on our beha-
vioral care unit. Our psychiatrist provides valuable
education to staff regarding the benefits of fewer
medications and increased activity involvement
such as increased physical activity, periods of time
outside for the benefits of sunshine/bright light ther-
apy and Individual Pleasant Activity Schedule (IPAS)
to improve psychosocial wellbeing of residents.
Desert View Care Center of Buhl, Buhl, Idaho

Summary

Long-term care populations must be able to receive
excellent mental health care as an integral part of
overall care. Neglect of treatable serious psychiatric
disorders and inappropriate use of psychotropic med-
ication are seen in one in three adults receiving long-
term care and severely compromise their quality of
life. Our health care system is currently failing to meet
the mental health needs of long-term care popula-
tions. Primary reasons for this are underdetection,
undertreatment, and mistreatment of psychiatric dis-
orders. This is happening despite increasing evidence
from randomized controlled trials and outcomes
from real-life treatment that residents who receive
appropriate treatment for mental health problems
have improved daily functioning and quality of life.
Providing evidence-based mental health care is chal-
lenging for primary care teams due to the high com-
plexity of psychiatric disorders among residents who
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Palliative care, meaning-centered
psychotherapy

Prevent suicide and attempted
suicide

are already severely compromised by advanced phy-
sical health problems, sensory deficits, and limitations
in performing basic activities of daily living. Hence,
the availability of a team of mental health care profes-
sionals who have expertise to provide such complex
care is essential. Staff education and training, reduc-
tion of inappropriate use of psychotropic and other
medications, routine use of SPPEICE, and optimal use
of appropriate psychotropic and nonpsychotropic
medications are key evidence-based approaches to
prevent and treat psychiatric disorders in long-term
care populations.

Key Clinical Points

1. Treatable serious psychiatric disorders and
inappropriate use of psychotropic medication are
seen in one in three residents receiving long-term
care and severely compromise residents’ quality
of life.

2. Providing evidence-based mental health care is
challenging for the primary care team due to the
complexity of psychiatric disorders among
residents who are already severely compromised
by advanced physical health problems, sensory
deficits, and limitations in performing basic
activities of daily living.

3. Routine provision of evidence-based treatment
by a mental health care team that has expertise in
long-term care psychiatry is essential for
maintaining dignity, reducing suffering, and
improving quality of life for all residents receiving
long-term care.

4. Staff education and training, discontinuation of
inappropriate medications, strength-based,
personalized, psychosocial sensory spiritual
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environmental initiatives and creative
engagement, and optimal appropriate
psychotropic and nonpsychotropic medication
interventions are evidence-based strategies to
improve mental health and well-being in long-
term care populations.
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Process

Regular screening, comprehensive assessment, and evi-
dence-based, state-of-the-science treatment of mental
disorders are central to high-quality care for residents
in long-term care (LTC) (Canadian Coalition for
Seniors’ Mental Health 2014). A comprehensive psy-
chiatric assessment process for initial evaluation
involves a thorough history (from the resident, family,
professional caregivers, and previous records), perti-
nent physical and neurological examination, detailed
mental status examination, use of standardized assess-
ment scales, pertinent laboratory tests and/or brain
imaging if indicated, and good documentation
(American Psychiatric Association 2016). A good fol-
low-up assessment involves pertinent information
from the resident, staff, and family, focused mental
status examination, assessment of response to

Comprehensive Psychiatric Assessment

treatment, and modification of the treatment plan as
necessary. (See Figure 2.1.) The mental health profes-
sional (MHP) should ask all residents screening ques-
tions to identify abuse and uncontrolled pain (Dong
2015), and should ask at least one screening question
during each visit. (See Box 2.1.)

The initial interview focuses on gathering data to
help the MHP understand the etiology of a resident’s
behavioral, neurocognitive, and psychological symp-
toms (BNPS), arrive at an accurate diagnosis, and
formulate a treatment plan. Other equally important
goals of the assessment process are to build
a therapeutic relationship, instill hope in the resident
and/or family, restore the resident’s sense of self-
worth, emphasize strengths at the end of the inter-
view, and review past coping skills and successes

Comprehensive assessment of BNPS by a mental health professional with expertise in long-term care psychiatry
Assess the resident’s distress and screen for abuse and pain

Pertinent tests and standardized assessments as necessary in collaboration with primary care team
Assess staff stress and ability to understand BNPS

Mild to moderate symptoms
Manage with SPPEICE and Geriatric Scalpel
Provide support to staff and case-based education and guidance

Severe symptoms
Manage with SPPEICE, Geriatric Scalpel and appropriate PMT
Provide support to staff and case-based education and guidance

Follow-up assessment of BNPS in collaboration with primary care team

Assess effectiveness of interventions and any adverse effects of intervention

If response is positive (less BNPS, interventions well tolerated),
continue interventions

If no reduction in BNPS, or partial reduction or interventions not tolerated,

modify/seek alternative treatment strategies (e.g. modify elements of SPPEICE,

change to a different PMT)

Periodic reasessment of BNPS and monitoring of adverse effects of interventions

For mild to moderate symptoms and positive response, further follow up may be done by primary care team
For severe symptoms, mental health professionals should continue to be involved until there is at least 6 months of stability

If response is sustained, continue interventions and discuss with team regarding
trial of gradual dose reduction of any PMT

If BNPS treatment resistent, go back to comprehensive assessment to identify

any missed etiologies of BNPS, conduct an interdisciplinary team meeting in

collaboration with primary care team to discuss options, institute agreed upon

SPPEICE and PMT

Figure 2.1 Comprehensive assessment of BNPS by a mental health care professional with expertise in long-term care psychiatry
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BOX 2.1 Screening Questions to Assess Abuse
and Pain

Abuse
- “Is the staff treating you well?”
— “Is anyone bothering you?”
- "Are your needs being addressed?”
— “Is anyone trying to hurt you?”
- “Has anyone hurt you physically?”
- “Has anyone mistreated you?”
Pain
- “Areyou in pain?”
“Are you hurting anywhere?”
- “Do you have any aches or pains?”

(Carlat 2011; Blazer 2015). (See Box 2.2.) While the
primary reason for psychiatric consultation is to
reduce BNPS, the MHP uses this opportunity not
only to address the BNPS that triggered the assess-
ment but also to screen for potential abuse and iden-
tify excess disability (listed in Box 2.2). The MHP also
has the opportunity to address the needs of the family
and the needs and concerns of the staff. Thus, the
assessment process should incorporate the well-
being of the resident, the family, and staff.
In addition, the MHP uses each consultation as an
opportunity to educate staff on environmental (e.g.
adequate lighting of the facility) and cultural issues
(e.g. negative attitude toward aging and disability,
myths such as residents who have advanced neuro-
cognitive disorder [dementia] do not experience pain)
that commonly impose additional psychosocial stress
on residents.

Etiology of BNPS involves identifying predispos-
ing, precipitating, perpetuating, and protective factors
(Galik 2016; Galvin 2016; O’Rourke et al. 2015; Taylor
2014; Winkelman 2015). (See Box 2.3.) The MHP
should view psychiatric symptoms as an expression of
the resident’s unmet biopsychosocial-environmental
needs (listed in Box 2.3). Any of these unmet needs
could serve as predisposing, precipitating, or perpetu-
ating. For the majority of residents, BNPS are multi-
factorial. Thus, even when one factor (such as
uncontrolled pain) is identified, the MHP should look
for other contributing factors (such as depression,
inappropriate medication, untreated neurocognitive
disorder). Assessment should also seek to identify
factors that may reduce the potential for BNPS.
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BOX 2.2 Excess Disability

- Undercorrected vision or hearing impairment

- Undercorrected pain

- Untreated dementia/major neurocognitive
disorder (MNCD)

- Potentially inappropriate prescription

- Unnecessary medication (such as statin for
aresident who has advanced MNCD, aspirin for a
resident on hospice, proton pump inhibitor for
a resident who does not have gastroesophageal
reflux disease or other justifying medical
condition)

- Undercorrected medical problem (e.g. anemia,
pressure ulcer, diabetes mellitus, congestive
heart failure, obstructive sleep apnea)

- Overcorrected medical problem (e.g.
overcorrected hypothyroidism, diabetes
mellitus)

- Limited mobility

- lll-fitting dentures

(See Box 2.4.) BNPS and risk factors for BNPS are
prevalent in LTC populations, so an assessment of
BNPS should occur regularly; for example, on admis-
sion, at each quarterly review, when there is significant
change in condition, and whenever BNPS are suspected.

Improving the Resident’s Experience
of Psychosocial Assessment

For the initial and subsequent interviews and thera-
peutic sessions, we recommend finding a quiet, pri-
vate place free from distraction, including a trusted
family member or staff when possible, using the same
place for each encounter, and remaining sensitive to
the need for confidentiality. For residents receiving
individual psychotherapy, residents who are capable
of making medical decisions, and residents who wish
to be interviewed alone, the MHP may avoid includ-
ing family or staff. For many residents (such as
a resident who becomes agitated when moved to
a different place or a resident who has lost the ability
to communicate verbally), it may be appropriate for
the follow-up assessment to take place where the
resident is at the time of the visit (such as in the TV
room or in front of the nurses’ station).

For a thorough initial assessment, most residents
need far more time and patience than a typical evalua-
tion of a young adult in the office. The MHP should sit
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BOX 2.3 The Resident’s Biopsychosocial-Environmental Needs

Biological needs

Food and water

Clothing (to protect from cold, heat, sun, insects)

Comfortable positioning (in chair, in bed, etc.)

Sexual needs

Optimal vision and hearing

Freedom from physical pain

Treatment of medical conditions and medication-induced BNPS
Treatment of BNPS of MNCD

Treatment of BNPS due to pre-existing severe and persistent mental illness (schizophrenia, bipolar disorder,
other psychotic disorder)

Treatment of psychiatric symptoms due to pre-existing other psychiatric disorder (major depression [single
episode or recurrent], obsessive compulsive disorder, panic disorder, social phobia, generalized anxiety
disorder, personality disorder, etc.)

Psychosocial needs

To be treated with dignity (to be respected, honored, valued, acknowledged)
To be useful

To engage in meaningful (purposeful) activities

Freedom from boredom

Companionship

Creative expression

Spiritual expression (includes religious rituals)

To be appreciated

To be found attractive

To be liked

To be part of the community

To be able to have pets

To be able to interact with children regularly

To be close to nature

Cultural needs (language, ethnic food, ethnic clothing, celebration of ethnic festivals)

Environmental needs (physical environment and caregiving environment)

Physical environment

- Adequate natural light and artificial lighting
— Freedom from excessive noise

- Clean and well-smelling environment

- Esthetics (paintings, sculpture, well-designed architecture that addresses residents’ unique cognitive,
emotional, and spiritual needs, etc.)

- Ability to walk and wander safely

- Nature and natural surroundings

— Other safety needs (carpeting, etc.)

Caregiving environment (includes professional caregivers [staff-resident interaction], family caregivers [family-
resident interaction], residents [resident-resident interaction], and volunteers [volunteer-resident interaction])

- Caregiver is argumentative with resident or frequently corrects resident’s impaired memory
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BOX 2.3 (cont.)

— Caregiver ignores resident’s nonverbal communication (e.g. caregiver is “too busy” to realize that resident
has decreased social interaction dramatically in the last few days)
— Caregiver ignores resident’s verbal communication (e.g. staff walk past a resident who is calling out, “Help

me, help me”)

— Caregiver's expectations are beyond resident’s capacity (due to cognitive and functional deficits)
— Caregiver does the functional activity (such as bathing) that resident can do on his or her own (if given time,

props, and other help)

- Caregiver provides too much stimulation / too many activities for the resident

— Fewer supervisory staff at mealtime

- Lack of consistent care from the same caregiver (high staff turnover)

- Two residents arguing with each other

— The resident (who has severe hearing impairment) next door keeps the volume of the TV too loud
- A volunteer is becoming overly involved and excessively attached to the resident who has BNPS
— Abuse of the resident by staff, family, another resident, volunteer, or visitor

BOX 2.4 Key Factors That May Protect the
Resident from Severe BNPS

- Well-trained staff

- Adequate number of staff

- High staff satisfaction

- Low staff turnover

- Well-educated family members

- Good social support

— Planned admission to LTC facility

— Experience with adult day program before
moving to LTC facility

- Antidementia drugs for residents who
have dementia/MNCD (Alzheimer's type,
Lewy body type, MNCD due to Parkinson’s
disease)

- Small, homelike setting

- Clean environment with lots of natural light

— Path to allow safe wandering or pacing

— Person-centered care strategies (e.g. using
dementia care mapping)

- Use of technology to reduce medication error
and inappropriate prescription

- Palliative care programs

- Availability of mental health care providers who
have geriatric expertise for routine rounds and
consultation

- Continuous activity program

- Robust opportunity to socialize and interact with
peers, staff, family, and pets

— Easy access to outdoors and nature, and
opportunities for gardening
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down for the initial assessment. If the resident is being
treated for certain infections (such as infection due to
methicillin-resistant Staphylococcus aureus [MRSA]
or Clostridium difficile [C. dift]), the MHP should
avoid sitting on the resident’s bed. It is important to
try to be at the same eye level as the resident, with the
MHP’s face in clear view of the resident. The MHP
may need to repeat information and ask the resident
to verify what he or she has heard the MHP say. If the
MHP suspects an uncorrected or undercorrected
hearing or vision deficit, he or she should consider
referral to an audiologist or ophthalmologist before
the next visit. For some residents (for example, those
who become easily tired, frustrated, or agitated), it
may take two visits (either on the same day or on
separate days) to complete the initial assessment.

We recommend making sure the resident who has
vision impairment has eyeglasses and uses them, and
the resident who has hearing impairment has hearing
aids and is wearing them (adjusted properly with
batteries in working condition). The MHP should sit
close to a resident who has significant hearing impair-
ment, speak into the preferred ear, and speak in
a slow, clear voice with a low pitch. Some residents
read lips to help them understand what is being said,
so the MHP should sit where they can see the MHP’s
face. For residents who have visual impairment, ver-
bal and physical (touch) communication may be more
important than visual communication (such as facial
expression, gestures). If the MHP needs to speak
loudly, he or she should bear in mind confidentiality
and the possibility of disturbing nearby residents. A
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resident who has neurocognitive disorder may become
discouraged if the questions force the resident to
acknowledge the cognitive deficit again and again.
In such a situation, it is prudent to avoid detailed
cognitive testing, at least until rapport is established
over time. Alternatively, the MHP can ask another staff
member to perform standardized cognitive testing.

A resident who has difficulty walking may have
trouble meeting the MHP in a room far away from the
resident’s room. It may be necessary for the MHP to
arrange for staff to bring the resident in a wheelchair,
or the MHP can wheel the resident. A resident who
has chronic pain may find it difficult to sit comforta-
bly during the interview, so the MHP should offer
breaks for repositioning. A resident who needs to
use the restroom is likely to have difficulty concentrat-
ing during the interview, so the MHP should be aware
of this need as well. The MHP should also pay atten-
tion to the temperature of the interview room if it is
different from the resident’s room, as it may be war-
mer or cooler than the resident finds comfortable; this
needs to be addressed at the onset of the interview.
Providing a comfortable chair for the resident, having
a beverage available, keeping a box of tissues at hand,
and commenting on memorabilia or pictures of
family/friends in the room may enhance the resident’s
comfort level for the interview.

Changes in the body with aging can leave residents
feeling unattractive and “untouchable.” Thus, holding
a hand, touching the arm gently, rubbing the back,
commenting on nice clothes, or giving a hug may be
a rare and welcome connection for many residents,
and the MHP should integrate touch and praise into
the initial and follow-up encounters as and when
appropriate (culturally and based on the individual’s
personal characteristics). Many residents may view
mental illness as a personal defect or something
shameful and may not comply with the interview.
It might be worthwhile for the MHP to anticipate
this, have a friendly attitude, and consider sharing
something from his or her own life to gain the resi-
dent’s trust and put the resident at ease, so that the
interview can proceed. In fact, older adults may ben-
efit from (indeed, may expect) a higher degree of
personal disclosure than younger adults, especially
in the LTC setting. For a resident who is skeptical
about mental health treatment, sharing information
about the MHP’s training and experience, quoting
research and support from reputable organizations,
and requesting that the resident give the MHP
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a chance may help overcome the barrier to mental
health assessment.

Understanding the resident’s values, beliefs, inter-
actional styles, and expectations of diverse cultures is
also important for establishing therapeutic alliance.
Some other strategies to enhance the resident’s experi-
ence and the quality of the assessment include: limiting
or eliminating extraneous noise (TV/radio, trolleys),
using short simple sentences, speaking slowly and
clearly, giving time for each sentence to be understood,
writing down simple questions if hearing is severely
impaired (or using pre-printed cards with routine ques-
tions in large print), writing down simple questions if
the resident has difficulty comprehending spoken lan-
guage but not written language, pointing to objects or
people as you mention them, being literal and avoiding
the use of metaphors, breaking down commands into
a series of individual steps (task segmentation), having
staff or family members repeat questions if necessary
(especially if the MHP is from a different cultural and/
or ethnic heritage), and coming back at a later time if
the resident is agitated, eating, or sleeping.

For residents who speak limited or no English, the
MHP should include a family member or staff mem-
ber who speaks the resident’s language. The MHP
should also recognize that many cultures may lack
an understanding of neurocognitive disorders and
potential benefits of psychiatric treatment. Thus, the
MHP may need to educate the resident and/or family
members before starting the assessment process.

The Assessment Process

The assessment process includes how psychiatric con-
sultation is initiated, initial evaluation, follow-up
assessment, and documentation.

Who Initiates Psychiatric Consultation
for Residents in LTC?

Most commonly, the staff recognizes the need for
psychiatric consultation because they suspect the resi-
dent is depressed (for example, is frequently tearful,
losing weight), agitated (persistent yelling, sexually
inappropriate behavior), or aggressive (verbal and
physical aggression), and the staff is unable to manage
the behavior with psychosocial environmental
approaches. Often, the resident’s family requests
a psychiatric consultation because they suspect the
loved one is depressed or anxious, especially if the
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loved one has a past history of psychiatric illness or
there is a family history of psychiatric illness.
Occasionally, the primary care provider (PCP,
whether physician, nurse practitioner, or physician
assistant) initiates psychiatric consultation because
the resident continues to be psychiatrically ill (has
treatment-resistant depression, persistent aggression)
despite treatment with psychiatric medication or
because the PCP is reluctant to prescribe antipsycho-
tic medication due to the recent warnings by govern-
mental regulatory authorities (of increased mortality
and cerebrovascular events associated with the use of
antipsychotics). For residents in LTC facilities that
receive governmental funding, the presence of pre-
existing severe and persistent mental illness requires
evaluation by a psychiatrist. An ombudsman may
recommend psychiatric assessment if he or she sus-
pects abuse or neglect and the resident gives consent.
Any other team member (e.g. pharmacist, dietician)
may also initiate psychiatric consultation.

We recommend that managers (e.g. directors of
nursing, assistant directors of nursing, unit man-
agers) empower all staff members to initiate psychia-
tric consultation with the help of the resident’s
primary nurse. Referral to a pharmacist to review
the resident’s medications before a psychiatric con-
sultation (especially if the resident is taking several
medications) is a good practice, as the pharmacist
can play a crucial role in identifying drug-induced
neurocognitive and other psychiatric symptoms,
identifying correct dosages of psychotropic medica-
tion because of liver and/or kidney impairment,
identifying potentially inappropriate medication
(based on Beers list) (American Geriatrics Society
2015), and identifying potential adverse drug-drug
interactions between psychotropic and nonpsycho-
tropic medications. Documented consent from the
resident or surrogate health care decision-maker (or
both) for the interview to assess BNPS is a necessary
first step. A formal order from the resident’s PCP for
psychiatric consultation should be in the resident’s
record before the assessment.

Enhancing the Efficiency of “Psychiatric
Rounds” in LTC

We recommend assigning a staff person (such as
a nurse or social worker) the task of improving the
efficiency of “psychiatric rounds” by the MHP. Such
a person can be called a “mental health navigator”
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(MHN). The MHN is available for 2-6 hours during
rounds days, maintains a “mailbox” for the MHP for
staff to leave messages (a notebook for writing specific
resident concerns), and is responsible for preparing
a list of residents to be seen, involving family in the
assessment and treatment process (informing family
about the visit and results of assessment, and encoura-
ging active participation), keeping charts and docu-
mentation ready on the day of the rounds, locating
residents and having them ready when they are to be
seen (if necessary, with the help of a nursing assistant
and/or nurse), and acting as a liaison among team
members and consultants. The MHN could also
become the facility mental health expert through
“hands-on” coaching (on assessment of BNPS and
problem solving) provided by the MHP during
rounds. Larger LTC facilities may need two MHNS,
each for a certain section of the facility (e.g. one for
the LTC section and one for the skilled rehabilitation
services section). Having a second MHN also allows
psychiatric rounds to remain efficient when one MHN
is on leave. The MHN can become the MHP’s “eyes
and ears” and be able to think like the MHP and help
the facility solve problems even before the MHP does
the assessment.

In complex or treatment-resistant cases, we
recommend a “mini-huddle” in which different
team members gather for a few minutes to problem
solve, identify potential etiological factors for BNPS,
and discuss treatment strategies that have been tried
and have failed and those that need to be tried.
We recommend that the team adopt the BEST
approach during such a “huddle”: identifying the
biological, environmental, social and psychological,
and treatment-related factors contributing to con-
tinued BNPS. For example, the “mini-huddle” can
quickly identify biological factors (medications,
medical condition), environmental factors (oversti-
mulation of resident, new caregiver who needs more
training), social and psychological factors (lack of
companionship, boredom), and treatment factors
(which of the previous recommendations were car-
ried out, barriers to implementation of previous
treatment [e.g. lack of confidence of staff or family
regarding aromatherapy as an effective treatment;
over-expectation from staff or family that medica-
tion will “fix” the problem], identifying treatment
recommendations that are impractical or unsustain-
able [such as staff staying one to one with the
resident]).

12:10:59,



Comprehensive Psychiatric Assessment Process

History

Taking a thorough history is the critical first step in the
assessment process. History is obtained from family
and staff (typically the nursing assistant and the nurse
primarily assigned to the resident) most familiar with
the resident, because in many situations the resident
may not be able to give a reliable history due to neu-
rocognitive or other impairment (such as aphasia, dys-
arthria, severe hearing deficit). Consultation with
family members and significant others may be useful
in establishing a family history of psychiatric illness
(such as neurocognitive disorder, depression, psycho-
sis) and prior psychotic or affective episodes. It is also
important to assess the context in which the resident’s
psychiatric problems are arising. For example,
a resident may be agitated because of a “roommate”
problem. Although this concern needs to be addressed
specifically, it might be worthwhile inquiring whether
the resident has had difficulty interacting with others in
a constructive way in the past.

History of Present Iliness

Whether the history is obtained primarily from the
resident, the family, or a professional caregiver should
be mentioned at the start. The history of the present
illness should elicit details about the chief complaint
(description, frequency, intensity, context in which it
occurs, triggers, relieving factors), other symptoms
accompanying the chief complaint, and review of
psychiatric symptoms (anxiety, depression, psychotic,
cognitive, sleep, impulse control [aggressive, sexual],
appetite). The MHP should look for predisposing and
precipitating factors. Is excessive demand or stress
placed on the resident? Is there a balance between
sensory-stimulating and sensory-calming activities?
Is there sufficient human interaction for this particu-
lar resident?

How the resident, family, and staff rate the resi-
dent’s quality of life can give valuable insights into the
severity and nature of the problem. A poor rating by
the resident of quality of life usually indicates symp-
toms of depression, anxiety, or pain. Poor ratings by
the staff of a resident’s quality of life usually indicate
that the resident has behavioral problems.

It is important to inquire into the reason for
admission to LTC and whether it was planned or
not. Planned admission usually helps reduce agitation
and depression after admission. Also, admission to
a LTC facility due to BNPS related to dementia/major
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neurocognitive disorder (MNCD) or stroke gives
some indication of the seriousness and chronicity of
the BNPS. A resident’s BNPS in the context of being
admitted only a few days or a few weeks to the LTC
facility may indicate that the resident is adjusting to
the loss of the previous home and living with
“strangers.”

It is important to inquire for potential triggers of
“agitated” behaviors. Caregivers may report that a
problem behavior occurred out of the blue. Detailed
analysis of problematic behavior often indicates a
specific trigger. Analysis of the event in which a resi-
dent is resisting bathing and becoming physically
aggressive may indicate that the behavior followed
a specific event, such as a Hoyer lift moving upward,
a whirlpool motor being turned on, the shock of the
skin first touching water, or being unable to see the
caregiver who is helping with bathing.

Withdrawal, restlessness, procrastination, and
escapism (such as watching TV all day) may suggest
depression. Many residents are unlikely to express
feelings of sadness or hopelessness. Grumbling about
headache, backache, or other physical complaints
may be a sign of depression and a reaction to multi-
ple losses (such as loss of independence, loss of
purpose to live, loss of spouse, loss of home, loss of
driving, lack of adequate help for sexual expression
[masculinity or femininity] and sexual intimacy).

The symptom analysis (anxiety, depression, pain,
etc.) should be detailed, but it can also be short.
In addition to documenting symptoms, the initial
assessment should include the effectiveness of pre-
vious efforts to relieve symptoms; the resident’s,
family’s, and staff’s satisfaction with the current man-
agement of symptoms; and other diagnoses or comor-
bidity that may contribute to the symptoms. This
helps the MHP develop and implement an individua-
lized care plan.

Itis important to ask about BNPS in different ways
to encourage reporting. For example, the MHP could
ask: “Are you feeling down?” “Are you feeling ‘blah’?”
“Are you happy?” “If you had one wish, what would it
be?” The response to the last question may often give
a glimpse of what losses the resident is dealing with
currently. Some common responses include “I want to
go home,” “I wish I could walk,” or “I wish I could
remember.” BNPS are often nonspecific. Many resi-
dents, including some who do not have cognitive
impairment, cannot readily report or describe BNPS
regarding duration, severity, onset, precipitating and
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perpetuating factors, factors that relieve BNPS, and
response to previous treatment. It is thus necessary to
seek as much objective information as possible to
distinguish various causes, as the treatment varies
with the cause.

Agitation (verbal or physical [such as repetitive
questioning, pacing]) should be differentiated from
resistance to care (resistance to assistance with activ-
ities of daily living [ADLs], such as bathing, eating,
taking medication), as they are two distinct beha-
vioral problems that require different management
strategies.

Assessment of Specific BNPS

Assessment of specific BNPS includes assessment of
suicidality and violence, sexually inappropriate beha-
vior, and sleep disturbance.

Assessment of Suicidality and Violence. Suicidality
is one of the most serious clinical concerns among
residents. Demographic factors (older age, male gen-
der, white race), presence of mood disorder (most
notably depression), cognitive issues (e.g. hopelessness,
demoralization), physical health factors (e.g. persistent
pain, high medical comorbidity), and social factors
(e.g. recent loss of a loved one, stressful life events,
low social interaction) increase the risk of suicidality
(Bolton, Gunnell, and Turecki 2015). A past history of
suicide attempts is one of the most important risk
factors for future suicidality. Most studies have not
associated neurocognitive disorder (especially demen-
tia) with suicidality.

Among cognitively intact residents, it is important
to elicit a history of the resident’s expressing suicidal
or self-harming thoughts, plans, behaviors, and
intent; whether the resident has considered specific
methods for suicide, their lethality, and the resident’s
expectation about lethality, as well as accessibility to
means (firearm, hoarding medication, use of a cord
round the neck, etc.); evidence of hopelessness,
demoralization, impulsiveness, agitation, anxiety, or
aggression; reasons for living and plans for the future;
current alcohol use; thoughts, plans, or intentions of
violence toward others; overt behaviors indicating
suicidal gestures, attempts, intentional aggression
toward others (staff, residents, visitors) outside the
context of personal care. The MHP also needs to
assess previous suicide attempts, other self-harming
behavior, family history of suicide, previous or cur-
rent medical diagnoses (especially severe pain, visual
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impairment, neurological disorder, malignancy), and
psychosocial situation (acute crises/losses, chronic
stressors [financial, interpersonal conflicts, etc.], sup-
port system; cultural and religious beliefs about death
or suicide). Finally, the MHP should also inquire into
individual strengths and vulnerabilities (coping skills,
personality traits [high rigidity, low openness to
experience], past responses to stress, capacity for rea-
lity testing, ability to tolerate psychological pain and
satisfy psychological needs).

For assessment of physical aggression, the MHP
should look into various predisposing factors (Stahl
et al. 2014). The severity of cognitive impairment
(especially executive impairment) is the most signifi-
cant predisposing factor for aggressive behavior
among older adults in LTC facilities. Physical or che-
mical restraint is also associated with aggressive beha-
vior. Orbitofrontal injury due to stroke, head injury,
etc., is strongly correlated with impulsive aggression.

Assessment of Sexually Inappropriate Behavior.
The MHP should inquire about details of “sexually
inappropriate behavior” (setting, context, exact
description of the behavior, frequency, staff approach,
outcome of staff approach) so that he or she can
differentiate between true sexually inappropriate
behavior (e.g. resident masturbates during personal
care) and pseudo-sexually inappropriate behavior
(e.g. resident disrobes due to feeling “hot”). With
residents who exhibit sexually aggressive behavior
(repeated grabbing of the private parts of staff), the
MHP should inquire about past history of sexually
inappropriate behavior, past history of sexually abu-
sive behavior toward spouse or partner, and legal
history (e.g. for pedophilia). Is the staff approach
therapeutic? Does the staff support appropriate
expression of resident’s sexual needs (e.g. give the
resident opportunity to masturbate in his or her
room with the door closed)? Does the staff “ignore”
inappropriate behavior and thereby inadvertently
give a wrong message that the behavior is “okay”?
Are all staff members approaching the problem in
a consistent, mutually agreed on, and professional
manner? To understand and treat sexually inap-
propriate behavior, the MHP needs to ask all these
questions.

Assessment of Sleep Disturbance. For residents
who have insomnia, the MHP should inquire about
excessive daytime sleepiness, nighttime snoring, leg
discomfort, crossing legs repeatedly, rubbing legs,
pacing, flexing legs, general restlessness, constant
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movement of legs at night, and presence of any
“strange” behavior in the middle of the night to
identify a variety of sleep disorders such as obstruc-
tive sleep apnea (OSA), restless leg syndrome (RLS),
periodic limb movement disorder (PLMD), and
REM sleep behavior disorder (RBD). Does the resi-
dent get enough daytime exercise (such as a program
of walking)? Is the resident exposed to natural sun-
light or enough bright light during the day? At night,
is there any loud noise or bright light that disturbs
the resident? Is the resident taking naps during the
daytime? Does the resident go to bed at the same
time and wake up at the same time? Could any
medication or food item (such as caffeine-
containing drink or food item) be causing sleep
problems? These questions usually help the MHP
identify causes of sleep problems and potential reme-
dies. We recommend evaluation for sleep disorders
among treated depressed residents who have residual
symptoms of depression that include insomnia.

Allergy

The MHP should note any allergy to medication and
differentiate it from adverse effects. Many adverse
effects can be managed, but a true allergic reaction
means that drug should not be prescribed.

Current Medications

We recommend a thorough review of all medications
the resident is currently taking on a routine basis and
on an as-needed basis. The MHP should routinely
inquire into the frequency of use of as-needed medi-
cation and the response to the medication. To clarify
the possibility of medication-induced (or medication
withdrawal-related) BNPS, the MHP should ask
about any recent reduction or discontinuation of psy-
choactive drug. The MHP should specifically inquire
into the use of over-the-counter medications, vita-
mins, herbal remedies, and nonherbal supplements
because some cognitively intact residents and some
family members may administer such medications
without the knowledge of the staff. The MHP should
also look for any correlation between onset of BNPS
and start of a new medication (for example, onset of
BNPS after starting an antibiotic or steroid).

Past Psychiatric History

The MHP should routinely ask about any past his-
tory of clinically significant psychiatric symptoms
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(depression [may be expressed as “nervous break-
down,” postpartum “nervous breakdown,” etc.],
longstanding anxiety [expressed as “I have always
been a worrier,” “He/She has always been hyper,
easily stressed”], psychotic or manic symptoms
[expressed as “nervous breakdown”]), suicide
attempt, violence, being a victim of a traumatic
event, trauma-related symptoms (e.g. nightmares,
flashbacks) and the treatment (with psychotropic
medication, counseling, electroconvulsive therapy
[“shock treatment”], hospitalization in an inpatient
psychiatric unit), and response to treatment.

Use of Street Drugs, Tobacco, Prescription
Drugs, and Alcohol

The MHP should routinely ask about alcohol use, as
many residents continue to drink alcohol on a daily
basis after moving into a LTC facility. One or two
drinks of alcohol may not have been a problem for
most of the resident’s life, but with the development of
a neurocognitive disorder or other serious medical
condition, the same amount of alcohol may be toxic
and sufficient to cause significant cognitive, beha-
vioral, affective, psychotic symptoms, or symptoms
of anxiety. The MHP should also inquire into the
use and abuse of prescription drugs (such as benzo-
diazepines, opiates), caffeinated drinks, tobacco
(smoking, chewing), and street drugs (marijuana,
cocaine, etc.). The MHP should ask about recent ces-
sation or resumption of cigarette smoking because of
the potential for chronic smoking (using nicotine) to
induce cytochrome P450 1A2 isoenzymes, which in
turn may affect drug levels of certain psychotropic
medications (such as clozapine, olanzapine, fluvoxa-
mine) metabolized by 1A2 isoenzymes.

Medical History

Assessment of BNPS includes inquiring for poten-
tially undiagnosed current medical conditions as
well as review of pre-existing medical conditions.
(See Table 2.1.) Table 2.1 lists common medical con-
ditions that are often the primary cause or exacerba-
tion of BNPS in LTC populations. Among residents
who have severe cognitive/intellectual impairment
(such as advanced neurocognitive disorder, aphasia,
severe intellectual disability), psychiatric symptoms
such as agitation may be the only or first manifesta-
tion of an underlying medical disease. The MHP
should consider nonverbal behaviors, vocalizations,
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Table 2.1 Common Under-Recognized or Undercorrected Physical Health Problems Causing or Contributing to BNPS among LTC

Residents

Physical Health Problem

Hearing deficit 20-50
Vision deficit 10-30
Pain (acute, acute over chronic, chronic) 10-25
Constipation (including fecal impaction) 20-60
Dehydration and electrolyte imbalance 10-20
Urinary problem (incontinence, retention, 10-25
urinary tract infection)
Skin condition (pressure ulcer, dry skin) 5-20
Moderate to severe obesity 15-30
Inappropriate medication or adverse effect of ~ 10-50
appropriate medication
Frailty 20-40
Malnutrition (including vitamin deficiency 30-60
[especially vitamins B;, and D])
Obstructive Sleep Apnea 5-15
Hypoglycemic episodes due to overtreatment ~ 5-10
of diabetes
Hyponatremia 5-10
Under- or overcorrection of hypothyroidism 5-10
Gastrointestinal problem (gastritis, GERD) 3-8
Hyperammonemia 2-5
Seizure (especially complex partial seizure) 2-5
Acute pulmonary, cardiovascular, or 2-5

cerebrovascular event (includes pneumonia,
myocardial infarction, heart failure, stroke)

Other acute event (includes acute renal failure,  2-5
gallstone, kidney stone, intestinal
obstruction, acute blood loss)

changes in function, and caregiver reports to assess
pain among residents who are unable to report pain
due to severe cognitive impairment. Aggressiveness
and resistance to care, for example, may be attempts
to guard against pain with movement. Auditory beha-
viors that suggest pain include moaning, growling,
and increased loudness of vocalizations. Resistance
to mobility may be due to arthritic pain rather than
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Point Prevalence (%)

BNPS that May Be the Initial or Only
Manifestation of Physical Health
Problem

Depression and paranoia

Depression, visual hallucination or illusion
Depression, agitation, aggression
Depression, agitation, aggression
Depression, fatigue, anxiety, paranoia
Agitation, aggression, delirium

Depression, agitation, skin-picking behavior
Depression, anxiety, sleep disturbance

Cognitive impairment and delirium,
agitation, depression, anxiety, insomnia,
psychosis, mania, impulse control
problem (including sexually inappropriate
behavior), skin-picking behavior

Cognitive impairment, depression

Depression, agitation, cognitive
impairment

Cognitive impairment, insomnia

Anxiety, cognitive impairment including
delirium

Cognitive impairment including delirium,
agitation

Cognitive impairment, depression, anxiety,
agitation, insomnia

Agitation, anxiety

Delirium, psychosis

Delirium, agitation, psychosis

Delirium, agitation

Delirium, agitation

depression. Failure to recognize toxic-metabolic-
structural causes may result in inappropriate admin-
istration of psychiatric medication, which may further
obscure an underlying medical condition, sometimes
with fatal consequences. If a resident needs an anti-
psychotic, we recommend assessing cerebrovascular
risk so that the MHP can compare the individualized
risk of stroke and mortality associated with
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antipsychotic use to potential benefits before initiat-
ing long-term administration of an antipsychotic.
A resident who has a history of incontinence may
show problem behaviors as a consequence of incon-
tinence, and the MHP should inquire whether
a toileting schedule and prompted voiding has been
implemented.

Residents who have vision problems that require
eyeglasses may not be actively using eyeglasses for
a variety of reasons: the resident is too cognitively
impaired to request them, glasses are broken or mis-
placed, staff are not aware that the resident uses eye-
wear, or the prescription is no longer sufficient to
correct the vision. The MHP should inquire whether
the eyewear is labeled, whether there is an extra pair,
and whether the resident is having an annual or
biannual eye exam. Residents who have hearing pro-
blems and need hearing aids may not be actively using
hearing aids for reasons similar to those mentioned
above. In addition, the hearing aids may need new
batteries, the resident is too cognitively impaired to
know how to use them and often misplaces them, the
hearing aid does not fit well or hurts, or it is not
functioning well. Furthermore, the staff may not have
been trained in the use or maintenance of hearing aids.
Also, there is often lack of delegation of responsibility
for the management of hearing, and family members
are often asked to maintain hearing aids.

Is the resident dehydrated? Because of the
decrease in the sensation of thirst with normal
aging, the resident may deny thirst when asked “Are
you thirsty?” Typical symptoms of gastroesophageal
reflux disease (GERD), such as heartburn, abdominal
pain, and indigestion, may be absent in residents who
have GERD. In contrast, other symptoms, such as
weight loss, anorexia, or anemia, may be the only
manifestation. Although the typical features of
obstructive sleep apnea (OSA) are snoring and day-
time sleepiness, its presentation with neuropsychia-
tric symptoms (such as confusion in the daytime and
hallucination at night in a resident who is overweight
and has hypertension) is not uncommon.

Social, Spiritual, and Developmental History

We recommend asking questions to elucidate pre-
morbid personality (personality characteristics before
the onset of neurocognitive disorder). For example,
“agreeableness” as a personality trait is associated with
less agitation after one develops a MNCD. Hostile,
antisocial, or paranoid characteristics can make it
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difficult to establish a therapeutic alliance. A resident
who has always been timid and passive with
a dependent personality may have difficulty being
assertive with staff or may find it difficult to express
ideas or concerns. It is important to distinguish
between characterological features that are part of
the resident’s premorbid nature and those that
emerge as a consequence of neurocognitive disorder,
stroke, traumatic brain injury, Parkinson’s disease,
multiple sclerosis, Huntington’s disease, or other neu-
rological disorders. Statements from family such as
“He was never as short tempered as he is now” or
“Ever since I've known him, he has been pessimistic”
help the MHP understand the resident’s personality
problem.

Because a person’s spiritual beliefs may provide
an important source of strength and comfort, the
MHP should assess the degree to which the resident
relies on spiritual beliefs to cope with life’s difficul-
ties. Assessment of spirituality may include ques-
tions such as: Is spirituality important for the
resident? How does the resident express and experi-
ence spirituality? Has the resident been actively reli-
gious throughout life? What are the spiritual/
religious rituals the resident engaged in before living
in LTC?

Obtaining information regarding the resident’s
occupational history, extent of education, previous
traumatic event (if any and residents’ ability to cope
with the event), previous losses, hobbies and interests,
and what the resident has been passionate about is also
recommended. Some inquiry into whether the resident
had an abusive or exceptionally difficult childhood
may help the MHP and staff develop compassion for
the resident who is behaving in an abusive manner.

Legal History

A past history of felony due to violence, incarceration
due to sexually abusive behavior toward children, and
driving under the influence of drugs or alcohol are
some of the many situations that the MHP should
inquire into if indicated from the resident’s current
behavioral problems or other historical information.
Although most residents who exhibit sexually inap-
propriate touching do not have a past history of ped-
ophilia, residents who exhibit sexually violent
behavior may have a past history of pedophilia and
family members may have not been forthcoming with
this information but may acknowledge it if specifically
inquired into.
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Caregiver’s Assessment

Residents’ behavior can be influenced to a substantial
degree by caregivers’ (family and staff) attitudes, emo-
tions, and behavior. Assessment of family and staff’s
beliefs about aging, disability, life in LTC, and death is
an important part of the assessment process. This is
especially important in assessment of a resident dur-
ing end-of-life care. Family and/or staff who feel
uncomfortable about issues of loss of control, are
anxious about physical illness or death, or are anxious
about “losing one’s mind” in the context of advanced
neurocognitive disorder may see suffering and
depression as an unavoidable part of aging. Family
and/or staff may believe that residents are not inter-
ested in sexual activity or are not interested in expres-
sing sexuality. Thus, they may neglect residents’
sexual needs and fail to understand residents’ suffer-
ing in relation to this. Family and/or staff may doubt
that mental health treatment can be of any benefit for
advanced MNCD and may not be forthcoming with
input during the assessment process. Family and/or
staff may be reinforcing dependency by doing things
for the resident that he or she is capable of doing.
Family relationships that have been poor for many
years may inhibit progress by dredging up old con-
flicts that undo gains mental health treatment may
make in the resident’s mood and attitude. Also, if
the caregiver (family or staff) is overburdened, he or
she may have little motivation to cooperate with the
MHP’s recommendations, which may further
increase stress and the risk of caregiver burnout.

Family members and staff can be an important
resource in implementing the treatment plan.
Assessing and acknowledging strengths of family
and staff in the initial and subsequent encounters is
important. Building a therapeutic bond with the
family is important not only in achieving family mem-
bers” well-being but also in partnering with them to
improve the resident’s quality of life.

Examination of Previous Records
(Psychiatric and Medical)

Because of diagnostic complexities, the MHP should
review all previous diagnostic evaluations. This is
especially helpful with residents who have a psychia-
tric illness that existed before the disability caused by
MNCD, stroke, or other disabling condition that pre-
cipitated functional decline and admission to LTC.
We strongly recommend examination of previous
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psychiatric records, which will greatly help in the
differential diagnosis, and getting direct input from
previous mental health care providers. In complex
cases, it may be worthwhile to review all previous
diagnostic evaluations and consider consulting with
the resident’s nonpsychiatric care providers. The
MHP should bear in mind that many elderly persons
carry “labels” of problems and take medications for
years, only later to realize they never had the problem
or perhaps no one thought to discontinue the medica-
tion. It is important for the MHP to recognize that
valuable information is often omitted during the tran-
sition from hospital to LTC facilities (and vice versa).
We recommend using the Universal Transfer Form
(UTF) to facilitate the transfer of necessary patient
information between care settings. The form is
available at www.aafp.org/afp/2010/0515/afp20100515
p1219-fl.pdf.

Reviewing the Minimum Data Set

The Minimum Data Set (MDS) is part of the federally
mandated Resident Assessment Instrument (RAI)
developed as a primary assessment tool for residents
in skilled nursing facilities in the United States.
Other countries usually have a similar instrument.
Items in the MDS include demographics and patient
history, functional capabilities, cognitive and mood/
behavior patterns, psychosocial well-being, medica-
tion use, continence, nutritional and dental status,
activity patterns, and potential for discharge.
The MDS helps LTC staff identify health problems
on admission, and quarterly thereafter, to create a
comprehensive care plan for each resident. The MDS
can give the MHP significant information and thus
make further information gathering and assessment
easier.

Elucidating the Resident’s Existing
Strengths and Skills

Inquiring about the resident’s current strengths and
skills is as important as inquiring about the etiology of
current BNPS (Anderson and Heyne 2013). (See
Box 2.5.) Residents, even in moderate stages of
MNCD, retain the ability to learn new images.
Appropriate social behavior in a one-to-one interac-
tion may be maintained in the face of extreme cogni-
tive difficulties, suggesting that basic response to
social cues is retained throughout the course of the
illness.
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BOX 2.5 Assessment of Strengths and Skills

1. Attitude (e.g. optimistic)

2. Drive (e.g. highly self-motivated, high energy)

3. Language (e.g. retained comprehension of
spoken language, capacity to read, capacity to
have a conversation)

4. Cognition (e.g. retained social cognition,
capacity to empathize)

5. Social/interpersonal (e.g. easily makes friends,
initiates conversations)

6. Ambulation (e.g. can ambulate on his or her
own, participate in walking programs)

7. Physical strength (e.g. can transfer on his or her
own, can use and enjoy strength-training
equipment)

8. Sense of humor (e.g. great capacity to laugh at
self or situation and not take life too seriously)

9. Cooking (e.g. great interest in all aspects of
cooking)

10. Musical abilities (e.g. able to play a musical
instrument)

11. Vision (e.g. can see well)

12. Hearing (e.g. can hear well)

13. Gardening (e.g. has a green thumb)

14. Spirituality (e.g. involved in church activities,
regularly prays)

15. Self-care (e.g. able to do activities of daily living
with only minimal assistance)

16. Altruism (e.g. often expresses compassion,
tries to help others)

17. Social support (e.g. lots of family and friends
come to visit and are supportive)

18. Financial assets (e.g. can afford weekly or
twice-weekly massage therapist, can afford
a professional caregiver to give one-to-one
support and activities for several hours a day)

Pertinent Physical and Neurological
Examination

We recommend measurement of vital signs as part of
routine assessment, especially if the MHP suspects
delirium, infection, or exacerbation of underlying
medical condition (congestive heart failure, COPD,
etc.). If the resident is complaining of pain, we recom-
mend a brief examination of the site during initial
psychiatric evaluation. If the resident grimaces,
moans, and/or pulls away when the limbs are
moved, the resident could be experiencing pain.
The MHP should use physical examination to focus
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on the potential etiology of pain among residents
experiencing pain. The MHP should pay specific
attention to the neurologic examination for paresthe-
sia, hyperesthesia, numbness, or allodynia, and to the
muscular system for tenderness, inflammation, defor-
mity, or trigger points. If the resident is not moving
any limb, the MHP should assess whether this is part
of resident’s baseline deficit or a new problem.

We recommend routine assessment of posture
and movement for all residents who may need anti-
psychotic medication. Does the resident have stooped
posture, unsteady gait, involuntary movement (tre-
mor, akathisia, tardive dyskinesia, myoclonic jerks)?
If the MHP suspects abuse, we recommend looking
for lesions that do not appear to be organically caused
(e.g. bruising under the breast, in the armpits, or
behind the knees) and for patterns of injury (e.g. two
black eyes without scratches or injury to the nose,
indicating that black eyes were not due to a fall).

We recommend physical exam to assess signs of
dehydration. Poor central skin turgor (“tenting” of
skin over the forehead, sternum, thigh, or subclavian
area) is a better indicator of hydration status than
peripheral skin turgor (“tenting” of the skin over the
dorsum of the hand, which may occur with normal
age-related loss of subcutaneous tissue). Some resi-
dents who deny thirst may enthusiastically drink an
entire glass or two of water or other liquid (all at once
or in frequent small sips) when it is offered to them.

Detailed Mental Status Examination

Detailed mental status examination is an essential
part of a comprehensive psychiatric evaluation.
It involves the following:

Alertness: Is the resident awake and alert, or
drowsy, sleepy, overly sedated?

Orientation: Is the resident oriented to time, place,
and person?

Attention: Is the resident attentive, inattentive, or
distractible?

Appearance: Is the resident well groomed or
unkempt, disheveled; does the resident look the
stated age or older or younger?

Eye contact: Does the resident make eye contact or
look down during interview (taking into
account vision impairment or hearing
impairment)?

Attitude: Is the resident cooperative, defensive,
taciturn, distrustful, or hostile?
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Behavior: Does the resident show normal

psychomotor activity, or is restless (increased
psychomotor activity) or has psychomotor
retardation? Is the resident calm or yelling or
showing other signs of agitation?

Mood (subjective emotional state): Does the
resident voice depressed or anxious mood,
fearful mood, and/or apathetic mood?

Affect (objective emotional state at the time of the
interview): Does the resident look sad or
depressed? Is the resident tearful, anxious,
fearful, perplexed? Does the resident have bright
and cheerful affect or euthymic and broad
affect?

Speech: Does the resident have oral, written, or
reading (or global) language deficits (deficits in
comprehension [receptive aphasia], or
expression [expressive aphasia] or both [global
aphasia])? Does the resident have difficulty
finding words? Does the resident have slurred
speech or other form of dysarthria? Is the speech
normal in tone and volume or loud, or is the
flow of speech rapid and difficult to interrupt
(pressure of speech) or slow (slowness in
thinking or bradyphrenia)?

Thought processes: Are the resident’s thought
processes coherent and logical or incoherent,
illogical, difficult to follow, tangential? Does the
resident show perseveration (giving the same
answer to a different question)? Does the resident
show flight of ideas (jumping from one topic to
another rapidly and topics are somehow related)?
Thought content: Does the resident have paranoid
ideas/delusions, other delusions (grandiosity,
jealousy, infidelity, persecutory, somatic,
delusional misidentification)? Does the resident
have ideas of hopelessness, helplessness, guilt,
and worthlessness? Does the resident have
suicidal or homicidal ideas, intentions, or plans?
Memory: Does the resident have short-term
memory impairment? Does the resident have
long-term memory impairment?

Insight: Does the resident have good insight into
his or her illness and disability? Does the
resident have intellectual but not emotional
insight? Is the resident in denial?

Judgment: Test judgment is assessed by asking the
resident what the resident would do if he or she
found a stamped and addressed envelope on

a road. Most residents may not need formal

03

testing of judgment because of obvious signs of
significant cognitive impairment. Social
judgment is assessed by observing the resident’s
verbal and physical behavior during social
interaction and in social settings. Does the
resident show normal test and social judgment?
Does the resident show impaired social
judgment (for example, as shown by sexually
disinhibited behavior)?

Standardized Assessment Scales

Table 2.2 lists recommended scales for standardized
assessment of cognition, function, BNPS, pain, and
caregiver grief. Although standardized assessment
scales may require an additional 2-10 minutes to
complete, we recommend their routine use (at least
in complicated or treatment-resistant cases) to avoid
(or discontinue) futile treatment and measure
response to new treatment. Staff training to admin-
ister most of the standardized assessment scales can
greatly improve the assessment process and may
improve the staff’s understanding of the problems.

Cognitive Assessment Scales

Cognitive scales to assess global cognitive function
include the Mini-Mental State Examination, the
Veterans Affairs Saint Louis University Mental State,
the Montreal Cognitive Assessment, and the Brief
Interview for Mental State (Scott, Ostermeyer, and
Shah 2016). All of these scales have some bias asso-
ciated with age, education, race, and socioeconomic
status.

The Mini-Mental State Examination (MMSE) is
commonly used as a screening tool for cognitive
function in LTC. With MMSE, residents are asked
to respond to a 10-minute, 30-point questionnaire
that assesses memory, orientation skills (e.g. time,
place, naming), reading/writing, and ability to follow
a three-stage command. The MMSE is scored from 0
to 30 points - the lower the score, the greater the
cognitive impairment. Individuals who have MNCD
usually score no higher than 24 points. MMSE scores
on average may decline by three to four points
per year among individuals who have Alzheimer’s
disease (AD). The MMSE is a highly sensitive screen-
ing tool for moderate to severe MNCD, and thus
ideally suitable for residents in LTC, because most
residents have moderate to severe neurocognitive
deficit. Many residents (especially highly educated
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Table 2.2 Recommended Standardized Assessment Scales

Assessment Scale

Cognitive Assessment Scales
Mini-Mental State Exam (MMSE)

Saint Louis University Mental State
(SLUMS)

Montreal Cognitive Assessment
(MOCA)

Brief Interview of Mental Status (BIMS)

Trail Making Test—oral (TMT-oral)

Controlled Oral Word Association Test
(COWAT)

Confusion Assessment Method (CAM)

Functional Assessment Scales

Functional Activities Questionnaire
(FAQ)

Physical Self-Maintenance Scale
(PSMS)

Katz Index of Activities of Daily Living

Barthel Inventory

Behavioral and Psychological
Symptoms Assessment Scales

Patient Health Questionnaire-9
(PHQ-9)

Geriatric Depression Scale - 15
(GDS-15)

Key Benefits

Excellent tool to assess global
cognitive function

Excellent tool to assess global
cognitive function
(1)  Excellent tool to assess
global cognitive function
(2) s translated into multiple
languages
Easy-to-use tool to assess global
cognitive function that is part
of the MDS 3.0

Easy to use at bedside to
measure executive function

Easy to use at bedside to
measure executive function

Excellent screening tool to
diagnose delirium

Excellent tool to assess IADLs

Excellent tool to assess ADLs

Excellent tool to assess ADLs

Excellent tool to assess ADLs

(1) Excellent tool to screen for
depression

(2)  Well known in primary
care and easy to use

Excellent tool to screen for
depression

12:10:59,
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Key Limitations

(1) May miss executive dysfunction
(2)  Copyright issues limit its routine
use

Not as well validated as MMSE and
MOCA

Not as commonly used in research
studies as MMSE

Low sensitivity in identifying residents
who have Mild Neurocognitive
Disorder or Mild MNCD

Cannot be used as the only test to
assess executive function, as it can
be normal in some individuals who
have significant executive
dysfunction

Cannot be used as the only test to
assess executive function, as it can be
normal in some individuals who have
significant executive dysfunction

Professional administering the test
needs some training in its
appropriate use

With individuals who have impaired
insight, needs a knowledgeable
informant for accurate assessment

With individuals who have impaired
insight, needs a knowledgeable
informant for accurate assessment

With individuals who have impaired
insight, needs a knowledgeable
informant for accurate assessment

With individuals who have impaired
insight, needs a knowledgeable
informant for accurate assessment

Not useful with individuals who have
moderate to severe neurocognitive
deficit

Not useful with individuals who have
moderate to severe neurocognitive
deficit
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Table 2.2 (cont)

Assessment Scale

Cornell Scale for Depression in
Dementia (CSDD)

Saint Louis University AM SAD (SLU
AM SAD)

Cohen Mansfield Agitation Inventory
(CMAI)

Pittsburgh Agitation Scale (PAS)

Neuropsychiatric Inventory—Nursing
Home versions (NPI-NH)

Behavioral symptoms in Alzheimer's

Disease (BEHAVE-AD)

Pain Assessment Scales
Visual Analog Scale

Numerical Rating Scale (Likert Scale)

Pain in Alzheimer's Disease (PAIN-AD)

Key Benefits

Excellent tool to screen for
depression in individuals
who have moderate to
severe cognitive deficits

Easy-to-use tool to screen for
MDD in LTC populations and
monitor response to
treatment

Excellent tool to screen for
agitation and monitor
response to treatment

Excellent tool to measure
severity of distress expressed
as agitation in LTC
populations with moderate
to severe MNCD and monitor
response to treatment

Excellent tool to assess
behavioral and psychological
symptoms and monitor
response to treatment

Excellent tool to screen for
agitation and monitor
response to treatment

Excellent tool to assess severity
of pain and easy to use

Excellent tool to assess severity
of pain and easy to use

Excellent tool to assess and
manage pain in individuals
who have moderate to
severe AD or other MNCD

Key Limitations

Professional administering the test
needs some training in its
appropriate use

Not as well studied as PHQ-9, GDS,
and CSDD

Professional administering the test
needs some training in its
appropriate use

Requires staff training for reliable use

Professional administering the test
needs some training in its
appropriate use

Professional administering the test
needs some training in its
appropriate use

Not useful with individuals who have
moderate to severe neurocognitive
deficit, as they may not
comprehend what is asked of them

Not useful with individuals who have
moderate to severe neurocognitive
deficit, as they may not
comprehend what is asked of them

Professional administering the test
needs some training in its
appropriate use

residents) who have mild MNCD do not score below
24 (the generally accepted cutoff score). If the MHP
has a high Index of suspicion based on history, we
recommend neuropsychological testing to confirm
the diagnosis of MNCD.

The MMSE can also be used to stage MNCD in AD
(Perneczky et al. 2006). The MMSE ranges are 21-24
for mild, 11-20 for moderate, and 0-10 for severe
MNCD. Clinical use of the MMSE has become more
expensive since its copyright was purchased by
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Psychological Assessment Resources, and photocopy-
ing and Internet download of the form without per-
mission are no longer allowed. To purchase and print
a copy of the MMSE, go to www.minimental.com.
The Saint Louis University Mental State Exam
(SLUMS) is another tool that can be used to screen
for MNCD in LTC populations. It is similar in format
to the MMSE but includes some additional cognitive
tasks (e.g. paragraph recall). A score of 27-30 is nor-
mal, 21-26 is mild neurocognitive disorder, 1-20 is
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MNCD for individuals who have high school educa-
tion or higher. Its advantage over the MMSE includes
the lack of copyright (i.e. it is freely available) and that
it may be a better tool to detect mild MNCD and mild
neurocognitive disorder (mild cognitive impairment
[MCI]) (Cummings-Vaughn et al. 2014).

The Montreal Cognitive Assessment (MOCA) is
another tool that can be used to screen for MNCD in
LTC populations. Its advantage over the MMSE
includes the lack of copyright (i.e. it is freely available)
and that it may be a better tool to detect mild MNCD
and mild neurocognitive disorder/MCI (Nasreddine
et al. 2005). Results are compiled into a summary
score (maximum is 30). The higher the score, the
better the cognitive function.

