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Preface

Clinical psychology is a relatively young profession, with its major growth
spurt having occurred in the period after World War II. Clinical geropsychology,
a subspecialty of clinical psychology, is of most recent vintage, with its growth
spurt paralleling the dramatic increase in older adults in the United States. In-
deed, in the past two decades the number of persons over 65 years of age has in-
creased by 65%. In the year 2030, one third of the population is projected to be
55 years of age and older. In addition, the number of very old (i.e., those more
than 85 years of age) is expected to increase by a factor of 6 by the middle of the
next century.

Given this so-called graying of America, it should not be surprising that
clinical psychologists have turned their attention to the assessment and reme-
diation of the problems that are faced (and will continue to be faced) by our se-
nior citizens. It is paradoxical that despite our aging population and increased
longevity, the age designated as the beginning of study for geropsychology has
decreased from 65 to 55, and in some instances even 50. Also of interest are the
changes in terminology with respect to study of older individuals, going from
the more pejorative geriatrics, to the less pejorative gerontology, to clinical
geropsychology, which now reflects the work of clinical psychologists. Editors
of other handbooks have used the words aging and gerontology in their titles.
This is the first compendium referred to as the Handbook of Clinical Psychol-
ogy and it, of course, highlights the contributions of clinical psychology.

The Handbook of Clinical Geropsychology contains 25 chapters divided into
three parts. In Part I (“General Issues”), in addition to a historical perspective, the
chapters are about clinical geropsychology and U.S. federal policy, psychody-
namic issues, the values of behavioral perspectives in treating older adults, moral
and ethical considerations in geropsychology, and normal memory aging.

Part II (“Psychopathology, Assessment, and Treatment”) incorporates de-
scription, assessment, and treatment for dementia, substance abuse disorders,
schizophrenia, depression, anxiety disorders, sexual dysfunction, sleep distur-
bances in late life, personality disorders, aging and mental retardation, and be-
havioral medicine interventions with older adults.

Finally, in Part III (“Special Issues”), nine problem areas faced by older adults
and their caregivers are given consideration, including health and well-being in
retirement, pain management, the experience of bereavement by older adults,
marriage and divorce, family caregiving, prevention, minority issues, physical ac-
tivity, and approaches to diagnosis and treatment of elder abuse and neglect.

ix



X Preface

We anticipate that this book will be of interest to professionals and stu-
dents from a wide range of disciplines, including psychology, psychiatry, reha-
bilitation, education, social work, and nursing, especially given the explosion
of new data in this area. Not only is there academic interest in the area of clini-
cal geropsychology, but growing media and governmental attention has focused
on the shift in the age spectrum of the population in our country, with its at-
tendant problems. Given the new data and the increasing population of older
people, we believe that a new handbook in the field of clinical geropsychology
is indeed warranted, especially one that presents coverage of issues from the
perspective of clinical psychology.

As an a priori apologia, we should note that in light of the newness of clin-
ical geropsychology, the conclusions reached in some of the chapters can only
be described as tentative. In some instances, there may be greater attention fo-
cused on where the field is going. Perhaps more definitive statements will ap-
pear in future editions of this work, as necessary.

Many individuals have contributed to the genesis and fruition of this proj-
ect. First, we thank our editor and friend at Plenum Press, Eliot Werner, who
understood the merits of this endeavor. Second, we thank our contributors who
took time out to share their expertise with us. And finally, we thank our friend,
Burt G. Bolton, who graciously has provided us with his technical expertise.

Michel Hersen
Vincent B. Van Hasselt
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CHAPTER 1

Historical Perspectives

Joan M. Cook, MicHEL HERSEN,
AND VINCENT B. VAN HASSELT

INTRODUCTION

A review of the historical perspectives of geropsychology reveals a remarkable
progression in standpoints on aging. The development in knowledge of aging is
substantial and has been rapidly increasing in recent years. This chapter provides
a historical review of the growth and development of the scientific psychological
study of older adults. In the first section, we examine why there is a growing in-
terest in the psychology of older individuals. In the second section, we examine
the historical antecedents of geropsychology, ranging over three time periods:
1835 to 1918, 1919 to 1946, and 1947 to the present. Although most of the histor-
ical antecedents section focuses on perspectives on psychological research on
older adults, information on policy and practice in geropsychology is added
where deemed necessary. The last section of this chapter focuses on future per-
spectives in the field of geropsychology. It is important to understand that re-
search, policy, and practice on aging depends in part on contextual variables such
as social, economic, and political influences (Riegel, 1973).

AN INCREASING INTEREST IN
PSYCHOLOGY OF AGING

In the latter half of the 20th century, there are more older persons than there
have been at any other time throughout history (Dychtwald & Flower, 1989). From
1900 to 1990, the percentage of older people (65 years and over) in the population
grew from 4% to 13%, while the proportion of young people (under 18 years) has
diminished from 40% to 26% (U.S. Department of Health and Human Services,

Joan M. Cook AND VINCENT B. VAN Hasser © Center for Psychological Studies, Nova Southeastern
University, Fort Lauderdale, Florida 33314. MicueL HErSEN ¢ School of Professional Psychol-
ogy, Pacific University, Forest Grove, Oregon 97116.
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1995). The unprecedented shift in the relative age group composition of society
can be explained in part by vastly improved medical technology and care.

Contrary to popular opinion and media depiction, the elderly are not a ho-
mogeneous group. Approaches to aging must take into account the hetero-
geneity of older adults especially with respect to physical health, cognitive
functioning, and gender. Demographic projections show that our population is
changing dramatically in terms of age, ethnic, and cultural composition. For ex-
ample, the oldest old, persons over the age of 85 years, are the fastest-growing
segment of the aged population (Suzman, Willis, & Manton, 1992). In addition,
there is a coming wave of aging “baby boomers.” Further, in the next 50 years,
the nonwhite portion of the elderly population is anticipated to nearly double
(Angel & Hogan, 1994). In particular, according to Jackson (1988), the African
American population is growing at a faster rate than any other older group.

With the dramatic increase in the population surviving to old age, the num-
ber of individuals at risk for physical, social, economic, and mental problems
has also increased. Indeed, aging has often been synonymous with inevitable
loss: loss of spouse, friends, and relatives, loss of work and decreased income,
loss of acuity in sensory modalities, and lessening of physical abilities and cog-
nitive functioning.

Variables under study in the field of geropsychology are wide-ranging.
Psychological theories of aging address broad areas such as personality, intel-
ligence, problem solving, sensation, perception, memory, and life satisfaction.
The study of emotional well-being and social and independent functioning in
older adults provides an objective basis for establishing the general experi-
ences of older adults. Psychologists studying aging also concentrate on specific
areas such as pain, insomnia, and incontinence. The behavioral functioning
of an aging population includes normative aspects and deviations in the aging
process.

Mental health disorders in the elderly have also received attention in the
literature. As the population over 65 increases, psychological stress and mental
disorders will become an increasingly important public health issue. As men-
tally ill persons continue to “age in place,” it is imperative to assess and meet
their service needs (Holhouser, 1988). Compounding the impact of mental ill-
ness are medical and social comorbidities: As the severely mentally ill age,
their comorbid medical diagnoses multiply (Kramer, 1983) and mentally ill el-
derly are less likely to receive needed physical and mental health services than
are younger persons (German, Shapiro, & Skinner, 1985). Approximately half of
the older adult population who received care for physical disorders also had at
least one mental disorder. Unrecognized and untreated psychopathology in
conjunction with medical illness and functional difficulties place the elderly at
increased risk for hospitalization and long-term institutionalization. Further,
lack of appropriate diagnosis and treatment often leads to a decline in essential
self-sustaining activities that are key determinants of quality of life.

As the number of elderly persons increases, there is an escalating need for
mental health care and social services. Currently, there is a shortage of persons
who research and provide services to aging individuals, particularly those
highly qualified in the behavioral and mental health sciences and services. Al-
though the field of psychology of aging has a substantial number of excellent re-
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searchers and clinicians examining significant problems, more educational pro-
grams and incentives are needed to train and encourage people in such careers.
Despite a strong and active field of psychology and aging, there are obvious
omissions and deficiencies. For example, research on and services for special
groups of elderly individuals who are at increased risk for experiencing psy-
chological and psychopathologic difficulties are lacking. Groups especially at
increased risk for interpersonal and intrapersonal complications are the chron-
ically mentally ill who survive into old age, older individuals with mental re-
tardation, and those living below poverty levels in public housing.

HISTORICAL ANTECEDENTS

As far back as ancient times, philosophers have discussed unique features
among individuals of different ages. In fact, many philosophers have concerned
themselves with defining a good old age. In the past, individuals who survived
to old age were fairly rare.

Since few people survived to old age, myths were formulated to account for
such occurrences. Human beings who lived for long periods of time were hy-
pothesized to be favored by the gods or were suspected of ingesting special
herbs. Fascinated with the idea of rejuvenation, Ponce de Leon searched for the
Fountain of Youth in Florida. In the hope of discovering ways to increase the
lifespan, Francis Bacon observed the aging population, speculating that im-
provements in hygiene would reduce germs and disease and subsequently in-
crease chances of survival. Benjamin Franklin was another investigator of aging
who searched for the answer to the rejuvenation myth. He erroneously specu-
lated that with use of electricity deceased humans could be resurrected.

Until the early 20th century, life expectancy was relatively short (i.e., 45
years at the beginning of this century). Disease, famine, and war are among the
variables associated with a limited life span. The study of aging has a long past,
but a short history. It was not until comparatively recent times that scientists be-
gan formally to study aging.

Years 1835 to 1918

The origin of the study of the psychology of aging is often credited to Lam-
bert Adolphe Jacques Quetelet (Birren, 1961). Quetelet, a mathematician and
astronomer, initiated the first collection of psychological data in examining hu-
man development and aging. In his book On Man and the Development of His
Faculties, published in 1835, Quetelet presented his data on sensory function-
ing, height, weight, hand strength, and productivity across various age groups
(Riegel, 1977).

The next leading researcher interested in the scientific study of aging was
Sir Francis Galton (Birren, 1961). In the 1880s, Galton collected data from 9,337
males and females, 5 to 80 years old, who visited the London International
Health Exhibitions. In his anthropometric laboratory, he employed standard-
ized instruments to measure the degree of association of certain variables with
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aging (including sensorimotor performance). Indeed, Galton was the first scien-
tist to conclude on an empirical basis that most human capacities tend to de-
cline as they age. These findings, published in 1885, established Galton as the
founder of the psychology of individual and developmental differences.

Simultaneously, the first psychological laboratory was founded by Wilhelm
Wundt in Leipzig, Germany. Wundt’s physiological experiments also increased
our knowledge about geropsychology. However, his students required almost a
decade to become fully aware of the discrepancies in performance between sub-
jects of different ages (Birren, 1961).

In Russia, Ivan Pavlov was also studying the connections between physi-
ology and psychology. His studies had further implications for an evolving psy-
chology of aging field. In particular, Pavlov’s finding that the conditioning of
older animals was different from that of younger animals was pivotal in estab-
lishing the importance of developmental differences (Riegel, 1977).

Years 1919 to 1946

Although largely ignored by fellow researchers, Foster and Taylor (1920)
investigated differential changes in intellectual functioning of adults, including
the aged. They examined the relationship of speed, functioning, and demographic
variables such as educational level and socioeconomic factors to changes in
intelligence.

In 1922, G. Stanley Hall, primarily known for his work on childhood and
adolescence, published a book entitled Senescence: The Second Half of Life.
This seminal work was a review of the empirical studies of aging, including
psychological, biological, behavioral, and physiological perspectives. Although
his review documented the status of research on aging then current, it also in-
dicated how sparse the geropsychology literature was compared to the child
psychology literature. In addition, Hall was concerned with the relationship be-
tween religious belief and fear of death.

Contemporaries of Hall who were also publishing on aging included biolo-
gists. In 1908, Minot’s The Problems of Age, Growth and Death and Metch-
nikoff’s The Prolongation of Life were both concerned with explaining aging
relative to an accumulation of bacteria in the gastrointestinal tract and its be-
lieved remedy of ingesting yogurt. In addition, Pearl’s (1922) Biology of Death
basically stated that aging was caused and affected by heredity alone. At this
juncture, individuals investigating aging issues had a more experimental ap-
proach and were more physiologically than socially oriented.

Interestingly, at the beginning of the 20th century, as scholars were recog-
nizing the need for the scientific study of the aged, most clinicians were unwill-
ing to extend psychological treatment to older adults. In fact, in the early years
of psychoanalysis, Freud was very skeptical, believing that psychological treat-
ment of individuals over the age of 50 would be ineffective (Freud, 1904/1959).
Freud offered several reasons to substantiate his beliefs: older individuals have
limitations in ego or intellect; analysis would have to cover a relatively longer
lifetime and thus treatment would be prolonged indefinitely; and analysis would
occur at a time when it was no longer important to be psychologically healthy.
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In the clinical domain, Abraham (1919/1927) was the first psychoanalyst to
recognize and express optimism for the psychoanalytic treatment of older
adults. He described successful analyses of four older neurotic patients. His
conclusions were critical. Abraham believed that the age at which the older
adult started psychoanalysis or resolution of conflict was less important than
the age of patient at the time the neurosis began.

Although Freud’s views on older adults was typical of clinical thinking, pi-
oneer Dr. Lillien Martin eagerly administered psychotherapy to the aged (Mar-
tin, 1944). In 1929, Dr. Martin founded and directed the San Francisco Old Age
Counseling Center. This was the first established psychotherapeutic program
for the aged in the United States. Dr. Martin’s therapeutic techniques centered
on overcoming pessimism by adopting the “will-to-do-attitude.”

Concurrently, but on the research end, Walter Miles was interested in study-
ing the problems of older workers in industry. He expanded his interests and, in
1928, with the assistance of his colleagues at Stanford University, developed a
project to analyze psychological aspects of aging. Miles’s initial findings from
this study, named the Stanford Later Maturity Project, were published in 1931.
Although the significance of this contribution to the study of intellectual devel-
opment has been questioned, it undoubtedly deserves credit as one of the first
studies for breadth in approach and use of experimental methods (Riegel, 1977).

Most early psychological research on adult development and aging was de-
voted to the study of intelligence. For example, Jones and Conrad (1933) ad-
ministered the Army Alpha Test to an adult sample to test for developmental
differences in intellectual functions; cohort differences and historical changes
were examined.

Importantly, at this time, the notion was spreading that disciplines inter-
ested in the scientific study of aging should not be independent and unrelated.
During the 1930s, the Macy Foundation developed an interest in supporting
studies of aging, with an emphasis on interdisciplinary collaboration. The foun-
dation sponsored a conference at Woods Hole, Massachusetts, where re-
searchers with medical, social, psychological, psychiatric, and humanistic
approaches met. In fact, it was the Macy Foundation that encouraged Cowdry
(1939) to include multidisciplinary perspectives in his book entitled Problems
of Aging. Indeed, Miles published some of his data from the Stanford Later Ma-
turity Project in the first chapter of Cowdry’s book. This book was a milestone,
in that it brought together the ideas of several disciplines.

Sidney Pressey (1939) was the first psychologist to publish a book on de-
velopment that encompassed adulthood and aging. Pressey, who taught at the
department of psychology at the University of Ohio, trained many Ph.D. candi-
dates with a focus on aging.

Despite the previously mentioned researchers’ interest in and experimen-
tation with older adults, the field of geropsychology remained in its infancy. Be-
yond the individuals mentioned previously, few scholars paid attention to
aging until after World War II. Relatively little scientific investigation of aging
and only sporadic public concern for aging issues were evident at this time.
Prior to World War II, the predominant view held by psychology was that child-
hood was an end product rather than part of the course of an ongoing life. The
belief that adolescence represented the final stage of development was widely
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held. Accordingly, the belief at the time was that there was little to investigate
scientifically postadolescence.

World War II interrupted and curtailed the emerging interest in geropsy-
chology. However, several studies conducted during this time found that per-
formance of American servicemen was greatly affected by age. In the late 1930s,
the surgeon general of the U.S. Public Health Service created a gerontological
unit of the National Institute of Health. In 1941, Nathan Shock became the sec-
ond director of this organization, and he brought to the task a psychological as
well as a biological agenda. Subsequently, James Birren became associated with
this group and guided its psychological research.

After World War II, the field of psychology and aging was subjected to more
systematic investigation. The number of scientists interested in studying devel-
opmental and aging processes increased dramatically. These investigators em-
phasized that development and aging continue throughout the adult period.

In 1942, the American Geriatrics Society was established: the society pub-
lishes a journal that bears the same name. The Gerontological Society of Amer-
ica (GSA), a multidisciplinary association, was founded in 1945 (Adler, 1958).
This organization publishes The Journals of Gerontology and The Gerontologist,
two leading journals in the field of aging. In 1946, the American Psychological
Association (APA) added a new division to its structure, Division 20, Maturity
and Old Age (now renamed Division on Adult Development and Aging)
(Pressey, 1948). The field of geropsychology gained power and momentum as
psychologists acquired section representation in a multidisciplinary organiza-
tion (GSA) and an independent group status within a major psychological or-
ganization, the American Psychological Association.

Although Kaplan published Mental Disorders of Later Life in 1945, the
study of the psychopathology of later life grew relatively slowly. One reason for
the lack of emphasis in this area may be stereotypes of mental illness. Although
historically the mentally ill, in general, have not been treated well by society,
older adults with mental health problems appear to have fared even more poorly.

Years 1947 to the Present

The International Association of Gerontology (IAG) was established in
1950. The first meeting of the IAG was primarily focused on biological pro-
cesses of aging. However, in 1953, at the second IAG meeting, a large number of
research papers were presented in the area of geropsychology. To help organize
the wealth of information from journal articles, books, and scientific meetings,
Nathan Shock (1951, 1957, 1963) started producing A Classified Bibliography of
Gerontology and Geriatrics.

The first book on geropsychology published by the American Psychologi-
cal Association was Anderson’s (1956) Psychological Aspects of Aging. In 1959,
Birren’s Handbook of Aging and the Individual organized the scattered litera-
ture on the psychology of aging.

Despite the new data adduced, few recognized the impact that the increas-
ing number of older adults would have on our society. Adult development tra-
ditionally was studied with a cross-sectional method, with measurements made
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at approximately the same time on subjects differing in chronological age. Re-
searchers in the field of child development were the first to recognize limita-
tions of cross-sectional analyses, and in the early part of the 20th century
initiated longitudinal studies. Nearly 30 years later, scientists involved with ag-
ing research recognized the necessity of conducting longitudinal studies in
adults. Most of the resulting studies, however, emphasized physiological func-
tions and only a few studies included behavioral or personality characteristics.

In the absence of an established comprehensive theoretical paradigm for
normative aging, empirical identification of aspects of aging in community set-
tings was warranted. Beginning in 1955 at Duke University Medical Center’s de-
partment of psychiatry, under the leadership of Ewald Busse (1970), a
longitudinal study was conducted to explore physical, mental, and social
processes of normal aging. Community-residing males and females, 60 years
and older, were subjects of the study. One area of inquiry focused on character-
izing behavioral correlates of changes in the aging central nervous system. An-
other broad area of interest concerned the adaptive aspects of behavior studied
within a social psychological framework (Siegler, 1983). A significant finding
from the study was that a substantial number of participants did not show de-
cline in intellectual function. Evidence that most older people maintained high
levels of cognitive functioning confirmed the notion that intellectual decline
was not an inevitable concomitant of aging. In 1968, a second longitudinal
study at Duke, known as the Duke Adaptation Study, was initiated. This study
focused on the short- and long-term effects of stressful life events (death of
spouse, retirement). One of the most important findings under the rubric of psy-
chological inquiry was that adult personality showed little change over the
eight years of the study. A third longitudinal study of aging, entitled Mental I11-
ness and Social Support Among the Very Old, was conducted at Duke.

Yet another longitudinal study that has had a tremendous impact on cur-
rent theorizing on aging processes is the Baltimore Longitudinal Study of Aging
(BLSA) (Shock et al., 1984). The Duke studies included participants 60 years
or older; the BLSA examined healthy aging over the entire adult life span (17
years and above). In addition, the Duke studies consisted of three separate stud-
ies in which data collection has been completed, whereas the BLSA data collec-
tion remains in progress. Beginning in 1958, participants in the BLSA were given
repeated tests and examinations over their life span, including inquiries on cog-
nitive performance, personality, and stress and coping processes. Findings from
this study stress the many individual differences in the experience of aging.
There is a great range of variation in psychological indicators in community-
residing adults.

In the early 1960s, the National Institutes of Health (NIH) funded several
programs at universities to aid scientists in the formation of systematic studies
on aging. These universities included the University of Chicago, the University
of Michigan—-Wayne State University Institute of Gerontology, and the Ethel
Percy Andrus Gerontology Center at the University of Southern California. The
gerontological institutes promoted exchange of ideas and thus contributed sub-
stantially to development of the field of geropsychology.

In particular, at the University of Chicago’s Committee on Human Devel-
opment, under the aegis of Robert Havighurst and Bernice Neugarten, doctoral
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level students were trained in the social psychology of aging. In fact, some of
the most significant contributions to the social psychology of aging came from
this department (Neugarten, 1968). Indeed, the Kansas City Studies of Adult
Life, conducted by University of Chicago researchers, greatly advanced knowl-
edge on normal personality development in adulthood. In particular, research
on ego styles and sex-role changes in middle age and later adulthood was
greatly emphasized.