The Brief Interview for Mental Status (BIMS) is
part of the MDS 3.0 and helps assess cognitive func-
tion at the time of admission to a nursing facility and
periodically thereafter. It consists of three compo-
nents: repetition of three words, temporal orientation,
and recall. Results are compiled into a summary score
(maximum is 15). The higher the score, the better the
cognitive function. It lacks sensitivity in identifying
mild neurocognitive disorder or mild MNCD.

Assessment of Executive Dysfunction. “Executive
dysfunction” refers to deficits in initiating, planning,
and modifying goal-directed behavior (Elliot 2003).
Assessing executive function can help the MHP
determine a resident’s capacity to execute health
care decisions and discharge planning decisions.
With impaired executive functioning, the resident’s
capacity to exercise command and self-control, and
to direct others to provide care, becomes dimin-
ished. Trail Making Test, oral version (TMT-oral),
is a simple bedside screening test for executive dys-
function. This test elicits mental flexibility, which is
impaired among residents who have executive dys-
function. TMT-oral requires the subject to count
from 1 to 26 and then recite the 26 letters of the
alphabet. For testing, the resident is asked to pair
numbers with letters in sequence (e.g. 1-A, 2-B, 3-C,
etc.) until the pair 13-M is reached. More than two
errors in 13 pairings is considered impairment (Ricker
and Axelrod 1994). The Controlled Oral Word
Association Test (COWAT) is another simple test to
assess working memory (attention-concentration),
which is impaired in residents who have executive
dysfunction. With categories beginning with the
letter “F,” then “A,” then “S,” the COWAT asks
residents to fill the category by providing words of
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3 or more letters. For example, correct responses to
the category cue “F” would include “fish, foul, fact,”
etc. Residents free of executive dysfunction will
produce 10 words in each category within
one minute. We also recommend assessment of
executive dysfunction for residents who are signifi-
cantly impaired in ADLs but have minimal or mild
impairment in MMSE.

Tests to Detect Delirium. One effective instrument
for diagnosing delirium is the Confusion Assessment
Method (CAM) (Inouye et al. 1990). The CAM is
primarily used to detect delirium in the hospital set-
ting but may be used for LTC populations, especially
residents who have just been transferred from the
hospital.

Functional Assessment Scales

Functional impairment is a key criterion for a diag-
nosis of MNCD. A functional assessment helps
determine a resident’s ability to perform the activ-
ities of daily living (ADLs) needed for personal care
as well as the more complex tasks required for inde-
pendent living (instrumental activities of daily living
[IADLs]). We recommend the Functional Activity
Questionnaire (FAQ) (Pfeffer et al. 1992) to assess
IADLs and Physical Self-Maintenance Scale (PSMS)
(Lawton and Brody 1969), Katz Index of indepen-
dence in activities of daily living (Katz et al. 1970), or
Barthel Index (Mahoney and Barthel 1965) to assess
ADLs. The severity of MNCD correlates closely with
the progressive loss of function. The least complex
ADL is eating and the most complex is bathing.
Hence, it is not surprising that bathing is the ADL
most commonly associated with severe behavioral
consequences.

Behavioral and Psychological Symptoms
Assessment Scales

For assessment of depression among LTC residents,
we recommend the Geriatric Depression Scale (GDS)
for residents who have MMSE above 15 and the
Cornell Scale for Depression in Dementia (CSDD)
for residents who have MMSE below 15
(Alexopoulos et al. 1988; Yesavage et al. 1983). Saint
Louis University scale for depression assessment (SLU
AM SAD) and the Patient Health Questionnaire-9
(PHQ-9) are also good tools to assess depression in
LTC populations (Chakkamparambil et al. 2015;
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Saliba et al. 2012). For assessment of behavioral and
psychological symptoms, we recommend one the fol-
lowing measurement tools: Behavioral symptoms in
Alzheimer’s disease (BEHAVE-AD) (Reisberg et al.
1987), Cohen-Mansfield Agitation Inventory (CMAI)
(Cohen-Mansfield. Marx, and Rosenthal 1989),
Pittsburgh Agitation Scale (PAS) (Rosen et al. 1994),
and Neuropsychiatric Inventory-Nursing Home ver-
sion (NPI-NH version) (Wood et al. 2000). These
measures establish a baseline documenting the beha-
viors that can be monitored to assess response to
treatment. These measures also help the MHP decide
which resident should have antipsychotic medications
not reduced or discontinued (residents continuing to
have moderate scores on these measures) and which
residents should receive a trial of antipsychotic dose
reduction or discontinuation (for example, residents
who have low scores on these measures).

The BEHAVE-AD test involves asking the resi-
dent questions covering behaviors over the most
recent two weeks in seven domains: paranoid and
delusional ideation, hallucination, activity distur-
bance, aggressiveness, diurnal rhythm disturbance,
affective disturbance, and anxiety and phobia. There
are 25 questions with answers rated from 0 to 3, and
then a global rating from 0 (not at all troubling to the
caregiver or dangerous to the resident) to 3 (severely
troubling or dangerous) is assigned.

The CMALI rates 14 areas of distressed behavior,
including hitting, verbal aggression, grabbing, con-
stant requests for attention, repetitive sentences,
weird laughter, and hiding or hoarding things.
The frequency of these behaviors is tabulated on
a five-point scale, from never to a few times per hour.

The PAS is a four-item scale that measures inten-
sity of behaviors (aberrant vocalization, motor agita-
tion, aggressiveness, resisting care) during a particular
period (e.g. each shift). The intensity is tabulated on
a five-point scale (0-4) corresponding to no agitation
to most severe forms of agitation.

The NPI-NH version is a 12-item scale that mea-
sures the frequency and severity of behavioral and
psychological symptoms such as agitation, anxiety,
apathy, irritability, and disinhibition over the preced-
ing four weeks. Information is provided by staff
regarding the resident’s behavior and associated care-
giver stress. If the symptom has been present, the rater
answers yes and rates the frequency and severity on
a four-point scale and caregiver distress on a 0-5
scale. Scores range from 0 to 144, with higher scores
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indicating greater disturbance. Certain subsections of
these scales (e.g. agitation and aggression section of
NPI-NH) may also be used to monitor baseline scores
and response to treatment with antipsychotics.

Pain Assessment Scales

For residents whose cognition is relatively intact and
residents who have mild to moderate MNCD, we
recommend a numerical rating scale (Likert scale)
because it is quick and reliable. It is a simple scale to
document the intensity of pain on a scale of 0 to 10
(0 being no pain and 10 being the worst pain). For
residents who have advanced neurocognitive disor-
der, we recommend using the Pain Assessment in
Advanced Dementia (PAINAD) scale (Warden,
Hurley, and Volicer 2003). Facial expression scales
are useful for residents who have impaired commu-
nication (Herr et al. 1998).

Laboratory Tests

We recommend that tests for liver function (serum
bilirubin, liver enzymes, and serum albumin) and
kidney function (serum blood urea nitrogen [BUN]
and serum creatinine) be done before prescribing
psychiatric medications if these tests have not been
done in the last three months (Wang, Thakur, and
Doraiswamy 2015). More recent tests may be needed
if there has been a significant change in the resident’s
physical functioning recently. For residents on hos-
pice or in terminal stages of dementia, these baseline
blood tests may not be needed. We recommend addi-
tional tests, such as basic metabolic panel (serum
levels of sodium, potassium, BUN, creatinine), to
detect electrolyte imbalance and renal insufficiency,
urine analysis and culture and sensitivity if indicated
to detect urinary tract infection, thyroid stimulating
hormone (TSH) level to detect thyroid disorder, and
vitamins B;, and D levels for some residents to assess
etiology of new-onset or resistant BNPS. If the MHP
suspects infection such as pneumonia, complete
blood count may be added, although frail residents
may not have elevated white blood cell count seen
typically among community-dwelling healthy adults
who have pneumonia. We recommend an electrocar-
diogram (EKG/ECG) if the MHP decides to prescribe
psychotropic medication that may prolong corrected
QT (QTc) interval (e.g. citalopram). For residents
who have prolonged QTc interval, checking potas-
sium and magnesium levels may detect reversible
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causes of prolonged QTc. The MHP should also con-
sider subtle seizure disorder in the differential diag-
nosis of new-onset or atypical psychiatric syndrome,
which may require electroencephalogram (EEG) test
and referral to a neurologist. The MHP may consider
free testosterone for male residents who have sus-
pected androgen deficiency syndrome manifesting as
fatigue, depression, weight loss, cognitive impair-
ment, and sarcopenia (muscle cell loss). In some situa-
tions, the MHP may need to order a polysomnogram
or nocturnal pulse oximetry to evaluate for sleep dis-
orders such as OSA, RLS, PLMD, and RBD.

Neuroimaging

For residents who have suspected new stroke or fall
with head injury and residents who have MNCD that
has not been evaluated to identify the cause of neuro-
cognitive deficit, the MHP should consider neuroima-
ging unless the resident is in severe or terminal stage
of MNCD or terminal stage of another condition or is
on hospice. Computerized tomography (CT) of the
brain is the neuroimaging of choice for residents who
have advanced MNCD and residents requiring urgent
neuroimaging, as it takes much less time than mag-
netic resonance imaging (MRI) and is less affected by
motion artifacts. MRI of the brain is preferred if the
resident can tolerate the test, as it detects commonly
occurring neuropathology (e.g. ischemic cerebrovas-
cular disorder related brain abnormality) better than
CT scan.

Assessment of Residents Who Have
Severe and Persistent Mental Iliness

Residents who have severe and persistent mental ill-
ness (SPMI) may have schizophrenia, schizoaffective
disorder, or bipolar disorder. MDS is not a suitable
rating instrument to evaluate the symptoms and func-
tional characteristics of residents who have SPMI.
We recommend a thorough assessment by a mental
health professional and review of previous records for
all residents who have SPMI.

Screening Tests

No screening test should be used in isolation. Screening
should not be based on chronological age but should be
targeted to a high-risk group. We recommend screen-
ing all residents for neurocognitive disorder on admis-
sion (if not formally diagnosed) and every six months
after that. Screening tests for neurocognitive disorder
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include MMSE, MOCA, and SLUMS. Mandatory
depression screening in LTC facilities can improve
treatment rates. We recommend screening for depres-
sion using GDS or CSDD. A recent study found that
PHQ-9 was more reliable and efficient than GDS and
took less time to complete (Saliba et al. 2012). The
PHQ-9 is a nine-item depression scale that has been
validated for depression screening in primary care
(Spitzer, Kroenke, and Williams 1999). MDS 3.0 scale
is not reliable in detecting depression among NH resi-
dents. We recommend screening for depression two to
four weeks after admission to a LTC facility and at least
every six months (Consensus Statement on Improving
Quality of Mental Health Care in US Nursing Homes
2003). New onset or worsening of symptoms should
prompt an assessment that includes psychological,
situational, and medical evaluations. Residents who
have suicidal ideas should be referred to a MHP.
Residents who have psychotic symptoms and have
not responded to six or more weeks of treatment
should be referred to a MHP.

We recommend screening for pressure ulcers
using the Braden Risk Assessment Scale, ideally
within eight hours of admission, and implementing
preventive action within 24 hours for those identified
as at risk (Braden and Bergstrom 1989). We also
recommend screening for hospice care any resident
who has limited life expectancy (such as severe and
terminal-stage MNCD, end-stage CHF or COPD,
dependent on staff for basic ADLs). Although no
specific screening tools have been devised to identify
residents in need of hospice care, the MHP should
refer to hospice for evaluation any resident who has
MMSE of 5 or less, is dependent on caregivers for all
ADLs, is unable to recognize family, and has an acute
decline in health. We also recommend screening resi-
dents for pain on admission and every one to four
weeks. Screening guidelines should take into account
potential benefit and, most important, the resident’s
preferences. Futile medical screening tests such as
colonoscopy, breast self-exam and clinical exam,
mammography, and tests for lipid levels may be dis-
continued for residents who have limited (e.g. less
than five years) life expectancy (which would be the
majority of residents). Futile testing may cause con-
siderable psychosocial stress.

The Individualized Care Plan

The MHP should work with the resident, family, and
staff to develop and implement an individualized care
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plan for BNPS. We recommend figuring out which
approaches are realistic and monitoring (and docu-
menting) the response to the treatment. We also
recommend trying to anticipate adverse events (such
as constipation with pain medication) and including
treatment for adverse events in the care plan. It is not
enough for the MHP to be ready to assess and manage
BNPS among LTC residents. The rest of the staff has
to be trained to assess BNPS, monitor treatment, and
document the findings. Training should also be aimed
at overcoming any bias or misconception about BNPS.
For example, regarding opiates for pain management,
some of the nursing assistants may not understand
differences among tolerance, physical dependence,
and addiction. Educating staff will improve resident
care as well as performance on surveys. Coordinating
care with hospice when the resident is receiving hos-
pice care is also important, as the LTC facility is still
responsible for any uncontrolled BNPS.

While the self-report is important information,
additional direct examination is needed to help iden-
tify characteristics and possible causes of BNPS.
Therefore, a self-report should not be the sole basis
for discussing BNPS with a MHP or for initiating
treatment. It is important to seek the cause of BNPS.
However, it is reasonable to try to address BNPS even
if the cause is unknown - although this should be
done carefully.

BNPS needs to be managed one step at a time.
Often a serial trial of different approaches is needed
before the final group of approaches (psychosocial
environmental and pharmacological) that are effec-
tive have been identified.

During the development of the treatment plan, the
first concern to be addressed is whether the BNPS the
resident is experiencing are so severe that they cannot
be safely managed in the LTC facility; if so, the resi-
dent may need to be transferred to an inpatient psy-
chiatric unit (preferably a geropsychiatric unit) in
a hospital.

Follow-Up Assessments

Follow-up assessments are usually much shorter than
the initial assessments, although in complicated cases
or when new problems emerge, follow-up assessments
may take considerable time. Family meetings to
address palliative care and other treatment concerns
also require a longer time for follow-up encounters.
During follow-up, the MHP should routinely assess
all residents for pain management, abuse, sleep
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BOX 2.6 Some Routine Questions to Ask during
Follow-up with Residents Who Have

Moderate to Severe Major Neurocognitive
Disorder (MNCD / Dementia)

Moderate MNCD (some open-ended questions are
okay)

- How are you doing?

- Do you have any complaints?

- Are you hurting anywhere?

- Did you sleep well last night?

- Did you like the food?

- Are you nervous?

- Are you tired?

- If you had one wish, what would it be?
Severe MNCD (primarily yes or no questions, simple
questions)

Are you hurting?

- Areyou in pain?

Are you hungry?

Are you thirsty?

pattern, nutritional status (Are they eating well? Are
they losing weight?), and, if ambulatory, whether they
have been experiencing falls or unsteady gait. At some
point during follow-up for all residents (and during
initial assessment for residents in terminal stages of
MNCD or of other medical conditions), we recom-
mend that the MHP in collaboration with the primary
care team discuss with the resident and/or family
palliative care goals, when to forego life-prolonging
treatment, and when to consider hospice. For resi-
dents who have advanced cognitive impairment, we
recommend some simple questions mentioned in
Box 2.6. Even if a resident who has moderate
MNCD may not accurately report whether he or she
slept well or is eating well, the answers to these ques-
tions may reflect the current subjective emotional
state (positive answers indicating subjective well-
being and negative answers indicating lack of well-
being at that moment).

Assessment Pearls

The assessment process for LTC populations is as
much an art as a science, especially for residents who
have severe cognitive impairment. The MHP should
routinely seek the opinion and input of primary care
providers (primary care physician, nurse practitioner,

12:10:59,



Comprehensive Psychiatric Assessment Process

BOX 2.7 Some Assessment Pearls

Depression among residents who have moderate
cognitive impairment may manifest with atypical
symptoms:

- Multiple somatic complaints

- Irritability and verbally abusive behavior

— Procrastination

- Escapism (watching TV all the time)

- Avoiding socialization

- Pain not improving with standard treatment

Depression among residents who have severe
cognitive impairment may manifest with

- Depressed affect (tearfulness, looks “sad”)
- “Help me, help me” statements

- Persistent yelling

- Restlessness

- Verbal and or physical aggression

— Resistance to ADL care

Delirium is often missed, and diagnosis can be
improved by looking for

- Acute (1-5 days) change in mental status (staff
reports that the resident “is not acting like
herself”)

- Acute onset of disorientation (in a resident who
is usually oriented at least partially to time and
place), distractibility, disorganization in thinking
and/or speech

— Acute onset (over 1-5 days) of “depression”

- Acute onset (over 1-5 days) of “not eating”

- Acute onset (over 1-5 days) of “agitation”

— Sudden exacerbation of previously well-
controlled BNPS

- Frequent napping but can be aroused

- Inability of resident to repeat 5-digit number

Psychosis is often missed, and diagnosis can be
improved by

- Asking if the resident feels “safe” in the LTC
facility

- Asking if the resident feels the food is poisoned

- Asking if the resident feels people are talking
about him or her

- Yelling at imaginary people

— Verbal and or physical aggression

- Sexually aggressive behavior

- Complains of “strange smell” in the room or
food
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physician assistant), as they may often identify
changes in the treatment of physical health issues
(e.g. plan to reduce opioids) that can directly affect
the resident’s BNPS. The typical questions to assess
depression (for example, “Over the past two weeks,
have you / has the resident felt down, depressed, or
hopeless?” “Over the past two weeks, have you / has
the resident felt little interest or pleasure in doing
things?”) are still useful (especially for cognitively
intact residents), but often such questions do not
identify the resident’s depression due to cognitive
impairment and/or cultural issues (many aged resi-
dents associate feeling “depressed” with lack of inner
strength [or personal failure] and thus say “No” to
feeling depressed). Statements such as “I am
a burden,” “T wish I were dead,” and suicidal ideas,
plans, and attempt are obvious signs of depression.
Box 2.7 lists some assessment pearls that we have
found useful in our clinical practice (Desai and
Grossberg 2017; Desai, Lo, and Grossberg 2013).

Documentation

The goal of good documentation is to record what was
done, the findings of the assessment, the diagnosis,
and the treatment plan. Such a document helps all
treatment team members have access to and under-
stand the outcome of the assessment. Thorough and
accurate documentation is crucial to a high-quality
assessment process and for medico-legal purposes.
It can also serve as a good teaching tool for new
staff. The documentation can be handwritten (if writ-
ing is legible), dictated (especially initial evaluation
and if handwriting is not legible, even follow-up
notes), or typed. Some LTC facilities have implemen-
ted electronic medical records (EMR), and the MHP
may directly document the assessment in the EMR.
Templates for pre-printed history and physical exam
and follow-up notes may be used, but adequate indi-
vidualized information is necessary for documenta-
tion to be clinically useful. Figure 2.2 shows a sample
preprinted follow-up progress note. This note is
a modified version of the SOAP progress note used
in common practice.

LTC facilities should have a system in place for
formally carrying out the recommendations of
a MHP. Usually this involves informing the primary
care physician, who then authorizes the recommen-
dations after the resident or surrogate decision-maker
expresses agreement with the recommendations.
In some situations, the MHP is given the privilege
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Name of resident:

Gender: Date of birth:
Subjective complaints and staff input:

Place of assessment:

Room number:

Is the resident in pain? Yes___ _No____
Is the resident having sleep impairment? Yes No
Is the resident having appetite impairment? Yes__ No____

Allergies:
Current psychotropic medications:

Psychosocial environmental approaches found effective so far:

New non-psychotropic medication(s) prescription since last visit:

Laboratory data and other test results since last visit:

(Staff may document in the progress note up to this point)
HCP confirmed information documented by staff:

exam)

Obijective evaluation / Exam (pertinent physical, neurological and mental status

Assessment / Response to treatment:

Diagnosis:
Plan / Treatment recommendations:

Name and signature of the HCP:

Figure 2.2 Sample of Pre-Printed Follow-Up Progress Note

(or is expected to take responsibility for direct man-
agement of the BNPS) to write the recommendations
as orders directly in the resident’s chart, and the
primary care physician and resident or surrogate
legal decision-maker is informed about the orders.
Such privileges, expectations, and roles of the MHP
should be clarified before routine rounds for psychia-
tric care of residents begin. The original copy of the
document usually is kept in the resident’s chart in the
LTC facility. Any changes to the treatment plan or any
specific test result that is not being addressed should
be documented and the reason for what is done or not
done should be stated.

Summary

Behavioral, neurocognitive, and psychological symp-
toms (BNPS) are among the most challenging for even
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the best practitioner to assess and manage with resi-
dents living in long-term care facilities. No known
approach - psychosocial, environmental, or pharma-
cologic - is invariably effective. Therefore, it is essen-
tial to follow a systematic process to evaluate,
understand, and manage BNPS. Good intentions
must be combined with clinical knowledge, skill, and
creativity. A comprehensive psychiatric assessment
process for initial evaluation involves a thorough his-
tory, pertinent physical and neurological exam,
detailed mental status examination, use of standar-
dized assessment scales, pertinent laboratory tests
and/or brain imaging if indicated, and good docu-
mentation. A good follow-up assessment involves
pertinent information from the resident, staff, and
resident’s family, focused mental status exam, assess-
ment of response to treatment, and modification of
the treatment plan as necessary. Other equally
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important goals of the assessment process should
include building a therapeutic relationship, instilling
hope in the resident and/or family, restoring the resi-
dent’s sense of self-worth, and emphasizing the resi-
dent’s strengths at the end of each interview.
Assessment should routinely include screening for
potential abuse, identifying excess disability, and
addressing the needs of the family and the needs and
concerns of staff. Last but not least, the mental health
professional also uses each encounter as an opportu-
nity to address environmental and cultural issues that
commonly impose additional psychosocial stress on
residents through mini-staff education sessions dur-
ing the assessment process.

Key Clinical Points

1. Regular screening and comprehensive psychiatric
assessment are essential to arriving at an accurate
diagnosis (or diagnoses) and initiating evidence-
based state-of-the-science interventions.

2. Other equally important goals of the assessment
process should include building a therapeutic
relationship, instilling hope in the resident and/or
family, restoring the resident’s sense of self-worth,
and emphasizing the resident’s strengths at the
end of each interview.

3. Assessment should routinely include screening
for potential abuse, identifying excess disability,
and addressing the needs of the family and the
needs and concerns of staff.
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Chapter

Cognition is a combination of skills including atten-
tion, learning, memory, language, praxis, gnosis,
social cognition, and executive functions (such as
decision-making, goal setting, planning, and judg-
ment) (Grossberg and Desai 2006). Major neurocog-
nitive disorders (MNCDs) are neuropsychiatric
disorders characterized by significant decline from
the previous level of cognitive functioning in at least
two out of six domains (complex attention, social
cognition, perceptual-motor, executive function, lan-
guage, and learning and memory) which substantially
interferes with the ability to perform daily activities
(such as paying bills, managing medications) and live
independently (American Psychiatric Association
2013). Decline by two or more standard deviations
from appropriate norms as tested by formal cognitive
testing (third percentile or below) is necessary for a
diagnosis of MNCD. For the diagnosis of MNCD,
cognitive deficits cannot occur exclusively in the con-
text of a delirium and cannot be better explained by
another mental disorder (e.g. major depressive disor-
der, schizophrenia). MNCD is thus a clinical diagno-
sis. There are many causes of MNCD (Kimchi and
Lyketsos 2015). (See Table 3.1.) Progressive, irrever-
sible MNCDs account for more than 90 percent of all
causes of MNCD in long-term care (LTC) populations
(Galvin 2016).

Most recent estimates from the Alzheimer’s
Association indicate that more than 5.6 million
Americans have Alzheimer’s disease (AD) or related
MNCD (Alzheimer’s Association 2015). Worldwide,
more than 44 million people are living with AD or
related MNCD (Alzheimer’s Disease International
2015). These numbers are expected to double by
2030 and more than triple by 2050. Onset of MNCD
after age 60 accounts for more than 95 percent of
individuals who have MNCD. Five percent of those
who have MNCD experience onset before age 60
(often in their 30s or 40s) and are said to have young
or early-onset dementia.
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Major Neurocognitive Disorders

Approximately one-third of those who have
MNCD live in a LTC facility; the other two-thirds
live in their homes in the community. A high propor-
tion of people who have MNCD (80-90 percent)
eventually enter a LTC facility. Approximately 75-80
percent of LTC residents have MNCD. Some assisted
living (AL) homes and nursing homes (NHs) are
designed for and care exclusively for people who
have MNCD. The average length of stay in a NH for
someone who has MNCD is two to three years. This is
because many people who have MNCD enter AL first
and by the time they move to NH are in a more
advanced stage of MNCD. With the availability of
hospice, many AL residents who have advanced
MNCD spend their last years in AL. Understanding
clinical manifestations of different MNCDs, accurate
diagnosis, finding the cause(s), instituting appropriate
evidence-based treatment, and meeting psychosocial,
environmental, and spiritual needs are critical for
improving residents’” quality of life and helping them
live the best life possible.

Alzheimer’s Disease

Alzheimer’s disease (AD) is a progressive neurode-
generative disorder that has a long (more than two
decades) asymptomatic phase and leads to irreversi-
ble MNCD (Apostolova 2016). The neuropathology
consists of accumulation of abnormal proteins (amy-
loid and tau) that are thought to cause neuronal
death and loss of synapses. AD is the most common
cause of MNCD in people age 65 or older, accounting
for 60-75 percent of all causes of MNCD (Alzheimer’s
Association 2015). Insidious onset and a slow but
relentless decline in cognition that impairs the ability
to perform daily activities is the most striking feature
of AD. There is no cure for AD. It is estimated that
5 percent of people over 65 years of age and up to
33 percent of those over 85 are living with AD. Some
98 percent of AD is sporadic and 2 percent is familial
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Table 3.1 Common Causes of Major Neurocognitive Disorder in Long-Term Care Populations

Common Causes of Major
Neurocognitive Disorder
(MNCD)

Alzheimer's disease (AD)

MNCD due to Lewy bodies
(Dementia with Lewy bodies
[DLBI)

MNCD due to Parkinson’s
disease (Parkinson's disease
dementia [PDD])

Major vascular neurocognitive
disorder (Vascular dementia
[VaDI)

Major frontotemporal
neurocognitive disorder
(Frontotemporal dementias
[FTDs])

Clinical Pearls

AD is a progressive
neurodegenerative disease and is
the most common cause of MNCD

Reversible causes of cognitive
impairment (especially depression,
medication-induced cognitive
impairment, vitamin B, deficiency)
are also commonly present

DLB is a progressive
neurodegenerative MNCD

People who have DLB have high
sensitivity to adverse effects of
antipsychotics (especially high-
potency antipsychotics [e.g.
haloperidol, risperidone,
paliperidone]) with even fatal
outcomes

PD s a progressive neurodegenerative
disease

Average duration of Parkinson's
disease is about 8 years before
development of MNCD

People who have PDD are more prone
to severe psychotic symptoms due
to levodopa

VaD is irreversible MNCD due to
cerebrovascular disease

Two types: poststroke VaD and
nonstroke VaD (typically due to
cerebral small vessel disease)

Nonstroke VaD may mimic AD with
insidious onset and gradual
progression of cognitive and
functional decline

FTDs are progressive
neurodegenerative disorders

Often misdiagnosed as depression,
personality disorder, bipolar
disorder, obsessive compulsive
disorder, substance use disorder, or
a psychotic disorder
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Evidence-Based Approaches and
Therapeutic Pearls

AD is incurable

Work-up to identify potentially
reversible cause(s) of cognitive
impairment

Consider cholinesterase inhibitors
and/or memantine for all residents
(unless in terminal stages)

DLB is incurable

Avoid antipsychotics (especially high-
potency antipsychotics)

Cholinesterase inhibitors may be
more effective in DLB than in AD

PD and PDD are incurable

Consider cholinesterase inhibitors to
treat cognitive decline, but may
worsen tremor

Consider reducing or discontinuing
levodopa before initiating
pimavanserin or antipsychotic
medication (such as quetiapine or
clozapine) to manage severe
psychotic symptoms

Neuroimaging (especially magnetic
resonance imaging of the brain)
evidence of significant brain
parenchymal injury is essential for
diagnosis

Optimal control of vascular factors
(especially hypertension, diabetes)
may delay progression to more
severe stages

Cholinesterase inhibitors may be
appropriate for some residents who
have VaD

FTDs are incurable

Cholinesterase inhibitors are not
recommended

Selective serotonin reuptake inhibitors
may be necessary for severe
behavioral disturbances not
responding to psychosocial
environmental intervention
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Table 3.1 (cont)

Common Causes of Major
Neurocognitive Disorder
(MNCD)

Alcohol-induced major
neurocognitive disorder

Major neurocognitive disorder
due to traumatic brain injury
(TBI)

Major neurocognitive disorder
due to HIV infection (HIV-
associated neurocognitive
disorder [HAND])

Major neurocognitive disorder
due to Huntington's disease
(HD-associated dementia)

Major neurocognitive disorder
due to multiple sclerosis (MS-
associated dementia)

Clinical Pearls

People who have FTD are much
younger than people who have
MNCD due to AD or DLB

People who have alcohol-induced
MNCD are much younger than
people who have
neurodegenerative MNCD and
typically have concomitant
Korsakoff syndrome (amnestic-
confabulatory syndrome)

Executive impairment seen early in
the course due to neurotoxic
effects of alcohol on
frontocerebellar networks

MNCD due to TBI is irreversible

Moderate to severe head injury can
increase risk of MNCD by two to
four times

Multiple mild TBIs can lead to chronic
traumatic encephalopathy (CTE)
that can mimic AD

HAND may be the first manifestation
of HIV infection in older adults

Mild neurocognitive disorder due to
HIV infection precedes HAND and
gives opportunity for prevention of
HAND

HD is an autosomal dominant
progressive neurodegenerative
disorder

Residents who have HD are some of
the youngest in LTC

LTC residents who have HD are in
advanced stages and usually have
severe chorea, gait disturbance, and
dysarthria along with MNCD

MS is a progressive demyelinating
disorder of the brain

Residents who have MS are some of
the youngest in LTC

LTC residents who have MS are in
advanced stages and usually have
severe motor disability along with
MNCD
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Evidence-Based Approaches and
Therapeutic Pearls

Stable abstinence from alcohol and
correction of nutritional
deficiencies may stabilize cognitive
decline in some residents who have
low medical comorbidity

Cholinesterase inhibitors are not
recommended unless HCP suspects
coexisting AD

Cholinesterase inhibitors are not
recommended

Post-traumatic stress disorder like
symptoms may emerge in the
context of TBI due to motor
vehicular accident or military
trauma and need to be anticipated
and addressed

Highly aggressive antiretroviral
therapy (HAART) with drugs having
high central nervous system
penetration recommended for
treatment

Opportunistic infection (e.g.
neurosyphilis) may also cause
neurocognitive impairment; HCP
needs to look for and treat it

HD is incurable

Cholinesterase inhibitors are not
recommended

Low-dose, high-potency
antipsychotics (e.g. risperidone)
may help chorea as well as severe
mood and psychotic symptoms
that often accompany HD

MS is incurable

Cholinesterase inhibitors are not
recommended

Vigorous efforts to involve retained
cognitive functions (reading
comprehension, conversational
skills, reminiscing past positive
events) is recommended

45



Common Psychiatric Disorders in Long-Term Care

Table 3.1 (cont)

Common Causes of Major
Neurocognitive Disorder
(MNCD)

Major neurocognitive disorder
due to chronic subdural
hematoma (CSDH)

Rapidly progressive
neurocognitive disorder
(RPD)

Major neurocognitive disorder
due to anoxic brain injury

Major neurocognitive disorder
due to other medical
condition

Mixed major neurocognitive
disorder

Clinical Pearls

LTC populations have multiple risk
factors for CSDH (especially fall
proneness, taking antiplatelets and
anticoagulants, cortical atrophy)

Subacute cognitive decline may be
the only clinical manifestation

Residents may have MNCD that is
progressing rapidly (over months
rather than years) and LTC team
may be the first to recognize it

Prion diseases (especially Creutzfeldt-
Jakob disease [CJD]) are the
prototype RPDs, fortunately rare, as
they are incurable

People who have survived cardiac
arrest and/or severe hypotension
and hypoxia may develop delirium
leading to irreversible MNCD due to
anoxic brain injury

People who have underlying MNCD
develop accelerated cognitive and
functional decline after anoxic brain
injury

Reversible MNCDs are rare in LTC
populations, but reversible causes
of neurocognitive impairment in
residents who have irreversible
MNCD are common (Box 3.1)

Common in older residents (typically
AD with VaD)
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Evidence-Based Approaches and
Therapeutic Pearls

CSDH can spontaneously resolve over
time

Watchful waiting and symptomatic
nonsurgical treatment may be
preferred treatment option, as
risks of surgical evacuation of
hematoma are high in LTC
populations

Urgent evaluation and thorough
work-up with a team of neurologist,
psychiatrist, and primary care
physician is recommended, as
some causes (e.g. autoimmune
encephalopathy) are eminently
treatable

In majority of situations, death
occurs within weeks to months, so
HCP needs to discuss palliative care
goals with the resident and family
as soon as possible after diagnosis

Cholinesterase inhibitors are not
recommended

For some people who have anoxic
brain injury, cognitive and
functional impairment may not
progressively worsen after the initial
insult.

Work-up to identify and treat
reversible contributing causes of
cognitive decline is
recommended for all residents
who have MNCD

Idiopathic normal pressure
hydrocephalus (iNPH) often
coexists with AD in LTC
populations, and shunt surgery for
iINPH may not be as effective in
this population as in younger
populations in the community

HCP may consider prescribing
cholinesterase inhibitors if AD or
DLB is thought to be one of the
etiologies
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(autosomal dominant). Age is the biggest risk factor for
sporadic AD, although old age by itself is not sufficient
to cause AD. Two-thirds of those diagnosed with AD
are women (Erol et al. 2015). The longer life span of
women than men may be the key factor in the pre-
ponderance of women who have AD. A definitive
diagnosis of AD can be made only after death, during
brain autopsy, when the amyloid plaques and neurofi-
brillary tangles can be seen under the microscope and
correlated with clinical manifestations. In cases of
familial AD, genetic testing (identifying mutations in
one of the three genes: Amyloid Precursor Protein
[chromosome 21], Presenilin 1 [chromosome 14],
and Presenilin 2 [chromosome 1]) can also provide
accurate diagnosis. The presence of the gene for apoli-
poprotein E4 (ApoeE4) increases the risk for and
decreases the age of onset of AD, with a single copy
increasing the risk threefold and two copies increasing
the risk fifteenfold.

There is substantial heterogeneity in the clinical
presentation of AD. The typical clinical syndrome of
AD includes an amnestic type of memory defect with
difficulty learning and recalling new information,
progressive language disorder beginning with
anomia and progressing to fluent aphasia. Short-
term memory deficits are classic, with remote mem-
ory remaining intact until the advanced stages. Some
individuals who have incipient memory loss are
aware of their declining abilities, but most indivi-
duals who have evolving AD are unaware that they
have significant memory dysfunction. Behind the
forgetfulness that appears benign may be more ser-
ious mistakes, such as forgotten bills, missed
appointments, improperly taken medication, and
misdirected travel. Disturbances of visual-spatial
skills manifested by environmental disorientation
are usually absent or mild in early stages but become
evident in more advanced stages. Sometimes anomia
or visual agnosia can be nearly as prominent as the
anterograde amnesia. Individuals who have Down
syndrome (trisomy 21) have a high risk of develop-
ing AD by the time they are in their 40s or 50s.
Ideally, the health care provider (HCP) should inter-
view a knowledgeable informant because genuine
memory failure should be evident to those who are
close to the individual who has Down syndrome.

Rapidly progressive AD, posterior cortical atro-
phy, frontal lobe variant AD, and logopenic variant
primary progressive aphasia due to AD are atypical
presentations of AD (Apostolova 2016). Some 10-30
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percent of individuals diagnosed clinically with major
frontotemporal neurocognitive disorder (frontotem-
poral dementia [FTD]) are found to have AD (frontal
lobe variant AD) on autopsy.

(riteria for Probable Alzheimer’s Disease

Diagnosis of probable AD can be made by using
criteria established by the Diagnostic and Statistical
Manual of Mental Disorders, fifth edition (DSM-5)
(American Psychiatric Association 2013). Probable
AD is determined when a person has

- MNCD confirmed by clinical and/or
neuropsychological examination

- Insidious onset and steadily progressive gradual
decline

- Obvious evidence of decline in memory and
learning.

Diagnostic Testing

Evidence of a genetic cause of AD (based on family
history and/or genetic testing) is helpful in the diag-
nosis of familial AD. The presence of biomarkers for
AD (e.g. cerebrospinal fluid [CSF] amyloid beta-42
[abeta-42] and tau protein ratio [decline in abeta-42
by itself or accompanied by elevation in total tau and
phosphorylated tau] and positive amyloid positron
emission tomography [PET]) provides supporting
evidence for underlying AD pathology and thus
improves diagnostic accuracy if the presentation is
atypical or historical information is insufficient. We
do not recommend routine testing for ApoeE4 for
diagnostic purposes, as some individuals who are
ApoeE4 carriers may never develop AD and some
individuals who do not have ApoeE4 may develop
AD. Signs of hippocampal and temporoparietal cor-
tical atrophy on a magnetic resonance imaging (MRI)
scan and temporoparietal hypometabolism on a fluor-
odeoxyglucose PET scan support a diagnosis of AD
but are less sensitive and specific than amyloid PET
and CSF amyloid/tau ratio.

Other Areas of Cognitive Impairment

besides Memory

Aphasia. Aphasia (called “dysphasia” if mild) is loss
of language ability. Expressive aphasia is loss of the
ability to convey oral or written information to others.
Anomia, or difficulty finding words, is a common
form of expressive aphasia in mild AD. Loss of verbal
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fluency is profound in moderate and severe stages of
AD, although, unlike individuals who have some
major frontotemporal neurocognitive disorder (fron-
totemporal dementias [FTDs], especially progressive
nonfluent aphasia [PNFA]), mutism is rare in AD.
Receptive aphasia is loss of the ability to understand
the meaning of oral (spoken) and written language.
Comprehension breaks down in moderate to severe
stages of AD, and paraphrases both literal and seman-
tic are prominent. Examples include not understand-
ing questions or instructions and not being able to
express what one wants to say. The HCP may consider
referral to a speech therapist for residents who have
mild AD and significant expressive aphasia.

Agnosia. Agnosia is the inability to recognize
familiar objects by sight (visual agnosia), touch (tac-
tile agnosia), sound (auditory agnosia), smell (olfac-
tory agnosia), or taste (gustatory agnosia). Examples
include not recognizing a favorite chair (hence one
should avoid rearranging the furniture in the resi-
dent’s room), not recognizing home, and eventually
not recognizing family and friends. Frequent if brief
visits may help delay the loss of recognition of family
and friends.

Apraxia. Apraxia (called “dyspraxia” if mild) is
characterized by loss of the ability to execute or carry
out skilled movements and gestures, despite having
the desire and the physical ability to perform them.
Apraxia results from dysfunction of the parietal lobe.
Examples of apraxia often seen among residents who
have MNCD include ideational apraxia (the inability
to coordinate activities with multiple, sequential
movements, such as dressing, bathing, and eating)
and constructional apraxia (the inability to copy,
draw, or construct simple figures).

Executive Dysfunction. Executive function is an
interrelated set of abilities that includes cognitive
flexibility, concept formation, and self-monitoring
(Elliot 2003). Executive dysfunction results in
impaired decision-making, goal setting, planning,
and exercising good judgment. Assessing executive
function can help determine a person’s capacity to
execute health care decisions. Executive dysfunction
is one element in the DSM-5 criteria for the diagnosis
of MNCD and sooner or later occurs in all MNCD
diseases. It is seen early in FTDs, among some people
who have major depression (clinical depression),
and in advanced stages of other degenerative
MNCDs (AD, major neurocognitive disorders with
Lewy bodies [dementia with Lewy bodies {DLB}]). It
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is also seen among people who have a stroke invol-
ving the frontal lobe (especially dorsolateral prefron-
tal area) and its projections to and from the basal
ganglia.

Stages of Alzheimer's Disease

AD progresses through several stages before the stages
of MNCD. (See Table 3.2.) The traditional description
of stages helps with accurate diagnosis (with AD bio-
markers improving diagnostic accuracy [useful when
historical data of cognitive decline are inadequate
and/or atypical presentation]) and prognosis and
strength-based description of stages helps with efforts
to maintain quality of life and highest level of func-
tioning. The MNCD stages (mild, moderate, severe,
and terminal) of AD usually span five to eight years on
average (range two to 20 years) after diagnosis. The
length of survival depends on the age at onset of
symptoms (the younger the age, the longer the survi-
val) and comorbid conditions (especially cerebrovas-
cular disease). Younger people who have AD are more
likely to survive the full course of the disease process,
while older people are more likely to die earlier based
on medical comorbidities. For people over age 85,
survival after the onset of MNCD may be much shorter
(average three years). The Global Deterioration Scale
(GDS), with seven stages and substages, provides
descriptions of stages of progression of AD that are
particularly meaningful for families and caregivers
(Reisberg et al. 1982).

The Grossherg-Desai Staging Scale:
Retained Strengths by Stage of AD

Pre-MNCD Stages. AD begins in the entorhinal cor-
tex, which is near the hippocampus and has direct
connections to it. It then proceeds to the hippocam-
pus, the structure that is essential to the formation of
short-term memories. Affected regions begin to atro-
phy and show synaptic loss. These brain changes start
at least 20 years before any visible sign or symptom
appears. Subjective memory and other cognitive com-
plaints have been shown to precede MNCD by more
than 10 years. Subjective cognitive complaints pre-
cede the stage in which objective memory loss devel-
ops. Memory loss, the first visible sign, is the main
feature of amnestic type of mild neurocognitive dis-
order (mild NCD [amnestic mild cognitive impair-
ment {aMCI}]). Amnestic mild NCD is usually an
initial, transitional phase between normal brain
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Table 3.2 Stages of Alzheimer's Disease

Stage
1

* Alzheimer's disease biomarkers include positive amyloid positron emission tomography (amyloid PET) imaging, cerebrospinal fluid (CSF)

Traditional Description

Presymptomatic (asymptomatic) stage with
positive AD biomarkers*

Subjective memory and other cognitive
complaints may or may not be accompanied
by transient mild symptoms of depression,
anxiety, and/or apathy; positive AD
biomarkers

Mild neurocognitive disorder with objective
evidence of cognitive decline (two or more
standard deviation) accompanied by varying
severity of depression, anxiety, and/or apathy;
positive AD biomarkers

Mild major neurocognitive disorder with
difficulties in living independently due to
significant cognitive decline accompanied by
varying severity of depression, anxiety, and/or
apathy; positive AD biomarkers

Moderate major neurocognitive disorder with
inability to live independently without
substantial help accompanied by moderate to
severe depression, anxiety, psychotic symptoms;
positive AD biomarkers and neuroimaging
evidence of obvious temporoparietal cortical
atrophy

Severe major neurocognitive disorder with need
for 24/7 supervision for safety, difficulty
recognizing family and friends; difficulty
expressing basic needs; severe apathy, psychotic
symptoms, and/or distress expressed as
agitation, aggression common; positive AD
biomarkers and neuroimaging evidence of
extensive diffuse cortical atrophy

Terminal-stage major neurocognitive disorder
with very limited language functions, loss of
narrative self; often bed bound and completely
dependent on others for all activities, including
feeding; distress expressed as agitation is
common

Strengths-Based Description

Normal cognitive functions and capacity to live
independently

Normal cognitive functioning on objective
cognitive testing and retained capacity to live
independently

Retained capacity to live independently and to
drive

In general, retained general intellect and capacity
to eloguently express one’s experience of
living with MNCD; retained capacity to live in
one’s own home with some help; retained
capacity to make medical decisions in one’s
own best interest in most situations; may be
able to drive short distances on familiar routes

In general, retained long-term memory and
capacity to reminisce past positive
experiences; retained conversation skills and
capacity for sense of humor; retained
capacity to recognize family and friends;
retained procedural memory (e.g. dancing,
playing a musical instrument); retained
reading comprehension, retained capacity
for social interactions, engage in creative
activities and enjoy music, being with pets,
spending time in nature, and spiritual rituals

In general, retained capacity to show affection and
enjoy touch and social activities and
interactions; retained capacity to dance, enjoy
music, being with pets, spending time in nature,
and spiritual rituals; retained capacity to show
empathy toward others and express gratitude

In general, retained capacity to enjoy touch, music,
show affection, and respond to spiritual rituals

abeta/tau ratio (decreased abeta and increased tau in CSF), temporoparietal hypometabolism seen in fluorodeoxyglucose positron
emission tomography (FDG PET) and hippocampal atrophy on neuroimaging.
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aging and AD (diagnosed as mild NCD due to AD).
Change in mood (irritability, depression) and person-
ality (passivity) may predate cognitive symptoms by
years in people who have AD (Jost and Grossberg
1996). The MCI stage typically lasts two to 10 years
before progressing to MNCD stage. Testing for the
presence of diagnostic biomarkers is usually needed
for an accurate diagnosis of AD in pre-MNCD stages.

Mild Alzheimer’s Disease. As the disease begins to
affect the cerebral cortex, memory loss continues and
changes emerge in other cognitive abilities (such as
language, praxis). The clinical diagnosis of AD is
usually made during this stage. Signs of mild AD can
include: memory loss, taking longer to accomplish
normal daily tasks, trouble handling money and pay-
ing bills, poor judgment leading to bad decisions, loss
of spontaneity and sense of initiative, confusion about
the location of familiar places (getting lost begins to
occur), mood and personality changes, and increased
anxiety. In mild AD, physical abilities do not decline.
At casual glance, these early symptoms can be con-
fused with changes that accompany normal aging.
With systematic inquiry, the HCP can reliably diag-
nose early-stage AD. In general, mild AD does not
result in need for LTC unless there is serious disability
due to other medical conditions, such as stroke or
end-organ failure. The prevalence of major depres-
sion in this stage may be up to 20 percent. The pre-
valence of depressed mood and sadness may be seen
in 50-60 percent of individuals in this stage. This
stage can last for two to 10 years.

Moderate Alzheimer’s Disease. By the moderate
stage, AD-induced cell death has spread to the areas of
the cerebral cortex that control language, reasoning,
sensory processing, and conscious thought. More
intensive supervision and care become necessary,
and many individuals enter LTC in the latter part of
this stage. The symptoms of this stage include:
increasing memory loss and confusion, shortened
attention span, problems recognizing some friends
and distant family members, difficulty with language;
problems with reading, writing, working with num-
bers, difficulty organizing thoughts and thinking logi-
cally, inability to learn new things or to cope with new
or unexpected situations, repetitive statements, occa-
sional muscle twitches, loss of impulse control (shown
through sloppy table manners, undressing at inap-
propriate times or places, or vulgar language),
perceptual-motor problems (such as trouble getting
out of a chair or setting the table). Stored long-term
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memories may be relatively spared early in this stage,
prompting family members to make comments such
as, “She remembers what happened a long time ago
better than I do.”

In keeping with the basic tenets of person-
centered care, we are replacing the term behavioral
and psychological symptoms of dementia with
biopsychosocial-spiritual distress (BPSD) (Dementia
Action Alliance 2016). People who have moderate-state
AD commonly experience anxiety, depression, restless-
ness, and other expressions of BPSD. People who have
AD evidence more severe BPSD in the moderate stage
than in the mild stage. BPSD in this stage is often related
to delusions and depression and may manifest as tear-
fulness, anxiety, irritability, and agitation (restlessness,
pacing, wandering). Delusions and hallucinations are
much more likely in this stage than in the mild or
terminal stage. The incidence of delusions in this stage
is reported as 37 percent and of hallucinations as high as
24 percent. Paranoid delusions in AD are the most
common type of false belief, with commonly occurring
delusions including “Someone is stealing my belong-
ings” and “My spouse is having an affair.” Psychotic
symptoms frequently contribute to agitation and
aggression. Depression is also seen in this stage and
may contribute to physical aggression. The prevalence
of major depression is 10 percent in this stage, whereas
the prevalence of depressed mood and sadness is
approximately 58 percent. In moderate-stage AD,
depression often coexists with prominent anxiety
symptoms. The leading features of depression in the
later part of this stage may be an inversion of day and
night, agitation, and aggression. BPSD expressed as
aggression occurs in 20 to 30 percent of people in this
stage and appears to vary with severity, correlating
with frontal lobe dysfunction, pain and other medi-
cal comorbidity, decline in activities of daily living
(ADLs), and greater cognitive impairment. The fre-
quency of BPSD expressed as agitation is 40-55
percent in this stage and increases in prevalence
from the early part of this stage to the later part.
Expression of BPSD can take the form of shouting,
pacing, restlessness, and wandering. Problems of gait
and movement in this stage contribute significantly
to functional decline. Some 30-60 percent of resi-
dents who have moderate-stage AD may develop
mild extrapyramidal symptoms (EPS) such as amimia,
bradykinesia, gait impairment, Parkinsonism, or para-
tonic rigidity. Gait apraxia, ascribed to impaired frontal
lobe function, occurs with increasing frequency in
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moderate-stage AD. It includes a constellation of
impaired trunk and leg movements as well as impaired
postural reflexes, disequilibrium, dyskinetic move-
ments, and problems with locomotion. Falls are asso-
ciated with the severity of AD; more than one-third of
individuals who have moderate-stage AD experience
this problem. Ability to move themselves and the other
objects about is impaired in moderate to severe stages
of AD. For example, a person who has AD kneels on a
chair instead of sitting or does not sit all the way down
(lowers self part of the way and then gets back up).
Breaking the task down to small steps by giving verbal
and tactile clues (guiding the person with one’s hands)
helps address this problem. This stage can last for one
to eight years.

Severe Alzheimer’s Disease. The hallmark of
severe-stage AD is profound cognitive impairment.
In this stage, the person may not even know his or
her own name or recognize a spouse or children.
Verbal ability is restricted to answering yes or no to
simple questions. Except for some ability to feed self, a
resident in this stage is completely dependent on
others for all basic activities of daily living (such as
dressing, toileting). Many residents even in advanced
stages of AD can ambulate and will still have some
fleeting memory of their loved ones, which can sur-
prise family and staff. A resident who has not spoken
for months may suddenly respond to the spouse’s
voice. A resident who has not responded to the
spouse’s presence may suddenly pick up the spouse’s
hand, kiss the hand, and say “love you.” These
moments of explicit residual continuity with the resi-
dent’s past may be most evident in the morning after
the resident has had a good night’s rest. Such
moments are extremely meaningful to the family.
One of the authors remembers a resident who, over
a six-month period, had never spoken to him or staff
suddenly blurted out, “You know, I have Alzheimer’s”
during his visit with her. The staff person who was
with the author was equally surprised. Both urinary
and fecal incontinence frequently develop in severe
stages of AD. This stage can last for one to four years.

Terminal-Stage Alzheimer’s Disease. In the last
stage of AD, plaques and tangles are widespread
throughout the brain, and large areas of the brain
have atrophied further. Individuals in this stage have
lost all ability to communicate verbally and are com-
pletely dependent on others for care. All sense of
narrative self seems to vanish, and self is expressed
in nonverbal preferences. Other symptoms can
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include: weight loss; seizure; skin infection; difficulty
swallowing; distress expressed as groaning, moaning,
or grunting; increased sleep; lack of bladder and bowel
control. At the end, individuals may be in bed much
or all of the time. As bedridden status develops, con-
tractures occur commonly. Myoclonus, either focal or
multifocal, transient or recurrent, may also occur.
Even in such advanced stages, some individuals may
have emotional moments of relational recollection.
But by now all of these individuals are extremely
feeble, have limited mobility, and will begin the
dying process by such things as sepsis related to
incontinence or aspiration pneumonia or skin
ulcer, cardiac arrest or secondary to inanition. At
this stage, individuals are in effect dying and may
be appropriate for referral to hospice, especially after
a superimposed new medical problem, weight loss,
or sudden decline. Death typically results from
aspiration pneumonia. This stage can last for two
months to up to two years.

Major Neurocognitive Disorder due

to Lewy Bodies

Dementia with Lewy bodies (DLB) and Parkinson’s
disease dementia (PDD) are two causes of MNCD
with Lewy bodies that are prevalent in LTC popula-
tions. Multiple system atrophy (MSA) is a rare cause
of MNCD with Lewy bodies. All three MNCDs having
Lewy bodies are progressive and incurable neurode-
generative disorders (Gomperts 2016). PDD and DLB
are more common in males than females. The neuro-
pathology consists of accumulation of abnormal pro-
tein alpha synuclein in the form of round Lewy
bodies, which are thought to cause neuronal death
and loss of synapses. Lewy bodies are considered a
pathological hallmark of DLB and Parkinson’s disease
(PD). Lewy bodies are never found in a healthy nor-
mal brain. In DLB, Lewy bodies are found in the
cortex as well as in an area of the brain stem called
the substantia nigra, whereas in PD, Lewy bodies
first accumulate in the substantia nigra and later
spread to the cortex. DLB is differentiated from
PDD primarily in the onset of motor symptoms. In
PDD, Parkinsonian symptoms have to be present for
at least a year (typically for eight or more years) before
the onset of cognitive decline, whereas in DLB, the
onset of motor symptoms coincides with cognitive
decline. Similar to AD, DLB and PDD have a long
preclinical period progressing to the MCI stage (mild
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neurocognitive disorder due to Lewy bodies) before
developing MNCD.

DLB is the second most common neurodegenera-
tive disorder (after AD) to cause MNCD, and the
second most common MNCD (after AD) in older
adults. The cognitive disorder in DLB may be

characterized by prominent anterograde amnesia
and may be indistinguishable from AD. However,
the most common patterns of cognitive deficits in
DLB are distinct from those in AD. (See Table 3.3.)
In AD the first loss in thinking skills is in memory; in
DLB the earliest loss appears to be with attention and

Table 3.3 Differentiating Major Neurocognitive Disorder due to Alzheimer’s Disease, Major Frontotemporal Neurocognitive Disorder, and

Major Neurocognitive Disorder with Lewy Bodies

Major Neurocognitive Disorder due
to Alzheimer’s Disease

Short-term memory impaired early on
New learning impaired from early on

Prominent attentional problems
absent

Executive dysfunction mild early on

Apraxia and agnosia often present
from early on

Psychomotor slowing absent in mild
to moderate stages

Mutism rare

Daily fluctuation in cognition with
dramatic variations in attention and
alertness absent in mild to
moderate stages

Recurrent falls seen in later stages

Spontaneous features of Parkinsonism
(slow shuffling gait, hypokinesia,
muscle rigidity, rest tremor) absent
or minimal

Visual hallucinations rare in mild
stages

REM sleep behavior disorder (RBD)
absent

Social misconduct/behavioral
disinhibition absent in mild stages
(frontal variant AD is exception)

Loss of sympathy or empathy absent

Perseverative, stereotyped, or
compulsive/ritualistic behaviors
absent in mild to moderate stages

Major Frontotemporal
Neurocognitive Disorder

Short-term memory intact early on
New learning intact early on

Prominent attentional problems
often present

Executive dysfunction prominent
early on

Apraxia and agnosia absent in
mild to moderate stages

Psychomotor slowing absent in
mild to moderate stages

Mutism not uncommon

Daily fluctuation in cognition with
dramatic variations in attention
and alertness absent

Recurrent falls seen in later stages

Spontaneous features of
Parkinsonism absent (except in
rare cases of corticobasal
degeneration and progressive
supranuclear palsy)

Visual hallucinations rare in mild
stages

RBD absent

Social misconduct/behavioral
disinhibition common from
early on

Loss of sympathy or empathy
often present

Perseverative, stereotyped, or
compulsive/ritualistic behaviors
often present from early on
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Major Neurocognitive Disorder
with Lewy Bodies

Short-term memory impaired
early on

New learning impaired from
early on

Prominent attentional problems
usually present

Executive dysfunction mild early on

Apraxia and agnosia often present
from early on

Psychomotor slowing often present
from early on

Mutism rare

Daily fluctuation in cognition with
dramatic variations in attention
and alertness are common from
early on

Recurrent falls seen from early on

Spontaneous features of
Parkinsonism prominent from
early on

Visual hallucinations common from
early on

RBD may even predate cognitive
decline and often present from
early on

Social misconduct/behavioral
disinhibition absent

Loss of sympathy or empathy
absent

Perseverative, stereotyped, or
compulsive/ritualistic behaviors
absentin mild to moderate stages
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Table 3.3 (cont)

Major Neurocognitive Disorder due
to Alzheimer’s Disease

Hyperorality and dietary changes
absent

Capacity for empathy is retained

Severe sensitivity to high potency
antipsychotics absent

Initially often misdiagnosed as normal
age-related memory loss

Family history of AD often present

More common in females than males

Neuroimaging often shows marked
disproportionate hippocampal
atrophy and temporoparietal
cortical atrophy

Fluorodeoxyglucose positron
emission tomography (FDG PET)
often shows temporoparietal
hypometabolism

Normal striatal dopamine transporter
reuptake on SPECT/PET scan

Response to cholinesterase inhibitors
is modest

Autopsy shows characteristic amyloid
neuritic plagues and tau
neurofibrillary tangles

Major Frontotemporal
Neurocognitive Disorder

Hyperorality and dietary changes
often present from early on

Capacity for empathy often
impaired from early on

Severe sensitivity to high-potency
antipsychotics is absent or
occasional

Initially often misdiagnosed as
primary non-MNCD mental
disorder (such as major
depression, bipolar disorder,
schizophrenia)

Family history of FTDs present in
40% of individuals who have FTD
and 10% have an autosomal
dominant inheritance pattern

Behavioral variant FTD more
common in males than females

Neuroimaging often shows frontal
and/or temporal cortical
atrophy

FDG PET often shows
frontotemporal
hypometabolism

Normal striatal dopamine
transporter reuptake on SPECT/
PET scan

Lack of response to cholinesterase
inhibitors

Autopsy shows tau or ubiquitin-
associated characteristic
neuropathological findings

Major Neurocognitive Disorder
with Lewy Bodies

Hyperorality and dietary changes
absent

Capacity for empathy retained

Severe sensitivity to high-potency
antipsychotics is often seen from
early on

Initially often misdiagnosed as
Parkinson's disease

Family history of DLB rare

More common in males than
females

Neuroimaging may show occipital
atrophy

FDG PET may show occipital
hypometabolism

Reduced striatal dopamine
transporter reuptake on SPECT/
PET scan

Response to cholinesterase
inhibitors may be better than
among residents who have
Alzheimer's disease

Autopsy shows characteristic
pathological lesions — alpha
synuclein Lewy bodies

Note: None of these characteristics can differentiate among AD, FTDs, and DLB with certainty. Definitive diagnosis of each can be made only
after death through autopsy and correlating findings with clinical presentation and, when available, biomarker findings.

visual perception. Hence, DLB has also been
described as a visual-perceptual and attentional-
executive dementia. Individuals who have DLB may
have slightly better confrontational naming and ver-
bal memory function than do typical individuals who
have AD but have worse executive function and
visuospatial functions. Symptoms vary a great deal
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more from one day to the next than do symptoms of
AD. In addition, up to 81 percent of individuals who
have DLB have unexplained periods of markedly
increased confusion that lasts days to weeks and clo-
sely mimics delirium. Individuals who have DLB are
typically more apathetic than are individuals who
have AD. Diagnosis and treatment of DLB is often
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complicated by a lack of information about the dis-
ease. The HCP should consider DLB if the HCP sees
spontaneous features of Parkinsonism, fully formed
visual hallucinations, and fluctuating cognition with
pronounced variation in attention and alertness early
in the course of MNCD. When fluctuating cognition
occurs, family or caregivers often describe the indivi-
dual as “zoned out” or “not with us.” Such fluctuation
is often mistaken for delirium superimposed on AD.
Other symptoms that may help differentiate DLB
from AD include daytime drowsiness and lethargy
despite getting enough sleep the night before; falling
asleep two or more hours during the day; staring into
space for long periods and episodes of disorganized
speech; REM sleep behavior disorder (RBD) (dream
enactment behavior occurring during REM sleep
phase with loss of normal muscular atonia); recurrent
falls; and change in personality early in the course of
MNCD (especially passivity). RBD is often a precur-
sor to DLB, occurring years before the onset of
MNCD, and is present in about half of individuals
who have DLB. Cholinergic deficits in DLB occur
early and are more widespread than in AD. This
may explain some of the clinical differences and
somewhat better response to cholinesterase inhibitors
(ChEIs) than with AD. Individuals who have DLB are
more functionally impaired (due to extrapyramidal
motor symptoms) and have more neuropsychiatric
difficulties (such as visual hallucinations seen in
80 percent of people who have DLB) than individuals
who have AD and similar cognitive scores.