In 1961, the first White House Conference on Aging (WHCoA) was con-
vened. This represented the first national symposium, joining members of the
scientific, clinical, and lay communities in a productive public exchange on
the elderly. By 1965, the United States Congress established Medicare and the
Older Americans Act (OAA). The OAA was the first program to focus on com-
munity-based services for older adults. Two of the objectives of this Act were
that the federal, state, and local governments assist older adults in obtaining
mental health care and institutional, home, and community long-term care.

During the 1960s, there was a rapid expansion in the number of publica-
tions in psychological gerontology. One landmark study conducted during this
period focused on life span developmental changes in intelligence (Schaie,
1965). Data collection began in 1956 for the Seattle Longitudinal Studies (SLS);
the study is still in progress (Schaie, 1993). Information from the SLS on indi-
vidual variation in the life course of adult intellectual abilities has been widely
disseminated and its impact on the field of psychology and gerontology has
been far-reaching.

Erikson (1963) proposed a theory of psychosocial development that in-
cluded eight major crises an individual faces in the course of a lifetime. This
theory, an alternative to Freud’s psychosexual stages of human development,
was the first of its kind to include phases of adult development. Recognition of
developmental tasks and conflicts older individuals face was an important
precedent to the increased interest in treating older adults with psychotherapy.
In the late 1960s and early 1970s, innovative psychiatric programs such as the
Langley Porter Neuropsychiatric Institute and the San Francisco Geriatric
Screening Project encouraged older patients in the community to take advan-
tage of services available for the detection and treatment of mental disorders in
late life (Feigenbaum, 1973; Lowenthal, Berkman, & Associates, 1967).

However, despite a handful of resourceful psychiatric programs, the over-
all mental health service and delivery system for older adults was deficient. In
the 1960s, deinstitutionalization of state psychiatric facilities was imple-
mented. A study of patients in public hospitals estimated that one third of these
residents were 65 or older and that 27% of first admissions were also in this age
group (American Psychiatric Association, 1959). After deinstitutionalization,
adequate care for most of the residents was not provided, and many elderly in
these facilities consequently became residents of nursing homes. Thus, progress
in mental health services for older adults did not keep pace with scientific
progress in this field.

The second White House Conference on Aging was held in 1971. Sub-
sequently, results of psychological investigations that were presented at the
WHCoA and recommendations made by a task force organized by the Amer-
ican Psychological Association were compiled in a book. This second book on
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geropsychology issued by the APA was Eisdorfer and Lawton’s (1973) The Psy-
chology of Adult Development and Aging.

During the 1960s and 1970s, substantial data in geropsychology were being
adduced. In 1973, Riegel categorized nine common areas of geropsychological
investigation that emphasized cognitive variables: (1) intellectual deterioration,
(2) general intellectual changes, (3) vocabulary performance, (4) verbal skills, (5)
psychomotor skills, (6) short-term retention, (7) dichotic listening, (8) adjust-
ment, and (9) social variables (Poon, 1980).

Subsequently, reviews of the trends and developments in the psychology of
aging became more frequent. For instance, in the late 1970s, a review of the
clinical psychology of aging, a topic that previously had received little atten-
tion, was published (Storandt, Siegler, & Elias, 1979). Another prime chronicle
was entitled Annual Review of Gerontology and Geriatrics (Eisdorfer, 1980).
When the American Psychological Association’s third book on geropsychology,
Aging in the 1980’s: Psychological Issues, was published, it constituted evi-
dence that the field of geropsychology had advanced and diversified, covering
a wide range of topics from neuropsychological and psychopharmacological is-
sues to environmental and interpersonal concerns (Poon, 1980).

Again, despite advancement of geropsychological science, fragmentation of
clinical services was evident. In response to underutilization of community
mental health centers by older adults, the Community Mental Health Centers
Act of 1963, which declared access to mental health services a civil right, was
amended. In 1975, this amendment mandated special services for older men-
tally ill individuals. Despite such legislation, Gatz, Smyer, and Lawton (1980)
concluded that there was a failure of the mental health system to adequately
provide services to older adults. One reason for this gap between postulated
need and service may be that throughout the 1960s to the 1980s, Medicare, the
national health insurance for older adults, provided little coverage for outpa-
tient services for older adults living in the community (Gatz & Smyer, 1992).
These authors concluded that despite adjustments in federal and state funding
and innovative demonstrations of service, there have been only minimal im-
provements in the mental health system for older adults.

Many federal agencies and departments support aging-related research. Since
1965, the Administration on Aging has developed and coordinated research and
service for older adults. Research on the psychology of the aged has further been
supported by the National Institute on Aging (NIA) since 1974, and the National
Institute of Mental Health (NIMH) since 1960. In addition, in the 1960s, as the age
characteristics of the veteran population increased, the Veterans Administration
(VA) began more actively participating in research projects on aging (Coppinger,
1967). While NIA and NIMH support intramural and extramural research on ag-
ing, the VA supports only intramural research. In 1975 the VA established eight
geriatric research, educational, and clinical centers (GRECCs) across the country,
most of which are involved in geropsychological research. Even though alloca-
tions for behavioral and social science research on aging across all agencies have
increased, the biological sciences garner the lion’s share of funding.

The third White House Conference on Aging was held in 1981, with the
theme “The Aging Society: Challenge and Opportunity.” National aging popu-
lation dilemmas discussed have included life, expectancy, health, and social
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isolation. One of the recommendations from this WHCoA was to increase the
availability of home- and community-based health care and to develop and pro-
mote effective programs for preventive health care (White House Conference on

Aging, 1981).

Approaches for studying development progressed from cross-sectional to
longitudinal and time lag designs. Schaie (1988) concludes that research method-
ology and statistics have had a tremendous impact on theorizing about aging.
With availability of new techniques in statistical analysis, in particular confirma-

Table 1-1. List of Current Journals in Geropsychology

Title Year first published
Journals of Gerontology 1946
Journal of the American Geriatrics Society 1953
Gerontologist 1960
Experimental Gerontology 1965
Journal of Geriatric Psychiatry 1967
Age and Ageing 1972
International Journal of Aging and Human Development 1973
Experimental Aging Research 1975
Journal of Ethnogerontology 1975
Journal of Gerontological Nursing 1975
Educational Gerontology 1976
Clinical Gerontologist 1977
Death Studies 1977
Journal of Gerontological Social Work 1978
Journal of Clinical and Experimental Gerontology 1979
Research on Aging 1979
Journal of Nutrition for the Elderly 1980
Activities, Adaptation and Aging 1980
Gerontology and Geriatrics Education 1980
Physical and Occupational Therapy in Geriatrics 1980
Aging and Society 1981
Geriatric Nursing 1981
Canadian Journal of Ageing 1982
Journal of Applied Gerontology 1982
Geriatrics 1984
Alzheimer Disease and Associated Disorders 1986
American Journal of Alzheimer’s Care and Related Disorders and Research 1986
International Journal of Geriatric Psychiatry 1986
Journal of Cross-Cultural Gerontology 1986
Psychology and Aging 1986
Journal of Aging Studies 1988
Journal of Geriatric Psychiatry and Neurology 1988
Archives of Gerontology and Geriatrics 1989
International Psychogeriatrics 1989
Journal of Aging and Health 1989
Behavior, Health, and Aging 1990
Dementia 1990
American Journal of Geriatric Psychiatry 1993
Journal of Adult Development 1993
Education and Aging 1994
Journal of Clinical Geropsychology 1995
1995

Journal of Mental Health and Aging
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tory factor analyses, possibilities for studying various aspects of gerontology have
increased considerably.

As journals in the field of gerontology have proliferated from the 1970s
through the 1990s, the number of journals focusing on or including psycholog-
ical aspects of aging has grown (see Table 1-1). In particular, in 1985 the Amer-
ican Psychological Association established the journal Psychology and Aging.
Another timely journal, inaugurated in 1995, is the Journal of Clinical Geropsy-
chology which focuses on clinical issues.

In 1995, the fourth White House Conference on Aging was held, with the
theme “America Now and Into the 21st Century: Generations Aging Together
with Independence, Opportunity, and Dignity.” In addition to discussing the
needs of older Americans, the conference provided an intergenerational per-
spective on aging including multigenerational relationships. Emphasis was
placed on the importance of a comprehensive life span developmental psy-
chology that, of course, includes old age. Researchers and clinicians were en-
couraged to evaluate the organization of behaviors of adults not only at the end
of life, but across the whole life span. Further resolutions from the conference
included meeting mental health care needs and increasing federal funding for
research in aging (diseases of older persons, long-term care, and special popu-
lations) (White House Conference on Aging, 1995).

FUTURE PERSPECTIVES

A sketch of the history of psychology and aging as it has evolved since 1835
has been provided. A more comprehensive description of major studies in psy-
chology and aging from 1884 through 1965 has been reported elsewhere by
Riegel (1973, 1977), who indicated that psychological gerontology has, in part,
recapitulated the history of psychology in general. First, geropsychological
studies focused on sensation and perception. The next general area of explo-
ration was in psychophysics and psychomotor abilities. Later, geropsychology
became concerned with the concept of personality, and eventually the social
psychology of aging was explored.

Since the 1800s, geropsychology has grown and diversified greatly. Its bur-
geoning is most evident in the organizations, associations, conferences, and
journals focusing on or devoted to this field. Psychology has continuing contri-
butions to make to the research and service fields of aging. Although it is es-
sential to gather information on the field of geropsychology, it is equally
imperative to provide directions for the future.

Despite exponential growth of research in psychology and aging, much of this
research involves disparate studies on narrowly defined variables. Birren (1989)
stated that the field of geropsychology is data-rich and theory-poor. He further ar-
gued that the accumulated information on geropsychology is organized by mi-
crotheories. Although previous data can serve as a guideline, at the same time
such information may be viewed as a constraint. A more comprehensive under-
standing of the older person would greatly benefit from an integration of concepts.

Several areas of psychological inquiry warrant further investigation in
older adults. One area is the standardization of assessment in older adults. In
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particular, the discrimination of diagnostic procedures in assessing subtypes
within a mental disorder and the comorbidity of disorders require our careful
scrutiny. Understanding clusters of symptoms within a mental disorder of the
elderly may raise questions about the symptoms used in their nomenclature.
Further, symptom correlates that are unique to each disorder may identify fac-
tors that will help improve the differential diagnosis and in turn aid in the
recognition of these disorders.

Further, researchers must examine and combat reasons for the low num-
bers of older adults seen in the current system of mental health care services.
One reason may be the reluctance of some older adults to seek psychological
services. For the elderly who are unwilling or unable to receive care in tradi-
tional settings, it is crucial to learn how to better deliver mental health care.
One service delivery approach is the PATCH (Psychogeriatric Assessment and
Treatment in City Housing) outreach model of psychiatric assessment and treat-
ment (Roca, Storer, Robbins, Tlasek, & Rabins, 1990). Implementation and effi-
cacy of this and other such programs have important implications for the
development of service delivery models.

Although prevention programs are not necessarily capable of averting all
old-age psychopathology, their contribution is essential. Primary prevention ef-
forts aimed at avoiding psychopathology in late life are needed as are secondary
and tertiary prevention targeted toward specific disorders that affect the aged. In
particular, prevention of disease may rely on changing behavior (Carstensen,
1988). Behavioral assessment and treatment in older adults can lead to cost-
effective solutions, which are of utmost importance during this time of shrinking
government funds. Certainly, increased understanding of the nature and distrib-
ution of mental health problems in older persons, differences between late-life
and earlier-onset mental disorders, and identification of etiologic and maintain-
ing factors will facilitate developing prevention and treatment interventions.

Another area that warrants further investigation is the efficacy of psy-
chotherapeutic intervention methods with older adults. Lebowitz and Niede-
rehe (1992) noted that, over the past decade, clinical trials of pharmacologic,
psychotherapeutic, and combined treatments have resulted in validated thera-
pies for some disorders. For example, although limited, the data on treatment of
depression in late life are strong and come from a number of clinical trials
(Niederehe, 1994). However, more psychotherapeutic treatment data for the el-
derly are sorely needed.

With increasing numbers of individuals living considerably longer, efforts
should be made not to prolong the years of life per se, but to prolong the years
of healthy living. The issue, of course, is one of improving quality of life.
Clearer delineations of the behavioral capabilities of older adults and of ways to
make better use of their potential are topics worthy of investigation.

Recently, the U.S. Department of Health and Human Services’ Task Force
on Aging Research (1995) formulated future directions for research. Several key
areas were proposed for evaluation, including prevalence of alcohol-related
problems, treatment of depression and anxiety, and behavioral symptoms and
functional disability in Alzheimer’s disease patients.

With the benefit of hindsight, it is easy to be critical. Prior to the 1970s, re-
search on aging was deficient methodologically. Replication of research on dif-
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ferent age cohorts in the same society and on aging populations in different so-
cieties is warranted. The search for more comprehensive explanations of varia-
tions in aging continues. A complex interactional model is needed.
Geropsychology should continue to benefit from multidisciplinary interaction.
Our current viewpoint should emphasize how multiple factors interact to pro-
duce normal and pathological aging.
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CHAPTER 2

Clinical Geropsychology
and U.S. Federal Policy

GARY R. VanDeEnBos AND PaTrick H. DELEON

INTRODUCTION

The age distribution in American society has changed drastically since 1900
when only one in 25 Americans was age 65 or older, and the average life span
was 47 years. In the year 2000 one in six Americans will be age 65 or older, and
the average life span will exceed 80 (Neugarten & Neugarten, 1989).

Modern clinical psychology emerged shortly after World War II, in large
part in response to initiatives of the federal government growing out of shortage
of mental health professional during the war (Cummings & VandenBos, 1983).
In 1950, only one out of 12 Americans was age 65 or older and the life ex-
pectancy at birth was 68.2 (Bureau of the Census, 1980, pp. 42, 96). Thus, it is
not surprising that clinical geropsychology was not a significant component of
training in clinical psychology in 1950, even though the American Psychologi-
cal Association (APA) Division on Adult Development and Aging (Division 20)
was one of the initial founding divisions of the modem APA in 1946. Clinical
geropsychology has had to establish itself within clinical psychology over the
last 50 years, just as aging-related policy issues have needed to seek out their
own unique status within federal policy and federal legislation.

The two most significant federal legislative issues related to interests and
needs of older persons are general income maintenance (e.g., retirement pensions
and disability payments) and reimbursement for health care costs. The latter,
which include cognitive evaluations, neuropsychological evaluations, and psy-
chotherapeutic interventions, are obviously relevant to clinical geropsychology.
The federal coordination of both programs is the responsibility of the Social Se-
curity Administration (SSA).
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SOCIAL SECURITY:
A SIXTY-YEAR OVERVIEW

In 1900, most people in the United States lived and worked on farms, and
economic security for the elderly was provided by the extended family. How-
ever, issues of the economic security for the young and the old changed as
America became more industrialized and more people moved to urban settings.
The Great Depression eventually triggered a crisis in the nation’s economic life
that influenced the financial security of the aged. Against this backdrop, the So-
cial Security Act was created over 60 years ago.

In June of 1934, President Franklin Roosevelt, in a message to the Congress,
announced his intention to provide a program for social security. Subsequently,
the president created, by executive order, the Committee on Economic Security.
The committee was instructed to study the problem of economic insecurity and
to make recommendations that would serve as the basis for legislation. Within six
months the committee made its report to the president. On January 17, 1935, Pres-
ident Roosevelt introduced the report to both houses of Congress for simultane-
ous consideration. Each house eventually passed its own version, but in the end
the differences were resolved, and the Social Security Act was signed into law on
August 14, 1935. The new Act created a social insurance program designed to pay
retired workers age 65 or older a continuing income after retirement. More than
35 million Social Security cards were issued over the next two years.

The first Federal Insurance Contributions Act (FICA) taxes were collected
in January of 1937. Special trust funds were created for these dedicated rev-
enues. Benefits were then paid from the monies in the Social Security trust
funds. Over the years, more than $4.5 trillion has been paid into the trust funds,
and more than $4.1 trillion has been paid out in benefits (Social Security Ad-
ministration, n.d.). The remainder is currently on reserve in the trust funds, and
these funds will be used to pay future benefits. From 1937 until 1940, Social Se-
curity paid benefits in the form of a single, lump-sum payment. Payments of
monthly benefits began in January 1940, and such payments were authorized
not only for aged retired workers but for their aged wives or widows, children
under age 18, and surviving aged parents.

While the Social Security System was being established in 1935, parallel
efforts were also being undertaken to establish a national health insurance pro-
gram. A universal, government-sponsored U.S. health system has been under
discussion for many decades. The idea of government provision of health ser-
vices, often referred to at that time as “socialized medicine,” was particularly
intriguing to proponents of the New Deal during the 1930s. Socialized medicine
was only one of several ideological proposals that emerged in the first two
Roosevelt administrations, but it was what organized medicine, primarily the
American Medical Association (AMA), targeted for attack during the next three
decades. It was ultimately defeated through AMA’s intense lobbying. Socialized
medicine acquired a negative connotation because of the AMA campaign, and
the term was eventually replaced in the lexicon by “national health insurance”
(Cummings, 1979). The initiative resurfaced under the Truman administration,
but it did not really reemerge until the Great Society years of the Kennedy and
Johnson administrations, when Medicare and Medicaid were established.
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After 20 years, the concept behind basic Social Security began to change,
and the idea of assuring economic security for disabled (younger) workers at-
tracted greater attention. The Social Security Amendments of 1954 initiated a
disability insurance program which provided Americans with additional cov-
erage against economic insecurity. At first, federal law merely allowed a dis-
ability “freeze” of a worker’s Social Security record during the years when he
or she was unable to work. Although this measure offered no cash benefits, it
did prevent such periods of disability from reducing or wiping out retirement
and survivor benefits. The 1956 Social Security amendments provided bene-
fits to disabled workers aged 50 to 65 and disabled adult children. Over the
next 2 years, Congress broadened the scope of the program, permitting dis-
abled workers under age 50 and their dependents to qualify for benefits. By
1960, 559,000 people were receiving disability benefits, with the average ben-
efit amount being approximately $80 per month. The number of people re-
ceiving disability benefits more than doubled from 1961 to 1969, increasing
from 742,000 to 1.7 million.

The decade of the 1960s brought major changes to the Social Security pro-
gram. Under the Amendments of 1961, the age at which men were first eligible
for old-age retirement benefits was lowered to 62, with benefits actuarially re-
duced (women previously were given this option starting in 1956). The most
significant change involved the signing of the Medicare bill on July 30, 1965, by
President Lyndon Johnson. With the signing of this bill, SSA became responsi-
ble for administering a new health insurance program that extended health cov-
erage to almost all Americans aged 65 or older.

Medicare and Medicaid were enacted into public law in 1965, and nearly
20 million beneficiaries enrolled in Medicare in the first three years of the pro-
gram. In fiscal year 1996, Medicare covered approximately 37.5 million aged
and disabled persons (O’Sullivan & Price, 1996), and Medicaid had about 38.4
million recipients (Ford, 1996).

Medicare is a nationwide health insurance program of an entitlement na-
ture in which the primary beneficiaries are those eligible for Social Security dis-
ability benefits, various railroad retirees, and, most important, nearly every
senior citizen 65 years or older. Benefits under the program are uniform across
the nation, and one’s eligibility does not depend upon income or financial as-
sets. Medicare is 100% federally financed.

Medicaid, on the other hand, is a medical assistance program (rather than
health insurance program) targeted for certain needy and low-income persons.
It is a state-operated and state- administered program, and each state has the
authority to create its own range of programmatic benefits within broad federal
guidelines. Medicaid is funded at various ratios, which can vary depending upon
a number of factors. The federal government will generally pay 50% of the med-
ical assistance costs incurred by a state. Physicians’ services are a mandated bene-
fit, but mental health services are generally optional or supplemental benefits.
Accordingly, the actual provisions of the mental health components differ drasti-
cally from state to state depending upon local priorities, which can change at any
given time (DeLeon & VandenBos, 1980, pp. 258-59).

The initial Medicare mental health benefit package was considerably less
comprehensive than that for physical/organic illnesses. For example, inpatient



22 Gary R. VandenBos and Patrick H. DeLeon

care in psychiatric hospitals was limited to less than 200 days over a person’s en-
tire life, in sharp contrast to inpatient services for nonpsychiatric care. Further,
when an individual had a physical illness, he or she was required to pay only
20% copayment of the cost of outpatient care. Yet, if the diagnosis was mental
illness, the patient had a 50% copayment, with a $250 overall annual limit or
“cap” on reimbursement. No such comparable overall limit on outpatient phys-
ical health care services existed; instead a “usual and customary” fee schedule
was utilized. Psychologists were not expressly included as eligible providers un-
der Medicare; this exclusion set the stage for what would become a 25-year leg-
islative struggle for the direct recognition of psychologists under Medicare.