The cognitive deficits of individuals who have
PDD are similar to those of DLB. Resting tremor,
usually of the upper extremities, hypokinesia (slowed
movement), masked facial expression, soft voice
(hypophonia), tiny handwriting (micrographia),
cogwheel rigidity of the limbs, and gait problems,
including asymmetrical or decreased arm swing and
abnormal postural reflexes, may be found on neuro-
logical examination. Approximately 1.5 million
Americans have PD. Up to 80 percent of individuals
who have PD eventually develop MNCD.

MSA presents with a heterogeneity of symptoms,
including: ataxia (MSA-cerebellar type) or tremor
and rigidity (MSA-Parkinsonian type) along with
symptoms of autonomic failure (recurrent fainting
spells, bladder dysfunction, irregular heart rate) and
cognitive decline. In advanced stages, muscle con-
tractures, Pisa syndrome (leaning toward one side,
resembling the Leaning Tower of Pisa), antecollis
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(neck bending forward and head dropping down),
and involuntary and uncontrollable sighing and
gasping may also be seen. MSA includes rare neuro-
degenerative disorders previously termed Shy-
Drager syndrome, olivopontocerebellar atrophy,
and striatonigral degeneration.

(Clinical Case 1: “I am tired all the time”

Ms. S, a 79-year-old woman residing in a nursing
home, was referred to us for evaluation of suspected
depression. She had a history of memory problems,
disorientation at times, recurrent falls, and sleep dis-
turbances beginning two to three years prior and had
been progressively getting worse. The most recent fall
was a week ago and caused her to have a bruise on her
face but no fracture. Over the last two weeks, she was
increasingly withdrawn, staying in her room with
mild impairment in appetite. On evaluation, the resi-
dent’s main complaint was fatigue; she stated, “I am
tired all the time.” Her past medical history was posi-
tive for hypertension, peripheral vascular disease,
osteoarthritis of the knees, and carpal tunnel syn-
drome. A review of systems revealed dysuria. She
presented mentally slowed, with flat affect and mod-
erately disoriented to time and place. Her Montreal
Cognitive Assessment (MOCA) score was 12. Physical
examination revealed a low-frequency tremor of the
arms and slow gait. Laboratory results were within
normal range and urinalysis revealed a bladder infec-
tion, which was treated with antibiotics. Ms. S was
currently taking amlodipine, acetaminophen, and lor-
azepam 0.5 mg three times a day. To rule out a chronic
subdural hematoma, the HCP recommended an
emergency CT scan of the head, which showed old
diffuse ischemic white matter changes and mild cor-
tical atrophy. The lorazepam was gradually tapered
and discontinued over two weeks. Ms. S was started
on donepezil 5 mg once daily. Family and staft were
counseled to have her walk regularly, as she had
always enjoyed walking. After one month, she was
sleeping better and her dysuria had cleared up, but
she still complained of fatigue. She had tolerated
donepezil well so far without developing any nausea
or vomiting. Her tremor was no worse. The donepezil
was increased to 10 mg daily. Water painting was
added to her activity schedule, as Ms. S had shown
interest in this activity when she was in an adult day
program. After another month, she appeared to be
doing much better. She still complained of fatigue, but
less often. Her family felt she was more alert and
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interactive. Her repeat MOCA score was 15. Final
diagnosis of probable DLB was given.

Teaching Points

It is important to note that adverse effects of benzo-
diazepines, such as fatigue, may take several weeks to
improve after the drug is discontinued. Also, a urinary
tract infection (UTI) may manifest as fatigue, depres-
sion, and/or increased confusion. Often, there are
multiple causes of symptoms and disability, with
untreated MNCD being one of them. In this case,
treatment of UTI, discontinuation of lorazepam,
institution of cholinesterase inhibitor (ChEI) therapy,
and aggressive use of strength-based personalized
psychosocial sensory spiritual environmental initia-
tives with creative engagement (SPPEICE) helped
improve the resident’s quality of life.

Major Vascular Neurocognitive
Disorder

Major vascular neurocognitive disorder (vascular
dementia [VaD]) is the second most common cause
of irreversible MNCD if mixed MNCDs are consid-
ered, with the majority of VaD occurring along with
other degenerative neuropathology (especially AD)
(Smith 2016). The MCI stage (mild vascular neuro-
cognitive disorder) of VaD has also been described.
VaD can be further classified into poststroke VaD and
nonstroke VaD (typically due to small vessel cerebro-
vascular disease), and neuroimaging evidence of sig-
nificant cerebrovascular disease is essential for its
diagnosis. With poststroke VaD, cognitive impair-
ment can be abrupt in onset followed by stepwise
deterioration, as opposed to the insidious onset and
slow and steady decline seen in AD. Physical exam
reveals neurological signs typical of stroke (focal neu-
rological deficit, motor and reflex asymmetry).
Neurocognitive change exhibited by individuals who
have VaD is characterized by problems with decision-
making, poor organizational ability, difficulty adjust-
ing to change (due to impaired executive functions),
difficulty sustaining attention, and the appearance of
apathy. Memory function, while impaired in VaD, is
not the principal and devastating feature that it is with
AD. Impaired judgment, mood changes including
depression, emotional lability, personality changes,
frank aphasia, abulia, or visuospatial disturbances
may predominate either alone or in combination cor-
relating with networks damaged by cerebrovascular
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disease. Many individuals who have VaD also demon-
strate Parkinsonian symptoms (retropulsion, shuf-
fling gait, loss of postural reflexes) and early urinary
incontinence. As many as 30 percent of stroke survi-
vors may develop VaD by 6 months after the stroke.
The risk of MNCD increases ninefold over that of
individuals of the same age and sex who do not have
a new stroke. There is a remarkably high rate of silent
infarct on imaging, maybe as high as 20 percent. Silent
infarct increases the risk of subsequent MNCD by
2.26. Neuroimaging in individuals who have post-
stroke VaD may show one or more large vessel
infarcts, a strategically placed single infarct or hemor-
rhage, two or more lacunar infarcts outside the brain
stem.

Besides stroke, VaD is also caused by small-vessel
cerebrovascular disease caused by either arteriolo-
sclerosis or amyloid angiopathy. Individuals who
have this type of VaD usually have a subcortical pat-
tern of MNCD with psychomotor slowing (brady-
phrenia) and relative preservation of naming and
other language skills, although amnestic syndrome
indistinguishable clinically from AD is also seen.
Vascular depression is a term used to describe older
adults who have symptoms of major depressive dis-
order along with psychomotor slowing and executive
impairment with neuroimaging evidence of signifi-
cant small-vessel ischemia (extensive and confluent
white matter lesions). For many individuals, vascular
depression may be a prodrome of VaD. MRI of
the brain is the neuroimaging method of choice and
shows obvious evidence of severe small-vessel cere-
brovascular disease. White matter hyperintensities
(WMH) (leukoariosis) if severe are associated with
3 times the risk of subsequent MNCD. WMH are an
independent predictor of cognitive decline, even more
powerfully than the presence of lacunar infarcts.

Infarcts may involve the hippocampus directly,
and subcortical ischemic vascular disease can also
affect hippocampal volume. Thus, although the pre-
sence of hippocampal atrophy is highly indicative of
AD, it cannot be taken as proof that AD is the cause of
MNCD to the exclusion of VaD. Thus, differentiating
VaD from AD through neuropsychological testing or
neuroimaging is not as useful as determining the
cerebrovascular disease burden for all individuals
who have AD. Pure VaD in individuals who have
MNCD and are older than 70 is rare. In younger
individuals who have significant cerebrovascular dis-
ease, the possibility of pure VaD is more likely.
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Major Frontotemporal Neurocognitive
Disorder

Frontotemporal MNCDs (frontotemporal dementias
[FTDs]) are a group of diseases characterized by neu-
ronal degeneration involving primarily the frontal
and temporal lobes. The neuropathology consists of
accumulation of abnormal proteins (tau or ubiquitin)
that are thought to cause neuronal death and loss of
synapses. Individuals who have FTD are approxi-
mately evenly divided between tau and ubiquitin
inclusions. There are no reliable clinical differences
between FTD with tau and FTD with ubiquitin inclu-
sions. Up to 15 percent of individuals who have FTD
have clinical and electromyographic findings consis-
tent with amytrophic lateral sclerosis (ALS, or Lou
Gehrig’s disease).

FTDs are the fifth most common cause of pro-
gressive irreversible MNCDs, ranking behind AD,
DLB, VaD, and PDD (Finger 2016). The incidence
is probably higher due to problems in recognition
and diagnosis. Symptoms of FTD typically appear
between the ages of 40 and 65, with mean age of
onset between approximately 52 and 58 years. In
young-onset MNCD (onset before age 60), FTD
may be at least as common as AD if not more so.
Up to 25 percent of cases have onset after the age of
65 years. Up to 40 percent of cases have a positive
family history, and approximately 10 percent of cases
have autosomal dominant pattern of inheritance. Six
clinical groups of FTDs have been identified: beha-
vioral variant FTD [bvFTD]; two speech and lan-
guage conditions, termed progressive nonfluent
aphasia (PNFA; also called progressive nonfluent
variant primary progressive aphasia) and semantic
dementia (SD; also called semantic variant primary
progressive aphasia); and three FTDs associated with
prominent motor features, termed corticobasal
degeneration (CBD), progressive supranuclear
palsy (PSP), and FTD with motor neuron disease
(ALS). Individuals who have PSP will have vertical
supranuclear gaze palsy, symmetrical axial-predomi-
nant Parkinsonism causing early postural instability,
and retropulsion that will help differentiate them
from PD and PDD. Individuals who have CBD
have asymmetric rigidity, limb apraxia, postural
instability, myoclonus, alien limb phenomenon,
and cortical sensory loss. Similar to AD, DLB, and
PDD, all FTDs have a long preclinical phase progres-
sing to MCI (mild frontotemporal neurocognitive
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disorder, typically nonamnestic type) before devel-
oping MNCD.

The bvFTD is characterized by insidious onset of
behavioral and personality changes, and typically
initial presentation lacks clear neurological signs or
symptoms. Core diagnostic criteria for bvFTD include
personality changes, such as emotional blunting and
lack of insight. The clinical manifestations of bvFTD
are variable but may include poor judgment (neglect-
ing normal responsibilities), disinhibition (impolite
behavior), loss of empathy and sympathy for others,
compulsive or socially inappropriate behaviors, exces-
sive eating and weight gain, apathy, substance abuse,
or aggression early in the course of MNCD. Social
misconduct in the form of theft or offensive language
may occur in nearly half of individuals who have
bvFTD. Symptoms such as rigidity, stubbornness,
self-centeredness, and adoption of compulsive rituals
typically occur with disease progression. Individuals
who have bvFTD may exhibit dramatic alterations in
the self as defined by changes in political, social, or
religious values. Stereotyped behaviors, such as com-
pulsive cleaning, pacing, and collecting, are also com-
mon in bvFTD. In later stages, hyperorality, repetitive
movement, and mutism may occur. Memory loss is
not prominent until later in the disease. Initially indi-
viduals who have bvFTD are typically misdiagnosed
as having a psychiatric disorder (such as major
depression, bipolar disorder, schizophrenia, person-
ality disorder, obsessive compulsive disorder, addic-
tion disorders) and may have been under the care of a
psychiatrist for years (Ducharme et al. 2015). Only
when symptoms advance to the point of obvious cog-
nitive (loss of speech, memory deficits) and physical
(stiffness and balance problems) deficits is the correct
diagnosis made. Up to one-third of people who have
bvFTD exhibit euphoria, which can take the form of
elevated mood, inappropriate jocularity, and exagger-
ated self-esteem that can be indistinguishable from
hypomania or mania. Gluttonous overeating and an
exaggerated craving for carbohydrates are also com-
mon in bvFTD.

Cognitive dysfunction (specifically executive defi-
cits) may precede other neurocognitive deficits (e.g.
memory and new learning, language) by decades in
bvFTD. Another key clinical element of bvFTD is the
relative preservation of verbal and visual memory
(unlike AD). (See Table 3.3.) Also, individuals who
have bvFTD typically have preservation of visuospa-
tial functions (unlike individuals who have DLB). On
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formal testing of delayed recall, individuals who have
bvFTD may score in the normal range. People in the
earlier stages of bvFTD, as compared to AD, often
achieve higher scores on bedside tests assessing global
cognitive functioning. (See Table 3.4.) Bedside cogni-
tive tests thus are often insensitive to detecting the
early and isolated executive function deficits of people

who have bvFTD. Individuals who have bvFTD often
display echolalia and echopraxia (repeating whatever
the other person says), perseveration (giving the same
answer to a new question), and motor impersistence.
By the time of the diagnosis, most people who have
bvFTD perform poorly on psychometric tests of
executive function. Individuals who have bvFTD

Table 3.4 Standardized Bedside Assessment Tools for Evaluating and Managing Major Neurocognitive Disorder in Long-Term Care

Populations
Standardized Assessment

Tools

Mini-Mental State Exam
(MMSE)

Montreal Cognitive
Assessment (MOCA)

Saint Louis University
Mental State (SLUMS)

Brief Interview of Mental
Status (BIMS)

Trail Making Test-Oral
(TMT-Oral)

Controlled Oral Word
Association Test (COWAT)

Confusion Assessment
Method (CAM)

Functional Activities
Questionnaire (FAQ)

Physical Self-Maintenance
Scale (PSMS)

Katz Index of Activities of
Daily Living

Key Benefits

Excellent tool to assess global cognitive
function

Excellent tool to assess global cognitive
function

Available in 35 languages

Reliably assesses executive function

Excellent tool to assess global cognitive
function
Reliably assesses executive function

Easy to use tool to assess global
cognitive function that is a part of the
Minimum Data Set (MDS) 3.0 used in
nursing homes in the United States

Easy to use tool to measure executive
function quickly

Easy to use tool to measure executive
function quickly

Excellent screening tool for diagnosis of
delirium, especially among residents
who have MNCD

Excellent tool to assess functioning in
instrumental activities of daily living
(such as keeping appointments,
managing money)

Excellent tool to assess functioning in
basic activities of daily living (such as
grooming, toileting, bathing, feeding)

Excellent tool to assess functioning in
basic activities of daily living (such as
grooming, toileting, bathing, feeding)
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Key Limitations

Copyright issues limit routine use
MMSE may miss executive dysfunction

Requires staff training for reliable use
Not as commonly used in research
studies as MMSE

Requires staff training for reliable use
Not as well validated as MMSE and
MOCA

Low sensitivity in identifying residents
who have mild neurocognitive
disorder and mild stage major
neurocognitive disorder

Cannot be used as the only test to
assess executive function, as it can be
normal in some individuals who have
significant executive dysfunction

Cannot be used as the only test to
assess executive function, as it can
be normal in some individuals who
have significant executive
dysfunction

Requires staff training for reliable use

With residents who have impaired
insight, this tool requires a
knowledgeable informant for
accurate assessment

With residents who have impaired
insight, this tool requires a
knowledgeable informant for
accurate assessment

With residents who have impaired
insight, this tool requires a
knowledgeable informant for
accurate assessment
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Table 3.4 (cont)

Standardized Assessment
Tools

Barthel Inventory

Patient Health
Questionnaire-9 (PHQ-9)

Geriatric Depression Scale—15
(GDS)

Cornell Scale for Depression
in Dementia (CSDD)

Saint Louis University AM
SAD (SLU AM SAD)

Cohen-Mansfield Agitation
Inventory (CMAI)

Pittsburgh Agitation
Scale (PAS)

Neuropsychiatric Inventory—
Nursing Home Version
(NPI-NH)

Behavioral symptoms in
Alzheimer's Disease
(BEHAVE-AD)

Numerical Rating Scale
(Likert scale)

Pain in Alzheimer's Disease
(PAIN-AD)

Key Benefits

Excellent tool to assess functioning in
basic activities of daily living (such as
grooming, toileting, bathing, feeding)

Excellent tool to screen for depression in
LTC population with mild MNCD and
monitor response to treatment

Easy to use

Well known in primary care

Excellent tool to screen for depression in
LTC population with mild MNCD and
monitor response to treatment

Easy to use

Also available in 5-, 10-, and 30-item
versions

Excellent tool to screen for depression in
LTC populations with moderate to
severe MNCD and monitor response
to treatment

Easy-to-use tool to screen for MDD in
LTC populations and monitor
response to treatment

Excellent tool to measure severity of
distress expressed as agitation in LTC
populations with moderate to severe
MNCD and monitor response to
treatment

Excellent tool to measure severity of
distress expressed as agitation in LTC
populations with moderate to severe
MNCD and monitor response to
treatment

Excellent tool to screen for behavioral
and psychological symptoms in LTC
populations with MNCD and monitor
response to treatment

Excellent tool to screen for behavioral
and psychological symptoms in LTC
populations with MNCD and monitor
response to treatment

Excellent tool to assess severity of pain
among residents who have mild to
moderate AD and monitor response
to treatment

Easy to use

Excellent tool to assess severity of pain

and monitor response to treatment
among residents who have severe AD
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Key Limitations

With residents who have impaired
insight, this tool requires a
knowledgeable informant for
accurate assessment

Not reliable with residents who have
more advanced MNCD

Not reliable with residents who have
more advanced MNCD

Requires some staff training for reliable
use

Not as easy to use as PHQ-9

Requires staff training for reliable use

Not as well studied as PHQ-9, GDS, and
CSDD

Requires staff training for reliable use

Requires staff training for reliable use

Requires staff training for reliable use

Requires staff training for reliable use

Not reliable with residents who have
severe MNCD and residents who
have significant receptive language
impairment

Requires staff training for reliable use



Major Neurocognitive Disorders

make more concrete, literal interpretations and have
severe impairment in social cognition (interpret social
situations and ascribe mental states to others).
Neuropsychological testing is highly valuable when
bvFTD is being considered because bedside testing
of executive function is inadequate. Normal perfor-
mance on neuropsychological testing does not rule
out bvFTD, especially early in its course. Some indi-
viduals who have bvFTD and present with predomi-
nantly behavioral and personality manifestations
may have only equivocal deficits on neuropsycholo-
gical tests of executive function. Having a high index
of suspicion with individuals who have onset of per-
sonality change and/or other atypical psychiatric
syndrome in their 40s is key to diagnosing bvFTD
early.

Behavioral symptoms usually emerge later in the
two language subgroups. Individuals who have PNFA
demonstrate expressive aphasia with prominent
word-finding difficulty, diminished ability to produce
speech, and progressive difficulty with writing and
reading. Mutism eventually occurs. PNFA typically
starts in the 40s or 50s. Individuals who have PNFA
remain more functionally intact than individuals who
have other subtypes. Changes in behavior and person-
ality do not occur until later stages (after several
years). Many people who have PNFA are independent
in IADLs, despite profound aphasia. Individuals who
have SD exhibit a loss of knowledge of the meaning of
words and objects. Individuals who have SD have a
fluent dysphasia with severe difficulty in naming and
understanding words and difficulty in stating or
demonstrating the function of tools or utensils. The
average age for first symptoms of FID is 50-56 years.
Survival is typically shorter with the FTD subgroups
than with AD, with the possible exception of SD, in
which the duration of illness is similar to that of AD.
Despite the higher cognitive scores, those who have
FTD demonstrate profound deficits in the ability to
manage day-to-day activities. These functional losses
are secondary to judgment problems and behavioral
symptoms, in contrast to the memory deficits of AD.
Most people who have FID, especially when beha-
vioral symptoms exist, have difficulty engaging in
occupational or family pursuits. There may be finan-
cial problems due to the affected person’s job loss, bad
investment, or overspending.

FTD has a strong genetic component, with up to
10 percent of cases showing a highly penetrant, auto-
somal dominant pattern of disease transmission.
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Progranulin mutations linked to chromosome 17q21
account for 10 percent of cases of FTD and approxi-
mately 20 percent of cases with family history. There
is great clinical variability, even within families shar-
ing the same progranulin mutation. The motor diffi-
culties experienced by individuals who have FTD with
progranulin mutations frequently take the form of
mild Parkinsonism. In some cases, familial FID is
linked to a mutation in the tau gene also found in
chromosome 17. This disorder, called frontotemporal
dementia with Parkinsonism linked to chromosome
17 (FTDP-17), is much like other types of FTD but
often includes psychiatric symptoms such as delu-
sions and hallucinations. FTDP-17 is relatively
uncommon, even in familial forms of FID.

Clinical Case 2: “I am okay”

Mr. C, a 55-year-old male, became socially with-
drawn, developed poor decision-making ability, and
had a significant weight gain over two years. He
entered a LTC facility for rehabilitation after surgery
for a hip fracture. Mr. C seemed not to be bothered by
the hip fracture and needed encouragement during
physical therapy. He was diagnosed with depression
and tried various antidepressants without success. He
was referred to a psychiatrist for a trial of electrocon-
vulsive therapy (ECT). Mr. C told the psychiatrist
during the interview, “I am okay” and did not endorse
depressive symptoms. The psychiatrist felt this was a
new-onset apathy syndrome. The psychiatrist ordered
an MRI of the brain to rule out any neurological cause
of new-onset apathy. Mr. C had no past history of
depression before the two-year period of weight gain,
no family history of depression, and there was vague
history of possible transient ischemic attack (TTA).
The MRI revealed right temporal, frontal, and parietal
atrophy. The psychiatrist referred Mr. C to a neurol-
ogist at a local memory and aging disorder clinic at an
academic institution for evaluation of possible FTD.
Mr. C underwent a comprehensive evaluation, includ-
ing neuropsychological testing, and was diagnosed
with probable FTD (behavioral variant). Mr. C’s
socially withdrawn behavior was thought to reflect
apathy more than depression. All antidepressants
were discontinued without any worsening of clinical
symptoms. The family and staff at the LTC facility
were educated about the diagnosis. SPPEICE were
identified and initiated to address apathy. Mr. C
passed away six years after the diagnosis of FTD due
to complications related to advanced stages of FTD. A
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brain autopsy was performed and the pathological
diagnosis of FTD (ubiquitin positive) was given.

Teaching Points

The initial presentation of FTD is often mistaken for
depression. Accurate diagnosis requires a high index
of suspicion. A history of insidious onset of apathy
and lack of concern for self should raise the possibi-
lity of FTD. We strongly recommend referral to a
geriatric psychiatrist or a neurologist for early accu-
rate diagnosis.

Mixed Major Neurocognitive Disorders

Mixed MNCDs (typically degenerative MNCDs coex-
isting with each other [AD and DLB, AD and PDD] or
with VaD [AD with VaD, DLB with VaD, PDD with
VaD]) are more common than is usually recognized
and should be considered in the differential diagnosis.
Concomitant AD is present in 66 percent of people
who have DLB and 77 percent of people who have
VaD. Most people who have clinical VaD have low to
moderate AD coexisting. Even older adults who have
high burdens of CVD may still have some AD. More
clinical evidence of CVD implies greater likelihood of
VaD as the dominant etiologic factor in people who
have MNCD. AD can never be ruled out on clinical or
imaging grounds. At autopsy, people who have PDD
will frequently have pathologic findings of AD as well.
Diagnosing mixed MNCDs has implications for treat-
ment (e.g. trial of ChEIs in individuals who have
mixed AD and VaD) and prognosis (e.g. more rapid
decline in cognition and function, more adverse
effects associated with use of antipsychotics).

Alcohol-Induced and Other Substance/
Medication-Induced Major
Neurocognitive Disorder

Substance/medication-induced MNCD involves
cognitive and functional decline that persists long
after the period of acute intoxication and withdra-
wal is over. Alcohol-induced MNCD (alcohol-
induced neurotoxicity) is by far the most common
cause of substance-induced MNCD in LTC popula-
tions. It is characterized by a decline in visuospatial
and executive functions (Rao and Draper 2015).
Although regular modest consumption of alcohol
may be neuroprotective, heavy drinking is harmful
to cortical as well as subcortical areas of the brain.
Heavy consumption also damages cerebellum and
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frontocerebellar circuits, leading to executive dys-
function. It is prevalent in LTC populations and
often coexists with other conditions causing neuro-
cognitive disorders (especially Wernicke-Korsakoft
syndrome [due to thiamine deficiency {vitamin B,}],
other nutritional deficiencies, alcohol-related advanced
liver disease, chronic subdural hematoma, Traumatic
Brain Injury, AD, cerebrovascular disease, depression),
which results in substantial heterogeneity in presenta-
tion. Accurate history is key to accurate diagnosis.
Relatively better performance on semantic tasks and
verbal memory recognition tests and poor perfor-
mance on visuospatial and executive functioning early
on can help the HCP differentiate it from AD. In the
absence of neurodegenerative disorders, abstaining
from further alcohol use and correction of underlying
nutritional deficiencies may result in stabilization of
cognitive deficits with minimal progression over sub-
sequent years.

Methamphetamine use disorder is associated with
microhemorrhages and large areas of cerebral infarc-
tion that can lead to MNCDs. Chronic use of inha-
lants or barbiturates can also lead to MNCD. There
are conflicting studies (one positive and one negative)
about chronic use of benzodiazepines leading to
MNCD. Benzodiazepines can exacerbate pre-existing
cognitive impairment.

Major Neurocognitive Disorder due
to Traumatic Brain Injury

Falls are the most common cause of traumatic brain
injury (TBI) among LTC residents. Mild neurocog-
nitive disorder due to TBI is often seen in residents
after a fall and head injury. If the resident has under-
lying MNCD, the TBI may result in accelerated cog-
nitive decline. Individuals who have moderate to
severe TBI (loss of consciousness of 30 minutes or
more and/or post-traumatic amnesia of 24 hours or
more) due to motor vehicle accident (MVA) are
often left with severe cognitive impairment, motor
deficit, and seizure disorder (especially in the first
year) and eventually need LTC. Military veterans
who have blast neurotrauma are another group at
risk for MNCD due to TBI. The nature of cognitive
deficits will depend on the location of brain damage
caused by TBI (coup-contrecoup injuries). Executive
impairment is most common, but damage to the
hippocampus can lead to cognitive impairment that
may mimic AD. Moderate to severe TBI increases the
risk of MNCD by two- to fourfold (Shively et al.
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2012). Multiple mild brain injuries (loss of con-
sciousness of less than 30 minutes and/or posttrau-
matic amnesia less than 24 hours and/or confusion
and disorientation after head injury) as experienced
by professional boxers, football players, and hockey
players can lead to chronic traumatic encephalopa-
thy (CTE) that has distinct neuropathology (specifi-
cally, accumulation of hyperphosphorylated tau
neurofibrillary and glial tangles) leading to progres-
sive brain atrophy. CTE typically progresses slowly
from mild neurocognitive disorder to MNCD.
Moderate to severe TBI is also a risk factor for future
development of AD, Parkinson’s disease, and motor
neuron disease. Changes in mood (e.g. irritability,
hostility) or personality (e.g. impulsivity, disinhibi-
tion, apathy) and complaints of headache, photosen-
sitivity, sleep disturbance, fatigue, or dizziness often
accompany MNCD due to TBI. Post-traumatic stress
disorder may emerge in the context of TBI due to
MVA or military trauma, and the HCP should antici-
pate and address it. Residents who have TBI often
have reduced tolerance of psychotropic medications.
For some residents who have TBI, the cognitive
impairment and functional loss may not progres-
sively worsen after the initial insult.

Major Neurocognitive Disorder due
to HIV Infection

HIV disease is caused by human immunodeficiency
virus type 1 (HIV-1). More than 50 percent of people
who have HIV are 50 years old or older. Cognitive
impairment is twice as common in older adults who
have HIV than in younger adults. The HCP should
consider HIV-associated dementia (HAD) in any resi-
dent who has cognitive decline and is HIV positive or
at high risk of being HIV positive. It occurs even in
individuals who have HIV infection and are treated
with highly active antiretroviral therapy (HAART)
(Elbirt et al. 2015). HAD is more frequently the first
presenting sign of HIV infection in older adults than
in younger adults. HAD is associated with executive
dysfunction, psychomotor slowing, abnormal gait,
and hypertonia. Individuals who have HAD have
fewer problems with recall than do those who have
AD. For all residents who have suspected HAD (except
those in terminal stages), we recommend referral to an
infectious disease specialist and neurologist to rule out
reversible causes of cognitive decline (such as oppor-
tunistic infections related to HIV/AIDS [autoimmune
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deficiency syndrome], such as cryptococcosis, toxo-
plasmosis, or herpes simplex encephalitis). In older
adults, cardiovascular disease and AD may be comor-
bid with HAD. All residents who have MNCD should
be adequately screened for HIV infection risk factors.
Mild neurocognitive disorder due to HIV infection is
typically a precursor for later development of HAD.
Serum HIV testing and CSF testing (disproportionate
viral load in CSF versus in the plasma) can confirm the
diagnosis. MRI and CSF testing can help exclude
opportunistic infections and other medical conditions
(CNS lymphoma) as etiological agents of MNCD.
HAART (especially with drugs that have high central
nervous system penetration) is currently the only treat-
ment recommended for HAD.

Major Neurocognitive Disorder due
to Huntington'’s Disease

Huntington’s disease (HD) is one of the most com-
mon hereditary disorders (autosomal dominant with
100 percent penetrance caused by the abnormality in
the Huntington’s gene on chromosome 4) and typi-
cally presents with involuntary movements (Johnson
and Paulsen 2014). HD causes chorea - involuntary
jerky, arrhythmic movements of the body - as well as
muscle weakness, clumsiness, and gait disturbances.
The children of people who have the disorder have a
50 percent chance of inheriting it. The disease causes
degeneration in many regions of the brain (especially
the basal ganglia [caudate nucleus and putamen]) and
spinal cord. Like AD, MNCD due to HD has a long
preclinical phase leading to mild neurocognitive dis-
order and then progressing to MNCD. Symptoms of
HD begin usually when people are in the 30s or 40s.
Executive dysfunction and psychomotor slowing are
key cognitive deficits. Cognitive symptoms of HD
typically begin with mild personality changes, such
as irritability, accompanied by anxiety and depres-
sion, and progress to severe MNCD. Neuroimaging
shows atrophy of the caudate and putamen. Genetic
testing confirms the diagnosis. There is no cure for
HD. Tetrabenazine is often given for symptomatic
treatment of chorea, but its use carries risk of depres-
sion. Most residents who have HD have severe chorea
that substantially interferes with ambulation and
provision of personal care (e.g. feeding, bathing,
dressing). The HCP may consider prescribing high-
potency atypical antipsychotics (such as risperidone)
to treat chorea. Symptomatic treatment of anxiety and
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depression with psychosocial (such as counseling in
early stages) and pharmacological interventions (such
as antidepressants) may be appropriate. The majority
of LTC residents who have HD are in advanced stages,
with severe disability in ambulation and speech, mal-
nutrition, and severe BPSD. Management follows
similar principles to that of advanced AD and related
neurocognitive disorders.

Major Neurocognitive Disorder due
to Multiple Sclerosis

Multiple sclerosis (MS) is an autoimmune-mediated
demyelinating disorder of the central nervous system
(brain and spinal cord) that affects more women than
men. MS is incurable. The average age of individuals
living with MS is 55 years and number of older adults
who have MS-related disability is rising due to the aging
of the population at large. Residents who have MS in
LTC are typically in advanced stages with severe motor
disability accompanied by significant cognitive impair-
ment in multiple domains. Cognitive impairment often
involves impairment in coding leading to short-term
memory problems. Attentional impairment, executive
dysfunction, word-finding difficulty, and visuospatial
impairment has been described in addition to memory
impairment in individuals who have MS. Individuals
who have MS retain long-term memory, general intel-
lect, conversation skills, and reading comprehension
until late stages of MNCD.

Major Neurocognitive Disorder due

to Chronic Subdural Hematoma

Chronic subdural hematoma (CSDH) is due to rupture
of bridging veins crossing the subdural space due to
head injury, resulting in collection of liquefied blood
between the arachnoid and the dura mater of the brain.
As the blood liquefies, the hematoma enlarges over
weeks. Thus, CSDH often presents weeks after the
head injury. We recommend that the HCP have a
high index of suspicion in LTC populations, as a his-
tory of head injury may not always be available. The
incidence of CSDH increases with age (Shapey, Glanez,
and Brennan 2016). LTC residents are at significant
risk of CSDH as they are prone to falls and head injury
in the context of cerebral atrophy (age-related and/or
related to pre-existing MNCD). People who have a
history of alcohol use disorder and people taking anti-
platelet and/or anticoagulant medication are at even
higher risk of CSDH. Although motor symptoms (e.g.
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limb weakness, ataxia), headache, and mild reduction
in the level of consciousness may be present, CSDH
(including residents who have bilateral CSDH) may
manifest primarily with subacute onset of cognitive
impairment that may progress slowly (resembling
AD) or rapidly (resembling rapidly progressive
MNCDs). We recommend collaboration among the
primary care physician, neurologist, and psychiatrist
to clarify the potential benefits of surgical evacuation
of hematoma versus watchful waiting due to high
risks of surgery in LTC populations. Spontaneous
resolution of CSDH has been reported in literature.
We recommend treating symptoms (e.g. acetamino-
phen for headaches) and watchful waiting for frail
residents who have CSDH.

Rapidly Progressive Major
Neurocognitive Disorders

Rapidly progressive MNCDs (rapidly progressive
dementias [RPDs]) typically have a subacute onset
(weeks to months) and rapid decline (over three to
six months). The LTC team may be the first to diag-
nose RPD in a resident. Differential diagnosis of RPDs
should include prion disease, autoimmune encepha-
lopathy, atypical forms of degenerative MNCD, VaD,
brain neoplasm, some infections, dural arteriovenous
fistula, and CSDH (Geschwind 2016). All RPDs
require urgent evaluation, preferably by a team of
primary care physician, neurologist, and psychiatrist.
Prion diseases are the prototype RPDs and are fortu-
nately rare. They are clinically fairly distinct from
more common forms of neurodegenerative MNCD.
Creutzfeldt-Jakob disease (CJD) is the most common
prion disease, and the HCP should suspect it in all
residents who have RPD. Most residents who have
CJD die within one year. Although the cognitive pro-
file of CJD is not particularly distinct from those of
other MNCDs, typically residents who have CJD may
initially experience problems with ataxia, myoclonus,
startle reflex, personality change, and impaired vision
along with cognitive impairment. Other symptoms
may include insomnia and depression. As the illness
progresses, cognitive impairment becomes severe and
blindness may develop. Eventually individuals lose
the ability to move and speak and go into a coma.
Pneumonia and other infections often occur in these
residents and can lead to death. Triphasic wave pat-
tern in electroencephalography (EEG) in the context
of a RPD is strongly suggestive of CJD. Other biomar-
kers of CJD include characteristic lesions (multifocal
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gray matter hyperintensities in subcortical and cor-
tical regions) on MRI with diffusion-weighted ima-
ging (DWI) or fluid-attenuated inversion recovery
(FLAIR) and tau or 14-3-3 protein in the CSF.
Definitive diagnosis of CJD requires brain biopsy.
There is no specific treatment or cure for CJD.
Drugs such as clonazepam may help myoclonus.

Major Neurocognitive Disorder due
to Anoxic Brain Injury

Residents who have survived cardiopulmonary resus-
citation and residents who received care in an inten-
sive care unit for severe hypotension and/or hypoxia
often develop delirium that leads to MNCD (due to
anoxic/hypoxic brain injury) over weeks to months.
Residents who have pre-existing MNCD may develop
accelerated cognitive and functional decline after
experiencing anoxic brain injury. In residents who
have anoxic encephalopathy and low comorbidity,
the cognitive impairment and functional loss may
not progressively worsen after the initial insult.

Major Neurocognitive Disorder due

to Another Medical Condition

Reversible causes of MNCD are rare in LTC popula-
tions. Nevertheless, case reports of reversible MNCDs
in these populations are periodically seen in the litera-
ture. However, reversible causes of cognitive impair-
ment in residents who have pre-existing MNCD are
common and are listed in Box 3.1 (Geschwind 2016;
Williams and Malm 2016). Some of these conditions
may cause MNCD on their own. In the latter case, the
MNCD may be reversible (partially or completely)
with treatment of the cause. Vitamin B, deficiency is
estimated to affect 10 to 15 percent of older adults.
Hematologic abnormalities may not occur with vita-
min By, deficiency, particularly if the nervous system
is involved. Vitamin B;, supplementation/injections
to treat B;, deficiency should improve cognition and
prevent disability associated with progressive myelo-
pathy and peripheral neuropathy. Vitamin B, levels
that are close to the lower limit of the normal range
may also be treated with oral B;, 1000 mcg daily.
Acute thiamine (vitamin B;) deficiency causes
Wernicke encephalopathy (characterized by delir-
ium, ophthalmoplegia, lateral gaze palsy, and ataxia),
and chronic thiamine deficiency causes Korsakoff
syndrome (severe impairment of short-term mem-
ory with confabulation). Older adults who have
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BOX 3.1 Common Reversible Causes of
Cognitive Impairment Co-occurring with
Major Neurocognitive Disorder (Acronym
DEMENTIAS)

D: Dehydration, depressive disorder, diabetes
(severe hyperglycemia and hypoglycemia
episodes), dyscontrol of blood pressure (very
high or very low blood pressure affecting
cerebral blood flow)

E:  Electrolyte imbalance (e.g. hyponatremia,
hypernatremia, hypercalcemia)

M:  Medication-induced cognitive impairment
(especially anticholinergic drugs,
benzodiazepines)

E:  Epilepsy/seizures (especially complex partial
seizures and postictal cognitive impairment)

N:  Normal pressure hydrocephalus, nutritional
deficiencies (especially vitamin B;,)

T:  Thyroid disorder (hypothyroidism,
hyperthyroidism), testosterone deficiency

I:  Infection (especially urinary tract infection,
pneumonia)

A:  Apnea (obstructive sleep apnea) and hypoxia
(especially due to advanced chronic
obstructive pulmonary disease, chronic heart
failure)

S:  Sedentary lifestyle (prolonged sitting is
considered the “new smoking”), substance
abuse (especially alcohol, nicotine)

alcohol use disorder and poor nutrition often develop
thiamine deficiency. Treatment involves parenteral
thiamine administration to treat Wernicke encephalo-
pathy and thiamine oral supplementation (100 mg
thiamine daily) for Korsakoff syndrome. The HCP
may consider other vitamin deficiencies, such as
folate deficiency and pellagra (niacin deficiency),
for residents who were severely malnourished before
entering LTC. Thyroid disease, especially hypothyr-
oidism, is common in LTC populations. However,
apathetic hyperthyroidism (i.e. paradoxical presen-
tation of hyperthyroidism with fatigue, attentional
impairments, psychomotor retardation, and weight
gain) also occurs in this population. A history of
hypothyroidism (loss of appetite and weight gain,
decreased tolerance of cold) or hyperthyroidism
(increased appetite with weight loss, decreased tol-
erance of heat), physical examination (to look for
signs of hypothyroidism, such as bradycardia, skin
cold to touch, presence of goiter, dry skin, or
hyperthyroidism, such as tachycardia, exophthalmos),
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and testing for thyroid-stimulating hormone (TSH)
and free thyroxine levels (T4) are indicated to evaluate
the cause of reversible MNCD. New-onset epilepsy in
LTC residents often presents as complex partial sei-
zures that can resemble rapid-onset MNCD. Postictal
confusion and cognitive impairment may last longer in
residents who have pre-existing MNCD.

For residents who have cognitive decline and
unexplained focal findings, the HCP should consider
atypical presentations, including urinary inconti-
nence, stumbling gait, seizures, or severe headache
early in the course of MNCD, the so-called surgically
treatable causes — idiopathic normal pressure hydro-
cephalus (iNPH), CSDH, and brain tumor - but
these typically do not present as isolated MNCD.
NPH manifests initially with gait apraxia (leading
to falls) followed by urinary incontinence and MCI
progressing to MNCD. Neuroimaging shows dilated
ventricles, and diagnosis can be confirmed by
demonstrating improvement in gait after removal
of some amount of CSF through lumbar puncture.
Treatment of iNPH involves insertion of a ventricu-
loperitoneal shunt. Primary gastrointestinal disor-
ders such as Whipple disease may involve the CNS
without gastrointestinal symptoms. CNS symptoms of
Whipple disease may manifest as Parkinson’s disease —
plus syndrome that resembles PSP. Tumors involving
the parietal cortex may mimic AD. The parietal cor-
tex is not directly connected with motor output sys-
tems, and paralysis and abnormal reflexes may be
absent despite significant mass effect. Although
other abnormalities (i.e. sensory, complex beha-
vioral, and visual-focal deficits) may occur, residents
who have tumor involving the parietal lobe are
usually unaware of these deficits (anosognosia), and
they may be missed on a cursory examination.
Neoplasms in the frontal lobe may present with apathy
and executive dysfunction, mimicking bvFTD. In gen-
eral, residents who have MNCD due to brain tumor are
younger (less than 70 years) than the typical residents
who have AD (more than 70 years). Neuroimaging
(especially MRI with and without contrast) confirms
the diagnosis of brain tumor.

Amnesia and changes in mood or personality,
delirium, or seizures can indicate paraneoplastic lim-
bic encephalitis, a rare remote effect of cancer asso-
ciated with non-small-cell lung cancer but also with
thymoma, Hodgkin’s disease, and cancer of the breast,
colon, bladder, and testicle. Most people who have
limbic encephalitis are not known to have cancer
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until their mental status changes. Most commonly,
limbic encephalitis occurs rapidly, over days to
weeks, and may be accompanied by other neurologic
symptoms (e.g. ataxia, visual changes, neuropathy).
Treatment of the primary tumor may produce sub-
stantial cognitive improvement for a substantial num-
ber of individuals. The HCP should consider paretic
neurosyphilis, although rare in the general popula-
tion, with residents who have a past history of sexually
transmitted disease and/or HIV infection acquired
through sexual transmission. Clinical presentation is
that of disinhibited bvFTD. If the clinical picture
strongly suggests paretic neurosyphilis, we recom-
mend fluorescent treponemal antibody absorption
(FTA-ABS) test. The treatment of paretic neurosyphi-
lis is antibiotics (such as penicillin). Other medical
conditions associated with MNCDs in LTC popula-
tions include chronic heart failure (leading to cerebral
hypoperfusion), autoimmune disorders (e.g. systemic
lupus erythematosus [SLE]), chronic hepatic and/or
chronic renal failure, advanced chronic obstructive
pulmonary disease, and intracranial radiation ther-
apy. Many people who have potentially reversible
MNCD may not fully recover the premorbid cognitive
abilities after starting appropriate therapy. However,
the symptoms may stabilize for long periods and they
may be protected from other significant consequences
of the disorder.

Differential Diagnosis of Major

Neurocognitive Disorder

MNCDs should be differentiated from age-associated
memory impairment, mild neurocognitive disorder
(mild cognitive impairment), delirium, depression,
and schizophrenia.

Age-Associated Memory Impairment

A hallmark of normal cognitive aging is slowed speed
of processing (Blazer, Yaffe, and Liverman 2015).
Particularly after age 70 but most marked in the
population over 85 is a tendency to have increasing
difficulty accessing names of people and objects, diffi-
culty processing information rapidly, and the need for
additional time to learn things/skills (such as using
technology), grasp new ideas (particularly compli-
cated skills or ideas), and think through problems.
Age-associated memory impairment (AAMI, also
called benign senescent forgetfulness or benign
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forgetfulness) involves forgetting the name of some-
one, particularly someone whom one has not seen in a
while, finding it difficult to recall the right word to
express oneself, or even not remembering the name of
an event or object, particularly something that is not
familiar. None of these problems is sufficient to cause
impairment in daily activities or the ability to live
independently. Memory function as measured by
delayed recall of newly learned material is not sub-
stantially decreased in older adults. People experien-
cing AAMI complain of memory loss but usually have
normal scores on psychometric testing for their age
group. Results of office-based memory testing are
usually in the normal range. Although most people
who have subjective memory complaints do not
experience significant decline in memory or function-
ing over time (months to years), subjective memory
difficulties may be the earliest symptom of future
MNCD among highly educated people. Subjective
cognitive impairment (SCI) is a term that has been
introduced in the literature to describe older adults
who have subjective complaints of cognitive impair-
ment (e.g. forgetfulness) but no objective evidence of
cognitive decline. SCI is often accompanied by emo-
tional distress and fear that SCI could be a sign of
beginnings of AD. Although biomarkers for AD may
help differentiate individuals who have SCI due to AD
from those who have SCI related to AAMI, its use in
this context is controversial, as positive biomarker
studies may cause additional emotional distress to
the individual (Colijn and Grossberg 2015).
Clinically, it is best to reassure individuals who have
SCI that objective testing was normal, that there is
currently no evidence of AD, and to provide counsel-
ing regarding comprehensive brain and wellness pro-
grams (see Boxes 3.2, 3.3, and 3.4). Although the
cognitive impairments associated with normal aging
may impair quality of life, cognitive decline with aging
is not inevitable, and many older adults, including
some centenarians, appear to avoid cognitive decline
even into the eleventh decade of life.

Mild Neurocognitive Disorder/Mild

Cognitive Impairment

Mild Cognitive Impairment (MCI) is a syndrome
characterized by impairment in a single cognitive
domain, usually memory (amnestic MCI), or moder-
ate impairment in several cognitive domains, but
people who have MCI do not have significant
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BOX 3.2 A Comprehensive Brain and Memory
Wellness Plan

Nutrition: Mediterranean diet

Physical Activity: Aerobic exercise (e.g. brisk
walking), strength training, balance training,
exercises to promote flexibility, yoga, Tai-Chi,
leading a physically active lifestyle

Intellectual Activity and Cognitive Training:
Engaging in stimulating and challenging
intellectual activities (e.g. puzzles, computer-
based games, rekindling hobbies and passions),
cognitive training (see Box 3.3)

Social and Spiritual Activities: Engaging in daily
meaningful social activities (especially
intergenerational) and spiritual activities and
rituals

Sleep: Strategies to promote optimal sleep (not too
little, not too much) through sleep hygiene and
sleep diary

Stress Management: Relaxation strategies,
identifying and correcting cognitive distortion,
mindfulness-based stress reduction, meditation
and mindfulness exercises, spending time in
nature, music-based activities

Treatment of Reversible Causes of Cognitive
Impairment: Evaluation and treatment of reversible
causes of cognitive impairment (see Box 3.1)

Treatment of Cardiovascular Risk Factors (e.g.
hypertension)

Medications: Low-dose acetylsalicylic acid (aspirin),
omega 3 fatty acids, and cholinesterase inhibitors
as appropriate

Resources: Education about brain and memory
wellness (see Box 3.4)

Note: Intensity matters, as the brain is neuroplastic
but needs engagement in a daily and fairly rigorous
manner for optimal benefit.

impairment in the ability to perform activities of
daily living and do not meet the criteria for MNCD
(Petersen 2016). Accurate diagnosis (and differentia-
tion from AAMI and MNCD) usually requires
neuropsychological testing. Decline in cognitive
functioning from baseline on neuropsychological
cognitive testing is in the 1-2 standard deviation
range (between the 3rd and 16th percentiles). The
prevalence of MCI among LTC residents varies from
5 to 10 percent in many NHs to up to 30 percent in
some AL homes. The most frequently encountered
form of MCI is the amnestic type. Less-common var-
iants of MCI present with localized impairment of
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BOX 3.3 The ART of Cognitive Training
Strategies

Attention Training: Attention is the gateway to all
cognitive functions. Attention and concentration
skills can be improved through simple strategies,
such as focused breathing (bringing one’s
attention repeatedly to one’s breath for
5-20 minutes one or more times a day),
mindfulness in daily living (e.g. mindful eating,
mindful walking), and computerized attention-
training exercises.

Repetition and Relaxation: Repetition is a key
strategy to improve memory. Repetition can be
done by repeating in one’s mind, repeating aloud,
rehearsing, and visualizing. Adding emotional
value and context to the information being
repeated can enhance consolidation of memory
through repetition. Computerized memory-
training programs are also useful. It is important to
relax by taking some slow deep breaths and
making some self-soothing statements if one finds
oneself becoming tense in an effort to remember.
Spaced retrieval training, in which one repeats
information after gradually increasing intervals
(10 seconds, 30 seconds, 1 minute, 5 minutes,

15 minutes, 30 minutes, once a day) is useful for
remembering information that is important and
not likely to change (e.g. one’s new telephone
number, new grandchild’s name).

Tricks and Tools: Tricks include but are not limited to:
mnemonics, acronyms, using cues, verbal
elaboration, visual elaboration, and “chunking.”
ART is an example of using mnemonics to
remember different cognitive training strategies.
If one has to remember a new number,
3145778000, it can be remembered in three
chunks: 314 577 8000. Tools to aid memory and
planning (executive function) include use of smart
phones, written lists, electronic pill dispensers,
and sticky notes as reminders.

Note: The effectiveness of cognitive training is

enhanced by leading a physically, socially,

intellectually, and spiritually active life, consuming
brain-healthy nutrition, and correcting reversible
factors causing cognitive impairment.

other cognitive domains (such as executive dysfunc-
tion in FTDs). Individuals who have amnestic MCI
commonly progress to AD, converting from one diag-
nosis to the other at a rate of approximately 10-15
percent per year on average. Thus, for many people
who have MCI, MCI represents the earliest
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BOX 3.4 Resources for a Brain and Wellness
Program

Peer-reviewed journal article
Anderson, K., and G. T. Grossberg. 2014. Brain
Games to Slow Cognitive Decline in
Alzheimer’s Disease. Journal of the American
Medical Directors Association 15:536-537. This
article has an excellent list of apps for games
that can enhance brain function.

Books

- Small, G, and G. Vorgan. 2012. The Alzheimer’s
Prevention Program. New York: Workman
Publishing Company.

- Hartman-Stein, P.E., and A. La Rue. 2011.
Enhancing Cognitive Fitness in Adults: A Guide
to the Use and Development of Community-
Based Programs. New York: Springer
Publication.

- Doidge, N. 2007. The Brain That Changes ltself.
New York: Penguin Books.

Audio CD
Weil, A., and G. Small. 2007. The Healthy Brain
Kit. Audio CDs, brain-training cards, and
workbook. Boulder, Co: Sound True.

Internet resources

- www.lumosity.com (computerized brain
exercises)

- www.cdc.gov/aging/healthybrain/index.htm
(Healthy Brain Initiative by the CDC)

- Apps for tablet PC and smart phones (e.g.
Brainyapp)

manifestation of AD. Not everyone who has MCI
will convert to AD or other MNCD. Although most
people who convert from MCI to a MNCD have AD,
many others may convert to VaD, FTD, DLB, and
other less-common MNCDs. Major depressive disor-
der is common in people who have MCI, and its
presence increases the chances of people who have
MCI converting to a MNCD in the next few years.
Although recollection is impaired in MCI, familiarity-
based recognition is intact compared to impaired
familiarity-based recognition in AD. Reversible
causes of cognitive impairment (see Box 3.1) are
more prevalent in MCI than in MNCD, and work-
up to identify and treat them is a key component of
management of MCI. We recommend discussing the
option of treating residents who have amnestic MCI

12:12:18,



Major Neurocognitive Disorders

with a ChEI as part of a comprehensive plan to pre-
vent or delay progression to MNCD. Such a plan
should include physical activity/exercise, intellec-
tually challenging activities, nutritional strategies,
cognitive training, and stress-management strategies.
(See Boxes 3.2, 3.3, and 3.4.) The HCP should strongly
consider prescribing a trial of ChEI for MCI if there is
a family history of AD, if the person is young (less
than 70 years of age), has comorbid mild depression
or subtle change in personality (passivity), a history
suggestive of RBD (indicating that the individual may
develop DLB in the future), a history of falls or weight
loss accompanying memory deficit, family members
mention mild impairment in complex activities (not
sufficient to be diagnosed with MNCD), memory def-
icits have insidious onset and are progressive, there is
no history of stroke, and MRI shows hippocampal
atrophy but mild or minimal cerebrovascular disease.
Individuals who have amnestic MCI and positive AD
biomarkers such as CSF amyloid/tau ratio or amyloid
PET have mild neurocognitive disorder due to AD
and are candidates for a trial of ChEIL

Delirium

Among LTC residents, cognitive impairment due to
delirium may be confused with a MNCD, especially if
the staff are not familiar with the resident’s baseline
functioning. Delirium typically has an acute, dateable
onset, fluctuating levels of alertness in which the resi-
dent may appear drowsy, hyperalert, etc., and diffi-
culty with concentration or attention and in
maintaining attention (Saczynski and Inouye 2015).
As well, delirium may be accompanied by behavior
changes such as agitation or psychotic symptoms such
as visual hallucinations. Often called acute confusion,
the quiet/apathetic subtype is often missed. Depending
on the cause, in some cases the onset of delirium may
be subacute. This is in contrast to typical insidious
onset in degenerative MNCDs. Impairment in aware-
ness (hyperalert, drowsy, stuporous), attention, and
diurnal dramatic fluctuation in symptoms (especially
cognition but also behavior) are three key clinical fea-
tures of delirium that help differentiate it from MNCD
(except in people who have DLB). Orientation is
usually impaired and memory deficits are also seen.
Thinking is disorganized. The HCP should always
assume delirium to be treatable or reversible until
proven otherwise. By identifying and removing the
cause, the HCP can help the resident return to the
premorbid cognitive and functional baseline. People
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who have MNCD (especially in advanced stages) are
at high risk of delirium, which often manifests as acute
onset of psychotic symptoms and/or agitation/aggres-
sion. The Confusion Assessment Method (CAM) is a
formal delirium assessment tool that may help the
HCP accurately diagnose delirium in residents who
have MNCD (Inouye et al. 1990).

Major Depressive Disorder

Major depressive disorder (MDD) may be associated
with complaints of memory impairment, difficulty
thinking and concentrating, difficulty finding words,
and an overall reduction in intellectual abilities
(Trivedi and Greer 2014). This condition used to be
called “depressive pseudodementia,” but is more
properly termed “the dementia syndrome of depres-
sion.” This is a recognition that older adults who have
MDD may look like and even believe they have AD
because MDD can impair cognition. However, if only
MDD is causing cognitive changes, once it is effec-
tively treated, the person should return to the pre-
morbid cognitive baseline. Unfortunately, MDD may
be an early marker as well as a risk factor for AD. Also,
MDD can coexist with AD in 30-50 percent of people
who have AD and can lead to accelerated cognitive
and functional decline. In people who have MNCD
and exhibit acute cognitive or behavioral decline, the
HCP should suspect comorbid MDD (besides delir-
ium) and aggressively treat it.