Of considerable historical significance to psychology is the fact that the
Senate report accompanying the original bill (the Social Security Amendments
of 1965, Public Law 89-97) set the tone of the orientation of Medicare as to the
role of physician-provided care when it expressly stated that “the committee’s
bill provides that the physician is to be the key figure in determining utiliza-
tion of health services” (U.S. Senate, Committee on Finance, 1965, p. 46). In re-
sponse to subsequent efforts by various nonphysician health care providers to
broaden the basic orientation of the programs, Congress directed the Depart-
ment of Health, Education, and Welfare to conduct a formal study of the pos-
sibility of expanding the availability of various types of health services (Public
Law 90-248). In December 1968 the department submitted its Independent
Practitioners Study (Cohen, 1968) to Congress. While the report specifically
stated that the services of clinical psychologists should be reimbursed, it rec-
ommended that such services be reimbursed only when they are provided in
an organized setting and when there had been initial physician referral. Fur-
ther, the report recommended that a physician should establish a plan for the
patient’s total care and also retain overall responsibility for patient manage-
ment (DeLeon, VandenBos, & Kraut, 1986). Thus, efforts had to be made to con-
tinue to develop mechanisms for elderly patients to have easier and direct
access to psychological services. Based on a 1972 amendment (Public Law 92-
603) the Colorado Medicare Study (Bent, Willens, & Lassen, 1983; McCall &
Rice, 1983) was conducted to test two alterations in the Medicare program,
namely, a larger proportion of allowable charges for outpatient mental health
services, and direct Medicare reimbursement to psychologists for providing
mental health services.

In the 1970s, SSA became responsible for a new disabilities-related pro-
gram, Supplemental Security Income (SSI). In the original 1935 Social Security
Act, programs were introduced for needy aged and blind individuals and, in
1950, needy disabled individuals were added. These three programs were
known as the “adult categories,” and they were administered by state and local
governments with partial federal funding. Over the years, the state programs
became more complex and inconsistent, with many administrative agencies in-
volved, and payments varying more than 300% from state to state.

In 1969, President Nixon identified a need to reform these and related wel-
fare programs. In 1971, Secretary of Health, Education and Welfare Elliott
Richardson proposed that SSA assume responsibility for the adult categories. In
the Social Security Amendments of 1972, Congress federalized the adult cate-
gories by creating the SSI program and assigning responsibility for it to SSA.
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More than 3 million people were transferred from state welfare programs to SSI.
Some feared that redirecting a significant proportion of effort away from a focus
on income security and health care access needs of the elderly would cause ad-
ministrative inefficiencies and otherwise be detrimental to the integrity of the
basic purpose of Social Security. The 1980 Social Security Amendments re-
quired SSA to conduct periodic reviews of current disability beneficiaries to
certify their continuing eligibility. By 1983, the reviews had been halted, and in
1984, Congress passed the Disability Benefits Reform Act modifying several as-
pects of the disability program, with a goal of reducing paperwork.

In the early 1980s the Social Security program faced a serious long-term fi-
nancing crisis. President Reagan appointed a blue-ribbon panel, known as the
Greenspan Commission, to study the financing issues and make recommenda-
tions for legislative changes. The final bill, signed into law in 1983, made nu-
merous changes in the Social Security and Medicare programs, including the
taxation of Social Security benefits, the first coverage of federal employees un-
der Social Security, and an increase in the retirement age in the next century.

Changes also continued to be made in the 1980s in terms of mental health
care. In 1980, psychological services and psychotherapy were expressly enu-
merated under several Medicare provisions (Public Law 96-499) authorizing
payment for rehabilitation services. In 1984, the first significant Medicare suc-
cess directly benefitting psychologists was the inclusion of language in the
Deficit Reduction Act of 1984 (Public Law 98-369) that authorized coverage for
psychologists as autonomous providers under the risk-sharing health main-
tenance organization (HMO) provisions of the Act. Public Law 98-369 also
allowed nonphysicians to head a Medicaid clinic. The Mental Health Organiza-
tional Amendments of 1986 (Public Law 99-660) explicitly listed psychologists
among the authorized HMO professions, whereas prior to this modification,
psychologists’ services were actually recognized only under the broad heading
of “other health care providers.”

In 1989, during the 101st Congress, professional psychologists finally ob-
tained direct and autonomous recognition under Medicare, as a provision of the
Omnibus Budget Reconciliation Act of 1989 (Public Law 101-239) (VandenBos,
Cummings, & DeLeon, 1992). On November 22, 1989, Congress passed a large
package of bills, an omnibus budget reconciliation act, that included, among
others, direct reimbursement of psychologists for services provided to the el-
derly and the disabled under Medicare; on December 19, 1989, President Bush
signed the bill into law, effective on July 1, 1990. This landmark legislation
marked the end of the exclusion of psychologists as reimbursable providers of
services within the Medicare program, the only federal program that had ex-
cluded psychologists (Buie, 1990; Youngstrom, 1990). This legislation allowed
elderly patients access to the services of psychologists. In addition, the new
law removed many of the limits and arbitrarily low reimbursement ceilings
from both inpatient and outpatient mental health care, although mental health
services were still eligible for only 50% reimbursement (in contrast to 80% re-
imbursement for physical health services).

Throughout the 1980s and 1990s, there was growing bipartisan support for
removing SSA from under its departmental umbrella and establishing it as an
independent agency. Finally, in 1994 the Social Security Independence and
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Program Improvements Act of 1994 (Public Law 103-296) was passed unani-
mously by Congress and, in a ceremony in the Rose Garden of the White House,
President Clinton signed the act into law on August 15, 1994.

From its modest beginnings, Social Security has grown to become an es-
sential facet of modern life, and one of particular importance to the economic
security and health care of older Americans. One in seven Americans receives
a Social Security benefit, and more than 90% of all workers are in jobs covered
by Social Security. From 1940, when slightly more than 222,000 people re-
ceived monthly Social Security benefits, until today, when more than 42 mil-
lion people receive such benefits, Social Security has grown steadily. Thus, the
basic Social Security System (that is, the retirement pension portion) has been
in place for over 60 years and provides a base of financial income for almost
everyone over 65. This program has been successful in minimizing the number
of American elderly living in abject poverty. Although other retirement funds
are necessary for most elderly Americans to maintain the lifestyle of their adult
years, Social Security, when combined with other benefit programs and social
services, provides most elderly Americans with the means to meet their basic
needs with some degree of flexibility. In a parallel manner, Medicare provides
aged Americans with a guaranteed basic level of health care, although mental
health care still has somewhat inferior reimbursement provisions in compari-
son to physical health care.

CONTINUING POLICY AND
CLINICAL ISSUES

The sad fact is that the elderly are underserved by all current mental health
service delivery systems and all current health care funding mechanisms. The
mental health needs of the elderly simply are not being adequately met. In the
mid-1980s, there were approximately 26 million individuals aged 65 or older,
representing about 12% of the total U.S. population. Rough estimates suggested
that between 2.5 and 7.5 million individuals out of this elderly population had
emotional and behavioral problems that were serious enough to warrant pro-
fessional intervention, with federal estimates suggesting a target number of 5
million individuals.

Several factors seem to contribute to the underutilization of mental health
services among the elderly. It has been fashionable to talk about the anti-mental
health bias within the current elderly population. There is no question that to-
day’s elderly are less psychologically sophisticated and less psychologically
oriented than younger age groups. Public information campaigns about the na-
ture of psychological and memory problems, and psychological and behavioral
interventions with them, would be useful activities for government, associa-
tions, and individual psychologists. However, the level of knowledge about
psychological issues and psychotherapeutic interventions is likely to increase
as a more highly educated and psychologically oriented middle-aged cohort en-
ters their retirement years.

Other reasons for the low utilization of mental health services by the elderly
include misinformation about the nature and value of psychological care; lack of
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knowledge about the availability of services; inaccessibility due to a general lack
of integrated support services (e.g., outreach, home visits, and transportation);
the intimidating regulations and paperwork required for mental health insur-
ance benefits; bias among mental health providers regarding the elderly; and fi-
nancial, language, and cultural barriers in the case of elderly minorities.

Until very recently, major biases in the funding mechanisms have made it
difficult for the elderly to seek psychological help. These include the artificial cap
on mental health services funding under Medicare and the ineligibility for reim-
bursement of psychologists and other nonphysician mental health professionals
by this program. As noted. these regulations were amended in 1990, so the pat-
tern of underutilization by the elderly will soon change. Thus, it is critical for
clinical geropsychology to expand and evolve rapidly so that more professional
psychologists are prepared for and experienced in working with older patients.

Psychological and behavioral issues related to the elderly have been rela-
tively neglected in psychology training programs for a long time (Storandt,
1982). Surveys in the mid-1970s revealed that as few as 100 psychologists had
specialized training concentrated on serving older populations and that only a
handful of programs had some type of clinical track that might be referred to as
clinical geropsychology. Later, geropsychology training conferences (Knight,
Teri, Wohlford, & Santos, 1995) found improvements in the availability of pre-
doctoral course work and practicum, although such availability is still far from
widespread. Moreover, aging-related knowledge is often presented to students
across several courses, such as psychopathology, neuropsychology, health psy-
chology, psychopharmacology, and so forth. Without a core course that serves
as a coordinating point for such scholarly knowledge, it may be difficult to in-
tegrate all of the separate pieces with the normal developmental tasks and func-
tions of older adults. It may be necessary, in the short term, for the federal
government to target training support for clinical geropsychology, whether from
Social Security funds, General Medical Education (GME) support, or National
Institutes of Mental Health (NIMH) training grants. It will take active advocacy
efforts by psychologists for this to occur.

In many ways, clinical problems for which older individuals see psycholo-
gists are similar to those of other age groups in the general U.S. population. This
means that many skills learned and refined with other age groups can be trans-
ferred to clinical work with the elderly, once appropriate supplemental knowl-
edge is acquired. The elderly, as a group, are generally found to have slightly
fewer mental health problems of all types, with the exception of dementia. The
major mental health problems among the elderly include depression and other
mood disorders; dementia and severe cognitive impairment; suicide (particu-
larly among men over 75); alcohol abuse; polydrug use and misuse of prescrip-
tion medications; and chronic mental disability. Such problems frequently
involve difficult behavior, memory problems, and strained family and social
relations (VandenBos, 1993). Fortunately, new books and other resources are be-
coming available for use by practicing professionals, continuing education (CE)
trainers, and predoctoral education. Such resources include A Guide to Psy-
chotherapy and Aging: Effective Clinical Intervention in a Life-Stage Context
(Zarit & Knight, 1996) and Neuropsychological Assessment of Dementia and
Depression in Older Adults: A Clinical Guide (Storandt & VandenBos, 1994).
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The financing of long-term nursing home care is a continuing unresolved
policy issue relevant to older populations. Older Americans are generally living
on fixed incomes with little potential for increases from year to year. The hall-
mark of federal initiatives related to the elderly over the last 60 years has been
the protection from unexpected and sudden catastrophic financial ruin. Basic
Social Security provided a guaranteed income in old age. Medicare and Medic-
aid provided protection from catastrophic health care costs. Perhaps the last cat-
astrophic financial risk for the elderly yet to be addressed relates to long-term
care. Twenty-four-hour day care in a residential facility is expensive and can
wipe out an individual’s lifetime savings in a short period of time. Although, at
any given moment, only 5% of persons over 65 reside in a nursing home, the
chance that people who survive to age 65 will enter a nursing home for some pe-
riod of time before their death is better than one in four (Berkman & Kane, 1993).

However, for every nursing home resident, two equally impaired individu-
als are living in a community. Thus, availability of community-based home
health care is vital. Impaired community-based elders sometimes struggle along
caring for themselves under great hardship, and in other cases they survive
with occasional help from family members or nearby neighbors. Availability
and quality of home care services vary greatly from community to community,
and the funding is often precarious. Despite the fact that home care services can
be highly cost effective by both preventing institutionalization and encouraging
self-reliance and independent functioning, such services often lack a firm leg-
islative base. It is vital that, at both federal and state levels, legislative initiatives
for provision of long-term care or preventive home care be supported by clini-
cal geropsychologists.

Nursing homes and home care programs also offer the potential for clini-
cal geropsychologists to have an important clinical impact and to gain em-
ployment. Clinically significant depression and anxiety are generally apparent
in large percentages of the resident population of nursing homes. Clinical gero-
psychologists are needed in such settings for screening, short-term clinical
interventions, and family work, and clinical opportunities exist for geropsy-
chologists in home health care programs. Many individuals recuperating
at home from physical problems and those coping with long-term chronic
conditions often have elevated levels of depressive symptomatology. Social
support, presence versus absence of psychopathology, and access to psycho-
educational information are correlated with speed of recovery and return to
self-care functional levels among those receiving home health care services.
Clinical geropsychologists can aid in such programming as clinical super-
visors, program managers, and direct services providers to more severely
impaired individuals. However, advocacy is needed to assure that such con-
ceptualizations (and clinical positions) are built into the legislation authoriz-
ing such service programs.

One message that is important for geropsychologists to introduce into leg-
islative and policy discussions is the concept of individual differences. Far too
often legislators working on one issue or another conceptualize older individu-
als in some overly simplified manner. It might be that the image of the nursing
home resident momentarily stands as the image for all older adults, when at an-
other moment the image of a frail 80-year-old man timidly driving a large car



Clinical Geropsychology and U.S. Federal Policy 27

through busy traffic may stand as the image for all older drivers. Geropsycholo-
gists, likewise, need to remind legislators that there may be vast differences in
physical health and psychological functioning between two 74-year-old indi-
viduals. Just as individual differences exist and are important among children,
teenagers, and middle-aged adults, such differences exist in elderly populations,
but may be momentarily forgotten as policy officials address a particular social
issue related to a particular subset of the elderly. Legislative solutions to partic-
ular social problems must be crafted and applied with an awareness of such in-
dividual differences so as not to unintentionally hamper the functioning of other
older individuals with different abilities and functional capacities.

SUMMARY

American society is aging. Older individuals will increasingly present
clinical challenges to professional psychologists. Our training systems must
continue to evolve so that all practitioners are appropriately trained and expe-
rienced to serve the psychological needs of older individuals. And psychology
must also work to ensure that appropriate, fair, and equitable funding mecha-
nisms are in place, so as to permit older individuals direct access to needed
psychological care.
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CHAPTER 3

Psychodynamic Issues

HowARrD D. LERNER

INTRODUCTION

Psychoanalytic theory does not offer a single, coherent account of the aging
process across the life cycle. First, psychoanalysis does not represent one uni-
fied, tightly knit theory. As explored in the first section of this chapter, psycho-
analysis can be represented by four internally consistent theoretical models
that, to a large extent, intersect and overlap but that cannot be unified into a sin-
gle theory. Each model offers its own perspective on geropsychology. Second,
from the perspective of psychoanalytic theorists and clinicians, issues involv-
ing geropsychology are far too complex and multidetermined to elaborate in
terms of a single thread or dimension. In this chapter, therefore, aging will be
examined in terms of eight “dimensions of development.” These dimensions, as
will be articulated, interdigitate with one another in complex ways. However,
for heuristic reasons, each will be considered separately in order to offer some
idea of the rich tapestry that comprises geriatric psychology from the perspec-
tive of psychoanalytic theory.

Psychoanalysis has traditionally focused little attention on aging. Its focus
has been on internal, intrapsychic development during the first five or so years
of life and the impact that this early development exerts on all ensuing devel-
opment. In recent years, however, psychoanalytic theorists have paid increas-
ing attention to the vicissitudes of development at all stages through the life
cycle and have considered the ongoing influence that real-life experiences
such as trauma, aging, and close relationships exert on the individual’s inner
world. The aim of this chapter is to integrate the central emphasis within psy-
choanalysis on internal experience with its increased attention to the for-
mative impact of ongoing processes of maturation and real-life experience. In
the first section of this chapter, the four dominant conceptual paradigms of
psychoanalysis will be examined as a general introduction to contemporary
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psychoanalytic thought and to establish a conceptual framework for the dis-
cussion that follows. Specific issues in aging will then be examined to demon-
strate how psychoanalysis has come to incorporate the role of ongoing life
experience into a predominantly internal, intrapsychic framework. In the third
section, eight dimensions of development will be examined in order to shed
light on the question of what, in fact, develops in aging and what the nature of
this development is. In the final section, to add specificity to the discussion,
the issue of aging and the mourning process will be examined.

PSYCHOANALYTIC MODELS

In formulating a psychoanalytic approach to geropsychology, it is impor-
tant to recognize that psychoanalysis is not one closed, totally coherent theory
of personality. Rather, it consists of a loose-fitting composite of four comple-
mentary, internally consistent models. Each model furnishes formulations for
observing and understanding crucial dimensions of personality development.

Through the course of Freud’s writings, he developed a wide range of for-
mulations concerning psychological functioning and accordingly created various
conceptualizations of the mind and how it works. He changed from one theory to
another theory whenever prior concepts failed to explain newly observed phe-
nomena. However, the transition from one set of formulations to another did not
indicate that one superseded the other. That is, Freud did not intend to dispense
with older concepts as he proposed newer ones. He assumed that a given set of
clinical phenomena might be understood most clearly by using one frame of ref-
erence, whereas another set of data required a different set of concepts to explain
the data. The principle of several concurrent and valid avenues for organizing the
data of observation has been termed theoretical complementarity (Gedo & Gold-
berg, 1973). This is consistent with Waelder’s (1930) notion of the principle of
multiple functioning of the psychic apparatus that recognizes that the “final
pathway” in behavior is a compromise that serves many masters or psychic agen-
cies. No single motive or significant factor can ever be isolated.

Psychology of the Self

Heinz Kohut (1971, 1977), in a series of influential publications, laid the
theoretical foundation for a systematic psychoanalytic psychology of the self.
Self psychology may be characterized by its emphasis on the vicissitudes of the
structure of the self, the associated subjective, conscious, preconscious, and un-
conscious experience of selfhood, and the self in relation to sustaining “self-
objects.” The “selfobject” is one’s subjective experience of another person who
provides a sustaining function to the self within a relationship, evoking and
maintaining the self and the experience of selfhood by his or her presence or ac-
tivity. Kohut (1977) suggests that individuals need significant others who can
assume selfobject functions throughout the life cycle. Self psychology recog-
nizes as the most significant need of the individual to organize his or her inter-
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nal world into a cohesive configuration, the self, and to establish self-sustaining
relationships between this self and its surroundings: that is, relationships that
evoke, maintain, and strengthen one’s sense of coherence, vigor, and balanced
harmony among the constituents of the self. In psychoanalytic treatment, from
this perspective, empathy is considered to be the cardinal means of data col-
lection and the primary therapeutic instrument.

Utilizing a self psychology approach, Muslin (1992) has offered the follow-
ing definition of the “elderly self”:

The elderly self is the self of aging people that has become altered in all or many of its
structures and functions in reaction to a constellation of societal and biological influ-
ences that reflect a particular society’s views of an aging person, as well as the indi-
vidual’s biological givens. An “elderly self” is a self that has passed through specific
alterations in its self structures that have evolved in reaction to the specific internal
and external milieus. A cohesive elderly self is one in which the self-alterations have
resulted in an adaptive self without the symptoms and signs of excessive reactions to
the external world in the form of loss of worth or self-fragmentation and its vicissi-
tudes as evidenced in neurosis or psychosis. (p. 5)

Object Relations Theory

A second major advance within psychoanalytic theory is modern object re-
lations theory. Object relations theory, or “object-relational thinking” (Guntrip,
1974), does not constitute a singular organized set of concepts, principles, for-
mulations, or a systematized theory. Rather, it represents a broad spectrum of
thought that historically and collectively has taken the form of a significant
movement within psychoanalysis. Within object relations theory, the concept of
object representation has served as a superordinate construct. Defined broadly,
object representation refers to the conscious and unconscious mental schemata,
including cognitive, affective, and experiential dimensions of others, termed
“objects,” encountered in reality (Blatt, 1974). From a developmental perspec-
tive, beginning within an interpersonal matrix as vague and variable sensori-
motor experience of pleasure and unpleasure, these schemata develop into
increasingly differentiated, consistent, and relatively realistic representations of
the self and the world of others. Developmentally, earlier forms of representa-
tions are based more on action sequences associated with gratification of basic
needs; intermediate forms are based on specific perceptual features; and higher
forms are thought to be more symbolic and conceptual. Whereas these schemata
evolve from and are intertwined with the developmental internalization of
object relations and ego functions, the developing representations provide a
new organization or template throughout the life span for experiencing ongoing
interpersonal relationships internally. From this perspective, psychoanalytic
treatment attempts to help elucidate, articulate, and, it is hoped, modify one’s
internal representation of one’s self and one’s self in relationship to other peo-
ple. Recently, some proponents of both self psychology and object relations the-
ory have defined themselves as “relational theorists,” and have moved from
what they term a “one person psychology,” which they link to classical Freud-
ian thinking, to what they term a “two person psychology.”
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Modern Structural Theory

A third major dimension in psychoanalysis has been modern structural the-
ory. Taking as its point of departure S. Freud’s (1923/1957) tripartite model of id,
ego, and superego, and dispensing with older concepts of psychic energy such as
libido, modern structural theory, despite challenges from other perspectives, re-
mains the “mainstream hypothesis of modern psychoanalysis” (Boesky, 1989).