Some people are unaware of their mood state
(alexithymia) and deny sadness, guilt, and the other
usual symptoms of MDD. Changes in self-attitude
(such as helplessness, hopelessness, worthlessness,
guilt), frequent crying spells, and the presence of
suicidal ideas usually indicates the presence of
MDD, especially if these symptoms are persisting for
two or more weeks. If there is a past history of a MDD
episode, less than two-week duration of symptoms is
to be treated as recurrence of MDD. Although apathy
(lack of motivation), psychomotor retardation, weight
loss, and impaired concentration may be present
in MDD and AD, it is possible to reliably differenti-
ate MDD from AD in most clinical situations. (See
Table 3.5.) Many people who have AD may also have
comorbid depression. A history of gradual cognitive
decline predating depressive symptoms may help the
HCP diagnose AD with depression. To clarify the
diagnosis, it is sometimes helpful to use an assess-
ment tool, such as the Patient Health Questionnaire-
9 (PHQ-9) (for individuals who have early MNCD)
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Table 3.5 Differentiating Major Depression from Major Neurocognitive Disorder due to Alzheimer's Disease

Clinical Symptom

Onset of symptoms

Temporal sequence of symptoms

Diurnal mood variation

Family history of depression

Family history of Alzheimer's disease
Persistent tearfulness

[nsomnia

Early-morning awakening
Decreased appetite

Weight loss

Nature of cognitive impairment

Subjective memory complaints and
wish to receive help for memory
difficulty

Language impairment
Apraxia

Agnosia

Performance in clock drawing test
Inability to copy drawing
Left/right disorientation
Hopelessness

Helplessness

Worthlessness

Guilt feelings

Multiple somatic complaints
Suicidal ideas

Severity of depression

Response to treatment of depression

Major Depressive Disorder

Over weeks (subacute)

Depressive symptoms and cognitive
symptoms start at the same time

Often present

Often present

Usually absent

Often present

Usually present and persistent
Often present

Frequently present
Frequently pronounced

Executive dysfunction and
attentional and motivational
impairment typically present and
performance on objective
cognitive tests is variable

Often present

Absent
Absent
Absent
Normal
Absent
Absent
Often present
Often present
Often present
Often present
Often present
Often present

Correlated with cognitive
impairment

Dramatic reduction in depressive
symptoms and corresponding
improvement in cognitive
functioning

Major Neurocognitive Disorder
due to Alzheimer’s Disease

Over years (insidious)

Usually cognitive decline starts
months to years before
significant depressive symptoms

Usually absent

Usually absent

Often present

Usually absent

Usually transient

Usually absent

Usually absent in mild stages
Usually mild if present

Memory and language
impairment typically present
and performance on cognitive
tests is consistently impaired

Typically absent

Often present
Often present
Often present
Often abnormal
Often present
Often present
Absent
Absent
Absent
Absent
Absent
Absent

Cognitive impairment much
worse than depression

Continued cognitive impairment

or the Cornell Scale for Depression in Dementia
(most useful for individuals who have advanced
MNCD) (Alexopoulos et al. 1988; Spitzer, Kroenke,
and Williams 1999). In difficult cases, close follow-up
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after aggressive and successful treatment of MDD clari-
fies the diagnosis by eliciting continued cognitive
decline in the absence of significant depressive
symptoms. People who have late-life MDD (MDD
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after age 65 with no past history of depression) and
cognitive impairment may experience improvement in
specific domains following antidepressant treatment
but may not necessarily reach normal levels of perfor-
mance, particularly in memory and executive function.
This subgroup of people who have late-life MDD is
likely at high risk of developing a progressive MNCD
and thus the HCP should follow them every three to six
months to detect MNCD at the earliest signs.
Depression in MCI and in early MNCD must also be
distinguished from late-onset MDD and the cognitive
impairment that may accompany mood disorder. In
the latter group of individuals, cognitive impairment
often resolves partially or even fully with successful
treatment of the depression. However, because as
many as one-half of such individuals may develop
MNCD within five years, we recommend close fol-
low-up to diagnose MNCD as early as possible.
Neuropsychological testing is one of the best ways to
reliably differentiate between cognitive deficits related
to depression from MCI with MDD and early MNCD
with depression. Neuropsychological testing may show
executive dysfunction, but the typical neuropsycholo-
gical profile of AD is absent in people who have MDD
but no MNCD.

Schizophrenia

Cognitive impairment is a core feature of schizophre-
nia, and older adults who have schizophrenia are
living longer and are thus at risk of other age-related
disorders that cause neurocognitive impairment (Jeste
and Maglione 2013). Usually, residents who have
schizophrenia have a long history of psychotic symp-
toms and psychiatric treatment extending back to age
20 or 30 with one or more psychiatric hospitaliza-
tions. Cognitive deficits usually involve problems
with attention and executive dysfunction and are not
progressive. A subset of chronic, institutionalized
residents who have schizophrenia may show some
intellectual and functional decline. Older adults who
have schizophrenia may be more susceptible to
develop common MNCDs such as AD and VaD
because of the high prevalence of vascular risk factors
(e.g. hypertension, diabetes mellitus, obesity, meta-
bolic syndrome, hyperlipidemia, OSA, sedentary life-
style, cigarette smoking, and substance abuse). We
recommend neuropsychological testing to help differ-
entiate people who have schizophrenia with cognitive
deficit from those who have schizophrenia and super-
imposed MNCD.
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Differential Diagnosis of Major

Neurocognitive Disorder and Its Cause

Current tools for diagnosing MNCD include:

- Detailed history from the individual and from
family or other reliable informant

- Physical and neurological examination and
laboratory tests

- Neuroimaging

- Office-based standardized tests to assess
cognition, function, and mood (depression) (see
Table 3.4) (Folstein, Folstein, and McHugh 1975;
Yesavage et al. 1983; Reisberg et al. 1987; Inouye et
al. 1990; Ricker and Axelrod 1994; Rosen et al.
1994; Cohen-Mansfield 1996; Alexopoulos et al.
1988; Spitzer, Kroenke, and Williams 1999; Wood
et al. 2000; Elliot 2003; Warden, Hurley, and
Volicer 2003; Nasreddine et al. 2005; Saliba et al.
2012a, 2012b; Cummings-Vaughn et al. 2014;
Gitlin et al. 2014; Chakamparambil et al. 2015;
Herr et al. 1998).

- Neuropsychological testing by a
neuropsychologist for staging, to establish a
cognitive baseline, and when the diagnosis or
etiology is unclear (Scott, Ostermeyer, and Shah
2016).

Tests to Clarify Diagnosis

To date, there is no antemortem test to definitively
diagnose degenerative MNCD (Galvin 2016). We
recommend blood tests, such as complete blood
count (CBC), basic metabolic panel (BMP), liver func-
tion tests (LFT), calcium, vitamin B, and folate levels,
and thyroid-stimulating hormone (TSH) level, to
detect potentially reversible causes of cognitive
impairment, such as severe anemia, hyponatremia,
severe renal disease, hypercalcemia, vitamin defi-
ciency, and thyroid disorder. These conditions are
usually comorbid with irreversible MNCD, but cor-
recting them may improve cognition and may slow
future cognitive decline. Structural neuroimaging is
also usually recommended, at least during initial diag-
nosis (MRI preferred over computed tomography
[CT] scan of the brain, usually without contrast) to
detect vascular lesions, NPH, tumors, subdural hema-
toma, etc. Neuroimaging is not recommended for
residents who have MNCD in advanced stages
because obtaining a brain scan may be too burden-
some for these residents and any findings on neuroi-
maging may not influence treatment decisions.
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The prevalence of reversible MNCDs has been
decreasing over the last few decades. Some HCPs
may order plasma homocysteine and C-reactive pro-
tein (CRP) levels. High plasma homocysteine level is
considered a risk factor for AD, and treatment with
folate may reduce homocysteine level (even for people
who have normal folate levels). CRP is a biomarker for
inflammation, and chronic inflammation is impli-
cated in the pathophysiology of AD. Elevated CRP
levels may be treated with low-dose aspirin. In select
cases (such as a history of sexually transmitted disease
or intravenous drug abuse), a fluorescent treponemal
antibody (FTA-ABS) test for neurosyphilis or HIV
testing for CNS manifestations of AIDS may be war-
ranted. A urine analysis, electrocardiogram (EKG),
and chest X-ray may be useful to detect comorbid
urinary tract infection or lung infection if the HCP
suspects that the resident has delirium superimposed
on MNCD. The HCP may consider ordering an FDG
PET scan for an occasional resident to help differenti-
ate between AD and FTD (this scenario is the only one
in which Medicare will cover an FDG-PET scan).
Neither a CT nor an MRI scan can diagnose AD, but
looking for the degree of atrophy or focal atrophy and
hippocampal atrophy may be useful in differentiating
between FTD and AD. Atrophy out of proportion to
age is also important in diagnosing degenerative
MNCD. MNCD diagnoses may be inaccurate for
many LTC residents. The HCP may consider ordering
neuropsychological testing, if available, to diagnose
MNCD more accurately. Neuropsychological testing
is a useful tool for clarifying the diagnosis in people
who have MDD and MNCD, to differentiate between
MCI and MNCD, and to differentiate between AD and
other neurodegenerative MNCD. Neuropsychological
testing is also an important tool to diagnose AD among
people who, at baseline, had extremely high or rela-
tively low levels of cognitive/intellectual function (such
as those who have intellectual disability due to Down
syndrome and developed insidious onset and progress
cognitive and functional decline from the baseline).

The HCP should consider referral to a neurologist
for evaluation of uncommon causes of MNCD if the
resident is very young, if signs of Parkinsonism are
present, if there is a history of seizure, or when neu-
rosurgical intervention needs to be considered (as in
the case of brain tumor, NPH, subdural hematoma,
etc.). The HCP should refer residents who have unu-
sually rapid progression of symptoms of MNCD and
presence of myoclonus, or other atypical presentation,
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to a neurologist for spinal fluid examination to eval-
uate for CJD and infectious etiologies of MNCD (such
as neurosyphilis, herpes simplex encephalitis [HSE])
(Schmahmann 2014).

We recommend genetic testing in cases of familial
AD (AD with autosomal dominant pattern of inheri-
tance for people who typically have onset of MNCD in
their 30s or 40s), some cases of FTD that have an
autosomal dominant pattern of inheritance, people
who have suspected Huntington’s disease, and people
who have suspected cerebral autosomal dominant
arteriopathy with subcortical infarct and leukoence-
phalopathy (CADASIL). The HCP may also consider
genetic testing for people who have onset of AD or
FTD in their 40s to detect mutations in certain genes
(e.g. Presenilin 1, Presenilin 2). We strongly recom-
mend genetic counseling by a professional genetic
counselor or clinical geneticist or other expert at an
academic center before any genetic testing. Testing for
APOE-4 genotype is usually not recommended for use
in diagnosis.

Biopsychosocial-Spiritual Distress

In keeping with the basic tenets of person-centered
care, we are replacing the term “behavioral and psy-
chological symptoms of dementia” with “biopsycho-
social-spiritual distress (BPSD)” (Dementia Action
Alliance 2016). “Behavioral disturbances” and “beha-
vioral and psychological symptoms of dementia”
should be seen as personal expressions of biopsycho-
social-spiritual distress. Essentially, this means that
distress is due to a mix of unmet biological, psycho-
logical, social, and spiritual needs, with one or more
domains predominating in a particular individual at a
particular time (Cohen-Mansfield 2000; Desai and
Grossberg 2017). Personal expression of distress may
be through agitation and aggression besides expres-
sions of worries, tearfulness, or fear. The perspective
needs to change to prevention and reduction of dis-
tress through person-centered approaches, and the
perspective of “fixing behaviors” with “interventions”
should be abandoned. Words matter, and it is impor-
tant to replace stigmatizing words with words that
reflect compassion and respect.

Mild BPSD is nearly universal in all stages and all
etiologies of MNCD (Geda et al. 2013). Moderate to
severe BPSD is also common in people who have
MNCD, with point prevalence of around 60 percent
and lifetime prevalence of more than 90 percent.
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Among the most neurobiologically validated syn-
dromes causing BPSD are apathy, depression, psycho-
sis, and sleep disturbance of AD (Geda et al. 2013;
Marano, Rosenberg, and Lyketsos 2013; Vitalta-
Franch et al. 2013). The prevalence of BPSD does
not vary by setting, but the prevalence of specific
expressions of BPSD does vary by setting (higher
prevalence of BPSD expressed as aggression among
LTC residents than among people who have MNCD
in the community) and by stage. Apathy is seen in all
types of MNCD and across all stages (Vilalta-Franch
et al. 2013). Apathy is characterized by decreased
motivation and goal-directed behavior (pursue daily
activities or hobbies) along with reduced emotional
responsiveness (constricted or flat affect). Its preva-
lence increases with advancing cognitive impairment.
BPSD expressed as agitation is seen more commonly
as the MNCD progresses to moderate and severe
stages. Agitation (such as wandering, verbal outburst,
physical threat/violence, agitation/restlessness, and
sundowning) predicts cognitive decline, functional
decline, and institutionalization (Thakur and
Gwyther 2015). The prevalence of BPSD expressed
as agitation and aggression is approximately 25 per-
cent in people who have MNCD residing at home and
45 percent in those residing in LTC. The prevalence of
clinically significant depression is approximately
32 percent in mild stage, 23 percent in moderate
stage, and 18 percent in severe stage. We recom-
mend mandatory screening of depression for all
residents who have MNCD because this improves
the implementation of person-centered approaches
to relieve it.

Psychotic symptoms such as delusions and hallu-
cinations are also prevalent in people who have
MNCD. Sleep disturbance and anxiety symptoms are
also common in people who have MNCD and often
occur along with depression, psychosis, and agitation.
BPSD, especially related to psychosis and expressed as
agitation and problem wandering (safety issue), are
the leading triggers for admission of a person who has
MNCD to LTC.

BPSD can be a risk factor for MNCD as well as a
risk factor for more rapid progression of MNCD, a
symptom of MNCD due to neurobiological change,
and an expression of unmet need (Kimchi and
Lyketsos 2015). In addition, BPSD are the most com-
mon reason for caregiver stress, caregiver burnout, and
entering LTC (Balestreri, Grossberg, and Grossberg
2000).
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Biological Factors

Neural networks for cognition and emotion have
extensive and reciprocal connections. Hence, it is
not surprising that BPSD are universal in all stages
and all etiologies of MNCD (van der Linde et al. 2016).
Several neuroanatomic and neurochemical correlates
for depression, psychotic symptoms, sleep distur-
bance, and apathy in people who have MNCD have
been identified. Monoamine changes are robust find-
ings in AD and may account for many observed
symptoms of depression. The risk of psychosis of
AD appears to be increased by several genes also
implicated in schizophrenia. The circadian break-
down in the sleep-wake cycle commonly seen in AD
may be due to degeneration of the suprachiasmatic
nucleus (or circadian pacemaker or “body clock”).
Psychosis in DLB appears to be related to cholinergic
deficit. RBD is intricately related to synucleinopathies,
such as DLB and PDD. Frontal lobe damage is asso-
ciated with apathy and socially inappropriate beha-
vior. Neurochemical alterations in the cholinergic and
dopaminergic systems have also been implicated as
cause of apathy in people who have MNCD. The
presence of cerebrovascular disease correlates with
depression in those who have MNCD. Low CSF
5-hydroxyindoleacetic acid and diminished orbito-
frontal and caudate metabolism occur in depression
associated with AD and PD. In AD, depression corre-
lates with frontal hypometabolism. Depression in
VaD is most common when the ischemic injury
involves the deep white matter or there are multiple
lacunes in the basal ganglia. Dysfunction of a related
set of frontal-subcortical structures appears to be a
common underlying feature of depression in MNCD.
Delusions and agitation/aggression are more com-
mon and severe among homozygous APOE epsilon4
carriers than among heterozygous or APOE-epsilon4-
negative individuals who have probable AD.
Psychotic symptoms and other BPSD in mild AD
have been linked to accelerated progression to severe
AD, indicating that efforts to prevent and relieve
BPSD in mild AD have the potential to slow the
progression to more disabling cognitive and func-
tional decline (Kimchi and Lyketsos 2015).
Biological factors also include hunger, thirst, sex-
ual needs, comorbid physical health conditions (e.g.
pain, adverse effects of medication, infection, consti-
pation, dehydration), delirium, pre-existing chronic
mental illness (e.g. schizophrenia, bipolar disorder),
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Table 3.6 Prevalence of Use of Common Psychoactive Medications in Long-Term Care Populations and Risks Associated with Their Use

Psychoactive Medications (Commonly
Used) (Point Prevalence)

Antipsychotics (e.g. risperidone,
paliperidone, haloperidol, olanzapine,
quetiapine, aripiprazole, ziprasidone,
iloperidone, lurasidone, brexpiprazole,
cariprazine, asenapine) (15-35)

Antidepressants (e.g. citalopram,

Key Serious Adverse Risks for
Physical Health

Decline in ADLs, falls, increased
mortality and stroke risk among
residents who have MNCD,
drug-induced Parkinsonism

Falls, risk of bleeding if used

Key Serious Adverse Risks for
Behavioral Health

Cognitive slowing, apathy,
restlessness, dysphoria

Apathy, insomnia, agitation

escitalopram, sertraline, mirtazapine,
duloxetine, venlafaxine, paroxetine,
trazodone, desvenlafaxine, vilazodone,
vortioxetine, levomilnacipran) (30-50)

Benzodiazepines (e.g. lorazepam,
alprazolam, diazepam, clonazepam)
(10-25)

Opioids (e.g. hydrocodone, oxycodone)
and tramadol (20-50)

Anticonvulsants (e.g. valproate,
gabapentin) (10-20)

Hypnotics (e.g. zolpidem, zaleplon, Falls
eszopiclone) (10-25)

Anticholinergic drugs (e.g. oxybutynin,
tolterodine, diphenhydramine,
hydroxyzine) (10-25)

Dopaminergic agents (e.g. levodopa,
ropinirole, pramipexole, rotigotine)
(5-10)

Corticosteroids (5-10)

and impaired hearing and/or vision. People who have
MNCD are often given inappropriate medication
(Table 3.6) that can cause BPSD. Undertreatment,
overtreatment, and mistreatment of treatable medical
and psychiatric conditions is also prevalent among
people who have MNCD and often manifest as
BPSD (see Tables 3.7 and 3.8).

Environmental Factors

Countertherapeutic staff approaches (e.g. impa-
tience), excessive noise and stimulation, lack of struc-
ture and routine in daily life, inadequate lighting, lack
of safe areas to pace and wander, inadequate exposure
to nature, and confusing surroundings are some of the
common environmental factors that often cause
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Falls, decline in ADLs

Falls, decline in ADLs

Urinary retention, dry mouth,
blurred vision

Dyskinesia

Easy bruising, falls

concomitantly with blood
thinner (e.g. NSAID, aspirin,
clopidrogel, warfarin),
hyponatremia

Falls, decline in ADLs

Cognitive impairment, delirium,
daytime sleepiness,
dependence

Cognitive impairment, daytime
sleepiness, delirium,
dependence

Daytime sleepiness, delirium

Daytime sleepiness,
dependence

Cognitive impairment, visual
hallucinations

Delusions and hallucinations,
delirium, daytime sleepiness,
impulse dyscontrol (such as
compulsive sexual behavior)

Delirium, hypomania, mania,
insomnia

BPSD. The HCP should inquire into them and, if
present, correct them.

Psychosocial Factors

Residents who have MNCD, even in advanced stages,
are much more aware of the environment than is
usually recognized (Desai et al. 2016). BPSD are
often a response to the staff’s not taking the resident’s
experiences and perspectives into account in the effort
to understand what is distressing the resident.
Caregivers’ responses vary considerably and have the
power to alter the trajectory of BPSD. Many residents
experience significant periods of boredom and lone-
liness and because of MNCD are unable to address it
themselves. In such situations, “agitation” and/or
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Table 3.7 Common Untreated or Undercorrected Physical Health Problems among Residents Who Have Neurocognitive Disorder

Physical Health Problem

Hearing deficit

Vision deficit

Pain (acute, acute over chronic, chronic)
Constipation

Dehydration

Urinary incontinence

Pressure ulcer

Moderate to severe obesity
Inappropriate medication

Frailty

Undernutrition (including vitamin
deficiency, especially vitamins B;, and D)

Obstructive sleep apnea

Hypoglycemic episodes due to
overtreatment of diabetes

Hyponatremia

Under- or overcorrection of
hypothyroidism

Point Prevalence (%)

20-50
15-35
15-30
20-60
10-20
10-30
5-20

10-20
30-75
20-40
30-60

5-15
5-10

5-10
5-10

Key Behavioral Health Concern
Associated with Physical Health Problem

Depression or paranoia

Depression, visual hallucination or illusion
Depression, agitation, aggression
Depression, agitation, aggression, delirium
Depression, fatigue, delirium

Agitation, aggression

Depression, agitation

Depression, anxiety, sleep disturbance
Cognitive impairment, agitation

Cognitive impairment, depression

Depression, agitation, cognitive
impairment

Cognitive impairment, insomnia

Anxiety, cognitive impairment, delirium

Cognitive impairment, agitation

Depression, anxiety, agitation, insomnia

Table 3.8 Prevalence, Key Concerns, and Evidence-Based Approaches for Common Psychiatric Disorders among Residents Who Have

Major Neurocognitive Disorder

Psychiatric Disorder (Point
Prevalence [%)])

Key

Concerns and Common

Examples of Psychiatric

Mistreatment or Undertreatment

Major neurocognitive disorder -
(MNCD)/dementia (40-90)

Agitation and/or aggression as =
part of behavioral symptoms
of MNCD (BPSD) (20-50) =

Depression due to a MNCD -
(10-30)

Undertreatment of reversible
causes of cognitive impairment
Inappropriate use/nonuse of
cholinesterase inhibitors and/or
memantine

Overtreatment with psychotropic
medication

Lack of knowledge, skill, and
practice of psychosocial spiritual
approaches

Use of antidepressant to treat
adjustment disorder
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Evidence-Based Approaches and
Therapeutic Pearls

- Work-up to identify potentially
reversible cause(s) of cognitive
impairment

- Appropriate use of cholinesterase
inhibitors and/or memantine
based on APA Practice Guidelines

- Discontinue antipsychotics and, if
necessary, replace them with safer
alternatives, such as citalopram or
dextromethorphan-quinidine
(both off-label)

- Staff training in person-centered
care, communication skills,
dementia care mapping, and
SPPEICE

- Discontinue antidepressants and
institute SPPEICE (e.g.
individualized pleasant activity

73



Common Psychiatric Disorders in Long-Term Care

Table 3.8 (cont)

Psychiatric Disorder (Point
Prevalence [%])

Prevalence of delirium (5-10;
may be up to 80% among
newly admitted residents
receiving rehabilitation after
hospitalization)

Depression and/or distress
(expressed as agitation) due
to undertreated chronic pain
among residents who have
MNCD (10-20)

Psychotic symptoms due to
MNCD and/or to a general
medical condition or to
medication among residents
who have MNCD (20-40)

Anxiety symptoms (persistent
worries, panic attacks,
seeking repeated
reassurances) (15-30)

Mild to moderate agitation and
aggressive behaviors,
including resident-to-
resident aggression and
sexually inappropriate

Key Concerns and Common
Examples of Psychiatric
Mistreatment or Undertreatment

Suboptimal use of antidepressant
for moderate to severe major
depressive disorder and failure to
recommend electroconvulsive
therapy for severe/psychotic
depression

Hypoactive delirium often
mistaken for depression or missed
Underdiagnosis of medication-
induced delirium

Underuse of nondrug approaches
to manage chronic pain
Underuse of antidepressant to
treat chronic pain

Overuse of opioids for
management of chronic
noncancer pain

Inadequate work-up to clarify
etiology of psychotic symptoms
Overuse of antipsychotics for
management

Failure to recognize psychosis
triggering severe agitation

Overuse of benzodiazepines for
management

Inadequate use of relaxation,
mindfulness-based, and
distraction strategies

Underrecognition by staff that
these behaviors usually are a
reaction to one or more unmet
needs (e.g. experiences and
perspectives of residents not
being heard and understood,
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Evidence-Based Approaches and
Therapeutic Pearls

schedule, individual
psychotherapy)

Optimize appropriate
antidepressant treatment based
on APA Practice Guidelines for
treatment of major depressive
disorders

CPE to accurately differentiate
depression from delirium

High index of suspicion for
medication-induced delirium
(especially medications on Beers
list)

Educate staff regarding nondrug
approaches to manage chronic
pain (e.g. relaxation strategies,
cognitive strategies, hot and cold
compresses, physical therapy,
music, distraction)

Improve use of appropriate
antidepressants to treat chronic
pain and reduce use of opioids to
treat noncancer pain

CPE to clarify etiology of psychotic
symptoms and institute
appropriate treatment
Implement SPPEICE and limit use
of antipsychotics for severe
symptoms

Use antipsychotics judiciously and
promptly when necessary

Use of pimavanserin to treat
Parkinson’s disease psychosis

Minimize use of benzodiazepines
and replace with safer approaches
when appropriate (e.g.
antidepressant, buspirone)
Case-based staff education and
training regarding relaxation and
distraction strategies they can
help resident use

Educate and train staff (e.g. train
with Bathing without a Battle DVD;
Hand in Hand DVD, a nursing
home training tool kit by the CMS)
and institute SPPEICE to better
meet resident’s needs
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Table 3.8 (cont)

Psychiatric Disorder (Point
Prevalence [%])

behavior in the context of
MNCD (10-30)

Severe and persistent agitation
and aggressive behaviors in
the context of MNCD (5-15)

Sleep disorder (15-30)

Behavioral symptoms due to
use of psychotropic
medication (10-20)

Behavioral symptoms due to
inappropriate use of
nonpsychotropic medication
(10-20)

Difficulty recognizing need for
palliative and end-of-life care
for residents who have
advanced MNCD

Key Concerns and Common
Examples of Psychiatric
Mistreatment or Undertreatment

boredom, loneliness, pain,
constipation)
- Inappropriate use of PMT

- Undertreatment of multiple
reversible factors contributing to
these behaviors

- Inappropriate and suboptimal
PMT

- Inappropriate use of hypnotics
- Underuse of nondrug approaches

- Apathy, anxiety, insomnia due to
antidepressants and/or
antipsychotics

- Cognitive impairment due to
anticholinergic effects of many
commonly used psychotropic
medications (e.g. amitriptyline,
paroxetine)

- Steroid- and opioid-induced
mood, cognitive, and psychotic
symptoms

- Psychotic symptoms and impulse
control problems due to
Dopaminergic therapy used to
treat Parkinson’s disease and
Parkinsonism

- Futile and burdensome care for
residents in last phase of life,
causing further decline in quality
of life

- Inappropriate/suboptimal PMT to
treat depression, agitation, and
pain

Evidence-Based Approaches and
Therapeutic Pearls

— Taper and discontinue PMT

- Identify and treat reversible
contributing causes of these
behaviors (e.g. pain,
countertherapeutic staff
approach)

- Optimize appropriate PMT

— Discontinue inappropriate
hypnotics and optimize use of
appropriate hypnotics

- Institute sleep hygiene and other
nondrug approaches

- Taper and discontinue offending
medications

- Minimize use of psychotropic
medications that have
anticholinergic activity

- Educate staff and primary care
clinician and taper and
discontinue steroids and or
opioids as soon as feasible

— Educate staff and primary care
clinician and reduce
dopaminergic therapy whenever
feasible

- Institute palliative and hospice
care that is in keeping with
resident’s values and wishes

—  Optimal appropriate PMT to treat
depression, agitation, and pain

APA: American Psychiatric Association

“aggressive behaviors” are an expression of unmet
psychosocial needs. MNCD can have a tremendous
negative effect on a resident’s self-esteem and feelings
of security, especially if the resident has insight (par-
tial or full) into the cognitive and functional limita-
tions. Many behaviors labeled disturbing are personal
expressions of the individual’s way of coping with
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feelings of fragmentation and emptiness when the
ability to self-soothe is diminished. In such situations,
the resident needs empathic, mirroring responses
from caregivers who can understand the symbolic
meaning of such behaviors. Another example is a
resident who has MNCD and constantly follows a
family or professional caregiver (such a behavior is
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often called “shadowing”) and frets when the person is
out of sight. To this resident, who cannot remember
the past or anticipate the future, the world can be
strange and frightening. Staying close to a trusted and
familiar caregiver may be the only thing that makes
sense and provides security. Besides dependency, other
personality factors also influence BPSD. Lower pre-
morbid agreeableness (a personality factor) is asso-
ciated with BPSD expressed as agitation and irritability.

Agitation is a generic term that includes verbally
aggressive behaviors (e.g. swearing, threats), verbally
nonaggressive behaviors (e.g. repetitive vocalization,
pleas for help), physically aggressive behaviors (e.g.
hitting, biting, scratching, kicking, pushing), and phy-
sically nonaggressive behaviors (e.g. pacing, wander-
ing) (Cohen-Mansfield et al. 1996). The HCP should
consider agitation and aggressive behaviors the resi-
dent’s attempt to communicate or respond to an
unmet need, such as hunger, thirst, need for affection,
intimacy, or comfort. For example, taking clothes off
may seem reasonable to a resident who has MNCD
who feels hot and doesn’t understand or remember
that undressing in public is not a socially acceptable
behavior. Aggressive behavior is often associated with
invasion of the individual’s personal sphere (for
example, during toileting or dressing). Labeling resis-
tance to help with personal activities as a behavioral
disturbance seems inappropriate, as the resident often
does not recognize the caregiver or understand the
meaning of his or her actions. The resident may also
be pushing staff away during personal care because
she has neuropathic pain and hot water or touch may
be causing distress. The resident’s anger and aggres-
siveness is thus an appropriate response to a strange
situation. A resident who screams frequently may be
trying to communicate that he is lonely or experien-
cing some discomfort (e.g. irritating urinary catheter,
arthritis pain, uncomfortable position while sitting or
lying down). Some behaviors labeled “disturbing”
(such as persistent yelling) may be the resident’s try-
ing to assert the right to be heard and to have needs
met promptly. Whenever a staff notes “violent beha-
vior,” “inappropriate motor activity,” “demanding
behavior,” etc., obtaining a more detailed account of
the behavior, the context in which it occurs, and staff’s
approach will clarify that the behavior is a form of
communication of an unmet need rather than a
“medical or psychiatric problem.” Spending time
with the resident and addressing the discomfort are
better interventions than labeling the resident’s

» o«
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behavior as dysfunctional and prescribing a psycho-
tropic medication.

Many behaviors are an attempt by the resident who
has MNCD to feel connected to the surroundings.
Looking for one’s parent or wanting to go home, for
example, may be a way of expressing the need to feel
safe and secure in a strange environment. For the resi-
dent, being with her parents or at home calmed her and
helped her feel connected to herself, others, objects,
events, time, and place. Looking for one’s small children
(when all the children are middle-aged adults) may be
the resident’s way of expressing the need to be needed,
to have responsibility, to be useful, to feel like a respon-
sible adult rather than an invalid. Blaming someone for
stealing one’s belongings may be a mechanism to pro-
tect one’s self-esteem from the blow of knowing one is
slowly losing one’s cognitive faculties. Blaming a spouse
for infidelity may be an expression of insecurity and
fear of being abandoned by the spouse or fear of being
sent away (institutionalized). Repeatedly asking the
same questions may be an expression of a need to be
reassured that everything will be okay, that the resident
will be not left to fend for herself.

Often, the resident’s reality is different from the
caregiver’s. The resident and caregiver could dwell in
different times and places. Residents who have
MNCD can be seen as “displaced persons, refugees
without a past, occupying the present but uncon-
nected to it.” Reminiscence work may greatly alleviate
emotional distress in such situations. Catastrophic
reaction is an acute expression of overwhelming anxi-
ety and fearfulness some residents who have MNCD
experience, usually triggered by a frustrating experi-
ence (e.g. difficulty dressing self) or anticipation of
one. These spells are typically brief, lasting less than
30 minutes, and self-limited. Behaviors labeled “sexu-
ally inappropriate” (e.g. patting the knee of another
resident, attempting to kiss another resident) are
usually the resident’s efforts to meet the needs of
intimacy, affection, and sexual expression.

Spiritual Factors

Many people have been attending religious services
regularly all their lives but lose this ritual to spiritual
expression after entering LTC. Spirituality encom-
passes organized religion (and rituals associated with
it) as well as love for nature, volunteer activities, and
all activities that involve making the world a better
place. Lack of meaningful activities, feeling that one is
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not in touch with God, and infrequent opportunities
to participate in religious rituals are just some com-
mon examples of unmet spiritual needs that often are
expressed as sadness, anxiety, agitation, and even
aggressive behaviors.

Wandering

Wandering is one of the most common expressions of
BPSD among people who have MNCD, often result-
ing in their entering a LTC facility that offers a
secured unit or other safeguard (e.g. use of wander-
guard alarm system). Wandering manifests as aimless
or purposeful motor activity that involves leaving a
safe place, getting lost, or intruding into inappropriate
places or situations. Residents who have MNCD often
wander, with rates of 35-40 percent per year of
reported elopement from facilities. Residents who
have MNCD and remain ambulatory and in relatively
good physical health are at higher risk for expressing
BPSD through wandering behaviors. Wandering
often leads to early admission to LTC. Addressing
the distress expressed as wandering primarily involves
person-centered approaches that adapt the environ-
ment (biological, psychological, social, spiritual). For
example, some residents may wander due to a need
for socialization or stimulation and may benefit from
a structured individualized activity schedule (such as
a daily walking plan). The availability of safe and
esthetically pleasing areas (for example, therapeutic
gardens with walking paths) to wander may allow
residents to walk without risk of elopement. There
are no “antiwandering” drugs. For residents who wan-
der but also have untreated moderate to severe
depression and/or anxiety, a trial of antidepressants
may be appropriate. We do not recommend prescrib-
ing antipsychotics to treat wandering. Other aberrant
motor behaviors, such as restlessness and pacing, are
also common expressions of BPSD in residents who
have MNCD. The HCP should monitor residents who
pace a lot for weight loss due to excessive caloric
expenditure and for sores on their feet. Proper foot-
wear is critical for all residents who ambulate, espe-
cially for residents who pace or wander and residents
at high risk of pressure ulcer (e.g. residents who have
diabetes mellitus, peripheral vascular disease). The
HCP should consider referral to an orthopedic sur-
geon for evaluation of foot, knee, or hip joint pro-
blems, need for orthotics, and pain management for
residents who pace and/or wander. We do not recom-
mend restraining residents from pacing or wandering.
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Pain

Undertreatment and inappropriate treatment of pain
in residents who have MNCD is prevalent and one of
the most common causes of BPSD. It is a myth that
residents who have MNCD are less sensitive to pain.
They may fail to interpret sensations as painful, may
often be less able to recall pain, and may not be able to
communicate it verbally to caregivers (Hallenbeck
2015). A label of MNCD/dementia may bias the inter-
pretation of pain cues, and thus may contribute to
lower use of as-needed analgesics by residents who
have MNCD than by cognitively intact residents.
Residents who have MNCD, like those who do not
have MNCD, are at risk for multiple sources and types
of pain, including chronic pain from conditions such
as osteoarthritis and acute pain. (See Box 3.5.)
Untreated pain in individuals who have MNCD can
reduce quality of life; cause depression, agitation, or
aggression; delay healing; disturb sleep and activity
patterns; reduce function; and prolong hospitaliza-
tion. Pain influences behavioral disturbances among
residents in severe stages of MNCD more often than
those in moderate or mild stages of MNCD, and
residents who have chronic pain and severe MNCD
are more likely to express distress by agitation/aggres-
sion than residents who have chronic pain and earlier
stages of MNCD. Terminal stages of all MNCDs are
often associated with pressure ulcers, limb contrac-
ture, and pain that can be much more difficult to
assess (Mitchell 2015). There is no evidence that sur-
gery for hip fracture improves pain. The primary
reason to consider a surgical approach for hip fracture
over a palliative care approach is when gain in func-
tion (especially ambulation) is the aim. We recom-
mend palliative care (pain control, skin care, bed rest,
DVT prophylaxis, personal care) to treat hip fracture
for residents in severe or terminal stages of a MNCD
because of their limited life expectancy and inability
to participate in postoperative physical therapy
(necessary to achieve gain in function). Scheduled
analgesics are preferred over as-needed pain medica-
tion for residents who have MNCD because they
typically forget to ask for pain medication. Regular
(scheduled) administration of acetaminophen has
been found to raise the levels of general activity, social
interaction, and engagement with television or maga-
zines among LTC residents who have moderate to
severe MNCD, indicating undertreated musculoske-
letal pain in this population. Pain assessment should
also clarify acute versus chronic pain, one or more
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BOX 3.5 Common Causes of Pain with Major
Neurocognitive Disorder

Type of Pain Common Cause

Fall with bruise and/or muscle
sprain

Fracture

Urinary tract infection

Postoperative

Toothache

Migraine and other headaches

Muscle spasm

Pressure ulcer

Acute gout and other arthritic
conditions or flare-ups

Cancer with bone metastasis

Polymyalgia rheumatic

Acute ischemia/infarction (e.g.
cardiac, mesentery)

Deep vein thrombosis (e.g. in calf)

Acute intestinal obstruction

Arthritis (especially osteoarthritis,
rheumatoid arthritis)

Degenerative disc disease

Spinal stenosis

Diabetic neuropathy

Fibromyalgia

Chronic migraine and other
chronic headaches

Muscle contracture

Compression fracture of the
vertebrae

Polymyalgia rheumatica

Cancer with bone metastasis

Intermittent claudication

Parkinson’s disease with muscle
stiffness

Irritable bowel syndrome

Chronic constipation

Acute pain

Chronic pain

causes of pain, and whether pain is nociceptive, neu-
ropathic, or both, as the treatments of different pain
syndromes are different.

Abrupt Decline

Over the course of MNCD, many residents may
develop an abrupt decline in cognition. They may
suddenly become more confused, with slurred speech,
somnolence, agitation, tremulousness, unsteadiness,
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falls, and worsened incontinence. Often, this is due to
a superimposed delirium often due to an infection
such as a UTI, stroke, medication side effects, etc.
Many older adults develop cognitive decline for the
first time after a major surgery. Several perioperative
factors, such as hypoxia and anesthetics, can cause
postoperative cognitive decline, in some cases via
triggering AD neuropathogenesis. At first glance,
many of the people who have postoperative cognitive
decline may present with delirium that seems to
develop into MNCD, but on further detailed inquiry,
a history of subtle cognitive and functional decline for
months to years before surgery is usually obtained,
indicating that the MNCD processes had started
before the surgery.

Treatment of Major Neurocognitive
Disorder

Comprehensive, multidisciplinary state-of-the-science
treatment of MNCD has the potential to dramatically
improve quality of life for residents living with MNCD
(Brandt and Mansour 2016). See Box 3.6 for the role
of various health care professionals in caring for
residents who have MNCD. Treatment of a MNCD
is treatment of its cause. Thus, treatment of a rever-
sible MNCD is to treat the cause (correcting vitamin
and nutritional deficiencies, treating depression,
etc.). For all residents who have MNCD, the HCP
should consider reducing and discontinuing all med-
ications that are on the Beers list and/or have antic-
holinergic effects (American Geriatrics Society
2015). Box 3.7 lists the goals of treatment of irrever-
sible MNCD. Early and comprehensive management
of irreversible MNCD can delay the progression of
symptoms and help maintain the quality of life of
both the resident and the caregiver. Individualized
and multimodal treatment plans are required to
address the broad range of cognitive, behavioral,
and psychological symptoms associated with all
MNCDs (American Geriatrics Society 2011).
Specialized care units for MNCD (dementia care
units) may offer optimal care for residents who
have advanced MNCD. When making any treatment
decision for a resident who has a MNCD, the HCP
must take into account both the resident’s current
level of functioning and the potential effect on qual-
ity of life. Parkinsonian symptoms often accompany
some MNCDs (DLB, PDD, MSA, VaD, advanced
stages of AD) and may benefit from speech, physical,
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BOX 3.6 Health Care Team Members and Key Reasons for Seeking Their Help

Health Care Team Member Key Reasons for Seeking Help

Primary care provider* Accurate diagnosis of major neurocognitive disorder
Assess appropriateness of use of ChEls** and/or memantine
Discontinuation of anticholinergic medication
Discontinuation of medications on Beers list
Optimal management of comorbid medical conditions
Discussion with resident and family about goals of care
Ongoing discussion regarding life-sustaining treatment
Referral to psychiatrist for management of complex cases
Psychiatrist Accurate diagnosis of major neurocognitive disorder
Assess appropriateness of use of ChEls** and/or memantine
Prevention and relief of BPSD***
Assess appropriateness of PMT***#*
Assess capacity to make health care decisions
Assess need for palliative care
Consult regarding optimizing brain function
Educate and train staff*****
Guide facility leadership toward PCC culture
Consult for gradual dose reduction of psychotropic meds
Consult for addressing high-risk PMT***
Consult for reducing use of antipsychotic medication
Design programs to prevent staff burnout
Neuropsychologist Clarify severity and etiology of cognitive decline
Assess capacity to make health care decisions
Consult regarding optimizing brain function
Gerontologist/psychologist Provide individual psychotherapy
Provide group psychotherapy
Aid resolution of staff-resident conflict
Educate and train staff
Design programs to diminish caregiver burnout
Social worker Provide individual psychotherapy
Provide family therapy and conflict resolution
Provide group psychotherapy
Aid staff-resident conflict resolution
Educate and train staff
Design programs to diminish caregiver burnout
Nurse Educate and train staff
Teach relaxation strategies to residents and staff
Design programs to diminish caregiver burnout
Speech language therapist Therapy for hypophonia in Parkinson'’s disease
Therapy for aphasia in early stages of MNCD
Therapy for cognitive impairment in early stages of MNCD
Physical therapist Therapy for Parkinsonism
Occupational therapist Therapy for tremor-related disability
* Primary care providers: primary care physician, nurse practitioner, physician assistant
** CheEls: cholinesterase inhibitors
*** BPSD: biopsychosocial spiritual distress
***¥ PMT: psychotropic medication therapy
***¥%* Topics for staff education and training include: importance of validating residents’ experiences and inquiring about and
routinely incorporating residents’ perspectives into care plans; psychosocial environmental approaches to manage BPSD in
residents who have major neurocognitive disorder; nondrug management of pain; nondrug management of sexually
inappropriate behavior; sleep hygiene and other nondrug approaches to manage insomnia/sleep disorder; relaxation

strategies, mindfulness-based approaches; monitoring adverse effects of PMT; Beers list of drugs that are inappropriate for LTC
populations; strategies to de-escalate resident aggression and prevent resident-to-resident aggression.
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BOX 3.7 Goals of Treatment of Major

Neurocognitive Disorders in Long-Term Care
Individual Goal

Resident who
has MNCD

Maintain dignity

Slow cognitive decline

Slow functional decline

Improve quality of life

Establish advance care directives
early

Establish research-specific advance
directives early

Prevent BPSD*

Diagnose and promptly treat BPSD*

Optimally treat excess disability

Preserve strengths for as long as
possible

Achieve aging in place

Ensure better transitions to and
from hospitals/facilities

Avoid futile or unnecessary medical
care

Achieve a timely, peaceful, and
dignified death

Prevent and treat caregiver
depression

Address caregiver grief

Reduce caregiver stress and burden

Improve confidence and comfort
level to make decisions

Minimize the impact of caregiver
stress on caregiver health

Family of
resident

* BPSD: Biopsychosocial spiritual distress

and occupational therapy. Except for Parkinsonian
symptoms in residents who have PDD, benefits of
levodopa for Parkinsonian symptoms in other
MNCDs may not outweigh risks (e.g. agitation, psy-
chotic symptoms).

Treatment for Cognitive and Functional

Deficits

Five MNCDs (AD, VaD, DLB, PDD, and FTD)
account for 95 percent of all MNCDs in LTC popula-
tions. At present, no therapy has been shown to pre-
vent, cure, or arrest the progression of cognitive and
functional decline associated with these MNCDs
(Small and Greenfield 2015). We recommend a trial
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of one of the ChEIs, such as donepezil, rivastigmine,
or galantamine, for people who have a mild, moder-
ate, or severe stage of AD, DLB, or PDD. ChEIs are
not recommended for treatment of FTDs. We recom-
mend a trial of memantine (N-methyl-D-aspartate
[NMDA] receptor agonist), usually with a ChEI, for
residents who have AD in moderate to severe stages.
Residents who have MNCD may be more at risk of
adverse effects and may have less beneficial effects
from ChEIs and memantine than community-dwell-
ing people who have MNCD because of the higher
prevalence of frailty, medical comorbidity, and poly-
pharmacy (especially anticholinergic medications)
in LTC residents. Thus, ChEIs and memantine
should be used with extra caution in LTC popula-
tions and we strongly recommend close monitoring
of adverse effects and optimal staff education about
adverse effects of these drugs. At the same time,
residents who have MNCD should not be routinely
denied a trial of a ChEI and/or memantine just
because they are frail and have multiple medical
comorbidities. Treatment with a ChEI and/or mem-
antine has the potential for a small but clinically
meaningful effect in slowing cognitive and func-
tional decline, reducing the risk of BPSD in the
future, and reducing the need for psychotropics in
the future for many residents who have commonly
occurring MNCDs.

Staging of AD through the application of cognitive
scales such as the MOCA, SLUMS, or MMSE inher-
ently limits the applied benefit to the drug’s cognitive
effects at the exclusion of behavioral and functional
benefits. A relatively high proportion of LTC residents
taking ChEIs may not be benefiting enough from
these medications to warrant continuation. ChEIs
should be tapered gradually rather than withdrawn
abruptly to avoid a withdrawal effect. For residents in
severe stages of MNCD, gradual tapering may not
result in adverse clinical outcomes or sudden dete-
rioration, although the HCP should monitor for such
outcomes. Common adverse effects of ChEIs are nau-
sea, vomiting, diarrhea, dizziness, vivid nighttime
dreams, and insomnia. These adverse effects tend to
be mild to moderate in severity but in frail residents
who have MNCD, even mild adverse effects are bur-
densome and can significantly impair quality of life.
In general, these adverse effects tend to wane within
two to four days, so if residents can tolerate unplea-
sant effects in the early days of treatment, they may be
more comfortable later on. Use of rivastigmine
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transdermal patch is associated with much lower gas-
trointestinal adverse effects than oral rivastigmine
and hence is preferred over oral rivastigmine. Mild
itching and redness at the site of the patch and mild
rash at the site of the patch can occur. Changing the
site of the patch every day and not using the same site
for at least two weeks can usually reduce the risk of
skin rash. Topical steroids can be used to treat the
rash. With residents who have PDD, ChEIs may wor-
sen tremor. Uncommon adverse effects of ChEIs
include muscle cramp, bradycardia (which can be
dangerous in residents who have cardiac conduction
problems and/or residents taking beta blockers), syn-
cope, decrease in appetite, and weight loss. ChEIs
increase the production of gastric acid, a particular
concern for those who have a history of peptic ulcer.
Pre-existing bradycardia, sick sinus syndrome or con-
duction defects, undiagnosed nausea, vomiting, and
diarrhea, gastritis, and ulcerative disease should be
considered a relative contraindication for ChEIs.
Finally, ChEIs may induce or exacerbate urinary
obstruction, worsen asthma and chronic obstructive
pulmonary disease (COPD), cause seizures, and exag-
gerate the effects of some muscle relaxants during
anesthesia. Thus, the HCP should use extra

Table 3.9 Cholinesterase Inhibitors and Memantine

precaution when prescribing ChEIs for residents
who have cerebrovascular disease, seizure, or COPD.
Residents taking anticholinergic medications may not
benefit from ChElIs, and we strongly recommend that
the HCP make an effort to discontinue anticholinergic
medication before initiating ChEI therapy. Residents
taking beta-blockers may have higher risks of dizzi-
ness and syncope with concomitant use of ChElIs.
Table 3.9 shows the dosing and dosages of ChEIs.
ChElIs should be given in the morning on a full sto-
mach. If the person tolerates the starting dose, the
dose of ChEIs should be increased after a minimum
of four weeks. For frail residents and residents who
are sensitive to medication adverse effects, the starting
dose of ChEI can be half the standard starting dose
(for example, donepezil can be given as 2.5 mg and
then increased by 2.5 mg increments, galantamine can
be given as 4 mg once a day and then increased by
4 mg increments, rivastigmine can be given as 1.5 mg
once a day with food and then increased by 1.5 mg
increments). When the resident who has AD gets to
the terminal stages where there is no specific function
that is being preserved (ability to recognize family,
ability to answer simple questions, ability to eat with
assistance), we recommend taking individuals off

Medication Starting Dose and Dosing Schedule Therapeutic Daily Dose (Range)
Donepezil 5 mg once a day after meals, may increase 5-23 mg
every 4 weeks by 5 mg to highest
tolerated therapeutic daily dose
Rivastigmine transdermal 4.6 mg/24 hours patch applied on a clean, 9.5-13.3 mg
patch dry, hairless part (upper back usually),
may be increased every 4 weeks to the
highest tolerated therapeutic daily dose
Rivastigmine 1.5 mg twice daily after meals, may increase 6-12 mg
every 4 weeks by 3 mg/day to the
highest tolerated therapeutic daily dose
Galantamine extended 8 mg once daily after meals, may increase 16-24 mg

release

every 4 weeks by 8 mg to the highest

tolerated therapeutic daily dose

Memantine extended
release

7 mg once daily, may increase by 7 mg
every 7 days to the highest tolerated

14-28 mg (7-14 mg for residents
who have creatine clearance less

Memantine

therapeutic daily dose

5 mg once a day, may increase by 5 mg per
week to the highest tolerated
therapeutic daily dose

Note: We recommend using a lower final dose for frail residents.

than 30)

20 mg in two divided doses
(5-10 mg for residents who have
creatine clearance less than 30)
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ChEIs and memantine treatment as well as other
medications not necessary to maintain comfort (e.g.
statins, vitamins, medications for osteoporosis, etc.).

The HCP should recognize the potential for cog-
nitive rehabilitation for motivated residents in early
stages of MNCD. An individualized comprehensive
brain and memory wellness plan may help highly
motivated residents in the early stages of MNCD to
achieve highest levels of cognitive function and slow
cognitive and functional decline (Anderson and
Grossberg 2014; Haynes, Seifan, and Isaacson 2016).
(See Boxes 3.2, 3.3, and Box 3.4 and Table 3.10.)

Memantine is an N-methyl D-aspartate (NMDA)
receptor antagonist. The HCP should consider treat-
ment with memantine for all residents who have
moderate to severe AD. Adding memantine for a
resident who is already taking a ChEI may provide
added benefits. Expectations from memantine are
similar to those from ChEIs in that 30-40 percent of
residents taking memantine may have modest benefit.
Benefit involves some slowing of cognitive and func-
tional decline. In addition, residents who have AD
and are taking memantine may have less agitation in
the future. Memantine is started at 5 mg given at

Table 3.10 Mental Health Prevention and Wellness for Residents Who Have Major Neurocognitive Disorder and Residents at Risk for Major

Neurocognitive Disorder

Prevention and Wellness Condition

Cognitive aging (aging-associated
changes in cognitive function)

Mild neurocognitive disorder

Insomnia

Chronic pain

Subsyndromal delirium

Boredom and loneliness

Helplessness and existential angst

Fear of falls and related refusal to
ambulate

Wish for assisted dying and/or
euthanasia

Evidence-Based Strategies

Exercise program, Mediterranean diet,
online brain-training programs,
discontinuation of drugs with
anticholinergic properties

Exercise program, Mediterranean diet,
online brain-training programs,
discontinuation of drugs with
anticholinergic properties

Sleep hygiene, discontinuation of
medications that cause/worsen
insomnia, minimizing caffeinated
drinks

Hot and cold compress therapies,
cognitive behavior therapy,
relaxation strategies, physical
therapy, exercise program

Multicomponent approaches,
discontinuation of all unnecessary
medication

Continuous activities programming

Individual psychotherapy (especially
meaning-centered psychotherapy),
regular interaction with a member
of the clergy

Individual psychotherapy, relaxation
strategies

Palliative care, meaning-centered
psychotherapy

Potential Outcome

Improve cognitive well-being

Prevent or delay progression of
cognitive decline

Prevent progression to chronic
insomnia and complication
of major depressive disorder

Prevent depression and
cognitive dysfunction related
to suboptimal control of
chronic pain

Prevent progression to delirium

Prevent agitation and
aggression

Prevent progression to major
depressive disorder

Prevent progression to
disabling phobia and
dependence on wheelchair

Prevent suicide and attempted
suicide

Note: Multicomponent approaches: Frequent reorientation, involvement in cognitively stimulating activities, promotion of sleep with sleep-
inducing stimuli (e.g. relaxation tapes, warm milk) and a sleep-promoting environment (e.g. noise reduction), encouragement of physical
activity, use of visual and auditory aids, early treatment of dehydration
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bedtime and increased at 5 mg a week interval to the
therapeutic dose of 10 mg in the morning and 10 mg
at bedtime. Alternatively, (and preferably), long-
acting memantine formulation (extended release)
can be given once a day starting at 7 mg daily for
7 days and increasing by 7 mg/week to reach 28 mg
daily. Residents taking 10 mg of memantine twice
daily can switch to memantine ER 28 mg once daily
without titration. For residents who have severe kid-
ney disease, frail residents, and residents who cannot
tolerate 20 mg/day of memantine or 28 mg/day of
once-a-day formulation, we recommend a final
dose of 10 mg/day given at bedtime for memantine
with close monitoring for adverse effects. Adverse
effects of memantine include constipation, dizziness,
agitation, headache, and transient hallucinations.
Memantine may interact with other NMDA receptor
antagonists, such as methadone, dextromethorphan
(often used to treat cough in LTC populations and, in
combination with quinidine, used for treatment of
pseudobulbar affect). Such combinations should be
avoided. Memantine has 5HT3-blocking effects and
may theoretically protect against some gastrointest-
inal side effects of ChEIs.

The cholinergic system in FTD appears to be rela-
tively intact. Thus, we do not recommend prescribing
ChEIs for residents who have FTD. Memantine also
has not been found to be useful for managing DLB,
PDD, and FTDs, although preliminary data suggest
that glutamate may play a role in FTD.

Person-Centered Approaches to Prevent
and Reduce Biopsychosocial-Spiritual
Distress

The goal of person-centered approaches is to promote
the dignity, safety, and well-being of the resident
(Galik 2016). It includes efforts to prevent BPSD,
reduce the severity of BPSD, and reduce caregiver
distress (Brasure et al. 2016; British Columbia,
Canada, Department of Health 2012). Person-
centered approaches include staff education and
training to create an environment that supports the
resident’s capacity to live the best life possible by
routinely and proactively addressing biological, psy-
chological, social, spiritual, and environmental needs
of residents who have MNCD (Livingston et al. 2014).
Such approaches include discontinuing harmful med-
ication, optimal treatment of comorbid physical and
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mental health conditions, architectural approaches to
make the physical environment more soothing and
accommodating to residents’ disabilities, and
strength-based personalized psychosocial sensory
spiritual environmental initiatives and creative
engagement (SPPEICE) (Desai and Grossberg 2017).
See Table 3.11 (Morley and Cruz-Oliver 2014; Brasure
etal. 2016). SPPEICE are the primary mode (first line)
of person-centered approaches for helping residents
live the best life possible, preventing BPSD, and redu-
cing BPSD. Commonly employed SPPEICE include
structured and unstructured activities, exercise,
music, dance, reminiscence, massage therapy, aro-
matherapy, pet therapy (animal-assisted therapy),
therapeutic gardens, simulated presence therapy (e.
g. hearing family members’ taped recordings), paint-
ing, other activities that allow creative expression,
and spirituality (Brasure et al. 2016). Although
research support for these approaches is modest,
lack of robust effect is because the activities are not
sufficiently individualized, not done as regularly and
consistently, nor given sufficient time to show bene-
fits. Daily exercises (walking, resistance training,
flexion, and stretch exercises) improve “functional
fitness” and are critical for maintaining muscle mass
and slowing cognitive and functional decline. Music-
based activities should also be routinely offered, as
the effects can be remarkable, as shown wonderfully
by the movie Alive Inside (www.aliveinside.us).
Viewing this movie should be mandatory for all
staff working in LTC.

There is growing consensus that spirituality is of
great importance for not only those who have MNCD
but also for their caregivers. Often it is at the later
stages (and even in terminal stages) that the spiritual
experiences of those who have MNCD are most pro-
found. Accordingly, the decline in cognitive function-
ing does not reflect a loss of spiritual capacity, and
those who have advanced MNCD remain capable of
high levels of spiritual well-being and engagement in
spiritual activities, rituals, and interactions. Helping a
resident who has MNCD continue to observe faith can
be beneficial and rewarding for both the resident and
family caregivers. Songs and prayers from childhood
often stay firmly rooted in the memory long after
MNCD takes its toll.