Modern structural theory takes as its fundamental assumption the ubiquitous
nature of internal conflict throughout the life cycle and the view that this conflict
can be conceptualized broadly through the interaction of the id, ego, and super-
ego. Charles Brenner has been one of the most articulate spokesmen for this point
of view. According to Brenner, internal conflict is at the heart of psychoanalytic
theory and treatment, the components and interactions of which result in “com-
promise formations.” All thoughts, actions, plans, fantasies, and symptoms are
thought of as compromise formations, which are understood to be multideter-
mined by the components of conflict. All compromise formations represent a
combination of a drive derivative (a specific personal and unique wish of an in-
dividual, originating in childhood, for gratification); unpleasure in the form of
anxiety or depressive affect and their ideational contents of either object loss, loss
of other, or bodily damage associated with the drive derivative; defense that func-
tions to minimize unpleasure; and various manifestations of superego or moral
functioning such as guilt, self punishment, remorse, and atonement.

According to Brenner (1986), compromise formations are the observational
database for the study of all psychic functioning; that is, they are the data of ob-
servation when one applies the psychoanalytic method to observe all psycho-
logical phenomena.

To say everything is a compromise formation, means everything. Not just symptoms,
not just neurotic character traits, not just the slips and errors of daily living, but every-
thing, the normal as well as the pathological. Just as nothing is ever just defense or
only wish-fulfillment, so nothing is ever only “realistic” as opposed to “neurotic.”
One of the principal contributions of psychoanalysis to human psychology is pre-
cisely this. The various components of conflict over wishes of childhood origin play
as important a part in normal psychic functioning as they do in pathological psychic
functioning. (p. 41)

From the perspective of modern structural theory, important questions
asked for understanding all psychological phenomena, including those of ag-
ing, are, What wishes of childhood are being gratified? What unpleasure or pain
(anxiety and depressive affect) are they arousing? What are the defensive and
superego aspects? According to Brenner, the answers to these questions provide
a distinctive psychoanalytic understanding of all psychological phenomena
and in the treatment situation guide the timing and nature of interactions.

Developmental Theory

A fourth and increasingly popular major model in psychoanalysis is a dy-
namically based, developmental theory. Several contemporary clinicians, the-
orists, and researchers have concluded independently that developmentally
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salient aspects of psychological structure and functioning are initiated in and
stem from the early mother—child relationship. The developmental perspective
provides an assimilative and unifying focus within which multiple approaches
can be organized to understand the vicissitudes of aging. The developmental
perspective is rooted deeply in the psychoanalytic tradition and embraces all
aspects of psychological functioning, especially the relationship between past
experience and present functioning (temporal progression), between early
trauma and present symptoms (phase-specific deficits), and between historical
actualities and psychic realities. In addition, a developmental focus provides a
framework for discerning the relative ideological weight of constitutional and
experiential factors throughout the life cycle.

The developmental approach within psychoanalysis, especially as it has
been built upon the systematic, naturalistic, and longitudinal study of infants
and children, provides a methodological link between psychoanalysis and the
social sciences and a bridge between clinical and research approaches to the in-
dividual. Mahler and her colleagues (Mahler, Pine, & Bergman, 1975) have care-
fully observed children and their caregivers and have described the steps in
what they term the separation-individuation process. Beginning with the earli-
est signs of the infant’s differentiation or “hatching” from a symbiotic fusion
with the mother, the infant proceeds through the period of his or her absorption
in his or her own autonomous functioning to the near exclusion of the mother
(practicing subphase), then through the all-important period of rapprochement
in which the child, precisely because of a more clearly perceived state of sepa-
rateness from mother, is prompted to redirect attention back to the mother,
often in provocative ways, and finally to a feeling of a primitive sense of indi-
vidual identity and of object constancy. Several authors, including Behrends
and Blatt (1985), have conceptualized the major task throughout the course of
the life cycle as a continuation of this separation-individuation process, which
is accomplished through progressive internalization of need gratifying aspects
of relationships with significant others.

In his seminal work based on empirical data, Erik Erikson (1976) described
stages in ego or self development at eight different stages of life. Each stage was
thought to present its own psychosocial crisis. If the crisis is satisfactorily
resolved, a positive quality is added to development. If it is unsatisfactorily
resolved, a negative factor is added. Erikson’s eight stages of the life cycle are as
follows: trust versus mistrust which leads to hope; autonomy versus shame and
doubt which leads to will; initiative versus guilt which leads to a sense of pur-
pose; industry versus inferiority which gives rise to a sense of competence; the
adolescent crisis of identity versus identity confusion; in young adulthood, the
conflict of intimacy versus isolation; in the mature years, generativity versus
self-absorption; and finally, the task of old age, which is integrity versus despair
and disgust, in which a favorable outcome gives rise to wisdom.

The studies of Mahler and her colleagues, and Erikson combine many of the
empirical values extant in the social sciences with the intensive, clinical study
of single subjects favored by psychoanalysis. The developmental perspective
and associated methodologies offer a corrective influence for both blind ad-
herence to theoretical constructs and equally blind reliance on group data
and inferential statistics. This approach thus offers a flexible balance between
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idiographic and nomothetic methodologies, while providing a context from
which to distill theoretical formulations as they emerge from and are rooted in
human experience throughout the life cycle.

ADULT DEVELOPMENT:
GENERAL CONSIDERATIONS

Traditionally, psychoanalysis has viewed adulthood as the endpoint of de-
velopment. An epic of relative quietude and stability, adulthood has stood
within psychoanalysis as a monument to the formative developmental experi-
ences of the early years and to the resurgence of developmental processes cat-
alyzed at puberty that characterizes adolescence. In general, psychoanalysts
have conceptualized childhood in terms of its ongoing, age-specific develop-
mental tasks. In contrast, they have seen adulthood in terms of already accom-
plished developmental tasks.

From its inception, psychoanalysis has viewed early, infantile develop-
ment as decisive for all subsequent personality development. Emphasis was on
the past, in what was formative. Traditionally, psychoanalytic thinkers have
emphasized the repetitive nature of human behavior, stressing the individual’s
drive to reenact early, formative, and unconscious experience, conflict, and fan-
tasy throughout life.

Although the formative impact of early development remains a cornerstone
of psychoanalytic theory and treatment, psychoanalysts increasingly have moved
to explore the ways in which development proceeds across the life cycle. A de-
velopmental point of view implies an ongoing process, not only with a past, but
also with a present and future. From this vantage point, early phases of life, not
only early childhood, bring with them distinctive developmental challenges and
possibilities. Further, advances in psychological structure are seen as accruing
across all phases of the life cycle, including late adulthood, so that each develop-
mental experience is thought to incorporate all development that precedes it.

Erik Erikson was the first psychoanalyst to advance an integrated psy-
chosocial view of individual development through the course of the life cycle.
Erikson has had an enormous impact in various fields throughout the social sci-
ences and humanities. He has highlighted the interaction between the individ-
ual’s internal psychological state and external social events. Central to the
Eriksonian perspective on development is the “epigenetic” principal, which as-
sumes that anything that grows has an internal “game plan.” Each stage of life,
including those that comprise adulthood, brings with it new challenges that the
individual must master. According to this point of view, individuals who are
able to meet these tasks or challenges create the opportunity to face life with re-
newed energy, creativity, and adaptive capacities. Each of Erikson’s previously
mentioned eight stages revolves around a crucial developmental task for the in-
dividual self in relation to the social world. According to Erikson, in the sixth,
or young adult stage (20s and 30s), the individual deals with issues of intimacy
versus self-absorption. Issues of intimacy, sexuality, and empathy in the context
of a cohesive sense of self in relationship with another person are salient. In the
seventh or mid-life period, the task or conflict is between generativity and stag-
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nation. Here, generativity goes beyond the care of one’s own children to guiding
or mentoring the next generation through teaching, creativity, and, most impor-
tantly, participation in society. In the eighth or last stage, the conflict is between
integrity and despair with integrity epitomizing an acceptance of one’s life as it
has been lived and letting it go with equanimity.

Settlage and his colleagues (Settlage, Curtis, Lozoff, Silbershatz, & Sim-
burg, 1988) compare personality development in adulthood with the devel-
opmental processes of childhood and adolescence. Development, the authors
suggest, is a

process of growth, differentiation, and integration that progresses from lower and sim-
pler to higher and more complex forms of organization and functioning . . . the func-
tions and structures resulting from development constitute additions to or advances in
the self-regulatory and adaptive capacities. (p. 35)

Psychoanalysts have traditionally conceptualized personality development
as occurring at the interface between the individual’s internal biological matu-
ration and environmental forces that he or she faces. Specifically, personality
formation proceeds in the context of a predetermined unfolding of stages in
childhood and the biologically driven resurgence of strivings of puberty. Al-
though biological maturation contributes to psychological development in
adulthood and biological changes have a major impact on old age, the impact of
biological forces are less dramatic and clear-cut than in childhood; however,
easily discerned, predetermined, invariant stages of maturation characterize
psychological development in the adult years.

In light of these considerations, Settlage and colleagues (1988) suggest that
personality development in adulthood be conceptualized in terms of a develop-
mental process. Within this context, the stimulus for development is a disruption
in the individual’s previously adequate self-regulatory and adaptive functions.
Such a disruption can come in the form of biological maturation or change, envi-
ronmental demand, a traumatic event such as loss, or a self-initiated pursuit of
better adaptation. Examples of events or experiences that disrupt adult psychic
equilibrium, particularly in the more advanced years, include loss of parents and
potentially of spouse, retirement, illnesses, and loss of functions due to aging.

In response to developmental challenges, the individual experiences a
conflict in which he or she must confront the need to adapt and attempt to ne-
gotiate the anxiety and conflict that any change entails. Resolution of develop-
mental conflict potentially leads to structural change in self-regulatory and
adaptive functioning. In turn this can lead to a change in the individual’s self
and object representations, level of separation-individuation, sense of identity,
self-esteem, and compromise formations.

MULTIPLE DIMENSIONS OF DEVELOPMENT
IN OLD AGE: A LIFE CYCLE PERSPECTIVE

In constructing a psychoanalytic framework for development across the life
cycle, it is essential to clarify what, in fact, develops. Anna Freud (1965), in
her deceptively simple yet sophisticated way, offered a significant conceptual
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framework in her discussion of “developmental lines.” She described develop-
mental lines in terms of fundamental aspects of personality that unfold in a reg-
ular sequence in the context of child and adolescent maturation. She described,
as examples, one developmental line that leads from dependency to emotional
self-reliance and another that leads from irresponsibility to responsibility in
body management. Several authors have advanced perspectives on develop-
ment that allow us to expand on Anna Freud’s valuable concept of develop-
mental lines; these perspectives are termed dimensions of development and
they are extended across the life cycle to old age. The model of dimensions of
development has been applied to adolescents (Lerner, 1987; Sugarman, Bloom-
Feshbach, & Bloom-Feshbach, 1980) and social development across the life cy-
cle (Lerner & Ehrlich, 1992).