Environmental approaches, such as bright light
therapy, also have the potential to prevent and reduce
BPSD (especially insomnia, depression, and agita-
tion). Bright light has a modest benefit in improving
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Table 3.11 Examples of Strength-Based Personalized Psychosocial Sensory Spiritual Environmental Initiatives and Creative Engagement

(SPPEICE) for Residents Who Have Major Neurocognitive Disorder

Therapeutic Initiative/Approach
(professional delivering the
approach)

Individual psychotherapy (licensed
therapist)

Group psychotherapy (licensed
therapist)

Individualized pleasant activity
schedule (facility staff with
guidance by mental health
professional)

Bright light therapy (nursing staff with
education and guidance by mental
health professional)

TimeSlips (www.timeslips.org) (facility
staff trained in TimeSlips)
Cognitive Stimulation Therapy (CST)

(www.cstdementia.com) (facility
staff trained in CST)

Music therapy (music therapist) and
music-based activities (recreational
therapist, nursing staff)

Drawing, coloring, and other art-based
activities (recreational activity
therapist, nursing staff)

Aromatherapy (recreational activity
therapist, nursing staff)

Massage therapy (nursing staff)

Pet-/animal-assisted therapy

Gardening/Eden experiment

Montessori-based activities

Physical activity/Exercise program
(includes Tai Chi, yoga, walking
program) (nursing staff)

Online brain-training program
(nursing staff with guidance from
mental health professional)

Common Indication

Depression and/or anxiety
Stress management

Depression and/or anxiety
Stress management

Prevent and treat boredom,
loneliness, and depression

Prevent and treat seasonal affective
disorder, insomnia, and some
behavioral symptoms associated
with MNCD

Prevent and treat boredom,
loneliness, and agitation

Prevent and treat boredom,
cognitive decline, and agitation

Prevent and treat depression,
anxiety, insomnia, and agitation

Prevent and treat depression,
anxiety, and agitation

Prevent and treat depression,
anxiety, insomnia, and agitation

Prevent and treat insomnia,
anxiety, depression, and
agitation

Prevent and treat anxiety,
depression, and agitation

Prevent and treat anxiety,
depression, and agitation

Prevent and treat eating
difficulties, anxiety, depression,
and agitation

Prevent and treat depression,
anxiety, insomnia, agitation, and
chronic pain

Optimize cognitive well-being and
slow cognitive decline

12:12:18,
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Strength of the Resident

Relatively preserved cognitive
function

Relatively preserved cognitive
function

Applicable to all residents
irespective of level of cognitive
function

Capacity to sit in one place for
15 minutes or more at a time

Relatively good vision and language
functions

Relatively good language functions

Relatively good auditory function

Reasonably good ability to draw
and/or color

Reasonably good olfactory function

Useful to almost all residents (extra
caution with residents who have
neuropathy and allodynia
[experience touch as pain])

Useful for all residents, especially
residents who have history of
having pets

Useful for all residents, especially
residents who have history of
engaging in gardening

Useful for all residents

Reasonably good upper and/or
lower limb movement functions

At least some motivation and
relatively preserved cognitive
functioning
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Table 3.11 (cont)

Therapeutic Initiative/Approach
(professional delivering the
approach)

Support group (early-stage MNCD,
stroke) (any LTC staff with guidance
from mental health professional)

being

Dignity therapy

some cognitive and noncognitive (e.g. mood, sleep)
symptoms of MNCD.

The health care team should make every effort to
inquire into and understand the experiences and
perspectives of residents who have MNCD, even in
advanced stages (Desai et al. 2016). Research has
shown that individuals who have MNCD retain a
remarkable level of awareness even in advanced
stages (Clare 2010). Residents who have MNCD
should be considered expert in what will make
their lives more meaningful and happy.
Professional and family caregivers need to develop
the skill to follow their lead (expressed verbally and
nonverbally).

STAR Approach to Assessment and
Treatment of Biopsychosocial-Spiritual

Distress

We recommend the STAR approach for understand-
ing, preventing, and reducing BPSD.

S:  Safety and security of self and others should be
assessed and addressed first. This includes
discussion of need for inpatient psychiatric
treatment for behavioral emergencies.

T:  Team approach is recommended to identify
triggers and modifiable causes of BPSD.

A:  Action plan (individualized treatment plan with
SPPEICE and, when appropriate,
pharmacological approaches) should be devised
and implemented.

R:  Reassessment of the response to treatment and
appropriate modification of person-centered
approaches if the response is inadequate.

Ensuring safety and security is crucial, as often
BPSD may be severe and can be expressed in a poten-
tially life-threatening manner (such as attempted
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Common Indication

Reduce emotional toll MNCD/
stroke can take on the resident
and improve emotional well-

Prevent and treat depression
during last phase of life

Strength of the Resident

Willing residents

Relatively preserved cognitive
functioning

suicide) or as behaviors that pose risk to other resi-
dents (such as pushing another resident, causing a
fatal head injury) and to staff (such as punching staff
in the face). Ensuring safety is also crucial, as agitation
in residents may put them or others at risk for serious
injury (such as falls and fracture). If safety cannot be
ensured, alternative placement of the resident may be
necessary (such as an acute inpatient psychiatric unit
for a resident who made a serious attempt at suicide).
In situations of behavioral emergency (severe agita-
tion or aggression), emergency administration of psy-
chotropic medication (e.g. lorazepam or haloperidol)
may be necessary (orally or intramuscularly) to stabi-
lize the resident before team-based assessment can be
undertaken or transfer to an emergency department
of a local hospital can be safely initiated. Identifying
triggers is important, as modifying triggers often ame-
liorates BPSD. Medical disorders (such as untreated
pain, UTI) and psychiatric disorders (MDD, general-
ized anxiety disorder) are common causes of agitation
in residents who have MNCD and are eminently trea-
table. A typical psychosocial-environmental approach
can involve continuous activity programming tailored
to the unique needs, strengths, and interests of each
resident that can prevent and abort many agitated
behaviors in residents who have MNCD. Not all agi-
tation needs intervention. If the resident does not
seem to be distressed (e.g. pacing without any dis-
tressed facial expression), then it is best to tolerate the
agitation and leave the resident alone, as efforts to
evaluate and intervene may paradoxically cause dis-
tress in some residents. Although SPPEICE is thought
to have virtually no reports of adverse effect in
research, some residents may experience adverse
effects (Brasure et al. 2016). For example, some
music-based approaches may increase distress.
Although such negative reactions are usually mild,
they add to distress and need to be addressed.
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(Clinical Case 3: “Leave me alone”

Over the last several weeks, Mrs. L, who has MNCD due
to probable AD in moderate stage, had been growing
agitated in the afternoon and evening, attempting to
leave, and would become physically aggressive when
prevented from leaving. Mrs. L often yelled, “Leave
me alone, let me go.” Mrs. L was taking citalopram
40 mg daily, donepezil 10 mg daily in the morning,
and memantine 10 mg twice daily for MNCD and
anxiety symptoms. These medications had helped
decrease Mrs. L’s agitation to some extent, but she
continued to have at least one incident a week of phy-
sical aggression toward staff. Mrs. L was referred to a
consultant psychiatrist for more medication to “control
her aggression.” After comprehensive psychiatric eva-
luation with team discussion, the psychiatrist ruled out
easily correctable causes (e.g. anticholinergic medica-
tion, medical conditions). The psychiatrist met with the
team members (Mrs. L’s family, certified nursing assis-
tant, licensed practical nurse, social worker) and dis-
cussed various potential SPPEICE that could be
instituted. Mrs. L’s daughter mentioned that her
mother had always loved to work in the house rather
than watch TV or play games. Mrs. L had never had
pets and did not like them and had never been a
regular listener of music. The team decided to give
Mrs. L simple tasks, such as setting the table, folding
napkins, putting letters in envelopes. Other interven-
tions, such as pets or music group, were not selected.
After two weeks of implementing these person-cen-
tered approaches, Mrs. L had become significantly
less distressed, as shown by reduction in agitated beha-
viors, and was more easily reassured and redirected.

Teaching Points

Knowing the resident well (including the resident’s role
in life before entering LTC, the resident’s daily interests,
and what activities give the resident meaning in life [life
history]) is key to significantly improving the success
rate of SPPEICE. If the team had not tried to address
Mrs. L’s underlying need to feel useful and engage in
activities that gave meaning to her life, her agitation and
aggression could have continued and she may even have
been prescribed antipsychotic medication, putting her
at risk for accelerated cognitive and functional decline.

Psychotropic Medication

The Food and Drug Administration (FDA) has not
approved any medication (including antipsychotics)
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for the management of BPSD in people who have
MNCD. The FDA has approved dextromethorphan-
quinidine for the treatment of pseudobulbar affect
typically seen among individuals who have ALS but
also seen among individuals who have MNCD. The
FDA has approved pimavanserin for the treatment of
PD psychosis. Psychotropic medications may be
appropriate in a variety of clinical situations. (See
Table 3.12.) Citalopram, dextromethorphan-quini-
dine, and atypical antipsychotics (risperidone, olan-
zapine, and aripiprazole, in particular) have been
found to have modest benefit in reducing severe and
persistent BPSD in AD, but the latter carry substantial
risks (Porteinsson et al. 2014; Cummings et al. 2015).
Risperidone is the only antipsychotic approved for
short-term (6 weeks) treatment of severe behavioral
and psychological symptoms of MNCD (symptoms
are unresponsive to psychosocial interventions or
there is severe and complex risk of harm) in
Australia, Canada, Great Britain, and New Zealand
(The Royal Australian and New Zealand College of
Psychiatrists 2016; National Institute of Health and
Clinical Excellence 2012). Hence, the use of antipsy-
chotics should be restricted to residents who have
severe and persistent BPSD that is posing significant
danger to self and others (emergency situations) or in
the presence of severe, disabling psychotic symptoms
and/or severe agitation and aggressive behaviors
(American Psychiatric Association 2016). Before
initiating antipsychotics, the HCP should rule out
treatable medical comorbidity (including medication
induced BPSD), and it is important to ensure that no
environmental factors are directly responsible for the
severe BPSD (e.g. countertherapeutic staff approach
that escalates distress expressed as mild agitation to
severe agitation) (Kales, Gitlin, and Lyketsos 2014).
Citalopram, olanzapine, and risperidone do not
appear to be effective in managing BPSD in indivi-
duals who have DLB, but there is some support for
the use of clozapine, clonazepam, and ramelteon
(Stinton et al. 2015). Also, individuals who have
DLB have extreme sensitivity to high-potency anti-
psychotic medications (e.g. haloperidol, fluphena-
zine, risperidone, paliperidone) and thus the HCP
should avoid these medications due to increased risk
of morbidity and mortality. Pimavanserin (first-line
agent), clozapine (second-line agent), and quetiapine
(third-line agent) are appropriate for treatment of
severe psychotic symptoms in residents who have PD
and PDD if reduction of dopaminergic agents is not
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Table 3.12 Evidence-Based Psychotropic Medication Therapy to Manage Commonly Occurring Mental Health Disorders among Residents

Who Have Major Neurocognitive Disorder

Mental Health Disorder

Major neurocognitive disorder
(Alzheimer's disease, Lewy
bodies, Parkinson's disease,
cerebrovascular disease)

Delirium associated with severe
agitation

Major depressive disorder

Severe apathy due to MNCD not
responding to SPPEICE and not
due to any treatable medical
comorbidity

Pseudobulbar affect

Persistent agitation and/or
aggression associated with
MNCD not responding to
SPPEICE and not due to any
treatable medical comorbidity

Psychotic symptoms among
residents who have MNCD due
to Parkinson’s disease

Generalized anxiety disorder
Insomnia disorder
REM sleep behavior disorder

Hypersomnia among residents who
have obstructive sleep apnea

First-Line Psychotropic Medication(s)

Cholinesterase inhibitors and/or
memantine

Antipsychotics per 2010 NICE guidelines
for prevention and treatment of
delirium

Antidepressants and, for nonresponsive
or partially responsive residents, or
residents who have psychotic
symptoms, atypical antipsychotics per
2010 APA practice guidelines for
treatment of major depressive disorder

Methylphenidate

Dextromethorphan and quinidine
combination

Citalopram and escitalopram per 2011
AGS guidelines for treatment of
psychotic symptoms and
neuropsychiatric symptoms of MNCD
in older adults

Pimavanserin

Antidepressants per 2011 NICE
guidelines for treatment of
generalized anxiety disorder

Ramelteon, suvorexant, melatonin

Melatonin
Modafinil, armodafinil

Psychotropic Alternative(s)
to Consider in Certain
Situations

No other evidence-based
option

Benzodiazepines to manage
severe anxiety in end-of-life
delirium

Electroconvulsive therapy (ECT)
for life-threatening
depression

Sertraline, bupropion

Antidepressants if
dextromethorphan-
quinidine not tolerated, not
available, or not effective

Antipsychotics for severe and
persistent aggressive
behaviors not responding to
SPPEICE and antidepressants

Clozapine

Low-dose short-term use of
short-acting
benzodiazepines

Short-term use of low-dose
trazodone
Low-dose clonazepam

Low-dose stimulants if first-line
therapy not tolerated, not
available, or not effective

effective or clinically contraindicated or not toler-
ated. SSRIs (selective serotonin reuptake inhibitors)
are usually given to treat anxiety, depression, obses-
sive-compulsive symptoms, and agitation in resi-
dents who have FID based on well-described
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serotonergic deficits in FTD. Residents who have
FTD are particularly prone to developing extrapyr-
amidal side effects with use of antipsychotics because
of dopaminergic deficits seen in the brain of people
who have FTD.
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Inappropriate prescription of psychotropic medi-
cation (including psychotropic polypharmacy) is pre-
valent among LTC residents who have MNCD and
may be the primary cause of resident distress
expressed as agitation, aggressive behaviors, anxiety,
insomnia, and apathy (see Table 3.7) (Jacquin-Piques
et al. 2015). In addition, inappropriate psychotropic
medication causes substantial additional morbidity
and functional decline in this vulnerable population.
For all residents who have MNCD, the HCP should
routinely initiate periodic gradual dose reduction of
all appropriate psychotropic medications (not just
antipsychotics) and discontinue inappropriate psy-
chotropic medications. Use of antipsychotics by resi-
dents who have MNCD carries a risk of increased
mortality, cerebrovascular accident, hospitalization,
dysphagia, pneumonia, Parkinsonism, tardive dyski-
nesia, and hip fracture. Despite these risks, antipsy-
chotics have a role in the management of severe BPSD
in residents who have MNCD (Jennings and
Grossberg 2013). Atypical antipsychotics (such as ris-
peridone, olanzapine) are preferred over typical (con-
ventional) antipsychotics (such as haloperidol). SSRIs
carry increased risk of bleeding, especially in residents
also taking NSAIDs (e.g. ibuprofen, naproxen, diclo-
fenac), antiplatelet therapies (acetylsalicylic acid
[aspirin], clopidrogel, dipyridamole), and/or anticoa-
gulant (e.g. warfarin, dabigatran, rivaroxaban, apixa-
ban). SSRIs also carry increased risk of hyponatremia,
especially if used concomitantly with diuretics, such
as furosemide and hydrochlorothiazide. The use of
antipsychotics by residents who have MNCD should
be restricted to situations in which the resident poses
an imminent danger to self and/or others due to
severe and persistent BPSD and for behavioral emer-
gency. In addition, the HCP should prescribe the low-
est effective dose and closely monitor any adverse
effects. The use of any psychotropic medication by
residents who have MNCD is fraught with serious
risks, and hence informed consent from the resident
and/or the surrogate decision-maker is crucial before
initiating psychotropic medication therapy. It is
important for the prescriber to educate the resident,
family, and staff that typically benefits are modest and
efforts to gain more from medication (by increasing
the dose) may cause more harm than benefit. The
HCP should recognize that approximately one-third
of LTC residents who have MNCD are prescribed
antipsychotics, in many instances with inappropriate
reason (e.g. wandering) and/or at inappropriately
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high dose. As a direct result of such excessive use in
the context of known severe risks associated with use
of antipsychotics by people who have MNCD (espe-
cially risk of stroke and mortality), the Centers for
Medicare and Medicaid Services (CMS) initiative as
mandated by the US Congress to reduce the use of
antipsychotic medication has resulted in the
Department of Health and Human Services expand-
ing the efforts to reduce the use of antipsychotics by
older adults who have MNCD.

Addressing Medical Comorbidity

More than 60 percent of people who have MNCD
have three or more advanced physical health condi-
tions. (See Table 3.13.) People who have MNCD have
a higher incidence of Parkinsonism, seizures, infec-
tions, malnutrition, sensory impairment, hip frac-
tures and other injuries, and pressure sores than
residents who do not have MNCD. Lack of treatment,
overtreatment, and undertreatment of medical
comorbidity is prevalent among residents who have
MNCD and often manifests as agitation and aggres-
sion. (See Table 3.7.) Optimal diagnosis and treatment
of comorbid physical illnesses are essential compo-
nents of the management of MNCD and are key to
sustaining cognition in the resident who has MNCD
and to preventing BPSD. The HCP who is treating
comorbidity in residents who have MNCD should
weigh the potential benefits against the burdens
imposed by such treatment. Also, the goals of treating
comorbidity should be in keeping with the resident’s
overall goals of care (palliative [comfort only] versus
life-prolonging treatment). For every resident who
has MNCD, the HCP should consider discontinuing
medication with potential for significant anticholiner-
gic symptoms. Residents who have MNCD are fre-
quently transferred to emergency rooms and
hospitalized for medical conditions (such as pneumo-
nia), putting them at high risk for delirium, falls, need
for restraint, and functional decline during and after
hospitalization despite successful treatment of the
medical condition. Hospitalization for residents who
have MNCD (especially frail residents and residents
in severe and terminal stages of MNCD) is extremely
stressful. The HCP should discuss all of these risks of
hospitalization before deciding to hospitalize the resi-
dent and ideally soon after the resident enters LTC.
Many hospitalizations (e.g. due to infection [such as
pneumonia]) are eminently preventable by instituting
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Table 3.13 Common Advanced Physical Health Problems among Residents Who Have Major Neurocognitive Disorder and Associated

Mental Health Concerns

Common Advanced Physical Health
Problem (point prevalence)

Cerebrovascular accident (20-40)

Coronary heart disease (20-40)

Heart disease with prolonged QTc
interval (20-40)

Congestive heart failure (10-30)

Chronic obstructive pulmonary disease
(10-30)

Stage 4 or higher chronic kidney
disease (10-30)

Morbid obesity (10-20)

Obstructive sleep apnea (5-20)
Diabetes (15-35)

Hip fracture(s) (15-25)
Epilepsy (10-20)

Key Associated Mental Health
Concern

Cognitive impairment,
depression

Depression

Depression

Depression
Anxiety, depression

Depression, chronic pain
Depression

Depression, insomnia

Depression, cognitive
impairment

Depression, chronic pain

Cognitive impairment,
depression

Key Commonly Used
Psychotropic Medication to
Avoid or Use with Extra Caution

Antipsychotics

Tricyclic antidepressants

Citalopram, ziprasidone

Tricyclic antidepressants
Benzodiazepines

Lithium, gabapentin, memantine,
paliperidone

Olanzapine, quetiapine, valproate,
mirtazapine

Benzodiazepines
Olanzapine, quetiapine

Benzodiazepines
Bupropion, clozapine

treatment in the facility. Many residents who have
advanced stages of MNCD receive medication of
questionable benefit but incur substantial associated
costs, including hospitalization. For all residents who
have advanced MNCD, the HCP should consider dis-
continuing medication that is of questionable benefit
(such as statins, vitamins, medications for osteoporo-
sis). We recommend psychiatric consultation (prefer-
ably by a geriatric psychiatrist) to relieve distress
typically expressed as agitation by residents who
have MNCD and have been hospitalized.

Palliative Care

High-quality palliative care is a key component of
comprehensive care of all LTC residents who have
MNCD (Desai and Grossberg 2011). MNCDs are the
sixth most common cause of death among older
adults. Discussion of the wishes of a person who has
MNCD regarding life-prolonging treatment during
advanced stages (moderate, severe, and terminal
stage) should ideally take place when the person is in
the mild stages (preferably the first half of the mild
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stage) because in this stage, the person retains the
capacity to make medical decisions, fully participate
in the discussion, and express wishes to the family
(Brody 2016). In general, as the MNCD progresses,
the burdens of life-prolonging treatment (such as
hospitalization for pneumonia) increase dramatically
and the potential benefits (such as increased duration
of survival and improved quality of life) decrease
considerably. Families of most residents who are in
the terminal stages of MNCD opt for “comfort only”
care (indicating no life-prolonging treatment, such as
treatment of pneumonia, but want all treatment inter-
ventions that improve comfort and reduce pain and
discomfort). Some families of residents may not want
to wait for terminal stages but even in severe stages
may opt for “comfort only” care. Other families of
residents in severe stages may want life-prolonging
treatment. The family may choose life-prolonging
treatment for a person in severe stages of MNCD for
several reasons: because they are not sure what the
loved one would want and are erring on the “side of
caution”; or because they are not ready to “let go” or
feel that not providing life-prolonging treatment
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means they are “giving up” instead of understanding
it as “letting go”; or think that this is what their loved
one would want even in severe stages. Many family
members may not be fully aware of the considerable
burdens and limited benefits potentially life-prolong-
ing interventions (e.g. hospitalization for treatment of
pneumonia, tube feeding for management of poor
food intake and severe weight loss) pose to residents
in severe stages of MNCD. The HCP should assure the
family that there is no right or wrong answer and help
the family understand what the person who has
MNCD would want and to keep their promise and
respect the wishes of their loved one. The HCP should
also understand the tremendous grief (and sometimes
guilt) the family may be dealing with at that time, as
these can influence decisions. Addressing these com-
plex feelings can help the family make the decision
regarding life-prolonging treatment that is in keeping
with the wishes and values of the resident who has
MNCD.

Other aspects of palliative care - such as when to
forgo cardiopulmonary resuscitation (“Do Not
Resuscitate” [DNR] order), when to forgo intubation
(“Do Not Intubate” [DNI] order), when to forgo
hospitalization (“Do Not Hospitalize” [DNH]
order), degree of pain control versus adverse effects
of pain medications (such as severely compromised
awareness), placement of a feeding tube, criteria for
palliative sedation, and criteria for referral to hospice -
should also be discussed as early in the course of
MNCD as is possible and with the involvement of the
family (Powers and Herrington 2016). Complications
related to a feeding tube account for half of all emer-
gency department visits by residents who have
advanced MNCD and are being tube fed. Residents in
mild to moderate stages of MNCD who are frail and
have advanced physical health conditions (such as
severe congestive heart failure with very low ejection
fraction, end-stage chronic obstructive pulmonary dis-
ease, end-stage renal disease) may also benefit from
switching goals of care from life prolonging to pallia-
tive if this is in keeping with the resident’s values and
wishes. It is crucial in all discussions that the HCP
focus more on understanding the values of the person
who has MNCD, what gives the person meaning in life,
and importance that the person places on how strictly
his or her wishes are to be carried out by the surrogate
decision-maker (i.e. that advance care planning docu-
ment is more than a document, that it is a family
covenant or promise).
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Special Populations and Special
Issues

Hospitalization for psychiatric emergency, sex and
sexuality, aging in place, capacity to make medical
decisions, and caregiver well-being are of particular
concern if residents who have MNCD are to have high
quality of life.

Hospitalization for Psychiatric Emergency

Residents who have MNCD may require admission to
a psychiatric unit for treatment of behavioral emer-
gencies and severe persistent and treatment resistant
BPSD (often expressed as severe physical aggression,
severe depression with suicide attempt or minimal
oral intake). Admission to a geriatric psychiatry or
medical psychiatric unit is preferable over general
psychiatric unit when such option is available. Many
state laws prohibit such admission without involve-
ment of law enforcement agencies, which adds addi-
tional strain on the resident needing help, their loved
ones and the long-term care staff. Although admission
to psychiatric units for evaluation and management of
behavioral emergencies is necessary in some residents
who have MNCD and severe psychiatric symptoms, in
many such cases the admission could have been
prevented by early recognition and aggressive evi-
dence-based treatment of the psychiatric disorders
combined with person-centered approaches either
by availability of psychiatric team at the facility, con-
sultation with a geriatric psychiatrist via telepsychia-
try, or by an outpatient psychiatric team. Transfers to
a psychiatric unit from a LTC facility should be
undertaken only after ensuring that such a treatment
intervention is in keeping with the resident’s goals of
care. For many residents in severe or terminal stage of
MNCD who have documented “comfort only” mea-
sures as goals of care, referral to hospice and sedation
with psychiatric medications may be more appropri-
ate than transfer to a psychiatric unit. If the resident is
admitted to a psychiatric unit, the HCP should discuss
palliative care goals with the resident and the family as
soon as possible after admission.

Sex and Sexuality

Sexuality conceptualized in the broadest terms
includes affection, romance, companionship, perso-
nal grooming, touch, and the need to feel attractive
and feminine or masculine. Thus, sexual activity is
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any activity that portends the sensation of “feeling
loved.” Sexual expression among residents is a basic
human need. Many residents feel sexually unattrac-
tive. The major mode of sexual expression as seen by
LTC residents is trying to remain physically attractive.
Sexual identity is closely interwoven with one’s con-
cept of self-worth. Denying a resident’s sexuality can
deleteriously affect not only the resident’s sex life
but also self-image, social relationships, and emo-
tional well-being (Agronin 2015). For a LTC facility
to provide a nurturing environment that promotes
the health and well-being of the person as a whole,
sexuality can not be ignored. It is important to
recognize that many LTC residents have sexual
thoughts and fantasies. Libido persists despite infir-
mity and institutionalization. Sexual behavior in
younger years is a strong predictor of current beha-
vior. For many residents, sexual expression is lim-
ited to caressing, kissing, hugging, or mutual
manual genital stimulation. However, self-stimula-
tion is not rare, particularly among males. Female
residents often find few potential partners, due to
increasing demographic gender disparity in the
LTC. Also, for the current generation of residents,
most male residents have a living spouse, whereas
most female residents are widowed.

Physicians, staff, and family should address this
need as part of their duty to enhance the quality of life
and well-being of the residents. LT'C staff should make
every reasonable effort to support privacy and sexual
needs of residents. Staff and family need to under-
stand that residents (at any age) maintain a significant
degree of sexual drive and often wish to be sexually
expressive. Residents who have MNCD and are in a
romantic or sexual relationship should be assessed
carefully for capacity to participate in such a relation-
ship. Implications of the progression of MNCD for
the relationship should be anticipated, and contingen-
cies should be developed for evolving needs for super-
vision and advocacy. The staff should protect
residents’ rights to homosexual and interracial rela-
tionships. Institutional and staff biases against sexual
expression of all residents should be addressed
through educational and training programs and the
creation of clear institutional policies that support
residents’ rights. The facility should make provisions
for staff nonparticipation in direct care when the
implications of the sexual activity in care are unavoid-
able and are morally or religiously offensive to the
staff member. At the same time, staff members should
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not be permitted to refuse to provide care in general
for a sexually active resident.

Structured and regimented environments leave
residents in a situation where control over most
aspects of their lives is eroding. Ensuring privacy is
of paramount importance. Residents’ personal activ-
ities should not be discussed, documented, judged, or
gossiped about. Many staff and family members may
think that it is not necessary for residents to maintain
sexuality. Use of fixed scheduling and treatment prio-
rities as an excuse to deter intimacy among residents
should be discouraged. Compromising privacy is not
justified even if physical health can be enhanced.
Cultural diversity among staft and residents in areas
of sexuality is as important to address as in areas of
food, clothing, and religion.

Understanding “Sexually Inappropriate Behavior”
(SIB). Sexuality is always a difficult and challenging
issue for professional and family caregivers to
address with residents. This is particularly the case
in relation to responding to incidents of hypersexu-
ality or inappropriate sexual expression as a result of
MNCD. Inappropriate undressing/disrobing in pub-
lic or touching their genitals may be occurring
because of uncomfortable clothes, clothes that are
too hot, or itching or discomfort. This should not
be considered inappropriate sexual behavior. Family
and staff often see SIBs (such as using explicit sexual
language, lewd sexual references, inappropriate sex-
ual acts like exposing genitalia for sexual gratifica-
tion or inappropriately touching a staff member
[groping], masturbating during personal care activ-
ities) as a problem to be eliminated or fixed rather
than as a compromised expression of need for love
and intimacy. Some other SIBs include attempting or
having intercourse with another resident, fondling,
and exposing private parts to other residents or visi-
tors. These are more serious problems that should be
considered behavioral emergencies (and addressed
promptly by the team) as safety of other residents
(often residents who cannot deter such boundary
violations) can potentially be seriously compromised
and their emotional well-being be put at risk. SIBs
are usually seen in residents who have significant
cerebrovascular disease (stroke, VaD, mixed [AD
and VaD] MNCDs) and when MNCDs involve the
frontal lobes (advanced AD, FTD, TBI involving
frontal lobes). All SIBs should be addressed
promptly using the “STAR” approach described
above.
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The Role of Health Care Providers. HCPs should
incorporate a discussion of needs for sexual expres-
sion into the routine care of residents. HCPs should
learn as much as they can about the factors that
influence sexual expression in residents. Availability
of accurate educational materials for residents and
their family, furnishing written materials in areas fre-
quently visited by residents and family so that the
materials can be picked up for reading, are a sign
that HCPs welcome discussion about residents’ sexual
concerns and that these needs should be considered.
We also recommend asking residents if they are sexu-
ally active, correcting any misconceptions and
answering any questions they might have about their
sexual activities, teaching residents about the physical
changes of aging which may affect sexual functioning,
and educating residents about the importance of pro-
tection from sexually transmitted diseases (STDs),
including HIV for sexually active residents. The
HCP should provide support for appropriate expres-
sion of residents’ sexuality and act as a resident advo-
cate with other HCPs and residents who may express
discomfort. If a resident who has lost a spouse is
feeling that he or she is violating the marriage vows
by forming an intimate relationship with another
resident/nonresident, the HCP should provide coun-
seling (or make referral to a mental health profes-
sional with expertise in geriatrics and LTC) to
process this through discussion and also consider
involving a member of the clergy the resident has a
relationship with and trusts. The HCP should always
protect residents unable to make their own decisions
about engaging in sexual activity. The HCP should
also protect residents from themselves when they are
not in control of their own behavior. The HCP should
advocate for the healthy expression of sexual beha-
vior. Helping residents feel physically attractive, such
as providing beauty salons and cosmetic services can
dramatically improve the satisfaction of residents
regarding their sexual needs. HCPs should not assume
sexual preferences. Many LGBTQ (lesbian, gay, bisex-
ual, transgender, queer/questioning) older adults may
be reluctant to identify themselves as such. However,
as they enter LTC, many find their previously private
lives are now open for scrutiny. HCPs need to chal-
lenge their own preconceived notions, explore their
own negative attitudes towards the LGBTQ indivi-
duals and be an advocate for all residents irrespective
of their sexual orientations. HCPs should also evalu-
ate for medication-induced sexually inappropriate
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behaviors (e.g. hypersexuality caused by dopamine
agonists) and psychiatric disorders (hypomania/
mania) as cause of sexually inappropriate behaviors.
Endocrine causes (e.g. elevated testosterone levels) are
rarely implicated in LTC population with SIBs but
may need to be considered if presentation is atypical
(e.g. presence of other signs and symptoms of an
endocrine disorder such as polycythemia).
Approaches and Interventions. (See Box 3.8.) We
recommend meeting residents’ need for intimacy and
affection by allowing appropriate touching, hugging,
and handholding. A male resident exhibiting SIB
should be seated away from female residents. Male
staff should be requested to care for male residents
who have SIB during personal care. Choosing cloth-
ing that opens in the back, and considering twin beds
for husband and wife if one of them is sexually

BOX 3.8 Strategies to Better Meet the Need for
Sexual Expression of Residents Who Have
Major Neurocognitive Disorder

Staff education and sensitivity training

Detailed sexual history to improve understanding of
the resident’s sexual needs

Staff openly discuss their attitudes and concerns,
pick up cues that may indicate unmet need for
intimacy

Promote privacy (no room sharing, “Do Not Disturb”
sign outside the door, knocking on the door and
calling the resident’s name and asking permission
to enter)

Allow conjugal visits, home visits

Individualized high-touch care

Encourage alternative forms of sexual expression,
such as hugging and kissing

Beauty salons and cosmetic services

Educate residents and family about their rights and
resources to meet sexual needs

Encourage friendships and relationships

Transfer care to another staff member if there is
conflict between the staff member’s duty to
address the resident’s sexual needs and the staff
member’s personal value system

Address physical limitations and poor health (better
pain management, excess disability)

When appropriate, offer means and encouragement
to residents to help them meet their sexual goals
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inappropriate are examples of environmental strate-
gies to consider. The facility should provide private
space for residents to engage in sexual activity. The
facility must strive to maintain privacy of information
and association, although difficult within closed mon-
itored quarters. Staff should not infantilize residents
who voice interest in sexual expression, and health
professionals should routinely consider sexuality in
the overall assessment of residents. Two residents may
show sexually intimate behaviors (such as kissing,
groping) in public. This situation can be addressed
by discretely taking the residents to their room, clos-
ing the door, and putting a “Do Not Disturb” sign
outside the room. Family members should be
involved in the discussion of supporting residents’
sexual expression if the residents involved have sig-
nificantly compromised cognitive functioning and
capacity to give valid consent. In complicated situa-
tions, we recommend involving the facility’s ethics
committee or seeking guidance from a geriatric psy-
chiatrist (in person or via telepsychiatry).

The staff should be flexible in their actions as
advocates and need to evolve their role as conditions
warrant. The staff may be obligated to disallow a
physically intimate relationship if the resident’s inter-
ests (however the interests are defined) are not served
and/or the integrity of the resident’s life is violated.
The staff may need to negotiate with the couple (and
the family) some limited breaches of privacy in order
to assess, over time, the kind of advocacy the resident
needs and whether the relationship continues to be in
the resident’s best interest and in keeping with the
resident’s values before MNCD. The greater the resi-
dent’s cognitive capacity, the less paternalistically the
staff should behave. Psychiatric and neuropsycholo-
gical evaluations may clarify the resident’s decision-
making capacity.

Redirecting behavior verbally or physically, telling
the resident in a firm but respectful and kind manner
that behavior is inappropriate, improving consistency
in staff approach, ignoring unwanted behaviors and
encouraging appropriate behaviors, involving family
as appropriate, and avoiding inadvertent reinforce-
ment of unwanted behavior (smiling and laughing
when redirecting or voicing “You are being naughty
again; stop that”) are some examples of behavior
therapy. Recording the instructions (especially with
physician’s voice and/or a trusted family member’s
voice) and spending a few minutes every morning to
go over plan for that day with the resident using the
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recording may help overcome mild executive and
memory deficits of the resident and prevent SIBs.

The FDA has not approved any drug for treatment
of SIB for individuals who have MNCD.
Pharmacotherapy for SIB includes SSRIs as first-line
agents for moderate to severe behavior that has not
responded to person-centered approaches, including
environmental and behavioral initiatives. SSRIs may
benefit by their potential to reduce impulsivity or due
to adverse sexual effects (such as reduction in libido)
or through their antidepressant and anxiolytic effects
(depression and anxiety symptoms often are comor-
bid with SIB). The HCP may consider prescribing an
antipsychotic when there is persistent sexual aggres-
sion and the HCP suspects that psychotic symptoms
underlie the behavior (e.g. a male resident is con-
vinced that a female resident is his wife). The use of
hormonal therapies (estrogens, medroxyprogesterone
acetate, cyproterone acetate, gonadotropin-releasing
hormone analogue) is controversial, but the HCP may
consider it if sexually aggressive behavior is severe and
persists despite all other interventions and the resi-
dent’s behavior cannot be managed without control of
these symptoms. We recommend thoroughly educat-
ing the surrogate decision-maker about the risks and
benefits of hormonal interventions before initiating
these interventions.

Educating and Counseling Family and Staff.
Family (and staff) need to be educated that MNCD
may result in inappropriate expression of sexual
needs (because of disinhibition) but these needs are
real. Staff actions are often misinterpreted. Bending
over to do care may be interpreted as an invitation to
have a blouse undone or a zipper pulled down.
Occasionally, MNCD can cause a seemingly indefatig-
able desire for sexual gratification. The level of com-
prehension of the act itself and the emotions
involved are not present. The HCP should also
address a spouse’s guilt over not wanting to be a
willing partner and counsel the spouse regarding
what is appropriate and acceptable for the spouse
as well as the resident. No spouse should feel guilty
about the decision to forgo gratifying the partner’s
sexual needs. We feel that integrity of the resident’s
and spouse’s life journey needs to be protected
against the waywardness created by MNCD. HCPs
can help negotiate between the duty to respect a
spouse’s wish for sexual intimacy and preventing
sexual abuse of the cognitively impaired resident or
cognitively intact spouse. If the resident is unable to
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recognize the spouse, the potential emotional trauma
the resident may feel after the sexual act with the
spouse may be a serious enough concern that the
resident may be asked to forgo the wish to be sexually
intimate. Duty to promote health versus duty to
protect from abuse, injury, and neglect can raise
ethical conflicts when trying to meet some residents’
needs for sexual expression. Conflicts between pre-
vailing social moral values and resident behavior are
also a concern. Staff may express confusion, embar-
rassment, anger, denial, and helplessness when they
discover that residents are having sexual relations.
Staft is often not sure when to involve the family and
feel torn between moral norms and the duty to
respect residents’ rights. HCPs should improve
their own knowledge and skills to enhance sexual
expression of residents in LTC and take a leadership
role in educating and training the staff to meet the
need for optimal sexual expression for all residents.
In complex cases, the HCP should promptly seek the
help of a LTC mental health expert (such as a ger-
iatric psychiatrist).

(Clinical Case 4: “Just one kiss.”

Ms. H was a 78-year-old woman who had been living
in a nursing home for two years. Since she was
admitted, staff had noticed that Ms. H had tried to
invite various male residents to her room and had
tried to kiss them or would ask for “just one kiss.” A
consultant psychiatrist was consulted because of the
staff’s report that Ms. H was “sexually aggressive”
toward male residents. After detailed interview and
input from various staff members, the psychiatrist
found out that the nursing assistants who were
involved in caring for Ms. H for the first one and a
half years had left. The new nursing assistants had just
obtained their certifications and were not sure how to
deal with Ms. H’s SIB. One nursing assistant felt that
the behavior was “cute” and “funny” and even giggled
when Ms. H exhibited SIB, while another nursing
assistant felt the behavior was “abhorrent” and needed
to be stopped. In fact, the latter nursing assistant had
told Ms. H that she was not behaving like a “lady” and
another staff member found Ms. H was found crying
after this exchange. The “sexually aggressive” beha-
vior that precipitated the consult was that Ms. H had
succeeded in getting a male resident into her room,
and they were found kissing. During the interview,
Ms. H was a cheerful woman who asked the psychia-
trist to give her “just one kiss.” The psychiatrist
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showed her his wedding ring, but Ms. H responded
by stating, “Your wife will not know.” The psychiatrist
told her that he loved his wife and could not grant Ms.
H’s wish. The psychiatrist was pleasant and nonjudg-
mental during the entire interview, and shook Ms. H’s
hand at the end of the interview. The psychiatrist
spent a lot of time educating the staff caring for
Ms. H that Ms. H’s need for sexual gratification was
normal, although expressed inappropriately because
of her MNCD, and emphasized the importance of
being nonjudgmental and the need for a consistent
staff approach. The psychiatrist also discussed the role
of damage to the frontal lobe or its connections in
predisposing the resident to sexually disinhibited
behavior. Over the next eight weeks, with a nonjudg-
mental approach and firm and consistent redirection
by all staff, with encouraging Ms. H to hug and hold
hands of male residents who liked it (and whose
family was in agreement with such contact), Ms. H’s
SIB was much more manageable. The psychiatrist also
met with the director of nursing and administrator,
and they together decided to have a facility-wide in-
service training addressing this topic for all staft.

Teaching Points

Nursing assistants often have a high turnover rate.
Adequate education of new nursing assistants regard-
ing SIBs (as well as other behaviors) and ongoing
training are key to preventing misinterpretation of
residents’ sexual expressions as something that needs
to be “fixed,” stopped, or eliminated.

Clinical Case 5: “This is humiliating.”

Mr. S was a 58-year-old single male who had chronic
paranoid schizophrenia and lived in a community
nursing home. He had been moved there several
years ago from the state hospital ward/unit for chroni-
cally mentally ill patients. Mr. S was stable on his
antipsychotic drug regimen of clozapine 100 mg
qam and 300 mg ghs. He was mostly reclusive but
did leave his room to go to the dining room for meals.
Mr. S collected pornographic magazines and video-
tapes, which he would read and watch in the privacy
of his room. One day, on returning from breakfast in
the dining room, he found his dresser and other
belongings in the hallway. He apparently was not
told that his room would be recarpeted. His maga-
zines and tapes were also moved into the hallway. He
became angry, agitated, and upset — accusing the staff
of messing with his personal belongings. “This is
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humiliating,” he stated. His dormant suspiciousness
became blatant, and he required hospitalization after
a serious suicide attempt.

Teaching Points

Knowing the resident and taking extra precautions to
ensure privacy for residents who are managing their
own sexual needs appropriately is crucial not only to
support residents’ rights of sexual expression but also
to prevent serious trauma and humiliation experi-
enced by residents whose privacy is violated due to
lack of mindfulness on the part of staff.

Aging in Place

Early comprehensive management of MNCD and
BPSD can increase the chance of a resident’s aging
in place; that is, if the resident is in an AL home, it can
delay for a few years having to move to a nursing
home (and save money, as the cost of living in a
nursing home is much higher than the cost of living
in AL home) (Morley 2012). With the availability of
hospice and improved understanding of palliative
care for people who have MNCD, many residents
may live the last years of life entirely in AL without
having to transfer to a NH or hospital, and residents
in NH can avoid hospitalization.

The Capacity to Make Health Care Decisions

Assessing capacity of a resident who has MNCD to
make medical and financial decisions is one of the
important skills required by physicians working with
LTC populations. Decision-making requires that a
person understand information, appreciate the
situation and consequences of the decision, manip-
ulate information in a rational manner, and be able
to communicate their decisions and choices (Peisah
et al. 2013). The communication framework invol-
ving three distinct components of decision-making -
information exchange, deliberation about treatment
options, and responsibility for the choice — may help
model the physician-resident encounter.
Decision-making capacity (DMC) is a functional
decision that is based on the specific abilities that are
relevant to the decision at hand. In general, the higher
the risks, the higher the burden on the resident who
has MNCD to clearly express understanding of the
risks and potential benefits of a choice. The person
who has MNCD whose capacity to make decisions is
being assessed should be given all the information
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about the benefits and risks of proposed treatment/
recommendation (for example, recommendation to
stay in LTC), the implications of not having treat-
ment, what alternatives are available and the practical
effects on his/her life of having and not having the
treatment. Cognitive ability also may vary from day to
day for individuals. Decision-making is not an “all or
none” phenomenon. A resident may not have the
DMC to make major decisions about health care (e.
g. pros and cons of undergoing chemotherapy versus
radiation therapy versus surgery for cancer) but may
have the capacity to decide whether to take a sleeping
pill or express a preference for a particular family
member to be the power of attorney for health care.
Lack of DMC is not always a permanent condition.
For example, residents who have delirium may lack
DMC but once the delirium resolves, they may regain
the capacity to make their own decisions. Any physi-
cian or a licensed psychologist with a doctoral degree
can and should be able to assess a resident’s DMC. It is
important to remember that residents have a right to
trust that health care providers and their legal advi-
sors will not divulge confidential information without
express permission, even when the resident has
diminished capacity. Assessment of capacity for deci-
sion-making should be differentiated from compe-
tency to make decisions for oneself. Competency to
make health care and financial decisions or to delegate
the right to make such decisions is a legal conclusion
requiring help from an elder law attorney and invol-
vement of the legal system. Western civilization’s
concept of personal autonomy and self-determination
are at the core of health care decision-making, but
health care providers must be aware that other cul-
tures do not always share this value system. Sensitivity
to multicultural diversity in this context is imperative
to maintain individual self-esteem and respect, for
both the resident and the resident’s family. We
recommend the following five principles of care
regarding evaluation of capacity in all residents who
have MNCD.

Key principles to guide the evaluation of capacity
of residents who have MNCD to make decisions
include

1. Preserving autonomy should be the guiding
principle in exercising professional judgment in
relation to a person who has diminished capacity.
This requires upholding the values of individual
choice, control, privacy, and dignity in the LTC
setting.
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2. Residents who have MNCD should always be
presumed to be capable of making health care
decisions, unless a formal evaluation of capacity
by two physicians has shown the opposite.

3. Residents who have MNCD are not to be treated
as unable to make a decision unless all practicable
steps to help them do so have been taken without
success.

4. For a resident who has MNCD to give valid
consent, he/she must be capable of making
decisions in his or her own best interest, acting
voluntarily, and provided with enough
information to enable decision-making.

5. Help from family, friends, caregivers, and advocates
who can help the resident who has MNCD
understand the issues (especially in situations of
language and cultural barriers) and make decisions
should also be considered whenever possible.

The decision to participate in research is becom-
ing increasingly important, and many residents may
want to participate in research. Helping residents
identify a trusted individual to become a legally
appointed representative as a research proxy can
increase flexibility and authenticity to the choice. By
appointing the proxy early and functioning as “con-
current proxy” (meaning the decisions are being made
jointly early in the course of MNCD) can enable the
proxy to learn more about the resident’s values and
wishes. Even after the diagnosis of MNCD, it is often
possible to obtain a valid proxy research directive.

Caring for Family Caregivers

Caring for family members of residents who have
MNCD is an essential component of comprehensive
care of residents living with MNCD (Sanders 2016).
Caring for a loved one who has MNCD increases the
risk of death for the caregiver. MNCD puts a gradually
increasing burden on caregivers as the NCD pro-
gresses. Caregivers commonly report poor self-rated
health, increased levels of depressive symptoms, and
greater use of psychoactive medication. Caregivers
often experience a profound sense of loss as the
NCD slowly diminishes and disables the loved one.
The relationship as it once was gradually ends, and
plans for the future must be radically changed. Family
caregivers of residents who have MNCD may have
experienced many negative effects of caregiving
(employment complications, emotional distress, fati-
gue and poor physical health, social isolation, family
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conflict, emotional and physical abuse, less time for
leisure, self, and other family members), but research
has shown that caregiving may also have important
positive effects for some caregivers (such as a new
sense of purpose or meaning in life, fulfillment of a
lifelong commitment to a spouse, an opportunity to
give back to a parent some of what the parent has
given them, renewal of religious faith, closer ties with
people through new relationships or stronger existing
relationships) (McGillick and Murphy-White 2016).

Most primary caregivers are family members.
Spouses are the largest group of caregivers, and most
are older too, and many have their own health pro-
blems to deal with. Daughters are the second largest
group of primary caregivers. Many daughters are
married and raising children of their own. Juggling
two sets of responsibilities is often tough for these
members of the “sandwich generation.” Daughters-
in-law (third largest group of family caregivers), sons,
brothers, sisters, grandchildren, friends, neighbors,
and fellow faith community members constitute the
remaining group of caregivers. In general, caregivers
who are male spouses, have few breaks from caregiv-
ing responsibilities, and have pre-existing medical or
psychiatric disorder are most vulnerable to the physi-
cal and emotional stresses associated with caregiving.
Although physical demands of caregiving dramati-
cally decrease when the person who has MNCD enters
LTC, feelings of guilt, loneliness, and efforts to make
regular visits to the resident can be exhausting.
Depletion of financial resources may cause additional
distress to the family caregivers.

It can be emotionally and spiritually draining to
watch as neurocognitive disorder diminishes a loved
one’s memory and sense of self. Caregivers should be
supported in their efforts to continue to hold a spiri-
tual perspective on life (i.e. have spiritual beliefs that
are incorporated into their philosophy of life). LTC
staff can facilitate caregiver well-being by providing
peer support programs/caregiver support groups (or
information to find one) that link caregivers with
trained volunteers who also have been caregivers of
people who have MNCDs. Such programs are espe-
cially useful for family of residents entering LTC for
the first time and the family members with weak social
support networks or who are undergoing caregiver
burnout. Family caregivers must be reminded that
there is no “right” way to help their loved one with
MNCD. Even small interventions (referral to support
group, expressing support) may translate into
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improvements in the quality of life or confidence of
the family caregiver. We recommend that the HCP
educate family members about MNCD, its effects on
the resident, how best to respond to symptoms, and
how to access and use all available resources (such as
involving other willing family members, contacting
the local chapter of the Alzheimer’s Association or
similar local organizations). We also recommend
counseling and ongoing support for the family mem-
bers, including both individual and family counseling,
telephone counseling, and encouraging caregivers to
join support groups, especially for caregivers with
limited social support and caregivers experiencing
depression. We also recommend improving social
support and reducing family conflict to help the care-
giver withstand the hardships of caregiving and to
help family members understand the primary care-
giver’s needs and how best to be helpful. Improving
caregiver well-being delays the need for LTC for indi-
viduals who have AD. This may help the person enter-
ing the LTC facility adjust to the facility better, as he or
she may be less aware of entering a “facility” because of
advanced MNCD and thus, may make less effort to
leave. Ideally, we recommend a structured multicom-
ponent intervention (in-home sessions and telephone
sessions over several months to address caregiver
depression, burden, self-care, and social support and
care recipient problem behaviors) adapted to indivi-
dual risk profiles to increase the quality of life of ethni-
cally diverse caregivers of residents who have MNCD.

After the death of the resident who has MNCD, it
is important for the LTC team members to offer sup-
port to family members and help them recognize that
it is normal and okay to feel relief that the loved one is
suffering no more. Any unresolved feelings may para-
doxically increase family members’ distress after the
resident’s death, and the LTC team can guide family
members in addressing such feelings and, if necessary,
urge them to seek help from a psychotherapist (Rowe,
Farias, and Boltz 2016).

Summary

Approximately 75-80 percent of the residents in long-
term care have Major Neurocognitive Disorder
(MNCD), and some assisted living (AL) homes and
nursing homes (NHs) are designed for and care exclu-
sively for people who have MNCD. Residents and
their family have a right to receive competent, com-
passionate, stage-appropriate, and consistent care.
Although most MNCDs are incurable, appropriate
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comprehensive treatment can substantially improve
the quality of life of residents, family, and professional
caregivers. With appropriate care, we can substan-
tially reduce the number of residents who have
MNCD and pain, depression, and/or agitation and
reduce the number of residents who have MNCD
and receive inappropriate medical treatment (hospi-
talization, surgery, medication) and futile proce-
dures. Understanding clinical manifestations of
different MNCDs, accurate diagnosis, finding the
cause(s), instituting appropriate evidence-based
treatment, and meeting psychosocial environmental
and spiritual needs are critical for improving resi-
dents’ quality of life and helping them live the best
life possible. Staff education and training in person-
centered care, discontinuation of inappropriate
medication, strengths-based personalized psychoso-
cial sensory spiritual environmental initiatives and
creative engagement (SPPEICE), and optimal appro-
priate use of psychotropic and nonpsychotropic
medications are four key initiatives necessary to
improve the mental health and well-being of resi-
dents who have MNCD.

Key Clinical Points

1. Approximately 75-80 percent of the residents of
LTCF have MNCD and some assisted living
homes and nursing homes are designed for and
care exclusively for people who have MNCD.

2. Progressive, irreversible MNCDs account for
more than 95 percent of all causes of MNCDs in
LTC populations.

3. Understanding clinical manifestations of
different MNCDs, accurate diagnosis, treatment
of reversible cause(s) of cognitive impairment,
institution of appropriate evidence-based
treatment, and meeting psychosocial,
environmental, and spiritual needs are critical for
improving residents” quality of life and helping
them live the best life possible.

4. Staff education and training in person-centered
care, discontinuation of medications that are
inappropriate or harmful, strengths-based
personalized psychosocial sensory spiritual
environmental inijtiatives and creative
engagement (SPPEICE), and use of optimal
appropriate psychotropic and nonpsychotropic
medication are four key initiatives necessary to
improve the mental health and well-being of
residents who have MNCD in long-term care.
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Additional Educational Resources/
Further Reading

1. Dementia Care: An Evidence-Based Approach.
Marie Boltz and James E. Galvin, Eds. Springer,
NY. 2016.

2. Memory: Your Annual Guide to Prevention,
Diagnosis, and Treatment. Peter V. Rabins,
Johns Hopkins University 2016 White Papers.

3. Dementia, Friendship and Flourishing
Communities. Susan H. McFadden and John T.
McFadden. Johns Hopkins University Press.
Baltimore, MD. 2010.

Online free educational resources

4. University of Washington Memory and Brain
Wellness Center handbook titled “Living with
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Delirium

Delirium is a clinical syndrome characterized by an
acute change in a person’s awareness, attention, and
other cognitive functions and a fluctuating course
(Inouye, Westendrop, and Saczynski 2014). It is often
called acute confusional state or acute brain failure.
Delirium is one of the most serious mental disorders
in long-term care (LTC) populations and may be the
only sign of a life-threatening medical condition. Even
with appropriate treatment, mortality and morbidity
due to delirium in LTC populations are high. Without
treatment, it is often fatal. Delirium causes severe emo-
tional distress and is accompanied by severe impair-
ment of function. Hence, accurate early diagnosis and
prompt treatment of the cause(s) and appropriate man-
agement are crucial for maintaining the person’s quality
of life and preventing premature mortality (Saczynski
and Inouye 2015). Delirium is prevalent among LTC
residents and often is poorly managed. Misdiagnosis of
delirium as major neurocognitive disorder (MNCD),
major depressive disorder (MDD), or a psychotic dis-
order is common in LTC populations, and early clinical
manifestations of delirium are often missed.

The diagnosis of delirium can be made easily and
reliably by using criteria established by the Diagnostic
and Statistical Manual of Mental Disorders, fifth edi-
tion (DSM-5) (American Psychiatric Association
2013). Delirium is determined when a person has all
four of the following characteristics:

- Acute onset (over hours to few days) and
fluctuating course (severity of symptoms vary
dramatically during the course of a day)

- Problems with attention (focus, maintain, and
shift attention) and impairment in awareness
(drowsiness or hyperalert state)

- Additional impairment in cognition (e.g.
disorientation, memory impairment)

- There is evidence that the disturbance is a direct
physiological consequence of one or more medical
conditions (including substance intoxication or
withdrawal).
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Disturbed sleep-wake cycle, disturbed perception
(illusions, hallucinations), change in mood (e.g.
depression, elated mood), anxiety (e.g. frequent calls
for assistance), disturbed behavior (e.g. agitation, dis-
inhibition, bizarre behavior), and disturbed thinking
(delusion, disorganization in thinking, incoherent
thought process) typically accompany delirium
(Meagher, Norton, and  Trzepacz  2011).
Subsyndromal delirium has been defined as one or
more core symptoms of delirium that do not meet the
diagnostic threshold for delirium. Delirium is often
preceded by subsyndromal symptoms (also called
prodromal symptoms) for hours to days.

Although the onset of symptoms is typically
described as acute (often within hours to one or two
days), subacute onset of delirium over days to weeks is
not uncommon in LTC populations. Psychosis (espe-
cially visual hallucinations) and agitation can accom-
pany delirium irrespective of cause. At the cellular
level, delirium is considered to be a reversible dysre-
gulation of neuronal membrane function. This
involves a selective vulnerability of certain popula-
tions of neurons (such as the reticular activating sys-
tem) and neurotransmitter dysfunction (such as
acetylcholine, melatonin, and gamma amino butryric
acid [GABA]). The health care provider (HCP) should
always assume delirium to be reversible until proven
otherwise. By identifying and removing the cause, the
HCP can expect the person to return to the predelir-
ium cognitive and functional baseline.

The prevalence of delirium is between 10 and 20
percent, and the annual incidence of delirium is
between 20 and 25 percent in LTC populations. Up to
20 percent of residents admitted to a postacute facility
have delirium at screening. Among LTC residents
older than 85, up to 60 percent may have delirium at
some point during their stay. Subsyndromal delirium is
even more prevalent than delirium. The prevalence of
delirium in LTC settings may be increasing as a result
of the pressure to reduce the length of stay in a hospital.

14:12:03,



Delirium

Subtypes of Delirium

There are four subtypes of delirium.

Agitated (Hyperactive) Delirium

Agitated delirium is characterized by heightened
arousal, hyperalertness/vigilance, psychomotor
overactivity/agitation, aggression, and vivid halluci-
nations. It accounts for 25-30 percent of cases of
delirium in LTC. Agitated delirium is often misdiag-
nosed as an acute psychotic disorder or mania.

Quiet (Hypoactive) Delirium

Quiet delirium is characterized by somnolence (the
resident tends to sleep all the time), apathy, slug-
gishness, lethargy, and withdrawn behavior. It
accounts for 50-55 percent of cases of delirium in
LTC. Quiet delirium is more likely to be overlooked
and hence carries a higher risk of mortality than
agitated or mixed delirium. Often, quiet delirium
goes unrecognized until the resident becomes stu-
porous (difficult to arouse) or comatose (unarousa-
ble). Quiet delirium is often misdiagnosed as MDD.

Delirium with Normal Psychomotor Activity

Delirium with normal psychomotor activity carries
the lowest risk of mortality of all types of delirium. It
is the least common, accounting for 5-10 percent of
cases of delirium in LTC. Delirium with normal
psychomotor activity is often misdiagnosed as
MNCD.

Mixed Delirium

Mixed delirium is characterized by a pattern of fluc-
tuating symptoms, including periods of agitation and
periods of quiet confusion. Mixed delirium accounts
for 15-20 percent of cases of delirium in LTC and
often is misdiagnosed as MDD with significant anxi-
ety, acute psychotic disorder, or mania with mixed
symptoms.

Risk Factors and Etiological Factors

The development of delirium is due to a complex
interaction between the person’s baseline vulnerabil-
ity (diminished cognitive reserve) and acute neuro-
toxic insults. The higher the vulnerability, the less
severe the neurotoxic insult required to cause delir-
ium. LTC populations have multiple risk factors
(predisposing factors) for delirium. (See Boxes 4.1
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BOX 4.1 Risk Factors (Predisposing Factors) for
Delirium in Long-Term Care Populations

- Recent transfer from hospital for postacute stay
in a LTC facility

— Recent surgery

- Pre-existing major neurocognitive disorder
(MNCD)/dementia (especially advanced MNCD)

— Pre-existing mild cognitive impairment

- Advanced age (more than 85 years)

- Past history of delirium

— Moderate to severe cerebrovascular disease
(large or small strategic stroke, lacunar infarct),
history of stroke, history of TIA

- Vision and/or hearing impairment - especially
abrupt

- Frailty

- Poor nutritional status (such as protein energy
malnutrition, low serum albumin, low body mass
index, morbid obesity)

- Alcohol use disorder

- Major depressive disorder

- Presence of polypharmacy (five or more
medications), high anticholinergic burden (score
of 6 or more on anticholinergic burden scale
[scale available at www.agingbraincare.org]),
psychoactive medication (see Box 4.2)

- Comorbid advanced physical condition (e.g.
chronic heart failure, advanced COPD, end-stage
renal disease)

- Hypertension

- Inadequate pain relief and severe pain

- Physical restraint

- Indwelling urinary catheter

— Certain medications (drug with high
anticholinergic activity, benzodiazepine, opiate)

- Chronic end-organ failure (end-stage COPD,
end-stage renal disease, end-stage liver disease)

- Metastatic cancer

— Prolonged sleep deprivation

- Social isolation

- Bedfast status

and 4.2.) Although all LTC residents have at least one
risk factor for delirium, many have several, and these
residents are at highest risk for delirium. In the
majority of cases, delirium is due to one or more
reversible (partially or completely) causes. (See Box
4.3.) Key irreversible causes of delirium in LTC
populations include acute coronary event, stroke,
brain metastasis, and traumatic brain injury. For
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BOX 4.2 Psychoactive Medications with High Potential to Cause Delirium

Class of Medication Common Examples in Long-Term Care Populations

Anticholinergic
Antihistamine*
Benzodiazepine

Benztropine, belladonna, scopolamine, oxybutynin, hyocyamine
Diphenhydramine, hydroxyzine
Lorazepam, alprazolam, diazepam, temazepam

Opioid Hydrocodone, oxycodone, meperidine, codeine*
Non-opioid analgesic Tramadol

Steroid Prednisone

Muscle relaxant Cyclobenzapine*, baclofen

Antidizziness medication Meclizine*

Antipsychotic Thioridazine*, chlorpromazine*, olanzapine*, quetiapine*
Hypnotic Zolpidem

Anticonvulsant
Antidepressant
Cardiac medication
Anticoagulant

Phenobarbital, phenytoin, carbamazepine*
Amitriptyline, imipramine, doxepin, paroxetine
Digoxin, amiodarone

Warfarin

* Also has strong anticholinergic effect

BOX 4.3 DELIRIUM Mnemonic for Common Reversible Causes (Precipitating Factors) of Delirium in
Long-Term Care Residents

D:  Dehydration, deficient nutrition (such as Wernicke's encephalopathy due to thiamine deficiency in a person
who has alcohol use disorder and or malnutrition)

E: Electrolyte imbalance (such as hyponatremia, hypercalcemia), Endocrine disorder (such as diabetes-related
[insulin-induced hypoglycemia, hyperglycemia], thyroid disorder), end-organ failure (kidney, liver, lungs,
heart), electrical disturbance in brain (seizures), ETOH (alcohol) induced (intoxication, withdrawal)

L: Lack of oxygen to the brain (hypoxia/hypoxemia) and hypercarbia (e.g. due to heart failure, myocardial

infarction, acute blood loss, pulmonary embolism, COPD exacerbation, occult respiratory failure)

Injury (hip fracture, head injury after a fall or due to physical abuse [resulting in subdural hematomal),

intestinal obstruction and impaction (fecal)

Urinary retention, unfamiliar environment

e @

Rule out psychiatric disorder (mania, depression, psychosis, acute stress disorder, PTSD)
Infection (such as urinary tract infection, pneumonia, cellulitis)

Medication (see Box 4.3; such as steroid, drug with high anticholinergic activity, benzodiazepine [intoxication,

withdrawal], opiate), malignancy (includes paraneoplastic syndrome)

residents older than 85, an acute physical health
condition (e.g. acute myocardial infarction) may
present more often as delirium than as classic pre-
sentation (chest discomfort, shortness of breath due
to acute myocardial infarction). In LTC populations,
dehydration and infection are the two most common
causes of delirium. Acute partial or complete bowel
obstruction and drug-induced delirium are also
common. In high-risk residents (e.g. residents who
have advanced MNCD), a relatively benign insult,
such as addition of a psychotropic medication (e.g.
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lorazepam for anxiety management), may be suffi-
cient to precipitate delirium. Even after identifying
one cause of delirium, the HCP should pursue a
thorough evaluation to identify all causes and rever-
sible predisposing factors.

Assessment and Management

The assessment and management of delirium involve
confirming the diagnosis, identifying and treating the
causes, managing and relieving symptoms, and pre-
venting complications. Residents who have delirium
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are at high risk of recurrence. Therefore, instituting
interventions to prevent delirium in the future is a
crucial aspect of management.

Diagnosis and Work-Up to Identify Causes

Delirium is a clinical diagnosis; there is no laboratory
test to diagnose it. Delirium is diagnosed via a thor-
ough history, comprehensive mental status examina-
tion, and formal cognitive testing using standardized
assessment tools for attention and other cognitive
functions. Table 4.1 lists recommended bedside stan-
dardized cognitive assessment tools (Folstein,
Folstein, and McHugh 1975; Inouye et al. 1990;
Warden, Hurley, and Volicer 2003; Nasreddine et al.
2005; Saliba et al. 2012; Cummings-Vaughn et al.
2014). Because impaired attention is a core feature
of the diagnosis of delirium, the HCP can use simple
bedside tests for attention (months of the year or days
of the week backward, serial sevens [serially subtract-
ing 7 from 100 to reach 72 is normal], digit span
backward [4 or more digits backward is normal]) to
identify impaired attention. Less than perfect scores
indicate attention deficits. The setting (such as post-
acute stay) and the presence of several risk factors for
delirium add to the diagnostic acumen.

Residents who have delirium usually cannot give an
accurate history because of diminished awareness and
impaired attention. Therefore, to establish an early
accurate diagnosis, it is critical that the HCP obtain
input from various staff members who know the resi-
dent well (e.g. certified nursing assistant [CNA], ger-
iatric nursing assistant [GNA], licensed practical nurse
[LPN], registered nurse [RN], dietary staff, housekeep-
ing) and the resident’s family regarding the onset and
nature of change in mental status. Acute onset of
impaired attention and dramatic fluctuation of symp-
toms within a day (usually some improvement in the
day time and maximum impairment in the evening or
at night) can be discerned from input from the staff
familiar with the resident, the resident’s family, and
review of nursing notes. Comprehensive physical/neu-
rological exam, review of medications, measurement of
vital signs, pulse oximetry (to detect hypoxia), and
finger stick for blood glucose are essential components
of a thorough assessment and often give clues to the
cause(s) of the delirium. Review of medication involves
a thorough review of not only prescribed medications
the resident is taking at the time of the assessment but
also over-the-counter herbal remedies and supple-
ments, any possibility of the resident’s consuming (or
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being given) a family member’s medication (e.g. spouse

using sleep aids), and any recent change in medication.
Delirium is often missed, and diagnosis can be

improved by looking for one or more of the following:

— Acute change in mental status (especially
drowsiness, difficulty maintaining or shifting
attention, CNA or housekeeping staff report the
resident’s “not acting like herself”)

- Acute onset of disorientation (e.g. a resident who
is generally oriented to place [aware that he or she
is in a LTC facility] is now disoriented to place
[thinks he or she is somewhere else])

- Acute onset of disorganization in thinking and/or
speech

- Acute onset of “depression” (e.g. resident is
withdrawn, not interested in activities, apathetic)

- Acute onset of illusion, delusion (e.g. persecutory
delusion, grandiose delusion, bizarre delusion),
and/or hallucination (especially visual and/or
tactile hallucination)

- Acute onset of agitation and aggressive behavior
with no obvious environmental precipitant

- Acute onset of sleep-wake reversal in a resident
who has a normal sleep-wake cycle

- Acute decline in activities of daily living (e.g.
unable to dress or toilet self, in contrast to baseline
ability)

- Acute onset of suicidal and/or homicidal ideas

Residents who have MNCD (especially in advanced

stages) are at very high risk of delirium, which often

manifests as acute onset of psychotic symptoms and/
or acute onset of agitation/aggression.

Tools for Screening and Diagnosis

The Confusion Assessment Method (CAM) is the
gold standard tool for assessing delirium. It focuses
on four core features of delirium: acute onset and
fluctuating course, inattention, disorganized think-
ing, and altered level of consciousness. Diagnosis of
delirium is made if the first and second features are
present with either the third or the fourth feature.
The CAM is available as a short version, long ver-
sion, and three-minute version (www.hospitalelder
life.org). The Family Confusion Assessment Method
(FAM-CAM) is another standardized tool that
obtains input from family and caregivers, who are
typically the first to detect acute change in a resi-
dent’s mental status. The Three-Minute Confusion
Assessment Method (3 M-CAM) and 4AT are two
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Table 4.1 Standardized Bedside Assessment Tools for Evaluation and Management of Delirium in Long-Term Care Populations

Standardized
Assessment Tool

Mini-Mental State Exam
(MMSE)

Montreal Cognitive
Assessment (MOCA)

Saint Louis University
Mental State (SLUMS)

Brief Interview of Mental
Status (BIMS)

Confusion Assessment
Method (CAM) (Short
version, Long version)

Family Confusion
Assessment Method
(FAM-CAM)

Three-Minute Confusion
Assessment Method
(3 M-CAM)

4AT

Key Benefits

Excellent tool to assess global cognitive
function

Excellent tool for diagnosis of delirium if
baseline measurement available

A significant drop in the scores within a
few days is a good screening test for
delirium

Excellent tool to assess global cognitive
function

No cost for its use

It is translated into 35 languages

Excellent tool for diagnosis of delirium if
baseline measurement available

A significant drop in the baseline scores
within a few days is a good screening
test for delirium

Excellent tool to assess global cognitive
function

No cost for its use

Excellent tool for diagnosis of delirium if
baseline measurement available

A significant drop in the baseline scores
within a few days is a good screening
test for delirium

Easy to use tool to assess global cognitive
function that is a part of the Minimum
Data Set 3.0 used in nursing homes in
the United States

Excellent tool for diagnosis of delirium if
baseline measurement available

A significant drop in the baseline scores
within a few days is a good screening
test for delirium

Gold standard screening tool for diagnosis
of delirium
No costs for its use

Good screening tool for delirium using
family input

No cost for its use

Excellent tool for diagnosis of delirium

No cost for its use

Good screening tool for delirium
No cost for its use

14:12:03,
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Key Limitations

Copyright issues claimed by Psychology
Assessment Recourses Inc. limit its
routine use

Requires staff training for its reliable use

Requires staff training for its reliable use

Requires staff training for its reliable use
Not as well validated as MMSE and
MOCA

Not as well validated as MMSE, MOCA
and SLUMS

Primarily studied in hospitalized
population and not as well studied in
LTC population

Requires staff training for its reliable use

Requires staff and family to be familiar
with resident’s baseline cognitive
state

Primarily studied in hospitalized
population and not as well studied in
LTC population

Requires staff training for its reliable use

Primarily studied in hospitalized
population and not as well studied in
LTC population

Requires staff training for its reliable use
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Table 4.1 (cont)
Standardized
Assessment Tool

Numerical Rating Scale
(Likert scale)

Key Benefits

Excellent tool to assess severity of pain in
people who have mild to moderately
severe delirium and monitor response

Key Limitations

Not reliable with people who have
severe delirium and people who have
significantly impaired receptive

to treatment
Easy to use
No cost for its use

Pain in Alzheimer's
Disease (PAIN-AD)

Excellent tool to assess severity of pain and
monitor response to treatment in

language

Requires staff training for its reliable use

residents with severe MNCD and

delirium
No cost for its use

other standardized assessment tools to screen for
and diagnose delirium.

Delirium often is noticed in an agitated or noisy
resident, but is easily missed in a quietly confused,
apathetic resident and a resident who has psychomotor
retardation and is staying in her room. Underlying
MNCD, impaired vision, and being older than 80
years have also been associated with underdiagnosis of
delirium. For many residents, delirium may be the only
manifestation of a serious medical problem (for exam-
ple, sudden onset of change in mental status without
typical symptoms such as speech disturbance, focal
neurological deficit [in case of stroke], or dyspnea,
tachypnea [in case of respiratory failure], chest discom-
fort/pain [in case of myocardial infarction], shortness of
breath [in case of heart failure], or fever, leukocytosis /
leukopenia [in case of infection]). Asterixis (tremor of
the hand when wrist is extended [flapping tremor]) may
be seen in residents who have acute liver failure (hepatic
encephalopathy) or acute renal failure (uremia). The
HCP should have a high index of suspicion for occult
infection in LTC residents who have acute change in
mental status.

The HCP needs to consider new-onset falls in LTC
residents an equivalent of delirium. The HCP should
take subsyndromal delirium as seriously as delirium.
In cases involving an uncooperative resident, it may
not be possible to establish the diagnosis with cer-
tainty; it is reasonable to make a tentative diagnosis of
delirium and search for reversible causes until further
confirmation can be obtained.

Following the diagnosis of delirium, even if the
cause of delirium is identified from physical exam,
vital signs, pulse oximetry, or finger stick glucose test,
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the HCP should consider additional work-up to identify
other common causes of delirium. Work-up usually
involves tests (such as blood, urine) guided by history
and physical exam. A comprehensive metabolic panel
and complete blood count are typically done in the
initial work-up. If the HCP suspects a urinary tract
infection (UTI), a clean-catch urine specimen needs to
be sent for culture and sensitivity. The need for further
diagnostic testing (such as stool exam, electrocardio-
gram [EKG], thyroid function test, B,, or cortisol level
test, drug levels or toxicology screen, ammonia level,
chest radiograph, arterial blood gases) will be deter-
mined according to the individual resident’s clinical
picture. The goal of such a work-up is to identify all
potential predisposing, precipitating, and aggravating
factors. The HCP may consider neuroimaging in some
cases (such as falls and head injury). A CT scan may be
preferred to MRI to detect intracerebral or extracerebral
bleed or for some residents who have advanced MNCD
because of increased stress and anxiety associated with
the need to be still for a longer time to obtain a high-
quality MRI of the brain compared to a CT scan. If the
HCP suspects meningitis (due to fever, neck rigidity) or
encephalitis (fever, seizures) as the cause of delirium,
examination of cerebrospinal fluid (CSF) is indicated.
The HCP may also consider CSF examination if he or
she suspects subarachnoid hemorrhage and for persis-
tent or worsening delirium in which a thorough work-
up has not identified a cause.

The HCP may consider prescribing electroencepha-
lography (EEQG) if he or she suspects occult seizure (e.g.
nonconvulsive status epilepticus, atypical complex par-
tial seizure) as the cause of delirium. In delirium due to
other causes, the EEG shows diftuse slowing (increased
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Table 4.2 Differentiating Delirium from Major Depressive Disorder and Major Neurocognitive Disorder due to Alzheimer’s Disease

Feature

Onset

Dramatic fluctuation of
severity of symptoms
within a day

Attentional impairment
(e.g. difficulty following
conversation)

Altered level of
consciousness
(drowsiness or
hyperalert state)

Disorganization in
thinking

Reversal of sleep-wake
cycle

Memory impairment

Depressed mood
Feelings of hopelessness

and helplessness

Delusions

Perceptual disturbances

Course

Delirium

Acute (over hours to few
days)

Present (symptoms
typically worse at night)

Present and severity
fluctuates

Usually present

Usually present
Often present

Present and is due to
attentional impairment

Occasionally present
Usually absent

Often present (typically
persecutory delusions)

Often present (typically
visual hallucinations
and illusions)

Fluctuating, may progress
to coma without
treatment and is usually
reversible with
appropriate treatment

Major Depressive
Disorder (MDD)

Subacute (over weeks)

Occasionally present

Usually absent

Absent

Absent
Absent

Often present and is due
to attentional and
motivational
impairment

Present
Frequently present

Absent (except in MDD
with psychotic
symptoms)

Absent (except in MDD
with psychotic
symptoms when
auditory hallucinations
may be present)

Slow worsening of
symptoms without

treatment and is usually

reversible with
appropriate treatment

Major Neurocognitive
Disorder due to
Alzheimer’s Disease

Insidious (over years)

Usually absent

Absent (except in severe
stages)

Absent

Absent (except in severe
stages)

Absent (except in severe
stages)

Present and is due to
impaired encoding

Occasionally present

Usually absent (except
when resident has
insight into having AD)

Occasionally present
(typically involving others
stealing belongings)

Absent in mild stages, may
be present in advanced
stages (typically visual
hallucinations and
illusions)

Relentless and irreversible
progression to more
severe stages

theta and delta activity) and disorganization of back-
ground rhythm that correlates with the severity of the
delirium. Thus, the EEG may also be useful with diffi-
cult-to-assess residents to differentiate delirium from
other acute non-neurocognitive psychiatric disorder
(e.g. mania, acute exacerbation of a chronic psychotic
disorder) where the EEG does not show diffuse slowing.
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Differential Diagnosis

Major Depressive Disorder. Delirium (especially
quiet or hypoactive delirium) is often misdiagnosed
as MDD. Signs and symptoms listed in Table 4.2 can
help differentiate delirium from MDD. Residents who
have depression demonstrate a normal level of
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alertness, intact thought processes, depressed affect,
and poor motivation to participate. Onset is usually
gradual over weeks to months. There is often a past
history of a depressive episode.

MNCD with Delirium. At least two-thirds of
cases of delirium occur when there is underlying
MNCD. There is documented history of pre-exist-
ing MNCD or obvious history of cognitive decline
before developing delirium. Cognitive symptoms
(e.g. disorientation, memory impairment, inatten-
tion, thought organization) are worse in people who
have delirium superimposed on MNCD than in
people who have delirium alone. Residents who
have MNCD with delirium often display signifi-
cantly more agitation than residents who have
MNCD without delirium.

MNCD without Delirium. In LTC residents, cog-
nitive impairment due to delirium may be confused
with a MNCD, especially if the staff are not familiar
with the resident’s baseline functioning. Signs and
symptoms listed in Table 4.2 can help the HCP accu-
rately differentiate delirium from MNCD. Residents
who have MNCD, such as MNCD due to Alzheimer’s
disease (AD), have insidious onset of cognitive
decline, progression is over months to years, and
they demonstrate a normal level of alertness. MNCD
due to Lewy Bodies (dementia with Lewy bodies
[DLB]) shares some clinical features with delirium
(e.g. visual hallucination, fluctuating symptoms), but
the resident who has DLB also has signs of
Parkinsonism and the progression of symptoms is
over months to years. Major vascular neurocognitive
disorder (vascular dementia [VaD]) may present with
acute onset of cognitive impairment, but the charac-
teristic features of delirium (e.g. fluctuating sensor-
ium and inattention) are usually not seen. With
advanced MNCD, residents may have inattention
and speech may be aphasic, making differentiation
from delirium challenging. The level of alertness is
not impaired and the inattention and speech impair-
ment have been progressing over several months.
Disorientation and memory impairment do not help
differentiate MNCD from delirium, as they may be
seen in both. A good knowledge of resident’s baseline
functioning is critical to differentiating advanced
stages of MNCD from delirium superimposed on
MNCD.

Bipolar Disorder, Manic Episode. Residents
who have bipolar disorder typically have a long
history of psychiatric illness, have clinical

05

symptoms of elated or irritable mood, excessive
talking, flight of ideas, racing thoughts, decreased
need for sleep, and grandiosity with a normal level
of alertness. Steroid-induced delirium may have
symptoms of mania (e.g. grandiosity, excessive talk-
ing) but usually have altered alertness and a fluctu-
ating course.

Acute Exacerbation of a Chronic Psychotic
Disorder. Exacerbation of pre-existing chronic psy-
chotic disorder, such as schizophrenia or schizoaffec-
tive disorder, may present with acute onset agitation,
hallucinations, and delusions, but dramatic fluctua-
tion in orientation and attention are usually absent
and there is a history of severe and persistent mental
illness.

Acute Exacerbation of a Chronic Anxiety
Disorder. Acute exacerbation of a chronic anxiety
disorder, such as post-traumatic stress disorder
(PTSD), may manifest as agitation, inattention, and
hypervigilance, but there is no alteration in conscious-
ness or disorganized thinking. Usually, the presence
of other symptoms of PTSD (e.g. nightmare, flash-
back, history of abuse or trauma) and a history of
similar symptoms help clarify the diagnosis.

Delirium along with Acute Psychiatric Illness.
Residents who have mania or acute psychotic
symptoms or severe depression may develop delirium
for a variety of reasons (such as noncompliance with
medication [e.g. diabetes medication], development
of pneumonia). High index of suspicion, a thorough
history, and time course of symptoms usually help the
HCP identify the nature of the dual diagnosis.

Clinical Case 1: “l want to go home”

Mr. A was an 80-year-old male who had hypertension,
benign prostatic hypertrophy, hyperlipidemia, and
arthritis. In the hospital after hip fracture surgery,
Mr. A became disoriented, insisting that he needed to
go to work, trying to climb out of bed, and becoming
aggressive when the staft tried to redirect him. He was
given haloperidol (2 mg twice daily) and was recom-
mended to continue haloperidol when he was trans-
ferred to a nursing home (NH) for rehabilitation. Mr.
A developed drooling, tremors, and daytime sedation
and continued to have periods of agitation. Psychiatric
consultation was requested. The psychiatrist asked
Mrs. A about Mr. A’s cognitive functioning before
surgery. Mrs. A insisted that Mr. A’s memory was
“quite good” but added, “He is quite old, you know.”
Mr. A’s daughter reported that for the last two years,
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her father had been increasingly forgetful, repeating
himself often, growing irritable, and in the last six
months, started making mistakes in bill paying, became
lost while driving, started avoiding social gatherings,
and refused to wear a hearing aid. During examination,
the psychiatrist found Mr. A somewhat drowsy, with
poor attention and concentration. Mr. A stated to the
psychiatrist, “I want to go home.” He did not recall
having been hospitalized and had slurred speech. The
psychiatrist reviewed the results of tests done in the
hospital. A CT scan of the brain showed diffuse mod-
erate cerebral atrophy, urine analysis was negative for
infection, and the results of blood tests, including chem-
istry panel, thyroid profile, and folate levels, were within
normal limits. Vitamin B, was at the lower limit of
normal (level of 220). The psychiatrist made the diag-
nosis of MNCD due to probable Alzheimer’s type (AD)
with postoperative delirium, discontinued haloperidol
due to adverse effects caused by it, added vitamin B,
1000 mcg daily, and started donepezil 5 mg daily in the
morning to be taken after breakfast. The psychiatrist
also met with the family and staff to discuss various
psychosocial environmental interventions to be insti-
tuted (such as listening to favorite music, aromatherapy
with lavender lotion, one-to-one supervision at times,
minimizing night-time noise, and lowering expecta-
tions for the resident to remember and follow direc-
tions). The psychiatrist then had a lengthy family
meeting at which he explained his diagnosis to the
family, recommended a support group for the wife
and daughter, and discussed the prognosis. Over the
next several days, Mr. A gradually became less agitated
and started taking part in physical therapy (although he
required constant reassurance, redirection, and encour-
agement). The drooling markedly reduced, tremors and
slurred speech decreased significantly, and daytime
sleepiness resolved completely. After six weeks, Mr. A
was found to smile and joke, although he still asked
when he could go home.

Teaching Points

Mild AD often goes unrecognized and undiagnosed.
It predisposes the person to develop postoperative
delirium. Hence, for any resident who has postopera-
tive delirium, it is crucial that the HCP inquire about
cognitive functioning before surgery. Also, it is com-
mon for delirium to be treated with much larger doses
of haloperidol in the hospital, and patients are often
discharged on haloperidol or another antipsychotic
medication. Haloperidol is associated with a high
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incidence of extrapyramidal adverse effects in older
adults who have MNCD, especially at doses larger
than 1-2 mg/day (although extrapyramidal symptoms
[EPS] can be seen at doses as low as 0.5 mg/day).
Hence, in the management of delirium, it is important
that the HCP discontinue haloperidol or any other
antipsychotic as soon as possible, especially if adverse
effects arise. Finally, besides treatment of the cause,
management of delirium primarily involves psycho-
social interventions, although cholinesterase inhibi-
tors may also help residents who have AD recover
from delirium.

Clinical Case 2: “I don’t feel well”

Mrs. S was a 72-year-old woman who had multiple
chronic medical problems (diabetes for 30 years,
hypertension, osteoarthritis, chronic liver disease
due to alcoholism, peripheral neuropathy) and
recently had right-sided hemiplegia due to stroke.
After some initial anxiety and depression upon mov-
ing into an assisted living home, she had been doing
well for the last three months. Mrs. S was a frail, petite
woman who had a body mass index of 17. She was
taking 12 different medications for her many medical
conditions, including 10 mg amitriptyline for periph-
eral neuropathy pain and insomnia. Over the last
several weeks, Mrs. S had developed urinary fre-
quency and incontinence. A week ago, Mrs. S was
started on oxybutynin 5 mg daily for suspected over-
active bladder (OAB). Her urine analysis was negative
for infection. The staff noticed that for the last five
days, the resident had become more confused and
irritable, had two falls (no injuries), and was unable
to sleep more than two or three hours at night. The
HCP recommended discontinuing amitriptyline, but
the resident and family refused because she had been
taking it for more than 15 years and it had helped her
peripheral neuropathy pain and insomnia. A psychia-
tric consult was obtained. Mrs. S told the psychiatrist,
“I don’t feel well,” but could not clarify what was
bothering her. After assessment, the psychiatrist
recommended discontinuing oxybutynin and follow-
ing a scheduled toileting program to treat OAB. Over
the next 72 hours, Mrs. S’s delirium resolved and she
was back to her level of functioning before starting
oxybutynin. The psychiatrist then met with the resi-
dent and her family, explaining the risk of cognitive
impairment with amitriptyline and potential benefits
of alternatives, such as gabapentin or nortriptyline.
The family agreed to try switching to gabapentin with
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the assurance that if it did not help, the resident could
restart the amitriptyline. The psychiatrist checked the
resident’s renal function before she started taking the
gabapentin. Her serum creatinine was 1.8, indicating
mild chronic kidney disease. Amitriptyline was
decreased to 5 mg daily at bedtime for two weeks
and then discontinued. Gabapentin was added at
100 mg daily at bedtime and over two weeks increased
to 300 mg at bedtime. The resident had mild insomnia
for a few days but no increase in peripheral neuro-
pathy pain. To improve sleep, the staff was recom-
mended to encourage Mrs. S to increase physical
activity, increase exposure to sunlight, and minimize
daytime napping. After two weeks of taking gabapen-
tin, discontinuing amitriptyline, and beginning a regi-
men of individualized psychosocial environmental
approaches, Mrs. S felt she was doing “quite well.”
The staff noticed that her constipation was replaced
with mild diarrhea, which resolved once the medica-
tions for constipation (docusate sodium and senna)
were discontinued.

Teaching Points

Adding an anticholinergic medication such as oxybu-
tynin for a frail resident who already is taking other
medications with high anticholinergic activity (ami-
triptyline in this case) and compromised neurological
status (cerebrovascular disease in this case) puts that
resident at high risk of drug-induced delirium. Drugs
for OAB such as tolterodine and oxybutynin and
other anticholinergic drugs (diphenhydramine,
hydroxyzine) may precipitate delirium and should
be used with great caution in residents who are frail,
have pre-existing MNCD, have a history of liver dis-
ease, or are taking multiple drugs metabolized
through the Cytochrome PCY450 system (American
Geriatrics Society 2015). We recommend instituting a
rigorous trial of scheduled toileting before prescribing
drugs for OAB. Each assessment for change in mental
status is also an opportunity to review the resident’s
medications and reduce the anticholinergic load.
Gabapentin has no anticholinergic activity and is a
much better choice than amitriptyline for the treat-
ment of peripheral neuropathy in LTC residents.
Because gabapentin is primarily excreted by the kid-
neys, it is important to start with a low dose in
residents who have chronic kidney disease, and a
very low dose may be sufficient for a therapeutic
response. Also, for a resident who has been taking
psychiatric medication for a long time, discontinuing
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such medication is a major decision and may be
associated with significant anxiety. Hence, it is impor-
tant that the HCP discuss the risks of continuing
current psychiatric medications and the benefits of
safer alternatives before instituting any change.
Finally, anticholinergic medications are constipating,
and most residents need medication to treat constipa-
tion caused by anticholinergic drugs. By reducing the
anticholinergic load, the HCP may help residents be
able to decrease the need for medication to treat con-
stipation, thus reducing polypharmacy and its harm-
ful consequences.

Complications

Delirium in LTC populations is associated with high
mortality, high rates of hospitalization, increased risk
of falls, wandering, injury, pneumonia, pressure
ulcers, increased caregiver burden, and accelerated
pre-existing cognitive decline (Witlox et al 2010).
Delirium at the time of admission of postacute care
residents is associated with five times increased risk of
mortality at six months. With hospitalized older
adults, delirium results in increased length of stay in
the hospital and is highly predictive of future cognitive
and functional decline and subsequent institution-
alization. Delirium during hospitalization is also a
risk factor for subsequent hospitalization. Even sub-
syndromal delirium carries significant morbidity and
mortality. Delirium markedly and independently
affects resident outcomes such as functional decline
and loss of independent living. Complications asso-
ciated with delirium are more likely with residents
who have pre-existing unstable medical conditions
(such as brittle diabetes, protein energy malnutrition,
advanced Parkinson’s disease) and residents who have
advanced MNCD. Even after successful treatment of
delirium, residents are often left with significant new
cognitive impairment or worsening of pre-existing
cognitive impairment, fatigue, mood change (e.g.
irritability, apathy, sadness), anxiety, sleep distur-
bance, and agitation due to delusions and hallucina-
tions that can last for several weeks. Residents who
survived a critical illness and had a subsequent stay in
an intensive care unit may develop PTSD-like
symptoms.

Treatment

The HCP should consider delirium a medical emer-
gency. The first step is to decide if the resident needs

14:12:03, 111



Common Psychiatric Disorders in Long-Term Care

BOX 4.4 Management of Delirium

Specific Area Common Examples

Treat reversible cause(s) Urinary tract infection
Dehydration
Pneumonia

Hyponatremia
Discontinue offending medication

Address reversible risk factors

Remove bed alarm and physical restraint

Discontinue psychoactive medication
Discontinue medication on the Beers list
Other rational deprescribing strategies (geriatric scalpel)

Maintenance of resident safety

Protection of airway, prevention of aspiration

Maintenance of hydration and nutrition

Provision of safe early mobilization while preventing falls
Prevention of skin breakdown

Family/companion to be with the resident

Verbal and nonverbal de-escalation techniques

Management of symptoms

Multicomponent interventions*
Melatonin

Antipsychotics**

Address distress of family

Emotional support

Education of family regarding all aspects of delirium
Guiding family in helping with symptom management

Postdelirium management

Institute strategies to prevent future recurrence of delirium

Address postdelirium fatigue with physical therapy
Address postdelirium depression with counseling
Discuss palliative care goals for frail residents

* Multicomponent interventions: Frequent reorientation, engagement in cognitively stimulating activity, promotion of sleep with
sleep-inducing stimuli (e.g. relaxation tapes, warm milk) and a sleep-promoting environment (e.g. noise reduction), encouragement

of physical activity, and use of visual and auditory aids.

** Use of antipsychotic should be limited to situations in which the resident poses an imminent danger to self and/or others due to
severe agitation and/or severe distressing psychotic symptoms that interfere with delivery of essential medical care.
Antipsychotics can prolong duration of delirium, worsen associated cognitive impairment, increase risk of falls, and worsen
outcomes. Lowest effective doses of antipsychotics should be used for shortest duration.

to be transferred to a local emergency department for
hospitalization (e.g. has unstable vital signs). Most of
the time, delirium can be safely managed in the LTC
facility. See Box 4.4 for key aspects of the management
of delirium. The HCP should always assume delirium
to be reversible until proven otherwise. The goal of
treating delirium is not only to control agitation or
hallucinations but also to reverse the delirium and
thereby mitigate associated risks of morbidity and
mortality. Delirium in LTC residents requires prompt
comprehensive treatment because the experience is
frightening to residents and family, with increased
risk of wandering, falls, self-harm, and death.
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Treatment of delirium is much more than treatment
of its cause (such as UTI). Treatment also should
address any and all predisposing and precipitating
factors for delirium, because delirium in LTC popula-
tions is typically multifactorial. The treatment of
delirium begins with a thorough evaluation of the
causes and risk factors unless the resident is in the
end stages of life, in which case palliative and hospice
care are more appropriate and work-up may not be
necessary. If the offending agent is obvious (e.g.
diphenhydramine), discontinuing it may be sufficient
intervention without the need for any tests.
Addressing safety (falls, injury due to removal of
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tubes, etc.), preventing complications (seizures,
coma), removing restraints, and treating agitation
are also needed at the same time as treating the
cause. Prompt treatment of a UTI should result in
clearing of delirium.

Avoidance of and discontinuation of drugs with
high anticholinergic activity whenever possible is a
cornerstone of the management of delirium. We
recommend rational deprescribing (geriatric scalpel)
for all residents who have delirium; this includes dis-
continuing all nonessential medications, all medica-
tions with questionable benefit, medications with high
anticholinergic activity, and medications on the Beers
list of drugs inappropriate for elderly people when-
ever possible and if necessary replacing them with
safer alternatives. We strongly recommend consulting
with a geriatrician, geriatric psychiatrist, geriatric
nurse practitioner, or pharmacist for rational depre-
scribing in complex situations.

Even after a thorough assessment and after all
diagnostic tests are completed, the HCP may still not
know the cause of delirium. We recommend close
observation of the resident to ensure safety, to see if
an obscure confusion perhaps related to a medication
may clear up, or new clues to an underlying medical
condition may appear.

Multimodal psychosocial-environmental inter-
ventions are the primary mode of treatment of delir-
ium, and the HCP should institute them for all
residents who have delirium. We recommend the
use of bright or blue light for circadian rhythm dis-
turbances, massage, soothing music, aromatherapy,
one-to-one monitoring (encouraging the presence of
family members, staff, use of sitters), reorientation
strategies (clock, calendar, resident’s daily schedule)
as appropriate, and minimizing the need for physical
restraint by using intramuscular injection to admin-
ister antibiotic instead of intravenous antibiotic.
Sensory deprivation can be minimized by encoura-
ging the use of hearing aids and eyeglasses when
appropriate. For hearing impairment, we recommend
the use of hearing aids, amplifying devices, and ear-
wax disimpaction. We recommend a quiet environ-
ment with appropriate lighting, and the staff should
make every effort to allow an uninterrupted period for
sleep at night. Sleep deprivation should be addressed
with interventions such as warm bedtime drinks (e.g.
warm milk, herbal tea), relaxation tapes, and back
massage. Aggravating environmental and other fac-
tors such as sleep deprivation, immobilization,
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sensory overload, or deprivation can place excessive
demands on the cognitively compromised resident
and should be identified and addressed. Ensuring
adequate nutrition and hydration is another key com-
ponent of the management of delirium.
Pharmacological interventions should be reserved
for residents whose severe agitation/aggression or
severe psychotic symptoms may result in interruption
of essential medical therapies (e.g. intravenous thera-
pies) or who pose a danger to themselves (such as
vivid hallucinations causing the resident to jump out
of a window) or others (because of physical aggres-
sion). Although antipsychotics are the first-line agents
in the pharmacological management of severe agita-
tion, aggression, and distress due to psychotic symp-
toms for people experiencing delirium, these drugs do
not carry an indication from the US Food and Drug
Administration (FDA) for the management of delir-
ium (Kishi et al. 2016). In addition, antipsychotics can
prolong the duration of delirium, exacerbate asso-
ciated cognitive impairment, increase the risk of
falls, and worsen outcomes (Inouye, Westendrop,
and Saczynski 2014). Haloperidol is usually recom-
mended because of its wide therapeutic margin of
safety, ease of administration by a variety of routes
(oral [pill and liquid], intramuscular, and intrave-
nous), and relative lack of cardiopulmonary and
anticholinergic effects at low doses. Oral (liquid) or
intramuscular haloperidol is usually recommended
for LTC residents, and the intravenous form of halo-
peridol is usually reserved for the treatment of delir-
ium in the hospital setting. The recommended doses
of haloperidol to treat delirium in LTC populations
are very low (0.25-0.5 mg repeated every 30 minutes
to achieve sedation [up to 2 mg/day]). Younger resi-
dents and residents who have a high body mass index
may need higher doses. The major problems with the
use of haloperidol are drug-induced Parkinsonism
(DIP) and akathisia. DIP may be associated with dis-
comfort, swallowing difficulties/choking during
meals, falls by ambulatory residents, and increased
immobility of nonambulatory residents. The use of
liquid risperidone (0.125-0.25 mg repeated every
30 minutes to achieve sedation [up to 2 mg/day]) or
orally dissolvable risperidone in place of haloperidol
may also be appropriate. Adverse effects of risperi-
done are similar to those of haloperidol. With agitated
residents, especially those who have Parkinsonism,
low-dose quetiapine (12.5-25 mg one to three times
a day and may be increased if initial doses are

14:12:03, 113



Common Psychiatric Disorders in Long-Term Care

tolerated to up to 200 mg/day]) may also be useful.
The use of quetiapine and less commonly risperidone
may be associated with orthostatic hypotension.
Norquetiapine, the active metabolite of quetiapine,
has anticholinergic properties, whereas risperidone
has minimal anticholinergic properties. Once initial
sedation is achieved, one-half of the loading dose of
medication may be given in divided doses (one to
three times a day) for one to two more days with
tapering doses over the next few days. The HCP may
consider prescribing intramuscular ziprasidone (10-
20 mg one to three times a day) for agitated delirious
residents for whom the use of haloperidol is relatively
contraindicated (such as residents who have
Parkinsonism or Parkinson’s disease) and residents
refusing oral atypical antipsychotics, such as quetia-
pine. Olanzapine also has anticholinergic properties
and is usually recommended only as a third- or
fourth-line agent (after haloperidol, risperidone, and
quetiapine). Olanzapine is available as an orally dis-
solvable tablet or intramuscular injection.
Haloperidol (especially intravenous), ziprasidone,
and quetiapine may prolong QT interval and thus
increase the risk of potentially fatal Torsades de
pointes (ventricular arrhythmias). Hence, the HCP
needs to review an electrocardiogram before prescrib-
ing these medications and should avoid prescribing
them for residents who have pre-existing arrhythmia
or advanced heart block.

Considering the potential antipsychotic agent-
related adverse effects of DIP, Torsades de pointes,
hypotension (especially with intravenous haloperidol,
high-dose quetiapine), and neuroleptic malignant
syndrome, the HCP must evaluate the safety of these
agents in the context of potential benefits. Titrating
medications to resident-specific, goal-directed target
sedation levels (resident is awake and manageable),
rather than to “unresponsive resident” status
(resident lethargic), may be helpful in reducing iatro-
genically induced morbidity and mortality.
Antipsychotics should be used only for short-term
treatment (few days), using the lowest effective dose
appropriate for a particular resident. Lorazepam and
oxazepam may be useful for residents who are experi-
encing withdrawal from alcohol or sedative-hypnotic
agents or if the HCP suspects seizures are a cause of
delirium; otherwise their use may be associated with
worsening of delirium, falls, and agitation. To date,
the FDA has not approved any agent for the treatment
of behavioral sequelae of delirium. Also, people who
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have pre-existing MNCD are at increased risk of
stroke and stroke-like events and increased mortality
with the use of antipsychotics. The HCP should weigh
these risks of antipsychotics against the risk of not
treating severe agitation in residents who have delir-
ium and MNCD before instituting treatment. The
HCP may consider prescribing melatonin to manage
the symptoms of insomnia and circadian rhythm dis-
turbances due to delirium.

Family members often experience considerable
stress while witnessing a loved one’s distress during
delirium. The management of delirium should
include inquiring about their stress, educating them
regarding manifestations of delirium, and a team
effort to address the resident’s distress and provide
guidance regarding the important role family mem-
bers can play in reducing the resident’s distress and
keeping the resident safe.

After successful treatment of delirium, the HCP
needs to continue addressing sequelae of delirium (e.
g. depression, fatigue). The HCP should consider
physical therapy to address fatigue and individual
counseling (for residents who have relatively pre-
served cognitive function) to address depression and
PTSD-like symptoms. For residents who have limited
life expectancy, successful treatment of delirium
should be followed by discussion with the resident
and the family of the goals of palliative care.
Delirium is a marker of brain vulnerability with
diminished cognitive reserve, and residents who
have delirium are at high risk of a recurrence of
delirium.

Recovery

The goal of treatment is complete resolution of delir-
ium and return of the resident to his or her predelir-
ium level of functioning and cognition. Residents
whose delirium resolves quickly (within two weeks)
without recurrence usually regain 100 percent of the
predelirium functional level, while those who do not
will regain less than 50 percent. A substantial number
of residents do not return to the predelirium level of
cognition and function. Delirium can be a persistent
issue for a given resident, persisting for months or
even years. Follow-up to confirm the resolution of
delirium once the cause is found and treated is essen-
tial, as persistent delirium or delirium of unknown
etiology carries a high risk of morbidity and mortality.

The speed of resolution of delirium in residents
newly admitted to a skilled nursing facility for
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rehabilitation after hospitalization correlates with the
ability of those residents to carry out ADLs and reach
prehospital functionality. If a resident has not reached
prehospital functionality by six months, the prognosis
for significant further recovery is poor.

Outcome

Complete Resolution over Days to Weeks. Complete
resolution is usually seen in residents who have good
baseline cognitive function, absence of preclinical
degenerative changes in the brain, minimal cerebro-
vascular disease, and good premorbid cognitive
reserve.

Persistent Delirium. Symptoms may persist for
months to years. Persistent delirium is much more
common than previously believed. It is usually seen in
residents who have significant cerebrovascular disease
and/or other medical comorbidity (e.g. end organ
failure of liver, kidney, heart, lung), poor cognitive
reserve, and impaired predelirium cognition (e.g. pre-
sence of MNCD, amnestic disorder in residents who
have alcohol use disorder).

Delirium followed by MNCD due to Alzheimer’s
Disease. For this outcome, the resident usually has
pre-existing pre-MNCD stage of AD (usually mild
neurocognitive disorder due to AD and occasionally
subjective cognitive impairment stage of AD), but
symptoms are subtle or mild and further brain
damage due to factors causing delirium results in
manifestation of obvious symptoms of MNCD and
subsequent typical progression. In this context, delir-
ium has the effect of moderate to severe traumatic
brain injury, accelerating the neurodegenerative
pathology. Anesthetic agents may also have a role in
accelerating neurodegenerative processes.

Delirium Causing MNCD. This outcome is con-
troversial. There is growing evidence that delirium
can be directly neurotoxic (similar to TBI) and a
potential mechanism of permanent cognitive impair-
ment (Inouye, Westendrop, and Saczynski 2014).
Neuroimaging studies have documented regions of
hypoperfusion in people who have delirium, suggest-
ing that delirium may trigger a derangement in brain
vascular function that may lead to MNCD in some
cases.

Accelerated Cognitive Decline in People Who Have
Pre-existing MNCD. This outcome is common in LTC
populations. The resident may not recover to predelir-
ium baseline but instead moves to the next stage of
MNCD (e.g. from moderate stage of AD to severe stage
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of AD). Thus, because the resident developed delirium,
cognitive decline was accelerated over days to weeks,
which otherwise would have taken several months. The
HCP should suspect the existence of delirium in a
resident who has progressive MNCD such as AD and
begins to show an abrupt downward course.

Prevention

Delirium is preventable in 30-40 percent of cases
(Inouye, Westendrop, and Saczynski 2014). Evidence
for successful prevention of delirium is strong and is
targeted toward at-risk populations. All LTC popula-
tions should be considered at risk for delirium
because of high medical comorbidity, limited cogni-
tive reserve, and advanced age. Residents who have
advanced MNCD, frail residents, and residents receiv-
ing palliative care are at highest risk for delirium and
often develop delirium after minor stressors (e.g. hos-
pitalization, addition of one medication with antic-
holinergic properties). See Box 4.5 for practical
strategies to prevent delirium in LTC populations.
For residents in severe or terminal stages of MNCD,
aggressive work-up and treatment of cause (e.g. intra-
venous antibiotics to treat pneumonia) may pose sub-
stantial burden with questionable benefit. For these
residents, palliative and hospice care is preferable if it
is in keeping with the resident’s values and wishes (as
reflected in advance health care directives). The HCP
should follow residents who have urinary inconti-
nence due to OAB and have been prescribed antispas-
modics for the development of drug-induced
delirium. Trospium is eliminated as an unchanged
drug and may be a safer treatment option for OAB
than other medications (such as tolterodine or oxy-
butynin) in the context of polypharmacy or residents
who have liver disease because of less risk of drug-
drug interaction. Common precipitants of delirium in
LTC populations include, but are not limited to, the
presence of three or more medications, long-term use
of broad-spectrum antibiotics, undernutrition, use of
physical restraint, or use of a bladder catheter. By
changing the processes of care, we can prevent delir-
ium in many residents. Barriers to the early recogni-
tion of delirium (such as less time for staff to spend
with the resident due to high workload, fragmentation
of clinical care with lack of knowledge of the course of
mental status changes, and lack of recognition of
delirium as a medical emergency) need to be
addressed at the administrative level to improve out-
comes. Initial report suggests that ramelteon may help
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BOX 4.5 Strategies to Reduce the Risk of Delirium in Long-Term Care Populations

— Screen cognition of all residents at the time of admission to obtain reliable baseline.
- Educate and train staff in early identification of delirium, appropriate use of bedside standardized cognitive

assessment tools, and identifying common causes.

- Consult with geriatrician and/or geriatric psychiatrist and/or geriatric nurse practitioner proactively for
recommendations to prevent delirium in high-risk residents (e.g. residents admitted from hospital for postacute
care and rehabilitation, residents who have MNCD in severe or terminal stages, before and after planned

surgery).

- Consult with a pharmacist proactively to identify inappropriate medication (based on Beers list of medications
that are inappropriate for LTC populations) and medications with significant anticholinergic properties.

— Reduce and eliminate all psychoactive medication (especially anticholinergic medication, benzodiazepine,
opioid) whenever possible and replace medication on Beers list with safer alternative.

- Minimize or eliminate use of physical restraint.
— Minimize or eliminate use of urinary catheter.

- Ensure early accurate diagnosis and treatment of MNCD with cholinesterase inhibitor and/or memantine as

appropriate.

- Institute interventions to reduce risk of infection (pneumococcal and flu vaccine).
- Reduce inactivity and immobility, avoid bed rest, and maintain safe mobility and physical activity.

- Ensure optimal treatment of pain and depression.

- Institute sleep-enhancing strategies (to reduce chronic sleep deprivation).
- Ensure that residents who need them have glasses, hearing aids, and dentures.
- Improve nutritional status (to prevent dehydration, protein energy malnutrition, vitamin deficiencies).

- Institute fall precautions as appropriate.

— Ensure regular skin care and prevention of pressure ulcers as appropriate.
- Identify swallowing problems early to prevent aspiration pneumonia (e.g. coughing or choking during meals,

food or medication “sticking” to the mouth).

- Ensure structure and keep to resident’s normal routine.

- Ensure availability of robust therapeutic activities program/continuous activity programming (to prevent

boredom, sensory deprivation).
- Reduce time resident spends in bed.
- Reduce ambient noise.

Minimize and/or eliminate medical orders for bed rest.

Encourage self-care.

Increase exposure to outdoors, sunlight, and nature.

Train staff to document accurate and specific findings (e.g. resident was inattentive and disoriented to place and
this is not resident’s baseline) in mental status rather than nonspecific words (e.g. the resident was confused).
During rounds, health care professionals (HCPs) should routinely ask staff and family about any acute change in
mental status. (Acute change in mental status in long-term care populations should be considered the sixth vital

sign, after pulse, blood pressure, respiratory rate, temperature, and pain.)

reduce the risk of delirium for elderly people admitted
to a hospital for acute care (Hatta et al. 2014). Its use
for the prevention of delirium in LTC populations
awaits further randomized controlled studies. We do
not recommend the use of cholinesterase inhibitors or
antipsychotics for the prevention of delirium (Barr et
al. 2013). Box 4.6 lists web resources for improving the
prevention, diagnosis, and management of delirium.
Routine use of educational tools and implementation

05

of care pathway resources listed in Box 4.6 along with
strategies for the prevention of delirium listed in Box
4.5 can make successful prevention of delirium a
reality for all residents.

Clinical Case 3: “My soul is in England”

Mrs. S was a 91-year-old retired schoolteacher, recover-
ing from recent hospitalization for aspiration pneumo-
nia. She had been lethargic for the first few days after
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BOX 4.6 Internet Resources for Delirium

American Delirium Society (www.americandeliriumsociety.org) has a wealth of resources and tools (available at no
cost) for HCPs to use in effort to improve delirium care. Key resources and tools include: anticholinergic burden
scale, eCHAMP (Enhancing Care for Hospitalized Older Adults with Memory Problems) delirium protocol for
physicians and nurses, delirium education cards, and educational videos.

European Delirium Association (www.europeandeliriumassociation.com) has a wealth of resources and tools
(available at no cost) for HCPs to use in effort to improve delirium care. Key resources and tools include: care
pathways for catheters, constipation, dehydration, pain, communication, environment, and medication.

Scottish Delirium Association (www.scottishdeliriumassociation.com) has a wealth of resources and tools
(available at no cost) for patients experiencing delirium and their family.

Australasian Delirium Association (www.delirium.org.au) has an excellent list of links for HCPs regarding
educational resources and research involving delirium. Newsletters available at this website also have a wealth of
useful information for HCPs, including for pharmacists.

Hospital Elder Life Program (HELP) (www.hospitalelderlife.org) is a comprehensive, evidence-based patient care
program that provides optimal care of older patients in the hospital. Dr. Sharon Inouye and colleagues at Yale
University School of Medicine originally created HELP to prevent delirium in older hospitalized patients. The website
has several validated delirium assessment tools (Confusion Assessment Method [short and long version], Family—
Confusion Assessment Method, and Three-Minute Confusion Assessment Method) and corresponding training

manuals that are available for free.

Mini-Mental State Exam: Available for purchase at www.parinc.com
Montreal Cognitive Assessment (MOCA): available at www.mocatest.org
Saint Louis University Mental State (SLUMS): available at http://aging.slu.edu/index.php?page=saint-louis-uni

versity-mental-status-slums-exam

Confusion Assessment Method (CAM), Family Confusion Assessment Method (FAM-CAM),
and Three-Minute Confusion Assessment Method (3 M-CAM): all of these assessment tools available at www.ho

spitalelderlifeprogram.org/delirium-instruments/
4AT: available at www.the4at.com

Pain in Alzheimer’s Disease (PAIN-AD): available at http://geriatrictoolkit.missouri.edu/cog/painad.pdf

American Medical Directors Association (AMDA) (www.paltc.org) has a wealth of resources for HCPs at its website,
including 2013 Practice Guidelines for Management of Delirium and Acute Problematic Behavior in Long-Term

Care Setting.

returning from the hospital and then started becoming
more anxious, stating, “My soul is in England . . . T left it
at the airport ... When will it arrive back?” Psychiatric
consultation was requested to start antipsychotics, as
Mrs. S was severely distressed and agitated, yelled off
and on for hours, had not slept for two consecutive days,
could not be consoled or distracted, and hit staff during
personal care. After comprehensive assessment, the psy-
chiatrist diagnosed multifactorial delirium (due to
pneumonia and high-dose prednisone [tapered off by
the time of the assessment]), as work-up otherwise was
negative. The psychiatrist educated the staff and Mrs. S’s
son that due to underlying moderate-stage VaD,
advanced age, high medical comorbidity, and frailty,
Mrs. S is at high risk of serious adverse effects from
antipsychotics, has limited life expectancy, and is at high
risk of recurrent delirium. This was Mrs. S’s second
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aspiration pneumonia and second hospitalization in
three months and, per her son, both hospitalizations
were a “harrowing experience” for Mrs. S. The psychia-
trist explained to Mrs. S’s son and staff that pneumonia
in this context can be seen as a friend rather than a foe
and discussed the goals of palliative care, as the son
shared that this would be in keeping with Mrs. S’s values
and wishes. The psychiatrist prescribed low-dose que-
tiapine (12.5 mg twice daily) after explaining serious
risks, including risks of stroke, mortality, dysphagia,
and ventricular arrhythmias (as Mrs. S had pre-existing
prolonged QTc interval [512 msec] and quetiapine pro-
longs QTc interval). Her son wanted Mrs. S to be
comfortable and not in so much distress. The psychia-
trist chose quetiapine over haloperidol, risperidone, and
olanzapine because Mrs. S had pre-existing mild
Parkinsonism due to cerebrovascular disease. The
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psychiatrist also asked the facility chaplain to visit Mrs. S
and recommended that the staff provide soothing hand
massages with lavender lotion and make extra efforts to
distract Mrs. S by showing her photos of her grandson
and videos of the grandson’s piano recital. Her son also
started visiting more and giving the staff some breaks.
Mrs. S’s anxiety, agitation, and psychotic symptoms
improved with these interventions and over the subse-
quent two weeks, quetiapine was decreased and discon-
tinued. The son opted for Do Not Hospitalize
intervention and comfort measures only if Mrs. S devel-
oped pneumonia again. The pharmacist and primary
care team reviewed Mrs. S’s medications and discontin-
ued statins, vitamins, aspirin, clopidrogel, and calcium.
Staff was educated about the importance of ensuring
that Mrs. S regularly wears her glasses and uses her
dentures to address visual deficits and prevent malnu-
trition, as both are reversible risk factors for delirium.

Teaching Points

The psychiatrist is often the first clinician to recognize
the high burden of life-prolonging treatment for a
resident who has limited life expectancy and high
medical and neurocognitive comorbidity. It is impor-
tant to explain to residents, their family, and staff
about the significant burdens imposed by hospitaliza-
tion, steroids, and antibiotics on residents who have
advanced MNCD and the value of palliative care goals
in ensuring that the last weeks and months of life are
peaceful and dignified. The management of delirium
also offers an opportunity for the psychiatrist to pro-
vide case-based education that is tailored to the staff’s
educational needs (in this case, poor recognition of
the resident’s limited life expectancy, limited under-
standing of the high burdens of life-prolonging care
on many residents, and lack of recognition of the
importance of inquiring into Mrs. S’s values and
wishes regarding palliative care).

Delirium in Palliative Care Settings
and End-of-Life Delirium

Delirium is the most common mental disorder in
palliative care settings, especially among LTC resi-
dents receiving end-of-life care. Delirium is one of
the natural manifestations of the dying process.
Among dying residents, delirium progresses to
coma, preceding death. Dehydration and drug-
induced delirium (particularly opiate-induced delir-
ium) are among the most treatable causes of delirium
at the end of life. Atypical antipsychotics or low-dose
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haloperidol may be considered for pharmacologic
treatment of severe agitation associated with delirium.
Benzodiazepines may worsen confusion, but may be
needed in the final hours to days of life to facilitate
calm and reduce the risk of seizure with the use of
antipsychotics. Morphine along with lorazepam may
be considered to relieve distress related to shortness of
breath. It is not uncommon for some family members
to request euthanasia or assisted dying when they
witness a loved one in extreme distress in the context
of end-of-life delirium. In such situations, we recom-
mend palliative sedation. The HCP should counsel the
family and staft that the goals of palliative sedation are
relief of distress, not hastening of death. Palliative
sedation (e.g. with combination of antipsychotics,
benzodiazepines, and opioids) is ethical and appro-
priate if the resident is in severe emotional distress in
the context of end-of-life delirium and all efforts to
reduce distress have failed. Family of residents who
have end-of-life delirium can experience significant
distress and feelings of helplessness in their efforts to
relieve the resident’s suffering. Addressing the distress
of family members and guiding them regarding ways
they can help their loved one and at the same time
address their own emotional needs is a key compo-
nent of the management of end-of-life delirium.

Summary

Delirium is prevalent in long-term care populations
and is associated with high morbidity and mortality.
Some 30-40 percent of cases of delirium are preven-
table. Efforts to reduce and eliminate all psychoactive
medications (especially anticholinergic medications,
benzodiazepines, opioids) whenever possible and
replacing medications on the Beers list with safer
alternatives has the highest yield among strategies to
prevent delirium. A high index of suspicion, prompt
recognition, a thorough diagnostic assessment,
appropriate work-up, and evidence-based treatment
of delirium are essential to reduce morbidity and
mortality. Treatment includes treatment of the
cause, treatment of reversible risk factors, mainte-
nance of resident safety, management of symptoms
with multicomponent interventions, and institution
of strategies to prevent delirium in the future. The use
of antipsychotics to manage symptoms should be
limited to situations of severe agitation and/or severe
psychotic symptoms in which the resident poses an
imminent danger to self and/or others or agitation is
interfering with the delivery of essential treatment.
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Antipsychotics can prolong the duration of delirium,
exacerbate associated cognitive impairment, increase
the risk of falls, and worsen outcomes.

Key Clinical Points

1. Long-term care staff should ensure good
understanding of baseline cognitive function of
all residents under their care and conduct prompt
assessment for delirium for any resident who has
an acute change in mental status, new onset of
agitation, and/or a new onset of falls.

2. Periodically educating and training all staff
(especially recently graduated) in the use of
bedside standardized cognitive tools, including
Confusion Assessment Method, the importance of
early diagnosis of delirium, and simple strategies
to reduce the risk of delirium is key to reducing the
suffering, morbidity, and mortality associated with
delirium in long-term care populations.

3. To reduce the risk of delirium for all residents, the
health care provider should routinely reduce and
eliminate all psychoactive medication (especially
anticholinergic medication, benzodiazepine,
opioid) whenever possible and replace any
medication on the Beers list with a safer alternative.

4. Treatment of delirium includes treatment of the
cause and reversible risk factors, maintenance of
resident safety, management of symptoms with
multicomponent interventions, and institution of
strategies to prevent delirium in the future.

5. The use of antipsychotics to manage symptoms
should be restricted to situations of severe
agitation and/or severe psychotic symptoms in
which the resident poses an imminent danger to
self and/or others or when agitation is interfering
with the delivery of essential treatment.
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After major neurocognitive disorders (MNCDs),
mood disorders (especially depressive disorders) are
the most common mental disorders among residents
in long-term care (LTC) facilities, with point preva-
lence ranging from 10 to 30 percent (Hui and Sultzer
2013; Beyer 2015). See Boxes 5.1, 5.2, and 5.3 for
mood disorders prevalent in LTC populations and
their common causes. In contrast to MNCDs, which
are irreversible, comprehensive evidence-based treat-
ment has been shown to be effective at alleviating

Major Depressive Disorder, Other Mood
Disorders, and Suicide

symptoms for at least two-thirds of residents who
have mood disorders and are receiving treatment.
Response to treatment takes longer in LTC popula-
tions than in the age-matched community-dwelling
population. Despite the availability of safe and effec-
tive treatment, mood disorders are often overlooked
and undertreated in LTC populations. Box 5.4 lists
consequences and complications, often fatal, of
untreated or inadequately treated mood disorder.
Thus, all efforts to prevent mood disorder and early

BOX 5.1 Common Mood Disorders in Long-Term Care Populations

Depression syndromes

Major depressive disorder (MDD) (single episode, recurrent)

Adjustment disorder with depressed mood

Adjustment disorder with mixed depression and anxiety
Persistent depressive disorder

Bereavement-related depression (includes complicated grief)
Major depressive disorder due to general medical condition*
Depressive symptoms during delirium

Depression due to prescription medication

Depression due to alcohol use disorder

Demoralization syndrome

Hypomania/mania
Cyclothymia

Bipolar disorder (type 1, type 2)

Hypomania/mania due to general medical condition*
Hypomanic/manic symptoms during delirium
Hypomania/mania due to prescription medications
Hypomania/mania due to stimulant use disorder

Apathy syndrome See Box 5.8

Schizophrenia spectrum

Schizoaffective disorder (depressed type, bipolar type)

Schizophrenia with symptoms of major depressive disorder
Schizoaffective disorder with apathy
Schizophrenia with apathy

Pseudobulbar affect

Pseudobulbar affect due to major neurocognitive disorder

Pseudobulbar affect due to stroke

Pseudobulbar affect due to traumatic brain injury
Pseudobulbar affect due to amyotrophic lateral sclerosis
Pseudobulbar affect due to multiple sclerosis

* General medical condition includes neurological condition and adverse effect of prescription medication.

06
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BOX 5.2 Common Causes of Mood Disorder in Long-Term Care Populations

Cause
Primary psychiatric disorder

Mood disorder due to MNCD

Stroke/cerebrovascular disease
Parkinson’s disease
Huntington’s disease
Multiple sclerosis
Traumatic brain injury
Hypothyroid disorder
Hyperthyroid disorder
Cushing’s disease
Addison’s disease
Pancreatic cancer
Paraneoplastic syndrome
Chronic pain syndrome
Macular degeneration
Cerebral neoplasm

Systemic lupus erythematosus

Medication-induced mood disorder
Substance-induced mood disorder*

Common Examples

MDD (single episode, recurrent)
Bipolar disorder (type I, type II)
Cyclothymia

Schizoaffective disorder (depressed, bipolar type)
MDD in the context of schizophrenia
MDD-like syndrome

Apathy

Hypomania/mania

MDD-like syndrome

Apathy

MDD-like syndrome

Apathy

MDD-like syndrome
Hypomania/mania

MDD-life syndrome
Hypomania/mania

MDD-like syndrome
Hypomania/mania

MDD-like syndrome
Hypomania/mania (primarily with irritability)
MDD-like syndrome
Hypomania/mania

MDD-like syndrome

MDD-like syndrome

MDD-like syndrome

MDD-like syndrome

MDD-like syndrome

MDD-like syndrome
Hypomania/mania

Apathy syndrome

MDD-like syndrome
Hypomania/mania

See Box 5.3

MDD-like syndrome
Hypomania/mania

* Substance-induced mood disorder (especially alcohol but also cocaine, heroin, methamphetamine) can occur in the context of
intoxication or withdrawal and is uncommon in LTC populations, but the prevalence is slowly increasing with the increase in the

Baby Boomer generation entering LTC facilities.

diagnosis and comprehensive treatment of mood dis-
order are critical to improving the quality of life of
LTC residents. Mood disorders include depression
spectrum disorders, apathy syndrome, hypomania/
mania, mood disorders in the context of schizophre-
nia spectrum disorders, and pseudobulbar affect. Self-
injurious behavior and suicidality are two syndromes
closely related to mood disorder.
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Major Depressive Disorders

Major depressive disorders (MDDs) are not a natural
consequence of aging or of living in a LTC facility
(Blazer and Steffens 2015). Among depression spec-
trum disorders, MDDs (single episode, recurrent) are
the most disabling. MDD in LTC populations is
potentially lethal. MDD (either unipolar MDD or in
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BOX 5.3 Common Medications Causing Mood
Disorder in Long-Term Care Populations

Medication Mood Disorder
Steroids Hypomania/mania
Depressive symptoms
Anticonvulsants* Depressive symptoms
Opioids Apathy
Benzodiazepines Depressive symptoms
SSRIs Apathy
Antipsychotics Apathy
Interferon alpha MDD-like syndrome
Propranolol Depressive symptoms
Clonidine Depressive symptoms
Tetrabenazine MDD-like syndrome

Note: Some anticonvulsants, such as lamotrigine, may have
antidepressant properties, and the FDA approved lamotrigine

for the prevention of relapse of bipolar depression.
* Anticonvulsants: Barbiturates, vigabatrin, topiramate, lev
tiracetam, felbamate, zonisamide, tiagabine, clobazam

context of bipolar disorder) poses the greatest risk of
suicide among all depressive spectrum disorders.
Recognition and treatment of MDDs constitute a
quality indicator in LTC facilities. Prevention and
successful treatment of MDD are two key benefits of
psychiatric consultation in LTC. Older adults have
numerous risk factors for MDD (e.g. multiple losses,
decline in physical health, cerebrovascular disease),
yet the frequency of MDD for the first time among
older adults living in the community is lower than that
of younger adults. This may be because of the protec-
tive effects of wisdom, capacity to de-emphasize nega-
tive experiences, and ability to prioritize emotionally
meaningful goals, all of which are thought to increase
with aging. These protective factors also enable most
residents to adjust to LTC without developing MDD.
Prevalence rates of MDD in LTC residents are

e- three to five times those of older adults living in the
community. Point prevalence of MDD in LTC popu-

lations ranges from 5 to 10 percent. Prevalence of
MDD increases with increase in medical comorbidity
(Taylor 2014).

BOX 5.4 Consequences and Complications of Untreated Mood Disorder

Depressive spectrum disorder Suicide

and bipolar disorder Nonsuicide mortality

Reduced quality of

life

Impaired compliance with medical treatment
Impaired compliance with rehabilitation therapy
Increased risk of myocardial infarction

Accelerated cogniti

ve decline

Worsening of diabetes
Exacerbation of rheumatological conditions
Lowered immune function, proneness to infections

Undernutrition

Increased rate of hospitalization
Longer hospital stay
Increased physical pain

Decline in IADLs an

d ADLs

Increased staff time to care
Increased risk of institutionalization for resident who has MNCD

Apathy Deconditioning

Deep vein thrombosis

Reduced quality of
Decline in IADLs an

life
d ADLs

Increased staff time to care

Pseudobulbar affect Social isolation
Reduced quality of

life
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Screening for MDD in LTC populations is critical.
Not only is the frequency of MDD high, but also
suicidal ideation can be detected by screening.
Standard use of screening tools such as the Patient
Health  Questionnaire-9 (PHQ-9),  Geriatric
Depression Scale (GDS), and Cornell Scale for
Depression in Dementia (CSDD) may improve the
recognition of depression in LTC populations. We
recommend using them in conjunction with other
standardized scales listed in Table 5.1 (Folstein et al.
1975; Yesavage et al. 1983; Reisberg et al. 1987; Inouye

et al. 1990; Ricker and Axelrod 1994; Rosen et al. 1994;
Cohen-Mansfield 1996; Alexopoulos et al. 1988; Spitzer
etal. 1999; Woods et al. 2000; Elliot 2003; Warden et al.
2003; Nasreddine et al. 2005; Saliba et al. 2012a, 2012b;
Cummings-Vaughn et al. 2014, Chakkamparambil et
al. 2015). Standardized tests for cognition, pain, and
behaviors can help clarify comorbidity and guide treat-
ment decisions. Residents should be screened for MDD
within one to two weeks after admission, every six
months thereafter, and after any new onset of depres-
sive symptoms.

Table 5.1 Standardized Bedside Assessment Tools for Evaluating and Managing Major Depressive Disorder, Neurocognitive Disorder, and

Other Syndromes in Long-Term Care Populations

Standardized
Assessment Tool

Mini-Mental State Exam
(MMSE)

Montreal Cognitive
Assessment (MOCA)

Saint Louis University
Mental State (SLUMS)

Brief Interview for Mental
Status (BIMS)

Trail Making Test-Oral
(TMT-Oral)

Controlled Oral Word
Association Test
(COWAT)

Key Benefits

Excellent tool to assess global cognitive
function

Abnormal score after successful treatment
of MDD may suggest need for evaluation
of underlying MNCD

Excellent tool to assess global cognitive
function

Is translated into 35 languages

Reliably assesses executive function

Abnormal score after successful treatment
of MDD may suggest need for evaluation
of underlying MNCD

Excellent tool to assess global cognitive
function

Reliably assesses executive function

Abnormal score after successful treatment
of MDD may suggest need for evaluation
of underlying MNCD

Easy-to-use tool to assess global cognitive
function that is part of Minimum Data Set
3.0 used in nursing homes in the United
States

Easy-to-use tool to measure executive
function quickly

Easy-to-use tool to measure executive
function quickly

12:12:19,
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Key Limitations

Copyright issues limit its routine use

Often misses executive dysfunction,
and executive dysfunction due to
MDD is prevalent in LTC
populations

Requires staff training for its reliable
use

Requires staff training for its reliable
use

Often misses executive dysfunction,
and executive dysfunction due to
MDD is prevalent in LTC
populations

Cannot be used as only test to
assess executive function, as it
can be normal in some
individuals who have significant
executive dysfunction

Cannot be used as only test to
assess executive function, as it
can be normal in some
individuals who have significant
executive dysfunction
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Table 5.1 (cont)

Standardized
Assessment Tool

Confusion Assessment
Method (CAM)

Functional Activities
Questionnaire (FAQ)

Patient Health
Questionnaire-9
(PHQ-9)

Geriatric Depression
Scale-15 (GDS)

Cornell Scale for
Depression in
Dementia (CSDD)

Saint Louis University AM

SAD (SLU AM SAD)

Cohen-Mansfield
Agitation Inventory
(CMA)

Pittsburgh Agitation
Scale (PAS)

Neuropsychiatric
Inventory—Nursing
Home Version (NPI-
NH)

Key Benefits

Excellent screening tool for diagnosis of
delirium, especially in resident who has
MDD

Excellent tool to assess functioning in
instrumental activities of daily living
(IADLs) (e.g. keeping appointments,
managing money), as executive
impairment often impairs IADLs

Excellent tool to screen for MDD in LTC
populations and monitor response to
treatment

Easy to use

Well known in primary care

Excellent tool to screen for MDD in LTC
populations and monitor response to
treatment

Also available in 5-, 10-, and 30-item
versions

Excellent tool to screen for depression in
LTC populations with moderate to
severe MNCD and monitor response
to treatment

Easy-to-use tool to screen for MDD in LTC
populations and monitor response to
treatment

Excellent tool to measure severity of
distress expressed as agitation in LTC
populations with moderate to severe
MNCD and monitor response to
treatment (MDD may manifest as
persistent agitation, tearfulness,
irritability, anxiety, and insomnia.)

Excellent tool to measure severity of
distress expressed as agitation in LTC
populations with moderate to severe
MNCD and monitor response to
treatment (MDD may manifest as
persistent agitation, tearfulness,
irritability, anxiety, and insomnia.)

Excellent tool to screen for behavioral and
psychological symptoms in LTC
populations with MNCD and monitor
response to treatment (MDD may
manifest as persistent agitation,
tearfulness, irritability, anxiety, and
insomnia.)

12:12:19,
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Key Limitations

Requires staff training for its reliable
use

With resident who has impaired
insight (some residents who have
MNCD), this tool requires a
knowledgeable informant for
accurate assessment

Not reliable for screening MDD in
resident who has more advanced
MNCD

Not reliable for screening MDD in
resident who has more advanced
MNCD

Requires some staff training for its
reliable use

Not as easy to use as PHQ-9

Requires staff training for its reliable
use

Not as well studied as PHQ-9, GDS,
and CSDD

Requires staff training for its reliable
use

Requires staff training for its reliable
use

Requires staff training for its reliable
use
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Table 5.1 (cont)

Standardized
Assessment Tool

Key Benefits

Behavioral Symptoms in
Alzheimer's Disease
(BEHAVE-AD)

Excellent tool to screen for behavioral and
psychological symptoms in LTC
populations with MNCD and monitor

Key Limitations

Requires staff training for its reliable
use

response to treatment (MDD may
manifest as persistent agitation,
tearfulness, irritability, anxiety, and

insomnia.)

Numerical Rating Scale
(Likert scale)

Excellent tool to assess severity of pain in
resident who has MDD and monitor
response to treatment (Pain often
accompanies MDD, and untreated pain

Not reliable with people who have
severe MNCD and people who
have significantly impaired
receptive language

is key factor in lack of improvement of

MDD with treatment.)
Easy to use

Pain in Alzheimer's
Disease (PAIN-AD)

Excellent tool to assess severity of pain in
resident who has severe AD and

Requires staff training for its reliable
use

monitor response to treatment (Pain
often accompanies MDD, and
untreated pain is key factor in lack of
improvement of MDD with treatment.)

Many risk factors for MDD in LTC populations
are different from those of age-matched populations
living in the community and younger adults who have
MDD. They are listed in Box 5.5. Various losses in old
age may precipitate or exacerbate MDD. Physical ill-
ness (especially chronic pain) and disability are major
factors that can contribute to the development and
persistence of MDD in LTC populations. Recognition
of risk factors such as recent loss is often a key to
developing a plan for management.

Diagnosis

Accurate early diagnosis of MDD is key to successful
outcome. There are currently no reliable biomarkers
for MDD. Diagnosis of MDD is clinical and can be
reliably differentiated from delirium and MNCD. See
Table 5.2. The Diagnostic and Statistical Manual of
Mental Disorders, fifth edition (DSM-5), defines MDD
as the presence of five of the following symptoms
nearly every day for most of the day for at least two
weeks: depressed mood, lack of interest, appetite
change or significant weight loss or gain, insomnia or
hypersomnia, psychomotor agitation or retardation,
loss of energy or fatigue, feelings of worthlessness or

06

excessive guilt, difficulty with concentration or
decision-making, and recurrent thoughts of death
or suicide, plans or attempts (American Psychiatric
Association 2013). The diagnosis of MDD also
requires that at least one of the five symptoms be
depressed mood or lack of interest. In addition, these
symptoms should cause significant impairment in
daily functioning. Subsyndromal MDD (often called
minor depressive disorder/other specified depressive
disorder) is clinically relevant, as it may impair func-
tion (albeit to a lesser extent than MDD) and diag-
nosis is made if the total number of symptoms is
three or four rather than five. Box 5.6 lists common
symptoms of MDD in LTC residents. These symp-
toms may be considered equivalent to typical symp-
toms of MDD in LTC populations. There are several
subcategories of MDD. See Table 5.3.

The high prevalence of cognitive impairment, sen-
sory impairment, apathy, and lack of adequate time
and training of health care professionals (HCPs) in
the recognition of MDD make accurate diagnosis in
LTC populations challenging. Stigma and myths
about aging also hinder early diagnosis and appropri-
ate treatment. (See Box 5.7.) Furthermore, the symp-
tom profile of MDD in older adults may not resemble
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BOX 5.5 Key Risk Factors for Major Depressive Disorder in Long-Term Care Populations

Risk factors for MDD in older adults in general
— Stroke
- High medical comorbidity
- Chronic pain
- Severe functional disability (e.g. severe arthritis or end-organ failure of heart, lung, liver, kidney causing
functional disability)
- Recent loss (e.g. loss of spouse, loss of driving ability, loss of one’s own home)
- Persistent and disabling impairment in vision and/or hearing
- MNCD
- Parkinson’s disease
- Past history of MDD
- Past history of suicide attempt
- Alcohol and/or drug use disorder
— Urinary incontinence
- Chronic insomnia
- Use of certain medications (e.g. interferon, benzodiazepine, opioid)
- Victim of abuse (verbal, physical, sexual, financial) and/or neglect
- Personality disorder
Risk factors for MDD related to institutionalization
— Admission to a LTC facility for the first time

- Admission to a LTC facility without adequate preparation for the move (emotional preparation of the
resident and communication of resident’s personal information [e.g. health, life history, preferences,
dislikes] to the staff)

— Change from one LTC facility to another without adequate preparation for the move (emotional
preparation of the resident and communication of resident’s personal information [e.g. health, life history,
preferences, dislikes] to the staff of the new facility)

- Change of room within the facility without adequate preparation for the move

- Change or loss of roommate or staff with whom the resident has developed a close positive relationship

— Loneliness, social isolation, boredom, and too much “down time” (time spent alone and without
engagement in meaningful activities)

- Countertherapeutic staff approach and interaction (e.g. staff constantly correcting resident’s recall of
events, putting excessive burden on resident)

- Perceived inadequacy of care

- Inadequate exposure to sunlight, outdoors, and natural settings

- Excessive noise or interruption of sleep

— Meals or snacks not in keeping with resident’s preference and/or ethnic and cultural background

- Cognitively less impaired resident being among those who are more impaired

Even when MDD is recognized, less than one-quarter of those diagnosed receive treatment, and when they are

treated with medication, they often receive a suboptimal dose or inappropriate antidepressant polypharmacy (Hui
and Sultzer 2013).

that in younger adults. LTC residents are less inclined irritability, ruminative thinking, loss of interest, anhe-
to express feelings of low mood or sadness openlyand ~ donia, loss of appetite, sleeplessness, or pessimism.
are more apt to present with somatic complaint (e.g.  Feelings of worthlessness, being a burden, loss of
weakness, fatigue, dizziness) or to display anxiety,  confidence, and decreased self-esteem commonly
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Table 5.2 Differentiating Delirium from Major Depressive Disorder and Major Neurocognitive Disorder due to Alzheimer’s Disease

Feature

Onset

Dramatic fluctuation in
severity of symptoms
within a day

Impaired attention (e.g.
difficulty following
conversation)

Altered level of
consciousness
(drowsiness or
hyperalert state)

Disorganization in
thinking

Reversal of sleep-wake
cycle

Impaired memory

Depressed mood

Feelings of hopelessness
and helplessness

Delusions

Perceptual disturbances

Course

Delirium

Acute (over hours to few
days)

Present (symptoms
typically worse at
night)

Present and severity
fluctuates

Usually present

Usually present
Often present

Present and is due to
impaired attention

Occasionally present
Usually absent

Often present (typically
persecutory delusions)

Often present (typically
visual hallucinations
and illusions)

Fluctuating, may progress
to coma without
treatment; usually
reversible with
appropriate treatment

Major Depressive
Disorder (MDD)

Subacute (over weeks)

Occasionally present

Usually absent

Absent

Absent
Absent

Often present and is due
to impaired attention
and motivation

Present
Often present

Absent (except in MDD
with psychotic
symptoms)

Absent (except in MDD
with psychotic
symptoms when
auditory hallucinations
may be present)

Slow worsening of
symptoms without
treatment; usually
reversible with
appropriate treatment

Major Neurocognitive
Disorder due to
Alzheimer’s Disease

Insidious (over years)

Usually absent

Absent (except in severe
stages)

Absent

Absent (except in severe
stages)

Absent (except in severe
stages)

Present and is due to
impaired encoding

Occasionally present

Usually absent (except
when resident has
insight into having AD)

Occasionally present
(typically involving
others stealing
belongings)

Absent in mild stages;
may be present in
advanced stages
(typically visual
hallucinations and
illusions)

Relentless and irreversible
progression to more
severe stages

accompany physical symptoms. Prominent agitation,
aggressive behavior (verbal and/or physical), social
withdrawal, and/or accelerated cognitive and func-
tional decline may also be the predominant manifes-
tation of MDD in LTC populations, especially among
residents who have neurocognitive deficits. Clinical
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signs and symptoms of MDD may also be modified or
masked by comorbidity or causative disease process,
such as severe chronic pain or aphasia. Bradykinesia
and flat affect of Parkinson’s disease may be mistaken
for depressive symptoms. Symptoms of poor appetite,
fatigue, and sleep disturbance may overlap with
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BOX 5.6 Main Features of Major Depressive Disorder in Long-Term Care Populations

Core symptoms
1. Lack of interest in daily activities
2. Depressed mood/affect

Additional symptoms

1. Lack of appetite or weight loss; increased appetite or weight gain

Insomnia or hypersomnia

Decreased energy or fatigue
Hopelessness

Helplessness

Worthlessness

N O

Inappropriate or excessive guilt
9. Loss of self-confidence
10. Staying in bed excessively
11. Multiple somatic complaints
12.  Chronic pain not responding to pain medication

Recurrent thoughts of suicide, wish to die, or suicide attempt

13.  Hypochondriasis (excessive fear that one may have or will develop a serious illness)

14. Marked symptoms of anxiety

15. Agitation (especially by resident who has advanced MNCD)

16. Verbal aggression or verbally abusive behavior (especially by resident who has advanced MNCD)
17. Physical aggression (especially by resident who has advanced MNCD)

18. Decreased spontaneous speech

19. Psychomotor retardation or agitation
20. Refusing medication

21. Resisting care

22. Refusing to participate in therapy (physical, occupational, speech)

23. Sudden decline in cognition
24. Subjective memory complaint

symptoms of a wide variety of physical illnesses. There
may be complaints of memory problems with MDD
and lack of effort in answering memory questions,
with “I don’t know” answers being common. The
HCP should suspect MDD if the resident has been
staying in his or her room more, the resident “takes to
bed” because of physical illness, or a therapist reports
a failure of rehabilitation efforts during recovery from
a stroke or hip fracture surgery. In the presence of
coexisting depressive symptoms and physical illness,
the HCP may incorrectly assume that the depressive
symptoms are the result of a general medical condi-
tion. We recommend including all symptoms present
(e.g. low appetite, low energy) as part of the depressive
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symptom cluster. If sufficient symptoms are present
to meet the DSM-5 criteria for MDD, then the HCP
should diagnose MDD even if some symptoms may be
partly due to comorbid physical health problems.

Although core depressive symptoms are similar
across cultures, cultural factors may modify the pre-
sentation of MDD. For example, older depressed peo-
ple from Southeast Asia often present with physical
complaint (e.g. weakness, dizziness) without
depressed mood. African Americans may present
with irritability, hostility, or vague somatic complaint.
Latinos may complain of having problems with
“nerves” or having “heartache” (Lewis-Fernandez
et al. 2005).

12:12:19,
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Table 5.3 Key Types of Major Depressive Disorders in LTC Populations

Type of MDD

Single episode

Recurrent MDD

Mild, moderate, and
severe MDD

MDD with psychotic
symptoms

MDD with atypical
features

MDD with melancholic

features

MDD with significant
anxiety symptoms

MDD with mixed
features

Clinical Features
First episode of MDD

Two or more episodes of MDD

Based on number of symptoms
present and severity of functional
impairment

Presence of delusions, hallucinations,
and/or catatonic symptoms

Presence of mood reactivity (positive
mood in response to positive
events), reverse vegetative signs
(increased appetite, weight gain,
hypersomnia), leaden paralysis
(feelings of heaviness in limbs), and
lifelong pattern of sensitivity to
interpersonal rejection

Loss of pleasure in all activities, lack of
positive response to positive events,
despair, depressed mood worse in
morning, awakening 2 hours before
usual, marked agitation or
psychomotor retardation, anorexia,
weight loss, excessive feelings of
quilt

Anxiety symptoms, such as feeling
tense, restless, excessive worries,
fear that something terrible will
happen, sense of loss of control of
self

Presence of hypomanic symptoms,
such as elated mood, grandiosity,
talkativeness, racing thoughts,
increased energy interspersed
with typical depressive symptoms

12:12:19,
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Implications for Treatment

Treatment may be discontinued
after 1 year of remission of
symptoms unless depression has
been life threatening.

Treatment usually needs to be
continued for at least 5 years
after remission of symptoms and
often lifelong.

HCP should offer mindfulness-
based CBT to prevent relapse in
residents who have relatively
intact cognitive functioning.

Mild MDD may be treated without
antidepressant.

Resident who has severe MDD may
need inpatient psychiatric
treatment.

ECT is the most effective treatment.

Antipsychotics usually need to be
added to antidepressant if ECT is not
an option.

SSRIs and SNRIs may not be effective.
MAOIs are preferred antidepressants.

Responds well to ECT and tricyclic
antidepressant (e.g. nortriptyline)

Short-term use of low dose of short-
acting benzodiazepine (e.g.
lorazepam) may be necessary
along with antidepressant for
treatment response.

May not respond to antidepressant
and may need addition of atypical
antipsychotic or mood stabilizer

Significant risk factor for
development of bipolar disorder
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BOX 5.7 Myths about Depression and Suicide
in Long-Term Care Populations

1. Trivialization (Wouldn't you be depressed too?)

2. Belittling of psychiatric treatment (therapeutic
nihilism) (Does it really work for these people
when it is too late, anyway?)

3. Older people do not want psychiatric treatment
Depression is a normal part of aging

5. Depression cannot be distinguished from
normal aging

6. Depression is a normal part of adjusting to life in
a LTC facility

7. Suicidal ideas are a normal part of aging or
adjusting to life in a LTC facility

Major Depressive Disorder with Psychotic
Symptoms

When residents who have MDD develop delusions,
hallucinations, and/or catatonic symptoms, they are
said to have MDD with psychotic symptoms (also called
psychotic depression). These residents often have rigid-
ity in thinking, have more severe depression, and exhi-
bit delusions that are usually congruent to mood and
can include delusions of guilt relative to past events,
poverty, somatic illness (e.g. preoccupation with having
a terminal illness, such as cancer), or paranoia.
Hallucinations, which occur less commonly than delu-
sions in these residents, are more likely to be auditory
than visual or somatic. Residents who have psychotic
depression are much more likely to have agitation -
“the classic pacing and wringing of hands” - have
greater cognitive disturbance, and are more likely to
have a family history of MDD or bipolar disorder. A
history of delusions in a depressive episode or profound
anxiety in a depressed resident is a major clue to
possible psychotic depression. Psychotic depression
carries a high risk of suicide and does not respond to
antidepressant alone; hence, it is important that the
HCP diagnose this entity as early as possible.
Additional antipsychotic is usually necessary along
with antidepressant for treatment response. The HCP
should consider hospitalization and electroconvulsive
therapy (ECT) early in the course of treatment, and we
strongly recommend them for life-threatening cases of
psychotic depression. ECT can be used safely with this
population and in severe cases of psychotic depression
(e.g. with inanition or catatonia) may be lifesaving.
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Late-Onset Major Depressive Disorder

Late age at onset or late-life MDD (Late-onset MDD)
is defined as a first episode of depression occurring
after age 60 years and is characterized by a greater
degree of apathy, cognitive dysfunction, resistance to
treatment, neuroimaging evidence of cerebrovascular
disease (especially white matter hyperintensities), and
age-related changes that are greater than normal, as
compared to early age at onset late-life MDD
(Grayson and Thomas 2013). Late-onset MDD may
be a prodrome of Alzheimer’s disease (AD), and
MDD in midlife may be a risk factor for the develop-
ment of AD. MDD in individuals who have mild
neurocognitive disorder (mild cognitive impairment
[MCI]) increases the likelihood of conversion of
MNCD. Inflammation may be a common underlying
neuropathophysiological mechanism for MDD and
AD. Thus, the HCP should closely follow all residents
who have late-onset MDD and no MNCD for signs of
MCI and mild MNCD due to AD. A score of less than
24 on MOCA (or SLUMS or MMSE) or a decline of
more than three points from a stable baseline is
thought to be clinically significant and to warrant
evaluation for MNCD.

Diagnostic Assessment and Work-Up

A variety of conditions can mimic MDD, cause
MDD-like symptoms, or exacerbate MDD. We
recommend a comprehensive diagnostic assessment
and work-up when the HCP thinks that depressive
symptoms are more than a normal reaction to a
situational stressor and more disabling than an
adjustment disorder. See Table 5.4 (Borson and
Thompson 2011; Blazer and Steffens 2015; Nassan
etal. 2016). The choice of tests and extent of work-up
will depend on findings from a comprehensive
assessment and examination of the resident. MDD
may be the initial presentation of Parkinson’s disease
or Huntington’s disease, as motor symptoms or
involuntary movement may be subtle in early stages;
hence the importance of neurological examination.
MDD and undernutrition (dehydration, protein
and/or energy malnutrition, severe weight loss, vita-
min deficiencies) are a potentially fatal combination
because immune functioning may be affected, and
the HCP should consider this a psychiatric and med-
ical emergency. The HCP needs to act quickly to
provide nutritional supplementation and aggressive
treatment of MDD to avert serious debility,
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Table 5.4 Diagnostic Work-Up for Major Depressive Disorder in LTC Populations

Diagnostic Test

Comprehensive
assessment

Bedside test

Bedside test

Laboratory test

Laboratory test

Laboratory test

Laboratory test

Laboratory test
Laboratory test

Laboratory test

Key Examples

Psychiatric history (including history of suicide
attempt)

Family history (including history of suicide)

Review of medications

Vital signs

Physical examination (including height, weight,
body mass index)

Neurological examination

Mental status examination

Use of standardized assessment scales

Pulse oximetry

Glucose fingerstick

Complete blood count

Comprehensive metabolic panel

Vitamin B, and vitamin D levels

Thyroid function tests (e.g. thyroid stimulating
hormone level)

Lipid panel
Serum drug levels

Erythrocyte sedimentation rate (ESR) and C-
reactive protein (CRP)

Key Implications for Treatment

Suicide risk assessment is primarily based on
comprehensive assessment

Findings from cognitive assessment are key to
choosing treatment (e.g. psychotherapy for
residents who have relatively preserved
cognitive functioning)

Hypoxia may contribute to depressive
symptoms

Hypoglycemia and severe hyperglycemia
may contribute to depressive
symptoms

|dentifying anemia, which may contribute to
fatigue and resistance to treatment

Leukocytosis or leukopenia may indicate
coexisting infection

Identifying dehydration and electrolyte
imbalance, which may contribute to
depressive symptoms and resistance to
treatment

Identify decline in renal function, which may
influence choice of medication to treat
depression (e.g. avoiding lithium in resident
who has renal insufficiency or closer
monitoring of lithium levels)

Low albumin is indicator of protein
malnutrition

Vitamin By, and vitamin D deficiency are
common in residents who have MDD and
contribute to resistance to treatment if not
corrected

Undercorrection or overcorrection of
hypothyroidism is prevalent in residents
who have MDD and contributes to
resistance to treatment if not corrected

Low cholesterol is indicator of malnutrition

Serum levels of antidepressant (e.g.
nortriptyline) may help adjust dose and avoid
toxicity

Identify exacerbation of rheumatological
conditions and occult cancers that
may cause or contribute to
depression

12:12:19,
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Table 5.4 (cont)

Diagnostic Test Key Examples

Laboratory or
bedside test

Electrocardiogram (EKG)

Neuroimaging MRI of brain

Laboratory test
buccal swab

Imaging CT scan of abdomen and/or lung

hospitalization, and death. For residents who have
life-threatening MDD (e.g. intense thoughts of suicide,
suicide attempt, undernutrition, severe agitation due to
psychotic symptoms), transfer to a local emergency
department for acute inpatient psychiatric hospitaliza-
tion, preferably in a geriatric psychiatry inpatient unit,
may be a necessary first step before the HCP can
complete a comprehensive work-up.

Prevention and Treatment

MDD in LTC populations is often preventable. See
Table 5.5 (Beekman, Cuijpers, and Smit 2013). Most
preventive approaches can be led by nurses. MDD in
LTC populations is eminently treatable, and the goal
of treatment can be achieved with a comprehensive
holistic individualized treatment plan using a variety
of evidence-based options (Taylor 2014). The goals
of treatment should go beyond remission of
symptoms and include prevention of relapse and
promotion of wellness (happiness and meaningful
engagement in life). We recommend implementing
the Clinical Practice Guidelines for the Treatment of
Depression in LTC residents, by the Society for Post-
Acute and Long-Term Care Medicine (formerly
called the American Medical Directors Association
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Psychotropic drug genetic testing using

Key Implications for Treatment

Avoid using antidepressants that have
significant risk of QTc prolongation (e.g.
citalopram, mirtazapine) with resident who
has baseline prolonged QTc due to risk of
Torsades de pointes

Evidence of silent stroke (e.g. lacunar infarct in
frontostriatal pathways) may indicate
cerebrovascular factors causing or
contributing to MDD and/or suggest
vascular depression

HCP should avoid prescribing antidepressants
with significant metabolism by 2D6 (e.g.
paroxetine, fluoxetine) or 2C19 (citalopram,
escitalopram) system for resident who
metabolizes 2D6 or 2C19 system poorly,
respectively

MDD-like symptoms with severe weight loss
may be initial manifestation of occult
malignancy (e.g. pancreatic cancer, lung
cancer)

[AMDA] www.paltc.org). The choice of treatment
options for MDD listed in Table 5.6 depends on the
severity of depressive symptoms, past response to
treatment, resident and family preference, and
resident strengths (especially cognitive functioning)
(Blazer and Steffens 2015; Smoski, Jenal, and
Thompson 2015; Huang et al. 2015). We recommend
a combination of antidepressant therapy and indivi-
dualized strengths-based psychosocial environmen-
tal approaches for any resident who has MDD,
especially if it is in keeping with the preferences of
the resident and/or the family. If the resident and/or
the family opposes the use of antidepressant (e.g. has
a negative view of the use of psychotropic medica-
tion), a trial of individual psychotherapy, and in
particular cognitive-behavioral therapy (CBT) and/
or individualized pleasant activity schedule and
other individualized psychosocial environmental
approaches (e.g. bright light therapy), is appropriate
for the mild first episode of MDD. For residents who
have moderate to severe MDD, we strongly recom-
mend treatment with antidepressant.

The choice of an antidepressant should be informed
by individual medication and resident factors: the
adverse effect profile of the medication, tolerability of
treatment (including potential for interaction with other
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Table 5.5 Prevention of Major Depressive Disorder in Long-Term Care Populations

Type of Prevention

Indicated prevention (targets
residents who have mild
depressive symptoms that do
not reach criteria for MDD;
goal is to prevent MDD)

Selective prevention (targets
residents who have known
risk factors for MDD; goal is to
prevent MDD and relapse of
MDD)

Key Target Residents

Resident who has adjustment disorder
with depressed mood

Resident who has persistent
depressive disorder

Resident who has demoralization
syndrome

Resident who has bereavement-
related depression or complicated
grief

Resident who has Parkinson’s disease
and mild depressive symptoms

Resident who sustained new CVA/
stroke

All residents soon after admission
(especially unplanned admission)

Resident who has lost spouse

Resident who has history of MDD

Resident who has newly diagnosed
serious or life-threatening illness
(e.g. cancer, MNCD)

Resident who has macular
degeneration

Resident taking interferon therapy

Resident who has insomnia disorder

Resident who has chronic pain

Resident who has Parkinson'’s disease

Resident who has MDD in remission

12:12:19,
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Key Approaches

Staff education to improve detection
of mild depressive symptoms and
institution of prevention strategies

Exercise and physical activity program

Psychotherapy/counseling*
(including self-help versions) for
motivated resident who has
relatively preserved cognitive
functioning

Antidepressant (e.g. for persistent
depressive disorder and
complicated grief)

Individualized pleasant and
meaningful activity schedule

Bright light therapy for resident who
has seasonal affective disorder and
other residents open to this
approach

Stepped-care approach in which
approaches start with exercise and
self-help strategies and slowly step
up to antidepressants and/or
psychotherapy if symptoms
continue

Optimizing motor function in resident
who has Parkinson’s disease

Staff education regarding risk factors
for MDD and institution of
prevention strategies in high-risk
groups

Exercise and physical activity program

Psychotherapy/counseling*
(including self-help versions) for
motivated resident who has
relatively good cognitive
functioning to help cope with loss
or living with serious illness or
disability (e.g. problem-solving
therapy for resident who has
macular degeneration)

Individualized pleasant and
meaningful activity schedule

Antidepressant (e.g. after CVA for
resident who has history of MDD
and is not taking antidepressant; for
resident who has MDD and is in
remission; SNRI for resident who has
chronic pain that is not optimally
controlled)

Optimizing motor function in resident
who has Parkinson’s disease
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Table 5.5 (cont)

Type of Prevention

Universal prevention (targets all

LTC populations; goal is to
prevent MDD and improve
resilience)

Key Target Residents

All residents

Key Approaches

Exercise and physical activity program

Individualized pleasant and
meaningful activity schedule

Omega-3 fatty acids and vitamin D

Optimal control of vascular risk factors
(e.g. hypertension, diabetes)

Optimal control of pain

Periodic staff, resident, and family
education and awareness
campaign about signs and
symptoms of MDD and prevention
strategies

* Psychotherapy/counseling: Cognitive behavior therapy, interpersonal therapy, problem solving therapy, reminiscence therapy,
life-review, music therapy, dignity therapy

Table 5.6 Evidence-Based Approaches to Treat Major Depressive Disorder in Long-Term Care Populations

Approach

Antidepressant (e.g. SSRI, SNRI,
bupropion, mirtazapine, TCA,
MAQI)

Behavioral Activation and
Individualized Pleasant
Activity Schedule (IPAS)

Onsite individual counseling/
psychotherapy (cognitive
behavioral therapy [CBT],
mindfulness-based CBT,
problem-solving therapy,
interpersonal psychotherapy,
supportive psychotherapy,
meaning-centered
psychotherapy)

Clinical Pearls

SSRI'and SNRI preferred over TCA and
MAOI

Bupropion may be preferred for
resident who is obese due to its
potential to promote weight loss

Response may take several weeks
after therapeutic dose is reached

Residents are encouraged to get out
of bed, become active physically,
intellectually, and socially, and
participate in activities that are
pleasurable and tailored to their
interests and values

Individual psychotherapy without
concomitant use of antidepressant
may be appropriate for mild MDD
in motivated resident who has
relatively preserved cognitive
functioning

Combination of antidepressant and
psychotherapy is recommended
for motivated resident who has
relatively good cognitive
functioning and is experiencing
moderate to severe MDD and/or
recurrent MDD

12:12:19,
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Key Concerns/Limitations

Serotonin syndrome and seizure can
occur with concomitant use of
tramadol

Use of SSRI'and SNRI is associated
with increased risk of bleeding with
concomitant use of antiplatelets,
anticoagulants, and omega-3 fatty
acid

Staff need education and training in
implementation of IPAS

Resident needs some motivation

Lack of availability of counselors
trained in providing psychotherapy
to LTC populations

Lack of availability of counselors
visiting LTC facilities to provide
psychotherapy

Resident may need to leave LTC
facility and visit local mental health
clinic
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Table 5.6 (cont)

Approach

Internet-based and
telepsychiatry approaches

Psychoeducation and self-
management

Methylphenidate

Antipsychotic (e.g. aripiprazole,
quetiapine, olanzapine,
cariprazine, brexpiprazole)

Neurostimulation therapy

Omega-3 fatty acid
supplementation

Vitamin D supplementation

Bright light therapy

Clinical Pearls

Cognitive restructuring (to address
cognitive distortions), behavioral
activation, and problem-solving
strategies can be effectively
administered via Internet and
telepsychiatry by psychiatric
nurse or other mental health
professional

Good option for motivated resident
(especially resident comfortable
using technology) who has
relatively preserved cognitive
function and lack of availability of
on-site psychotherapy

Preferably used with antidepressant

Providing pamphlets and other
education materials on MDD and
late-life depression can reduce
stigma resident experiences

Adding methylphenidate to SSRI
may accelerate response to
treatment and increase likelihood
of remission

Recommended for treatment-
resistant MDD and MDD with
psychotic symptoms

Electroconvulsive therapy (ECT) for
life-threatening MDD and
treatment-resistant MDD

Transcranial magnetic stimulation
(TMS) may be useful for mild MDD
and as adjuvant to antidepressant
for treatment-resistant MDD

Vagal nerve stimulation (VNS)

Eicosapentanoic acid (EPA) and ethyl-
EPA dominant formulation
recommended

Checking vitamin D levels is
recommended, as vitamin D
deficiency is prevalent in residents
who have MDD and may require
vitamin D replacement therapy

May be used with antidepressant,
especially if there is history of
seasonal affective disorder (e.g.
winter depression)

12:12:19,
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Key Concerns/Limitations

Resident needs to be motivated and
have relatively good cognitive
functioning

Technophobia may be difficult barrier

Needs involvement of mental health
professional to monitor response
to treatment

Cognitive deficit in resident may limit
its benefit

Use limited to resident at relatively
low risk of serious adverse event
related to use of methylphenidate

Management by psychiatrist is
recommended if there is need for
antipsychotic due to high risk
associated with use of
antipsychotic medication

Lack of availability of professionals
providing neurostimulation
therapy in the community

Lack of reimbursement from health
insurance for neurostimulation
therapy (especially TMS)

VNS and ECT should be done in
academic center

Small risk of increased bleeding,
especially with concomitant use of
NSAID, anticoagulant, antiplatelet,
SSRI, or SNRI

Hypervitaminosis D, although rare,
can occur and manifest as
headache and dizziness

Staff education and training is
required for appropriate use of
bright light therapy box
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Table 5.6 (cont)

Approach
Exercise/physical activity

Rational deprescribing
(geriatric scalpel) with input
from pharmacist

Clinical Pearls

Exercise and increasing physical
activity can accelerate response to
antidepressant and increase
likelihood of remission

Discontinuation of medication that
may contribute to depression,
discontinuation of unnecessary or
inappropriate medication (based on
Beers list), and reducing
anticholinergic burden may improve
cognitive and emotional functioning
of resident and reduce adverse drug-
drug interaction with antidepressant

Key Concerns/Limitations

Lack of time available to staff to help
resident increase physical activity is
key barrier to its routine use

None

Optimizing control of pain and
other comorbid physical
health problems (e.g.
hypertension) and correction
of reversible physical health
problems (e.g. dehydration,
constipation, vitamin By
deficiency, vision and hearing
impairment, thyroid disorder)

current medication), response to prior treatment, and
resident and family preference. (See Table 5.7.) For
example, there is significant risk of bleeding with use
of an SSRI if the resident is taking an anticoagulant (e.g.
warfarin) and/or antiplatelet (e.g. aspirin). Bupropion
carries significant risk of seizure in residents who have
epilepsy. In addition, LTC populations often exhibit
higher and more variable drug concentrations and a
greater sensitivity to adverse drug effect. The earlier
the antidepressant starts to work, the better the chance
for a good outcome; research data support the correla-
tion between earlier clinical improvement and more
robust recovery. The key to successful pharmacotherapy
for MDD is giving the resident an adequate dose of
antidepressant for an adequate duration (at least six
weeks).

Residents who have depression present three key
challenges for treatment: comorbid medical condition
that may complicate the treatment of depression, con-
comitant use of medication(s) that may contribute to
depression or interact with antidepressant, and a slow
metabolic rate. The presence of a neurovegetative
symptom (e.g. severe appetite and weight loss), suici-
dal ideation, and psychotic symptoms may indicate a
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Recommended for all residents None

need for more vigorous and comprehensive therapy
(e.g. higher medication dosage, multiple medication
trials, or ECT). Referral to a mental health specialist
with expertise in LTC psychiatry is appropriate when
the diagnosis of depression is unclear, when the syn-
drome is severe, if a risk of suicide is present, when the
resident does not respond to treatment, or when
complicating factors that may affect the choice of
treatment are present. The HCP may consider ECT
and/or hospitalization to an inpatient psychiatric unit
(preferably a geriatric psychiatry unit) for the treat-
ment of life-threatening or refractory depression even
for residents who have MNCD. To improve early
recognition, accurate diagnosis, and prompt success-
ful treatment of MDD in LTC populations, we suggest
a collaborative care model for MDD (with modifica-
tions) that has transformed the care of adults who
have MDD in outpatient primary care clinics. In this
model for LTC, primary care clinicians work closely
with a psychiatrist, either directly or through a mental
health professional (typically a social worker or
licensed counsellor). Psychiatrists in this model must
be quickly available to primary care clinicians who are
seeking guidance on a resident’s treatment plan.

12:12:19,



Major Depressive Disorder, Other Mood Disorders, and Suicide

Table 5.7 Common Antidepressants Used to Treat Major Depressive Disorder in Long-Term Care Populations

Antidepressant (Therapeutic
Dose Range)

Citalopram (10-40 mg/day)

Escitalopram (5-20 mg/day)

Fluoxetine (10-30 mg/day)

Fluvoxamine (50-200 mg/day)

Paroxetine (10-30 mg/day) and
Paroxetine controlled release
(12.5-25 mg/day)

Sertraline (50-200 mg/day)
Trazodone (25-50 mg)
Venlafaxine extended release

(75-225 mg/day)

Duloxetine (30-90 mg/day)

Mirtazapine (15-30 mg/day)

Potential Mechanism of Action and
Clinical Pearls

SSRI

May be first-line antidepressant

Among all antidepressants, citalopram
has best evidence for efficacy in
management of severe behavioral and
psychological symptoms of MNCD

SSRI

May be first-line antidepressant

Potential to prolong QTc is lower than
that of citalopram

SSRI
Considered second- or third-line
antidepressant

SSRI
Considered third- or fourth-line
antidepressant

SSRI
Considered second- or third-line
antidepressant

SSRI
May be first-line antidepressant

Increases serotonin neurotransmission
Used primarily as adjuvant to SSRI or
SNRI to improve sleep

Starts as SSRI'and becomes SNRI at
higher doses

May be first-line antidepressant

SNRI effect may also help with
management of chronic pain

SNRI

May be first-line antidepressant

Preferred over SSRIs for management of
MDD for resident with management
of co-occurring chronic
musculoskeletal pain, diabetic
neuropathy, and fioromyalgia

Increases serotonergic, noradrenergic,
and histaminic neurotransmission

May be first-line antidepressant

Its potential to improve appetite and
promote weight gain may make it
preferable to other antidepressants for
resident who has MDD associated
with significant weight loss

12:12:19,
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Key Concerns/Limitations

Potential to prolong QTc is a concern,
especially at doses above 20 mg

Baseline EKG recommended

Risks similar to those of other SSRIs

Risks similar to those of other SSRIs

Long half-life is a concern in LTC
populations
Risks similar to those of other SSRIs

Long half-life and high potential for
drug—drug interaction limit its use in
LTC populations

Risks similar to those of other SSRIs

Risk of anticholinergic adverse
effect and risk of drug-drug
interaction due to inhibitory effect
on cytochrome P450 2D6 enzyme
system limit its use

Risks similar to those of other SSRIs

Risks similar to those of other SSRIs

Antidepressant dose (200-300 mg/
day) is too sedating for LTC residents
Potential for orthostatic hypotension

Risks similar to those of SSRIs and SNRIs

Higher cost may limit its use as first-line
antidepressant

Risks similar to those of SSRIs and other
SNRIs

Potential to prolong QTc interval
Baseline EKG recommended
Potential for daytime sleepiness
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Table 5.7 (cont)

Antidepressant (Therapeutic
Dose Range)

Bupropion sustained release
(100-300 mg/day in two
divided doses, last dose not
after 4 p.m.) and Bupropion XL
(150-300 mg/day)

Methylphenidate (10-20 mg/
day in two divided doses, last
dose not after 4 p.m.)

Nortriptyline (25-150 mg/day)

Desvenlafaxine* (50 mg/day)

Vilazodone* (10-40 mg/day)

Selegiline* patch (6-12 mg/day)

Vortioxetine* (5-20 mg/day)

Levomilnacipran* (40-100 mg/
day)

Potential Mechanism of Action and
Clinical Pearls

NDRI (noradrenaline dopamine
reuptake inhibitor)

May be best choice for overweight
resident who wants to lose weight

Usually used as second-line
antidepressant

Stimulant

May be used as adjuvant to SSRI to
accelerate response to treatment
and improve chance of remission

TCA

Usually used as second- or third-line
antidepressant

Preferred over SSRI and SNRI for
treatment of MDD in resident who
has Parkinson’s disease

Therapeutic drug levels can help
monitor risk for adverse event and
therapeutic effect

SNRI
May be considered third- or fourth-line
antidepressant

SSRI plus 5HT1a agonist
May be considered third- or fourth-line
antidepressant

Increases dopaminergic
neurotransmission

May be considered third- or fourth-line
antidepressant

May be considered first-line
antidepressant to treat MDD in
resident who has Parkinson’s disease

Increases release of several
neurotransmitters (e.g. serotonin,
noradrenaline, acetylcholine)

May be considered third- or fourth-line
antidepressant

May have beneficial effect on cognitive
function

Strongest norepinephrine reuptake
inhibition among SNRIs

May be considered third- or fourth-line
antidepressant

Key Concerns/Limitations

Potential to increase risk of seizure

Potential for adverse cardiovascular
event, including sudden cardiac
death

Baseline EKG recommended

Anticholinergic effect and risk of
adverse cardiac event limit its
routine use

Nortriptyline has therapeutic window

Baseline EKG recommended

Minimal data on benefits and risks in
LTC populations

Minimal data on benefits and risks in
LTC populations

Minimal data on benefits and risks in
LTC populations

Minimal data on benefits and risks in
LTC populations

Minimal data on benefits and risks in
LTC populations

* Therapeutic dose range is not clear due to limited research on its use in LTC populations.
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Starting and Ending Antidepressants. Educating
residents, family, and staff about what to expect in the
course of antidepressant therapy is critical. Difficulties
can develop at any time in the course of antidepres-
sant therapy, but they seem to cluster at the beginning,
during any increase in dosage, and during disconti-
nuation of the drug. Although it usually takes weeks
for a therapeutic response, most adverse effects (e.g.
nausea, diarrhea, constipation, sedation, lethargy,
headache, and agitation) appear shortly after the first
dose and after any increase in dosage. Thus, it is vital
that the HCP educate the resident and caregivers that
adverse effects, when they occur, usually precede ther-
apeutic effects. Usually, if the dose is started low and
increased slowly, early adverse effects are mild, are
self-limiting, and remit within a few days to two
weeks. For residents who are particularly prone to
developing adverse effects (especially anxiety and
insomnia), the HCP can minimize the risk of adverse
effect by reducing the antidepressant dose to an even
smaller starting dose, increasing it even more slowly,
and using a lower final dose.

With some of the commonly used antidepressants,
if a resident abruptly discontinues taking it after tak-
ing it for several weeks or more, a discontinuation
syndrome is common. The discontinuation syndrome
involves manifestations of dizziness, paresthesia
(typically electric shock-like sensations), muscle
jerks and twitches, and agitation. Drugs such as par-
oxetine and venlafaxine carry the highest risk of dis-
continuation syndrome due to their short half-life.
Discontinuation syndrome is milder with intermedi-
ate-acting antidepressant, such as citalopram, sertra-
line, and escitalopram. Typically, the discontinuation
syndrome remits within one to two weeks. Treatment
may involve reinstating the antidepressant and taper-
ing it more slowly. “Serotonin syndrome” is a serious
and potentially fatal condition that may develop with
use of a high dose of SSRI or use of SSRI in combina-
tion with other medication that also increases seroto-
nin neurotransmission (e.g. lithium, trazodone,
tramadol). Clinical manifestation of “serotonin syn-
drome” includes hyperreflexia, agitation, insomnia,
myoclonic jerks, autonomic instability, and delirium.
Treatment involves discontinuing the offending drug,
close monitoring of vital signs, and hospitalization for
severe symptoms.

Treatment-resistant and Treatment-refractory
MDD. Partial response to the first-line antidepressant
monotherapy (adequate dose and duration) is
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common and may be seen in as many as 50 percent
of cases (Unutzer and Park 2012). Further response
often requires augmentation strategies, although
increasing the dose of the antidepressant the resident
is already taking may also be appropriate (Lenze et al.
2015). Residual symptoms are strong predictors of
relapse that may place the resident at higher risk for
suicide. Older adults who have limited mobility or
who present with a history suggesting that MDD is
superimposed on underlying persistent depressive
disorder (double depression) may be most at risk for
partial response. Addition of an adjuvant such as
aripiprazole, quetiapine, brexpiprazole is considered
the first-line treatment for treatment-resistant MDD,
as the Food and Drug Administration (FDA) has
approved these drugs for treatment-resistant MDD.
The FDA has also approved a combination of fluox-
etine and olanzapine for treatment-resistant MDD.
Addition of methylphenidate to an SSRI can acceler-
ate improvement and increase the likelihood of remis-
sion of MDD in older adults (Lavretsky et al. 2015).
The HCP may consider prescribing a combination of
an SSRI and methylphenidate for residents who have
MDD and are at relatively low risk of serious adverse
cardiovascular event due to use of methylphenidate.
The HCP may also consider other strategies for aug-
mentation, including another antidepressant (that
targets neurotransmitter networks different from the
first one), buspirone, or triiodothyronine, opioids,
ECT, and psychotherapy (for residents who have rela-
tively good cognitive function and initially declined
psychotherapy). We do not recommend augmenta-
tion with lithium for most LTC residents because of
the high risk of toxicity due to pre-existing medical
and cognitive frailty. Augmenting one antidepressant
by adding a second with a different mechanism of
action (e.g. an SSRI with bupropion or mirtazapine)
is a common practice in LTC but does not have good
support from research and is associated with poten-
tially serious risk (e.g. risk of delirium when bupro-
pion is added to duloxetine because both are
cytochrome P450 2D6 enzyme inhibitors that may
result in a higher level of hydroxybupropion, which
is implicated in delirium).

Up to 35 percent of patients may show partial or
minimal improvement in depressive symptoms with
treatment despite at least two adequate trials with
antidepressants from two different classes. These
patients are said to have treatment-refractory depres-
sion. True treatment refractoriness should be
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differentiated from pseudo-refractoriness. The HCP
should consider nonadherence, although uncommon
in LTC populations, as with community-dwelling
older adults who have MDD, it is prevalent and the
most common cause of nonresponse. Many patients
do not get better because antidepressants are not
given at an adequate dose for an adequate time to
work and psychosocial approaches are not individua-
lized and used vigorously. The HCP needs to educate
family and professional caregivers that these medica-
tions take six to eight weeks to start to show noticeable
results. The goal should be remission of symptoms.
Unaddressed underlying triggers, such as pain, thyr-
oid problem, anemia, or a malignancy, also might
prevent an adequate response to antidepressant ther-
apy. The presence of executive dysfunction, under-
lying MNCD, significant cerebrovascular burden
(vascular depression), or frailty also increases the
chance of inadequate response to treatment.
Another prevalent factor in treatment resistance is
an incorrect diagnosis (e.g. correct diagnosis is bipo-
lar depression rather than unipolar MDD). If the first
trial of an antidepressant at an adequate dose and
duration fails, the HCP should initiate a second trial
with another class of antidepressant. If the second
trial also fails, then the HCP should try prescribing a
secondary tricyclic antidepressant (T'CA), such as
nortriptyline, if there is no contraindication (e.g.
severe heart disease). If symptoms continue to be
disabling and are not responding to multiple trials of
antidepressant (treatment-refractory MDD), the HCP
should consider ECT. For residents who have a his-
tory of good response to ECT, the HCP should con-
sider ECT early in the course of treatment. The HCP
may also consider prescribing pramipexole and selegi-
line transdermal patch for refractory cases, especially
for residents who have Parkinson’s disease, as prami-
pexole and selegiline increase dopaminergic neuro-
transmission in the brain. The HCP may consider
prescribing a trial of ketamine or buprenorphine in
an academic setting to treat refractory severe MDD
and for life-threatening MDD if ECT is not an option.

Nutraceuticals (supplements). The HCP should
consider adjunctive use of omega-3 (primarily EPA
or ethyl EPA [1-2 mg/day]), methylfolate (15-30 mg/
day), S-adenosylmethionine (SAMe [800-1600 mg/
day]), and vitamin D (1000-1500 IUs/day) with anti-
depressant for the treatment of MDD based on the
preference of the resident and/or the family (Sarris et
al. 2016; Merrill, Payne, Lavretsky 2013). We do not
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recommend prescribing St. John’s wort for LTC
populations because it has clinically significant drug-
drug interaction with conventional antidepressants
and other medication the resident may be taking. All
supplements have some potential for adverse effect
(typically constipation, diarrhea, stomach upset) and
drug-supplement interaction (e.g. increased risk of
bleeding with concomitant use of omega-3 and antic-
oagulants). Hence, the HCP should use them cau-
tiously. Omega-3 and methylfolate should be used
with caution for residents who have prostate cancer
due to reports that their use may be associated with
the risk for prostate cancer. The HCP should pre-
scribe SAMe cautiously for residents who have bipolar
disorder because of its potential to switch depression
to hypomania/mania. Hypercalcemia and vascular
calcification are risks associated with the use of high-
dose vitamin D.

Neuromodulation Therapy/Brain Stimulation
Therapy. Neuromodulation therapies include electro-
convulsive therapy, transcranial magnetic stimula-
tion, vagal nerve stimulation, electrical deep-brain
stimulation, and deep transcranial magnetic stimula-
tion. If the HCP is considering electroconvulsive ther-
apy or vagal nerve stimulation as a treatment option
for MDD in LTC populations, we recommend invol-
ving an academic center due to the high medical
comorbidity and risk of cognitive adverse effect.

Electroconvulsive Therapy. Electroconvulsive
therapy (ECT) is the most effective treatment for
severe MDD and life-threatening MDD. ECT is a
relatively safe treatment and is rapidly effective.
Older adults seem to have greater responsiveness to
ECT than their younger peers. For residents who have
MDD complicated by suicidal ideas, undernutrition
and cachexia, and/or catatonic symptoms, ECT can be
lifesaving. Other indications for ECT include treat-
ment-refractory MDD, MDD with psychotic symp-
toms, and any other situation in which rapid
antidepressant effect is needed. Residents who have
depression and MNCD can be given ECT with good
effect, but post-ECT delirium is a greater risk.

Transcranial Magnetic Stimulation. Transcranial
magnetic stimulation (TMS) is the safest neuromodu-
lation therapy available. TMS is an excellent option for
the treatment of mild MDD in residents due to its low
risks, maybe even safer than antidepressant therapy. To
date, the FDA has approved four TMS devices. TMS
uses electromagnetic induction to create small currents
to depolarize neurons in key mood-regulating areas of
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the prefrontal cortex (usually left dorsolateral prefron-
tal cortex). Typically, 30-40 sessions of high-frequency
(10-Hz) TMS are needed for significant response.
Benefits may sustain for up to a year. TMS is consid-
ered second-line treatment for mild MDD (antidepres-
sant and/or psychosocial approach is first-line
treatment) in LTC populations primarily because of
challenges in getting the resident to comply with its
requirements (e.g. sitting with eyes open for one hour
during each session). For moderate to severe MDD,
TMS is not recommended as the primary treatment but
can be used as an adjuvant to antidepressant therapy,
especially in treatment-resistant cases. Deep TMS
involves the use of different coil configurations that
allow for more direct stimulation of deeper structures
(e.g. pathways associated with the reward system).
Vagal Nerve Stimulation. The FDA has approved
vagal nerve stimulation (VNS) for the treatment of
treatment-resistant MDD. VNS involves an outpati-
ent surgical procedure to implant a vagal nerve sti-
mulator. The stimulator delivers intermittent mild
electrical pulses to the left vagal nerve, whose afferent
fibers project to the nucleus of the solitary tract and in
turn modulate activity of the locus coeruleus, raphe
nucleus, and other neural circuits implicated in MDD.
Significant response to VNS may take up to 10
months. VNS is expensive and poses more inherent
risks for LTC populations. The device requires pro-
gramming and adjustments by a clinician who has
special training. VNS has not been studied in LTC
populations but may be appropriate if the resident is
experiencing severe distress due to MDD, the MDD is
refractory to all treatments, and ECT is not an option.
VNS is also approved for the treatment of epilepsy, so
the HCP should consider VNS for residents who have
refractory epilepsy and severe depression.
Deep-Brain Stimulation. Deep-brain stimulation
(DBS) involves an invasive functional neurosurgical
procedure using electrical current directly to modulate
specific areas of the brain. Although DBS is not
approved by the FDA for the treatment of MDD, the
HCP may consider it for treatment-refractory severe
MDD, especially for residents who have obsessive-
compulsive disorder (OCD), dystonia, or Parkinson’s
disease, as the FDA approved DBS for the treatment of
refractory OCD, dystonia, and Parkinson’s disease.
Psychotherapy and Psychosocial Approaches.
Psychosocial and environmental approaches are impor-
tant for all types of depression and may prove more
effective and safer than the use of antidepressant for
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milder disorders (Smoski and Arean 2015). Many resi-
dents feel that initiating action in an environment that
cannot be changed is futile (learned helplessness). Many
residents may have expectations that are not realistic,
overgeneralize or overreact to adverse events, and per-
sonalize events (cognitive distortions). Perceived nega-
tive interpersonal events are also associated with
depression, particularly in residents who demonstrate
a high need for approval and reassurance in the context
of interpersonal relationship. To achieve successful out-
come, the HCP may need to address other psychosocial
factors, such as mutual social and affective withdrawal
between residents and their social environment (family,
friends), inadequate compensation for lost interests, fail-
ure to optimize abilities, poor quality of social support
(e.g. significant family conflicts). For ongoing loss-
related depression, including sadness about loss of
health, HCP can help the resident ventilate feelings
and either reacquire what is lost (for example, reacquir-
ing the ability to ambulate after stroke through physical
therapy) or grieve and then adapt to the new situation.
Some residents who have relatively good cognitive func-
tion may prefer psychotherapy instead of, or in addition
to, medication. Moreover, psychotherapy may be the
approach of choice for residents who have relatively
intact cognitive function and are dealing with grief or
other stressful situation or interpersonal problem. Social
factors and perceptions of health and well-being may be
important predictors of outcome in older adults who
have MDD, and the HCP can address them during
psychotherapy. Several types of psychotherapy have
been found to reduce the symptoms of depression,
including cognitive-behavioral therapy, interpersonal
therapy, problem-solving therapy, family therapy, and
brief psychodynamic therapy. The HCP may also con-
sider life review/reminiscence psychotherapy, group
therapy, music therapy, and meaning-centered therapy
(logotherapy). Meaning-centered therapy is particularly
helpful if the resident is experiencing demoralization or
existential/spiritual distress. Psychosocial interventions,
including psychoeducation, family counseling, and pro-
viding counseling to the spouse, may also be helpful.
Residents who have pre-existing personality disor-
der, a long-standing history of poor coping skills, and
difficulty with interpersonal relationship may benefit
from long-term psychotherapy in which the counsellor
sees the resident every one to four weeks for months to
years. Access to professionals able to provide psy-
chotherapy to LTC populations is a significant barrier.
In many instances, the resident may need to be sent to
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an outpatient clinic that provides such treatment. In an
increasing number of LTC facilities, a social worker or
psychologist with expertise in providing psychotherapy
to LTC residents visits the home to provide psy-
chotherapy to residents identified by the consulting
psychiatrist as potentially benefitting from psychother-
apy. Most of the social workers who work in LTC
facilities do not have the time or training to provide
formal psychotherapy to the residents.

Other Complementary and Alternative Treatment
Options. Individualized daily pleasant activities sche-
dules and increasing daily physical activity and regular
exercise program are two approaches with the most
research support for the treatment of MDD in LTC
populations and thus we strongly recommend them.
Physical activity and regular exercise can also have
beneficial effect on cognitive deficit accompanying
depression through neuroprotective effect possibly
mediated by anti-inflammatory and neurotrophic
effect and promotion of vascular health. The HCP
should consider a trial of bright light therapy (adjunc-
tive therapy) for all residents who have MDD, espe-
cially if they have a history of seasonal affective
disorder (especially winter depression) and have mini-
mal exposure to outdoors and sunlight. The HCP may
also consider approaches such as Tai Chi, yoga, expo-
sure to sunlight, music therapy, aromatherapy, engage-
ment in spiritual-religious activities and rituals,
encouraging engagement in creative activity (e.g. ther-
apeutic coloring), mindfulness and breathing exercises,
massage therapy, Reiki, gratitude journaling, pet ther-
apy, and intergenerational activity for the treatment of
depression in LTC populations in addition to conven-
tional interventions (antidepressant, psychotherapy).
The HCP should routinely ask about resident and
family preferences for such approaches and match the
approach with the resident’s strengths. Family mem-
bers of a resident may also express a wish to add these
approaches to conventional treatment for depression.
One advantage of including such approaches is that
staff and family can be actively engaged in helping the
resident recover from depression, thus indirectly
addressing their stress and helping them feel useful.

Other Depressive Spectrum Disorders

Besides MDD, depressive symptoms are commonly
seen in the context of a resident’s normal reaction to
loss, adjustment disorder, bereavement-related
depression,  persistent  depressive  disorder,
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demoralization syndrome, MNCD-related depres-
sion, poststroke and vascular depression, depression
in residents who have Parkinson’s disease, depression
due to other general medical or neurological condi-
tion, and frailty and depression.

Depressive Symptoms as a Normal Reaction
to Loss

Many residents experience sadness, lack of interest,
sleep and appetite disturbance, anxiety, and irritabil-
ity in response to loss (e.g. loss of independence) or to
undertreated pain. These symptoms are often a nor-
mal reaction of stress, usually mild, transient, and
highly responsive to supportive approaches, and the
resident should not receive a diagnosis of a mental
disorder such as MDD. Emotional support, treatment
of pain, and time usually resolve these symptoms.
Statements made by residents which may indicate
MDD as opposed to normal sadness include but are
not limited to “I don’t care anymore,” “I wish I were
dead,” and “Help me, help me.”

Adjustment Disorder with Depressed Mood

People who have adjustment disorder have signifi-
cant depressive symptoms in response to an identifi-
able stressor (other than bereavement), they have
some functional impairment, and the symptoms do
not meet the criteria for MDD. The HCP should take
adjustment disorder seriously, as without treatment
it may develop into MDD. After moving from their
home to a LTC facility, new residents commonly
experience adjustment disorder with depressed
mood or with mixed anxiety and depressive symp-
toms. Other common situations in which residents
may experience adjustment disorder include change
in room or roommate, transfer to another LTC facil-
ity, sudden decrease in visits from close family/
friends (due to hospitalization of spouse, for exam-
ple), and change in staff that the resident has become
attached to. Symptoms include tearfulness, insom-
nia, anxiety, restlessness, irritability, trying to leave,
and sometimes aggression. Typically, these symp-
toms gradually decrease in intensity over one to
two months. These symptoms are best managed by
psychosocial environmental approaches, such as
empathic support from family and staff, providing
the resident an outlet to express distress (e.g. ther-
apeutic listening), use of reminiscence, engagement
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in activities preferred by residents, and counseling
family members regarding strategies to ease their
loved one’s transition to a LTC facility. On occasion,
the HCP may consider short-term use of low-dose
hypnotic (e.g. zolpidem) to treat severe insomnia or
benzodiazepine (e.g. lorazepam or oxazepam) to
treat severe symptoms of anxiety. In some residents,
these symptoms may progress to MDD. In such
situations, the HCP may need to add antidepressant
to psychosocial environmental approaches.

Bereavement-Related Depression

Although bereavement is not a mental disorder and
most people adjust without professional psychological
intervention, it is associated with excess risk of mor-
tality, particularly in the early weeks and months after
loss (Smoski, Jenal, and Thompson 2015). Bereaved
individuals report diverse psychological reactions,

with feelings of emptiness and loss being most pre-
valent. The resident may express intense sadness,
rumination about loss, difficulty sleeping, loss of
appetite, and even weight loss in response to a recent
loss (or losses) such as death of a spouse. After a
lifetime together, often with increasing interdepen-
dence during retirement and dependence due to
MNCD, the loss of a spouse may result in a chronic
or inhibited bereaved state. A recent loss can also
reactivate grief from a previous bereavement (espe-
cially if those feelings were not acknowledged and
expressed). Differentiation of grief and bereavement
from MDD can be difficult, especially in early stages of
grief when symptoms are most severe. (See Table 5.8.)
Diagnosis requires clinical judgment that takes into
account the degree of functional impairment, the
resident’s history, and norms of expression of grief
in the resident’s culture. The duration of bereave-

ment-related depression also varies. Usually,

Table 5.8 Differentiating Bereavement-Related Depression from Major Depressive Disorder

Feature Bereavement-Related Depression

Predominant
emotions

Emptiness and loss

Major Depressive Disorder

Pervasive sadness and inability to have
pleasure in activities that were pleasurable

Fluctuation of

Typically, dramatic within a day and from day

symptoms to day with pangs of grief interspersed with
positive emotions and even laughter in
response to specific memories and
reminders
Thought Preoccupation with memories and thoughts of
content the deceased and preserved self-esteem
Course Gradual decrease in intensity of negative
emotions and thoughts over days to weeks
Functional Typically, mild to moderate, worst initially but
impairment gradually improves over days to weeks
Thoughts of Usually absent; when present, are transient and
suicide take the form of wish to be with the

deceased

Serious suicide Rare
attempt
Treatment Supportive (in situations of complicated grief,

psychotherapy to help adaptation to loss is
recommended)

Note: HCP should consider MDD in addition to normal reaction to loss.

Pervasive sadness or dysphoria that does not
fluctuate dramatically, not tied to specific
thoughts or preoccupations, and typically,
there is absence of positive emotions and
laughter

Frequent presence of feelings of
worthlessness, self-loathing, and
preoccupation with self-critical and
pessimistic thoughts about the future
(hopelessness)

Persistence and even worsening of negative
emotions and thoughts over days to weeks

Significant and may worsen over days to
weeks

Often present and may be accompanied by
intention to end one’s life due to feelings of
worthlessness and hopelessness and a
suicide plan

Suicide is the most serious complication of
MDD

Comprehensive treatment plan with

combination of a variety of evidence-based
interventions (see Table 5.6) is indicated
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symptoms of bereavement do not last beyond two
years, although some widows and widowers experi-
ence symptoms of bereavement beyond two years.
HCPs need to recognize that one does not get over
the loss of a person who was deeply loved, and this
sense of sadness is normal and expression of enduring
love.

Symptoms that indicate complicated grief
include difficulty accepting the death, inability to
trust others since the death, excessive bitterness
related to the death, feeling uneasy about moving
on, detachment from formerly close others, feeling
that life is meaningless without the deceased, feeling
that the future holds no prospect for fulfilment with-
out the deceased, and feeling agitated since the death.
Psychotherapy that focuses on promoting adaptation
to the loss and psychosocial approaches are primary
approaches for the treatment of complicated grief in
residents who have relatively good cognitive func-
tioning. Residents who have significant cognitive
impairment may need an antidepressant besides psy-
chosocial approaches to reduce suffering associated
with complicated grief. In residents who have
cognitive impairment, distress associated with com-
plicated grief may manifest as agitation, aggressive
behavior, somatic symptoms, and accelerated cogni-
tive and functional decline. It is also important to
encourage bereaved residents to continue with spiri-
tual observances that they have been engaging before
bereavement-related depression.

Persistent Depressive Disorder

People with persistent depressive disorder (previously
called dysthymic disorder) have depressive symptoms
for two or more years, symptoms which do not meet
the criteria for MDD. MDD may precede or occur
during persistent depressive disorder (double depres-
sion). Some residents are admitted to the LTC facility
having pre-existing persistent depressive disorder as a
result of multiple losses related to aging (e.g. loss of
health, independence, family) and decline in func-
tional competence and other circumstance. Loss of
personal autonomy related to life in a LTC facility
often results in persistence and worsening of pre-
existing depression. The clinical profile of late-life
persistent depressive disorder may be different from
that in younger adults. Late-life persistent depressive
disorder is often associated with medical illness, insti-
tutionalization, progression to MDD, and inadequate
response to antidepressant treatment. Early-onset
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persistent depressive disorder (onset in 20s and 30s)
is often related to early loss of a parent in childhood,
childhood abuse and neglect, substance use disorder,
chronic disabling health problems that started in
teens or 20s (e.g. insulin-dependent diabetes, multiple
sclerosis, chronic migraine), and personality disorder.
Many residents who have early-onset persistent
depressive disorder have received antidepressant
treatment and counseling services. All residents who
have persistent depressive disorder are at risk of MDD
due to adverse events after institutionalization (e.g.
further decline in physical health) and are candidates
for MDD-prevention strategies (see Table 5.5).

Demoralization Syndrome

Demoralization syndrome is characterized by feelings
of being defeated by circumstances, loss of confidence
to cope and maintain hope, sense of helplessness,
hopelessness, and wanting to give up (Tecuta et al.
2015). There is usually an additional spiritual/existen-
tial dimension, such as a sense of meaninglessness and
expression of being in a spiritual crisis. Depressed
mood, anxiety, feelings of shame, feelings of being a
burden, and anger often accompany this syndrome. It
is often seen in residents who have incurable condi-
tions (especially neurological conditions) and resi-
dents who have a life-threatening condition (e.g.
cancer) and ongoing adversity (e.g. exhaustion of
financial resources, persistent pain, persistent decline
in health, lack of response to treatment, disabling
adverse effects/complications of treatment, repeated
need for hospitalization). The severity of symptoms
may fluctuate in concert with the fluctuations in clin-
ical situation. This is considered a normal response to
persistent and/or overwhelming adversity but needs
clinical attention due to its severe effect on motivation
for further treatment and associated thoughts that life
is not worth living and it is time to give up.
Demoralization syndrome is best managed with emo-
tional support, reassurance, and redoubling efforts to
address the underlying adversity (e.g. inadequate pain
control). If distress is persistent, we recommend indi-
vidual psychotherapy (logotherapy [meaning-cen-
tered psychotherapy; if existential/spiritual issues
predominant], cognitive behavioral therapy [if cogni-
tive distortions about adversity prominent]), mobiliz-
ing increased involvement of the resident’s support
system, and spiritual support.

12:12:19,



Major Depressive Disorder, Other Mood Disorders, and Suicide

MNCD with Depression

MNCD with depression is probably the most common
diagnosis in LTC residents who have depressive disor-
der. This is because of the high prevalence of MNCD in
LTC populations and the high prevalence of depression
in residents who have MNCD. The syndrome of
MNCD with depression should be differentiated from
normal sadness experienced by residents with MNCD
in response to losses and environmental stressors. The
presence of depression in residents who have MNCD is
associated with accelerated cognitive and functional
decline, higher rates of mortality, and impaired quality
of life (Marano, Rosenberg, and Lyketsos 2013). In LTC
populations, depressive symptoms have the strongest
association with aggressive behavior, followed by delu-
sions, hallucinations, and constipation. Depression
occurs in approximately 20-40 percent of people who
have AD, 30-40 percent of people who have
Parkinson’s disease depression, 35-50 percent of people
who have vascular dementia, and 50-60 percent of
people who have dementia with Lewy bodies at some
point in the course of the MNCD. MDD can be reliably
diagnosed in residents who have mild to moderate
MNCD. Depressive symptoms in residents who have
MNCD often fluctuate over time (crying spells in the
evening but a bright affect in the morning), and they
may have reduction in positive affect or pleasure (e.g. a
resident who rarely or never smiles), irritability, verbal
and physical aggression, social withdrawal, and isola-
tion. The key sign of depression in people who have
MNCD is “depressed affect.” The resident who has
depression and MNCD appears sad, is often tearful,
has disturbed sleep and appetite, is easily discouraged,
may withdraw socially, and may voice multiple vague
somatic complaints (e.g. loss of energy, headache).
Feelings or expressions of worthlessness (“I am stupid”
or “I am useless”), hopelessness (“Why bother?”
“Nothing is going to help me”), helplessness (“Help
me, help me”), guilt (“I am a burden to my family”),
wish to die (“I wish I was dead”), and having a plan for
suicide may be present and indicate severe depression.
The HCP should inquire into these symptoms even if
the resident may not comprehend some of the ques-
tions. Diagnostic errors are common when attempting
to distinguish between depression and MNCD. Marked
forgetfulness often accompanies depression; as it wor-
sens, memory loss may be misinterpreted as MNCD.
Residents who have MNCD can appear apathetic and
withdrawn. This can be especially true once executive
function is impaired. Many residents who have MNCD
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say “No” when asked if they feel depressed, and usually
say “Yes” to feeling lonely, bored, or useless. In
advanced MNCD, depression may manifest as irritabil-
ity, anger, verbal and physical aggression, lack of smile,
agitation, persistent moaning, yelling, and wishes to go
home. Comorbid delusions are often seen in residents
who have MNCD and depression.

Mild levels of depression can produce significant
functional impairment, and the severity of psycho-
pathological and neurological impairments increases
with increasing severity of depression. In a resident
who has MNCD and has been stable, then either dete-
riorates rapidly or becomes acutely behaviorally disor-
dered, in addition to the many causes of delirium,
depression may also be the culprit. Differentiating
MDD with cognitive impairment (and subjective
memory complaints) from MCI plus depressive symp-
toms and mild AD with depressive symptoms is diffi-
cult. We recommend neuropsychological testing
(preferably after treatment of depression) to clarify
the presence of underlying neurocognitive disorder
(MCI or MNCD). Gradual cognitive decline over sev-
eral years with recent onset of depression, lack of
insight about one’s own obvious decline in a depressed
resident, and continued cognitive decline despite
improvement of depressive symptoms likely indicate
a diagnosis of MCI or mild AD with depression. We
recommend the SLU AM SAD, GDS, or PHQ-9 for
assessing depression in cognitively impaired residents
who have a MOCA score of 10 or higher, and we
recommend CDDS if the score is less than 10.

Depression in residents who have MNCD is emi-
nently treatable. The HCP should avoid prescribing
antidepressant with significant anticholinergic proper-
ties, such as tricyclic antidepressant and paroxetine,
because of the risk of direct cognitive toxicity and blunt-
ing the potential benefits of ChEIs. Treatment of depres-
sion in residents who have MNCD may also reduce
other biopsychosocial-spiritual distress associated with
depression, such as aggression, anxiety, agitation,
insomnia, apathy, and even mild psychotic symptoms.

Clinical Case 1: “I feel terrible”

Mrs. U, a 90-year-old resident in a nursing home who
had MNCD due to AD, had been experiencing severe
depressive symptoms for the last four months.
Symptoms included tearfulness, lack of interest in
activities, severe anxiety, insomnia, lack of appetite,
weight loss, and irritability. Referral to a psychiatrist
was made, as Mrs. U was not responding to two trials of
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antidepressant. The psychiatrist found that patient had
been tried on citalopram 20 mg daily for four weeks
and then sertraline 50 mg for four weeks before the
referral. The patient’s primary care physician was
reluctant to use higher doses of antidepressant because
of the patient’s advanced age and MNCD. In the week
before evaluation by the psychiatrist, the resident had
developed abdominal pain and was found to have a
urinary tract infection and put on antibiotics. At the
time of the interview, the psychiatrist found the resi-
dent to be severely depressed, tearful throughout the
interview, expressing statements indicating hopeless-
ness and a wish that she were dead. The resident was
also distraught because she had developed mild anti-
biotic-induced diarrhea. Mrs. U told the psychiatrist, “I
feel terrible.” Her MOCA score was 13. The psychia-
trist considered restarting one of the SSRIs but because
of the risk of worsening antibiotic-induced diarrhea,
decided to avoid SSRIs and start mirtazapine instead.
The resident was put on 7.5 mg mirtazapine daily at
bedtime and the dose was increased after seven days to
15 mg daily at bedtime. The resident started sleeping
better after two weeks of treatment, the diarrhea
resolved when the antibiotic course was over, the UTI
resolved, and the abdominal pain improved. However,
her tearfulness, daytime agitation, and hopelessness
persisted. Hence, the dose of mirtazapine was further
increased to 22.5 mg daily at bedtime for seven days.
The resident was able to tolerate this dose without
sedation or other adverse effect. An individualized
pleasant activity schedule was created and initiated
for Mrs. U, after consultation with the family and
staff. The family and staff were counseled to try to
walk with the resident daily, as Mrs. U had been active
all her life. Bright light therapy was started (exposure to
bright light for one hour every morning while Mrs. U
was perusing her favorite magazines). Mrs. U enjoyed
hugs from the staff, and staff who were comfortable
hugging Mrs. U were encouraged to hug Mrs. U off and
on throughout the day. Mrs. U enjoyed classical and
instrumental music, and listening to this music was
added to her daily schedule. The family hired a massage
therapist to come twice a week. After eight weeks, her
mood had improved significantly, her anxiety
decreased, her appetite had returned to near normal,
and her feelings of hopelessness had resolved.

Teaching Points

Even with the oldest old residents (residents above age
85), the HCP can cautiously increase the dose of
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antidepressant to final doses similar to those used
with younger residents to treat severe depression. As
long as the resident is being monitored closely for
adverse effect, there is no reason not to try an ade-
quate dose of antidepressant for an adequate time
before abandoning the trial and trying another anti-
depressant. With this patient, it is possible that a
higher dose of citalopram (up to 40 mg) or sertraline
(up to 100 mg) may have improved the depression.
Comprehensive individualized pleasant activity sche-
dule and complementary and alternative treatment
interventions (in this case, massage therapy) were
also critical to the successful treatment outcome.

Clinical Case 2: “I don’t care”

Mr. B was an 82-year-old retired accountant living in
a NH. He had been experiencing lack of interest in
activities, decreased appetite, decreased energy, and
agitation during personal care, and was expressing
statements such as “I don’t care” for three months.
The symptoms had started a few weeks after he was
moved from an AL home to the NH due to advancing
MNCD and recurrent falls. He also had a recent
history of gastrointestinal bleeding due to peptic
ulcer disease. Psychiatric consultation was requested.
On clinical exam, the psychiatrist noted that Mr. B
had depressed affect and poor eye contact. MNCD
due to AD with MDD was diagnosed. The psychiatrist
considered prescribing SSRIs but did not due to Mr.
B’s recent history of gastrointestinal bleeding and the
potential for SSRI to increase the risk of bleeding.
Mirtazapine was considered but not prescribed
because of its propensity to cause weight gain and
Mr. B had morbid obesity (body mass index [BMI]
of 41)-related challenges (e.g. need for a Hoyer lift
during care). Bupropion was started at 75 mg daily in
the morning and after seven days increased to 75 mg
in the morning and at 5 p.m. Individualized pleasant
activity schedule was created for Mr. B after discus-
sion with the resident, family, and staff. Family was
encouraged to bring grandchildren to visit Mr. B, as
they always cheered him up. Staff was recommended
to bring Mr. B’s former roommate to visit Mr. B, as
they had become close friends over two years that they
lived together in the AL home. Over the next four
weeks, Mr. B gradually started talking more and eat-
ing more. The bupropion was changed to bupropion
sustained-release preparation given as 150 mg once
daily in the morning. After eight weeks Mr. B was
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attending activities and eating better and the agitation
during personal care had reduced dramatically.

Teaching Points

The selection of antidepressants needs to take into
account the patient’s medical problems as well as
what side effects of various antidepressants one
wants or wants to avoid for a particular patient.
There is no compelling evidence that one antidepres-
sant works better than any other for the treatment of
MDD in LTC populations. Antidepressants when
used appropriately and in combination with an indi-
vidualized psychosocial approach can dramatically
improve depressive symptoms and the quality of life
of residents who have MDD.

Poststroke Depression and Vascular

Depression

The prevalence of MDD-like symptoms after stroke
ranges from 30 to 60 percent and depends on the
location and size of the stroke (stroke involving the
left frontal lobe has the highest association with
depression), physical disability after the stroke, pre-
sence of cognitive impairment with the stroke,
whether the person had to move from home to a
LTC facility after stroke (cerebrovascular accident
[CVA]), and the extent of social support (Robinson
and Jorge 2016). Onset of depression is usually acute,
soon after stroke. A small group of patients have
onset after weeks or months following a CVA.
Association with left frontal lobe lesions is not seen
in depressive syndromes that occur in the two to six
months following stroke. The course of depression
after stroke varies widely. For many people, the
depression remits about one to two years after
stroke. As many as 14 percent may have continued
MDD symptoms and 18 percent may have persistent
depressive disorder-like symptoms two years after
stroke. Depression occurring within a few days
after a stroke is more likely to be associated with
spontaneous remission than is onset of depression
several weeks after a stroke. The course of depression
after stroke increases disability, adversely affects out-
comes of rehabilitation, impairs recovery from ill-
ness, and contributes to an increased rate of
mortality.

The term vascular depression is used to describe a
subtype of late-onset depression associated with cer-
ebrovascular risk factors (e.g. diabetes, hypertension,
hyperlipidemia, obesity), accompanying executive
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dysfunction, evidence on brain imaging of signifi-
cant cerebrovascular disease (especially periventri-
cular white matter hyperintensities on MRI), and
increased risk of being refractory to antidepressant
medication monotherapy. Vascular depression may
account for 5-20 percent of late-onset depression.
Residents who have vascular depression usually have
a later age of onset, may exhibit symptoms of motor
retardation, slowness in thinking (bradyphrenia),
apathy, poor insight, and impaired executive func-
tion. They may not score high on traditional scales to
assess depression, such as the SLU AM SAD, GDS,
and PHQ-9. Usually there is no family history of
depression in older adults who have vascular
depression.

Clinical Case 3: “I feel very lonely”

Mr. G, a 79-year-old resident who had sustained a
stroke causing left hemiparesis four months ago, was
referred for psychiatric consultation because of fre-
quent episodes of irritation, hollering at staff, making
sexually inappropriate comments, and attempts to
touch them inappropriately during personal care.
These symptoms were present for three months. Mr.
G’s wife (and legal surrogate decision maker) had
refused antidepressant treatment for Mr. G from the
primary care physician because Mr. G had become
“wild” after initiation of an antidepressant (paroxetine)
five years ago, after his first stroke. On mental status
exam, Mr. G showed evidence of executive dysfunc-
tion and depressed mood. He enjoyed socialization and
conversation with the psychiatrist and seemed to crave
social interaction and personal attention. Mr. G told
the psychiatrist, “Yes, I feel very lonely.” A diagnosis of
poststroke depression and impulse control disorder
due to frontal lobe dysfunction was made. The psychia-
trist reviewed previous records, which indicated that
Mr. G was treated with 20 mg of paroxetine for depres-
sion five years ago. The psychiatrist reviewed with Mrs.
G the possible adverse effects of antidepressants and
potential benefits of a second trial with an antidepres-
sant at a low dose. The psychiatrist assured Mrs. G that
Mr. G would be closely monitored for any adverse
effect and the antidepressant promptly discontinued
if adverse effect was moderate to severe. Mrs. G agreed
to this plan. A decision was made to start the resident
on sertraline 12.5 mg daily each morning to be
increased to 25 mg daily in the morning after seven
days. Mr. G developed transient mild nausea and anxi-
ety for three days, which resolved spontaneously. After
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treatment for four weeks, the staff noticed that Mr. G
was less irritable but sexually inappropriate behaviors
and occasional episodes of hollering (at least once a
week) continued. After four weeks, his dose was
increased to 37.5 mg daily for seven days and then
50 mg daily in the morning. The resident once again
developed transient mild nausea and anxiety, which
cleared up spontaneously over one week. After six
more weeks of treatment, staff reported that sexually
inappropriate behavior had decreased considerably
and episodes of hollering now occurred only once a
month.

Teaching Points

Some people may have an oversensitive subtype of
serotonin receptor and/or poorly metabolize SSRI
and may respond to small final doses of SSRI but
may also be prone to develop adverse effects such as
severe anxiety if the starting dose is not low. SSRIs
(such as escitalopram, sertraline) are good first-choice
antidepressants for people who have vascular disease
(cardiovascular and cerebrovascular disease) because
of negligible cardiac toxicity and anticholinergic
properties. Paroxetine carries a small but significant
anticholinergic effect and thus is not the SSRI of first
choice for LTC residents. Fluoxetine and fluvoxamine
are long-acting SSRIs with significant risk of drug-
drug interaction and hence also not the first-line SSRI
for LTC populations. SSRIs are also good first-choice
antidepressants for people who have depression coex-
isting with sexually inappropriate behavior, as seroto-
nin dysfunction has been found to be associated with
impulse control disorders. Education of the family
and staff in the management of adverse effects is also
key to a successful outcome.

Depression in Residents Who Have
Parkinson’s Disease

Depression is common in people who have Parkinson’s
disease (PD). Symptoms of PD, such as flat affect and
hypokinesia, may be mistaken for depression. Some
people who have PD experience obvious worsening of
depression during the motor “off” periods. Optimizing
motor functioning often ameliorates depressive symp-
toms and hence is the first step in addressing depres-
sion for residents who have PD. The HCP should
consider psychosocial approaches (e.g. counseling)
and regular exercise (e.g. strength training using
Pilates), especially for residents who have PD and
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relatively intact cognitive function. Pharmacotherapy
for MDD-like symptoms in residents who have PD is
complicated due to the high likelihood of adverse effect
from antidepressant and frequent adverse drug-drug
interactions between commonly used antidepressants
and anti-PD medications. First-line antidepressants for
residents who have PD include pramipexole, selegiline,
or low-dose (5-25 mg) nortriptyline. Pramipexole and
selegiline are approved by the FDA to treat motor
symptoms of PD and may improve depression inde-
pendent of their effect on motor symptoms. Besides
improving depressive symptoms, mild anticholinergic
activity of nortriptyline may also help reduce drooling,
may inhibit overactive bladder, and its mild sedating
effect may treat insomnia. For residents who have
cognitive impairment, the HCP may need to avoid
prescribing nortriptyline. SSRI, bupropion, venlafax-
ine, duloxetine, or mirtazapine may be appropriate as a
second-line agent if a trial with a first-line agent has
fajled. SSRIs may worsen Parkinsonian symptoms,
such as tremor, and may worsen REM sleep behavior
disorder that some residents who have PD may have.
Thus, use of SSRIs for residents who have PD requires
close monitoring for these adverse effects. Because of
its dopaminergic activity, bupropion may precipitate
psychosis in residents who have PD, especially if they
are taking dopaminergic drugs, such as carbidopa/levo-
dopa. The anti-Parkinsonian medication selegiline is
now also available in a patch form (besides a pill form)
as an antidepressant, and the HCP may consider pre-
scribing it for treatment of MDD-like symptoms in
residents who have PD. Electroconvulsive therapy
(ECT) is beneficial for residents who have PD whose
MDD-like symptoms are severe and refractory to anti-
depressant trial and in situations in which depression is
life threatening (e.g. the resident is suicidal, malnour-
ished). ECT may also improve motor function (e.g.
“on” and “oft” phenomenon).

Depression due to General Medical or
Neurological Condition

Box 5.2 lists general medical and neurological condi-
tions that are often the cause of mood disorders in LTC
populations. MNCDs, cerebrovascular disease, and
pain are the three most common causes of depression
in LTC populations. Treatment of the medical condi-
tion thought to cause depression often is not sufficient
to resolve depressive symptoms. Antidepressants and a
psychosocial approach are necessary to treat
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symptoms. Depression frequently results from and
complicates the recovery of older patients who experi-
ence myocardial infarction and other heart conditions,
diabetes, and hip fracture. Dispensing glasses to treat
uncorrected refraction errors, other approaches to cor-
rect impaired vision and hearing, and aggressive treat-
ment of pain can also lead to decreased symptoms of
depression. Some 40 percent of individuals who have
HD develop MDD-like syndrome, and tetrabenazine,
the only FDA-approved treatment for HD frequently
also causes MDD-like syndrome. Tetrabenazine-
associated depression may improve with reducing its
dose. Typically, LTC residents who have HD are in
advanced stages and are taking tetrabenazine. The
HCP should consider discontinuing tetrabenazine for
residents who have HD and severe depression.

MDD and Frailty

MDD often contributes to the etiology of frailty.
Residents who have MDD often lose weight, become
less active, and can therefore lose muscle mass,
strength, and exercise tolerance and may be more
prone to acute illness. On the other hand, frailty
may contribute to the etiology of MDD. Residents
who are frail due to other factors, such as anemia,
immune system dysfunction, undernutrition (such as
being underweight, having sarcopenic obesity),
advanced age, and high medical comorbidity may
have loss of muscle mass, strength, and exercise tol-
erance, which can result in loss of pleasurable activ-
ities and subsequent depression. Strength training
may increase muscle strength, break the cycle of
frailty by stimulating increased activity, and thus pre-
vent MDD in some residents.

Apathy Syndrome

Apathy as a symptom is common, occurring in up to 92
percent of residents who have MNCD at some point in
the course. The Greek word pathos refers to passions.
Apathy is characterized by lack of passion, indifference,
often in situations that would normally arouse strong
feelings or reactions (Orr 2011). Residents who have
apathy lose initiative and drive for their usual activities.
Residents often are unable to finish tasks. Family mem-
bers and staff report that the resident is showing a lack of
concern for daily events or even personal care and think
the resident is depressed. Despite these issues, typically
the resident appears emotionally absent or uncon-
cerned. Apathy usually also includes lack of motivation,
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lack of interest and emotion, periods of sitting and
staring blankly, and, in severe cases, self-neglect (not
bathing or changing clothes for days or even weeks). It
manifests in behaviors such as poor persistence, dimin-
ished initiation, low social interaction, indifference, and
blunted emotional response. Apathy as a symptom can
be seen in residents who have MDD. Apathy as a syn-
drome is distinct from MDD, although its symptoms are
often mislabeled as MDD. Residents who have apathy
lack dysphoria (tearfulness, expressions of sadness, irrit-
ability), suicidality, loss of appetite, agitation, anxiety,
restlessness, insomnia, verbalization of hopelessness,
worthlessness, and guilt seen in residents who have
depression. Box 5.8 lists common causes of apathy syn-
drome in LTC populations. All the causes usually
involve damage or impairment of the frontal lobe or
connections to the frontal lobe. Most residents who have
apathy also exhibit executive dysfunction. Apathy
increases in severity as the MNCD progresses, in

BOX 5.8 Common Causes of Apathy in Long-
Term Care Populations

Apathy syndrome secondary to physical illnesses/
conditions

- Alzheimer’s disease or other neurocognitive
disorder

- Delirium

- End-organ failure of kidneys, liver, heart, lung
- Pain

- Medication (SSRI, antipsychotic, interferon)

- Stimulant withdrawal syndrome

- Infection (UTI, pneumonia, “flu”)

- Brain tumor involving the frontal lobe or its
connections

- Stroke involving the frontal lobe or its
connections

- Head injury with damage to the frontal lobe or
its connections

- Medical condition (dehydration, hyponatremia,
hypothyroidism)

— Substance use disorder (especially stimulant use
disorder)

Apathy accompanying primary psychiatric disorder

— Major depression or vascular depression

Schizophrenia

Schizoid personality disorder
— Schizotypal personality disorder
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contrast to the decrease in prevalence of MDD with the
progression of MNCD. Apathy is also commonly seen
in residents who do not have MNCD, especially those
who have delirium (especially quiet delirium) and after a
stroke involving the frontal lobe or its connections.
Apathy also often accompanies end organ failure of
kidneys, liver, heart, or lungs. Apathy and depression
in residents who have MNCD are often comorbid.
Apathy should be differentiated from anhedonia.
Anhedonia refers to diminished response to pleasurable
activities. Differentiation is important, as apathy can
occur in the absence of depression and anhedonia is
typically a key symptom of depression.

By its nature, apathy prevents people from bring-
ing up such issues with HCPs. Family or staff are the
first to raise concerns. Treatment of apathy is treat-
ment of its cause whenever possible (e.g. discontinua-
tion of offending medication). For the majority of
residents, apathy is due to MNCD or stroke, in
which case treatment is primarily strength-based, per-
sonalized, psychosocial sensory spiritual environmen-
tal initiatives and creative engagement (SPPEICE).
See Box 5.9 for approaches to treat apathy. Apathy is
stressful for family and staff. Educating them about
apathy, its neurobiological basis, its being different
from depression is often useful in alleviating family
and staff stress. Whenever possible, the HCP should
discontinue medications that may cause or exacerbate
apathy or lower the dosage. There are no FDA-
approved medications to treat apathy syndrome.
Occasionally, apathy in residents who have AD,
DLB, or PDD improves to a modest extent with the
use of ChEIs. In severe cases, the HCP may consider a
judicious trial of dopaminergic agent such as stimu-
lant (especially methylphenidate) or amantadine.
Typically, apathy does not improve with antidepres-
sant treatment. In fact, certain antidepressants, such
as SSRIs, may exacerbate apathy. Apathy is often
comorbid with depression, in which case the HCP
may consider a trial of non-SSRI antidepressant (e.g.
bupropion, duloxetine, or stimulants). For residents
who have severe apathy and Parkinsonism, dopamine
agonists may be preferred over stimulants. Apathy in
the context of obstructive sleep apnea may respond to
a trial of modafinil or armodafinil.

(Clinical Case 4: “I am fine”

Mr. L, an 80-year-old married retired business entrepre-
neur, moved to an AL home after experiencing difficulty
managing day-to-day activities and inability to take care
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BOX 5.9 Approaches to Treat Apathy

Nonpharmacological approaches

- Education of family and staff regarding
differences between clinical depression and
apathy, neurological basis of apathy, and need
to lower expectations for resident who has
apathy

- Music (e.g. listening to preferred music, live
music, singing group)

- Exercise

- Reminiscence

- Intergenerational approaches

- Animal-assisted therapy

- Nature (e.g. gardening, sunshine)

- Spirituality (e.g. going to church, listening
to Bible, singing or listening to religious songs)

Medications to consider for the treatment of severe

apathy*

- Stimulant (e.g. methylphenidate)

- Modafinil, Armodafinil

— Bupropion

— Dopamine agonist (e.g. selegiline, amantadine,
pramipexole)

— Cholinesterase inhibitor (e.g. donepezil,
galantamine, rivastigmine)

- Ginkgo biloba extract EGb 761

* The FDA has not approved any drug to treat apathy.

of his home. He was also forgetting to take his medica-
tions. His wife of 48 years also moved with him, as Mr. L
would not move otherwise and his wife was undergoing
severe stress of caregiving and could not continue to care
for Mr. L at home. Mrs. L had her own health problems,
including severe rheumatoid arthritis. Over the last six
months, Mrs. L had noticed that Mr. L had stopped
initiating conversation, avoided going to social gather-
ings, and became irritated when his wife insisted that
they attend at least some of the family functions that
they had been attending for more than four decades. Mr.
L would spend the major part of the day watching TV.
Mrs. L also noticed that Mr. L would avoid changing
clothes and would take baths only when Mrs. L became
adamant that he do so. Mrs. L was concerned that her
husband was depressed and requested a psychiatric con-
sultation. Mrs. L told the psychiatrist that her husband
had always enjoyed company, had many interests that
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he shared with friends and family (such as golf, hunt-
ing), and had always looked forward to family events.
She related that Mr. L had bypass surgery one year ago
and he had had a slow recovery. Some of the symptoms
of lack of motivation may have started a month or two
after the surgery, but Mrs. L noticed that in the last six
months, Mr. L was “definitely not himself.” Mr. L did
not mind being interviewed by the psychiatrist, stated, “I
am fine,” and did not understand his wife’s concerns.
Mr. L had no history of depression and no family history
of depression. Mr. L answered all of the psychiatrist’s
questions in short sentences and did not initiate any
conversation. Mr. L denied feeling down, reported that
he was content with his life, denied any problems with
sleep or appetite, denied feeling pessimistic or hopeless,
and did not feel he was a burden to others. He denied
feeling that life is not worth living. He said that he had
several interests but that he was “too old” for golf and
hunting and enjoyed watching TV. His MOCA score
was 21. A head CT showed lacunae in the right basal
ganglia and pons. All other laboratory tests were normal.
The psychiatrist diagnosed apathy in the context of mild
major vascular neurocognitive disorder (vascular
dementia [VaD]). Neuropsychological testing con-
firmed significant frontal lobe dysfunction (as indicated
by severe executive dysfunction). Mr. L’s wife was edu-
cated about apathy and how it was different from
depression. The psychiatrist also explained various treat-
ment options. Mrs. L preferred nondrug interventions
as opposed to experimental medication trials. Mr. L had
always loved music and agreed to see a music therapist
once a week on an individual basis. He also agreed to
help his great grandson with a life history project that
would involve reminiscing about Mr. L’s successful pro-
fessional career. The psychiatrist counseled Mrs. L not to
insist that Mr. L attend social and family events and to
lower her expectations regarding daily bathing and be
content with twice-weekly bathing. The psychiatrist also
recommended that she see a social worker for individual
counseling to address the stress of caregiving and the
grief of losing parts of her husband’s original personal-
ity. After 12 weeks, Mrs. L’s depression had decreased
significantly, and Mr. L showed mild interest in music
therapy and in his life history project. He was agreeable
to continuing these activities.

Teaching Points

Apathy can be reliably differentiated from depression by
the absence of subjective depressed mood, lack of
impairment in sleep and appetite, absence of
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psychomotor agitation or retardation, and lack of cog-
nitive symptoms (hopelessness, guilt, worthlessness) or
suicidal ideas. The occasional irritability in Mr. L could
be considered mild depression, but because it was short
lived and usually in the context of when his wife is trying
to motivate him for social events, rather than a pervasive
change in mood, it was more likely a part of apathy.

Mania

Mania involves a distinct period of abnormally and
persistently elevated mood and/or irritable mood last-
ing at least one week along with other symptoms
(excessive talking, pressure of speech [inability to inter-
rupt speech], grandiosity, distractibility, increased
goal-directed activity [or psychomotor agitation], lack
of need for sleep) (American Psychiatric Association
2013). Classic mania is not hard to recognize. Mania in
older adults often is characterized by mood incongru-
ent persecutory delusion, irritability, dysphoria, hosti-
lity, resentment, and sexually inappropriate behaviors
that are not characteristic of the individual and often
surprise those closest to the patient. Euphoria, infec-
tious elated mood, and flight of ideas are seen less often
in older adults than in younger adults who have mania
(Young and Mahgoub 2013). Symptoms of mania in
older adults may also mimic delirium. Hypomania is a
milder form of manija. Mania is uncommon in LTC but
with the aging of population that has bipolar disorder,
the prevalence is increasing. Manic and hypomanic
symptoms due to MNCD and other general medical
conditions are more prevalent than bipolar disorder in
LTC populations. Grandiose delusions and irritability
can also be seen in residents who have schizophrenia.
The differential diagnosis of mania includes:

- Primary mania or hypomania (e.g. bipolar I and
bipolar II disorders, cyclothymia, schizoaffective
disorder bipolar type)

- Secondary mania or hypomania (due to MNCD
[e.g. FTD], medication, brain tumor, stroke, and
in the context of delirium)

- Mixed (primary and secondary causes) (e.g.
bipolar disorder and steroid-induced mania).

Bipolar Disorder

Bipolar disorder is a lifelong illness and confers suscept-
ibility to recurrent depressive and manic (Bipolar I) or
hypomanic (Bipolar II) episodes. Suicide risk and non-
suicide mortality are even higher in older adults who
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have bipolar disorder than in older adults who have
MDD (Beyer 2015). As a result of the aging of the
population, the number of older persons who have
bipolar disorder will increase two- to threefold over
the next several decades, with a corresponding increase
in the prevalence of bipolar disorder in LTC facilities.
Some 50 percent of residents in the Veterans
Administration’s bipolar disorder registry are over age
50, and the proportion of veterans who have bipolar
disorder over age 65 increased fivefold since 1990. The
majority of older adults who have bipolar disorder have
age of onset before age 30 and have simply gotten older
(“early-onset” bipolar disorder). About 10 to 15 percent
of adults who have bipolar disorder experience onset of
this illness after the age of 50 (“late-onset” bipolar dis-
order). Psychopathology of bipolar disorder among
older adults can be severe, and both manic and depres-
sive symptoms are more persistent in older adults who
have bipolar disorder than in younger adults who have
bipolar disorder. Morphologic abnormalities in the
brain on neuroimaging (e.g. prominent deep frontal
white matter, subcortical gray matter and periventricu-
lar signal hyperintensities, and/or silent infarcts on MRI
of the brain indicating significant cerebrovascular dis-
ease and loss of tissue volume) appear to be more pre-
valent in late-onset cases, similar to what has been found
in late-onset depression.

Medical comorbidity (especially diabetes, obesity,
hyperlipidemia, heart disease, hypertension, metabolic
syndrome, and COPD) is common in older adults who
have bipolar disorder. Comorbid substance abuse is
less common in older adults who have bipolar disorder
than in younger adults who have bipolar disorder.
However, the post-World War II Baby Boomer gen-
eration will have greater exposure to substances or
street drugs, and thus the next wave of older adults
who have bipolar disorder will be more likely than the
current generation to have substance use disorder.
Comorbid anxiety disorder (e.g. generalized anxiety
disorder, panic disorder) is often seen in older adults
who have bipolar disorder. A variety of cognitive def-
icits in people who have bipolar disorder persist
between depressive and manic episodes. More than
40 percent of individuals older than age 60 who have
bipolar disorder show cognitive impairment on cogni-
tive screening tests. Older adults who have bipolar
disorder have more rapid cognitive decline than age-
matched peers, and diagnosis of MNCD at a later date
increases in relation to greater number of prior exacer-
bations or episodes.
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Older adults can and do experience the full range
of manic and depressive symptomatology that char-
acterizes bipolar disorder. Most people who have
bipolar disorder spent a large part of their life experi-
encing depressive symptoms. Depression during
bipolar disorder in older adults is often melancholic
in nature and usually includes disturbances in sleep
and appetite as well as cognitive impairment that can
mimic MNCD. In people who have bipolar disorder,
most episodes, and usually the first episode, are
depressive. The first manic episode often occurs in
the fifth or sixth decade and may result in psychiatric
hospitalization for the first time. The interval between
depression and mania can be more than a decade. The
depressive episode meets the criteria for MDD. In
individuals who have recurrent MDD, the HCP
should always keep in mind the diagnosis of bipolar
disorder, as the first manic or hypomanic episode may
not occur for years to decades after the first episode of
depression and may occur after many more episodes
of depression. Differentiating bipolar depression from
MDD is critical to successful treatment outcomes, as
the treatment of the two disorders is different and
antidepressants may worsen the symptoms and
course of bipolar disorder. A history of hypomania
or mania, a family history of bipolar disorder, early
age of onset of MDD, a higher number of prior
depressive episodes, and symptoms related to anxiety
indicate bipolar depression rather than MDD. Work-
up for bipolar disorder may include laboratory tests
(e.g. CBC, CMP, vitamin B;, and vitamin D levels,
TSH, EKG) as well as neuroimaging to clarify comor-
bidity and identify reversible factors that need to be
treated to achieve successful remission of symptoms.

The goals of treatment of bipolar disorder are
remission of symptoms, prevention of future mood
episodes, and improvement in general function and
well-being. Bipolar disorders are eminently treatable
(Forester, Antognini, and Kim 2011). (See Table 5.9.)
The incidence and severity of adverse effects due to
psychotropic medication used to treat bipolar disor-
der are greater in LTC populations. In addition, LTC
residents are more likely to be taking medications that
may interact with medication used for bipolar disor-
der (e.g. diuretics and lithium) and are more likely to
have comorbid physical and neurological conditions
complicating psychotropic medication therapy (e.g.
renal insufficiency increasing the risk of lithium toxi-
city). In older adults who have bipolar disorder, treat-
ment resistance is common, recurrences are frequent,
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Table 5.9 Evidence-Based Approaches to Treat Bipolar Disorder in Long-Term Care Populations

Approach

Mood stabilizer (e.g.
divalproate sodium,
lamotrigine, lithium,
carbamazepine,
oxcarbazepine)

Antipsychotic (especially
second- generation
antipsychotics)

Antidepressant

Onsite individual counseling/
psychotherapy (e.g.
cognitive behavioral
therapy [CBT],
mindfulness-based CBT,
interpersonal and social
rhythm therapy [IPSRT])

Internet-based and
telepsychiatry
approaches

Psychoeducation and self-
management

Neurostimulation therapy

Omega-3 fatty acid
supplementation

Vitamin D supplementation

Clinical Pearls

Divalproate, lamotrigine, and
oxcarbazepine preferred over lithium
and carbamazepine

Response may take several weeks after
therapeutic dose is reached

Second-generation antipsychotic
preferred over first-generation
antipsychotic*

Response may take several weeks after
therapeutic dose is reached

May be considered adjuvant to mood
stabilizer and/or antipsychotic for
treatment of bipolar Il depressive
symptoms

Psychotherapy is useful for relapse
prevention and management of
comorbid conditions (e.g. anxiety
disorder, insomnia disorder)

Cognitive restructuring (to address
cognitive distortions), behavioral
activation and problem-solving
strategies can be effectively
administered via Internet and
telepsychiatry by psychiatric nurse or
other mental health professional for
treatment of bipolar depression

Providing pamphlets and other education
materials on bipolar disorder and late-
life bipolar disorder can reduce stigma
resident experiences

Electroconvulsive therapy (ECT) for life-
threatening bipolar disorder and
treatment resistant bipolar disorder

Transcranial magnetic stimulation (TMS) as
adjuvant to psychotropic medications
for treatment of bipolar depression

Eicosapentanoic acid (EPA) and ethyl-
EPA dominant formulation
recommended

Checking vitamin D levels is
recommended, as vitamin D deficiency
is prevalent in residents who have
bipolar disorder and may require
vitamin D replacement therapy
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Key Concerns/Limitations

Use associated with significant risk of
falls and delirium

Use of divalproate is associated with
increased risk of bleeding with
concomitant use of antiplatelet,
anticoagulant, or omega-3 fatty acid

Management by psychiatrist is
recommended if there is need for
antipsychotic due to high risk
associated with use of antipsychotic
medication

May destabilize bipolar disorder
(especially if used as monotherapy),
cause rapid cycling, and switch
depression to mania

Lack of availability of counselors trained
in providing psychotherapy to LTC
populations

Lack of availability of counselors visiting
LTC facilities to provide psychotherapy

Resident may need to leave LTC facility
and visit local mental health clinic

Resident needs to be motivated and
have relatively intact cognitive
functioning

Technophobia may be a difficult barrier

Should be restricted to mild cases and
in conjunction with antidepressants;
close supervision is needed to
monitor worsening of depression

Cognitive deficit in resident may limit its
benefit

Lack of availability of professionals
providing neurostimulation therapy
in the community

Lack of reimbursement from health
insurance for neurostimulation
therapy (especially TMS)

Smallrisk of increased bleeding, especially
with concomitant use of NSAID,
anticoagulant, antiplatelet, SSRI, or
SNRI

Hypervitaminosis D, although rare, can
occur and manifest as headache and
dizziness
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Table 5.9 (cont)

Approach
Bright light therapy

Exercise/Physical activity

Rational deprescribing

Clinical Pearls

May be used with psychotropic
medication to treat bipolar
depression, especially if there is history
of seasonal affective disorder (e.g.
winter depression)

Exercise and increasing physical activity
can accelerate response to
psychotropic medication and increase
likelihood of remission

Discontinuation of medication that may

Key Concerns/Limitations

Staff education and training is required
for appropriate use of bright light
therapy box

Lack of time available to staff to help
resident increase physical activity is
key barrier to its routine use

None

(geriatric scalpel) with
input from pharmacist

contribute to bipolar symptom,
discontinuation of unnecessary or

inappropriate medication (based on

Beers list), and reducing

anticholinergic burden may improve
cognitive and emotional functioning
of resident and reduce adverse drug-
drug interactions with medication
used to treat bipolar disorder

Optimizing control of pain
and other comorbid
physical health problems
(e.g. diabetes) and
correction of reversible
physical health problems
(e.g. dehydration,
constipation, vision and
hearing impairment,
thyroid disorder)

Recommended for all residents None

* Second-generation antipsychotics: aripiprazole, quetiapine, olanzapine, risperidone, lurasidone, ziprasidone, paliperidone, iloperidone,

cariprazine, brexpiprazole, asenapine

First-generation antipsychotics: haloperidol, fluphenazine, thioridazine, perphenazine, chlorpromazine, thiothixine

and there is a high incidence of mortality. Hence,
bipolar disorder in LTC populations is best managed
by a psychiatrist with expertise in LTC psychiatry.
Treatment strategies for controlling bipolar disor-
der consist of pharmacotherapy and psychosocial
approaches. Pharmacotherapy involves mood stabilizer
(e.g. valproate, carbamazepine, lamotrigine, oxcarbaze-
pine) and atypical antipsychotic (e.g. risperidone,
quetiapine, olanzapine, aripiprazole, paliperidone, ilo-
peridone, lurasidone, ziprasidone, cariprazine, asena-
pine, brexpiprazole). The use of antidepressant by
residents who have bipolar disorder type I is controver-
sial because of the potential for antidepressant to wor-
sen the course of bipolar disorder (e.g. switch to rapid

06

cycling) and the potential for switching a resident who
has depression to mania. This risk is especially higher
with antidepressant that has serotonin and norepi-
nephrine reuptake inhibition properties (e.g. tricyclic
antidepressant, venlafaxine, duloxetine, desvenlafax-
ine). If an antidepressant is used, one of the SSRIs (e.
g. sertraline, escitalopram, citalopram) or bupropion is
preferred, added to a mood stabilizer and/or an atypical
antipsychotic medication, and the resident closely mon-
itored for switch to mania and rapid cycling.
Antidepressants should not be used as monotherapy
for bipolar depression. In type II bipolar disorder, use
of antidepressant may carry less risk than bipolar dis-
order type L. Rapid cycling (four or more episodes of
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mania or hypomania or MDD in one year) is associated
with a higher prevalence of hypothyroidism. Hence, all
residents who have rapid cycling should have their
thyroid-stimulating hormone (TSH) level checked.
Even for residents who have rapid cycling and normal
TSH, tri-iodothyronine (T3) augmentation may help
control bipolar symptoms (especially depression).
Although lithium is the gold standard of treatment for
people who have bipolar disorder (especially those who
have classic euphoric mania), LTC residents often
develop toxicity with lithium even at very low doses in
part due to lower renal clearance and to interactions
with other medication (especially diuretics). Most com-
mon symptoms of toxicity with lithium in this popula-
tion include neurocognitive adverse effect (e.g.
disorientation, memory impairment), diarrhea, and tre-
mor. LTC residents are also at higher risk of serious
lithium toxicity involving delirium, myoclonic jerks,
severe diarrhea, coma, cardiovascular collapse, and sei-
zures compared to older adults in the community, who
are at higher risk compared to middle-age and younger
adults. Hence, we recommend that the HCP avoid pre-
scribing lithium for LTC residents who have bipolar
disorder unless they are already taking lithium, are
tolerating it well, and have benefited from it. Also, for
residents who have mixed symptoms (manic and
depressive symptoms) and residents who have rapid
cycling, lithium is not as effective as valproate, carba-
mazepine, or atypical antipsychotics. LTC residents
tolerate valproate much better than lithium, and it
may be considered one of the first-line agents for the
treatment of bipolar mania, hypomania, and mixed
episodes. Other first-line agents for the treatment of
bipolar mania, hypomania, and mixed episodes include
one of several atypical antipsychotics. Carbamazepine is
considered a third-line agent because of a substantial
risk of drug-drug interactions, hyponatremia, and other
adverse effects. Atypical antipsychotics are preferred
over mood stabilizers for bipolar symptoms associated
with psychotic symptoms. Although olanzapine has lost
its place as a drug of first choice for young adults who
have bipolar disorder primarily due to its metabolic
complication risks (weight gai