As outlined by Lerner and Ehrlich (1992) the major task of adult develop-
ment is synthesis—specifically, the integration of the various dimensions of de-
velopment (psychosocial, cognitive, moral, etc.). The dimensions may integrate
and reintegrate, at higher or lower levels of synthesis, around nodal points or
tasks in development such as marriage, parenthood, retirement, and loss—what
Neugarten (1979) refers to as “the normal turning points, the punctuation marks
along the lifeline” (p. 889). In terms of old age, the dimensions of development
may also be thought to integrate and reintegrate either toward higher or lower
levels of adaptation around such crises as decline in bodily function, serious ill-
nesses, losses, and, ultimately confronting death.

The eight dimensions of development that are examined next entail salient
aspects of psychological development beginning in childhood that are trans-
formed over time and are shaped by both maturation and life experience. Al-
though actual development is multifaceted and exceedingly complex, these
dimensions of development will be considered separately for heuristic and con-
ceptual purposes.

As Neugarten (1979) reminds us, old age presents both old and new issues.
Some of these issues are connected to renunciation such as adapting to losses,
relinquishment of a position of authority, and questioning of one’s former com-
petencies; the reconciliation with significant others of one’s achievements and
failures; the resolution of grief over the death of important others and of one’s
own approaching death; the maintenance of a sense of integrity in terms of what
one has been, rather than what one is, and the concern over legacy and how to
leave traces of oneself.

Old age is not what many imagine. It is, in fact, becoming a longer portion
of the life cycle. With improved health care, the fastest-growing segment of the
population is composed of persons 85 years old and older. Individuals over 65
are becoming an increasingly powerful force in society. A larger proportion of
individuals 65 and older vote than any other age group in the population. The
American Association of Retired Persons, with more than 32 million members,
is among the most powerful lobbying groups in Washington. There are many
myths about old age that conceal the triumphs of survivorship and the recog-
nition that one has weathered a wide range of experiences and therefore has a
certain “savoir faire” in ways in which younger people cannot know. These in-
clude knowledge and strength from having lived through physical and psycho-
logical pain that can give confidence that one can recover and deal also with the
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contingencies that lie ahead (the sense that one is now the possessor and con-
servator of eternal truths, or what Erikson terms wisdom).

Psychosexual Development: Drives and Bodily Experience

There is general agreement among most psychoanalysts that many of the
major psychosexual passions and conflicts of the first five years of life are rekin-
dled and reworked not only during adolescence but also at other nodal points of
adulthood. The notion of psychosexual stages was S. Freud’s (1905/1951) frame
of reference for conceptualizing development based on his examination of the
origin and dynamics of neurotic symptoms and character traits that he con-
nected to successive phases of the libidinal drives. He had observed that early
phases of what he termed “infantile sexuality” were organized around energic
investment of the oral, anal, and phallic erotogenic bodily zones, each achieving,
in turn, a relative dominance over the preceding phases. Bodily activities and
sensations connected with each zone are thought to be accompanied by phase-
related fantasies and conflicts with the parents or other important persons in the
child’s environment. Despite the continuum in sensual experience (G. Klein,
1976) implied in Freud’s theory of psychosexual development, few have traced
the developmental line of psychosexuality into adulthood.

Colarusso and Nemiroff (1981) observed that in American society there is a
tendency to associate increased age with a decrease in sexual interest and ac-
tivity. This myth of diminished sexuality with age is not biologically mandated.
Far-reaching and deep social and cultural changes have brought about a greater
flexibility in social norms regarding sex roles and increased external freedom,
despite the AIDS epidemic. For many, however, external freedom does not
bring about a corresponding internal freedom from conflict. For example, the
women’s movement has brought new role conflict for women who simultane-
ously pursue occupational success and motherhood and for men who seek new
freedom and new combinations of roles as worker, parent, and homemaker. As
Neugarten (1979) observes, for women there is new freedom and increased
energy available when children leave home, and freedom from unwanted preg-
nancy and, for many, new pleasures in sexual activity that accompany meno-
pause. Nevertheless, for both sexes, there is an increased realization that, with
age, the body is increasingly less predictable than earlier and there is increased
attention to body monitoring. The psychological counterpart of the inevitable
aging of the body is changes in the experience of time. Middle age is thought to
bring with it a change in time perspective, in that time becomes restructured in
terms of time left to live rather than time since birth.

Sexual behavior changes with aging (Harman, 1978; Martin, 1977). The
most significant factors in determining the level of sexual activity with increased
age appear to be general health and survival of the spouse. Colarusso and Ne-
miroff (1981), based on their review of the biological literature on aging, con-
clude that some degree of declining sexual function and interest appears to be an
inevitable consequence of aging, but health, social, and cultural factors rather
than physiological change per se seem to be responsible for most of the sexual
changes seen with aging. These authors note that prevalent attitudes about brain
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functioning in late adulthood are just as skewed as those about sexual function-
ing. Mental functioning need not necessarily decline with age because of in-
evitable degenerative changes in the brain. Health, social factors, interpersonal
relationships, and environmental stimulation, rather than a decline in brain
functioning and the central nervous system, appear to be important determi-
nants of the course of psychological development in middle and late adulthood.

Attitudes toward the body change through the life span. During adolescence
and early adulthood there is a casual acceptance of the body with concerns re-
volving around invincibility versus vulnerability as well as the development of
physical abilities and care of the body. Through the 30s and 40s there is a grow-
ing awareness of physical limitations, often signaled by baldness, gray hair,
wrinkles, and changes in vision. These changes are reflected in fantasies having
to do with the body of youth, a mourning process, and the emergence of a new
body image, one that increasingly approximates reality with an acceptance of
physical limitations and an enjoyment of the body in new ways. With advanced
age, continued care or neglect of the body becomes an increasingly important
psychological issue. With this come increased efforts to compensate for dimin-
ished physical energy by altering schedules, diets, and sleep patterns. These
changes are also accompanied by increased fantasies of death, heart attacks, and,
for many women, widowhood. With increased time, the psychological focus be-
comes one of remaining active despite frequent physical infirmity and with it
the acceptance of permanent, irreversible physical impairment.

The Psychosocial Dimension: Striving for Ego Identity

As has been noted, most classical psychoanalytic thinkers beginning with
Freud have conceptualized development from an intrapsychic perspective.
Erikson, however, in a series of influential papers and books, has stressed the
importance of the broader social context. It is specifically within the context of
the task of integrating psychosexual and bodily changes that Erikson notes that
the adolescent is confronted with the difficult task of assessing society, assimi-
lating those values that appear sensible, and finding a place within society. To
do so, according to Erikson, is to development a sense of identity, a sense of
who one is as a unique individual across different situations and through his-
torical time, a sense of self-sameness.

Formation of identity, however, does not end with adolescence. The adult
phases of the life span require a continuing although less rapid and dramatic
evolution, refinement, and maturation of identity for the maintenance of opti-
mal adaptation and functioning. Michels (1980) has outlined four major themes
of adult develop that can be considered in terms of their impact on ego identity:
work, sex, parenthood, and aging.

One major task of adulthood involves development and integration of a
work identity. During adolescence and young adulthood, the ability to make
choices, to identify and develop work skills, to maintain a capacity for sus-
tained and committed work and derive pleasure from it, as well as the experi-
ence of success and failure in the workplace are key determinants of an adult
work identity. The role of a mentor relationship is often instrumental during
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this phase as well as during the 30s, in which there is a solidification of a work
identity, the continued development of skills, increased attention to levels of
achievement in terms of economic and social status, and increased internal and
external pressures involving balancing of work and family life.

Through the 40s there is a transformation from student to mentor, and with
it an acceptance of limitations and failure to reach certain goals. Issues of facili-
tation versus competitiveness and jealousy and the use of power and position
come into play. With age, the successful adult must also synthesize a work iden-
tity with the aging process and must be able to diminish the role of work in his
or her life as capacity progressively diminishes, and yet maintain self-esteem
and a capacity for pleasure. A stable identity can insulate an individual from
some of the narcissistic knocks of a decrease in work capacity. A major psycho-
logical challenge is associated with leaving the work force. No longer is the in-
dividual an accountant, a sales representative, or an electrician. The sense of self
so long linked to a career is gone, and the new retiree’s challenge is to find al-
ternative ways to feel that life has purpose and meaning. Feelings of self-worth,
creativity, and nurturance must be sustained. Often, mentoring or volunteer work
provides opportunities for older people to pass on their expertise and wisdom.
Unfortunately, some individuals leaving the work force, as they work further
into old age, may withdraw and become even more self-absorbed. Conflicts in-
volving activity versus passivity become paramount.

In terms of sexuality, according to Michels (1980), the adult has two devel-
opmental tasks: to structure a pattern of sexual behavior that incorporates bio-
logical, psychological, and social reality, and to integrate that pattern with the
rest of his or her personality and to achieve maximal satisfaction from it. With
age comes increased pressure to redefine relationships to the partner, to care for
the partner in the face of illness and aging, to develop capacities for sharing
new activities, to continue an active sexual life, and eventually the capacity to
tolerate separation, loss, and death.

According to Erikson (1978), aging begins at conception but has special
characteristics at each phase of the life cycle. Jacques (1965) notes that the psy-
chological meaning of death is transformed in adult life from one of fear asso-
ciated with traumatic experience to one in which death begins to be more
familiar and gradually accepted. The actual loss of one’s parents, friends, and
loved ones, as well as the inevitability of one’s own death replaces the child’s
unconscious fantasies as the symbolic equivalent of death. The social meaning
of adulthood and of being older must be integrated into the adult identity. With
development, the social impact of aging joins race, gender, and physical hand-
icap as roles that must be redefined and reintegrated into the identity.

An example of the integrative task of identity for the elderly is offered by
Erikson (1976) in his essay, “Reflections on Dr. Borg’s Lifecycle,” a commentary
on Ingmar Bergman'’s film Wild Strawberries. The film shows the journey of Isak
Borg, a 76-year-old professor driving through the Swedish countryside of his
youth to attend a public ceremony in honor of his enormous accomplishments.
The journey highlights poignant features of his developmental history. The coun-
tryside rekindles memories of his early years, as do hitchhikers of diverse ages
and personalities who enter and leave Borg’s car during the course of his journey.
As Erikson points out, many of Borg’s memories and thoughts revolve around the
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last four stages in his life-cycle model (identity versus identification, intimacy
versus isolation, generativity versus stagnation, and integrity versus despair). Yet
Erikson points out that Borg experiences much more than his struggle with the
eighth developmental stage, the conflict between integrity and despair, out of
which wisdom is cultivated. As Dr. Borg struggles with the psychological issues
of this stage, he simultaneously grapples with issues from all the prior stages of
the life cycle. As Fitzpatrick and Friedman (1983) point out, Erikson converts his
life cycle model into a “life-spiral” model in which earlier developmental stages
are never even partially transcended or bypassed in development. That is to say,
the issues an individual struggles with in prior stages invariably reoccur along-
side new issues at later stages. Development is not thought to be primarily a lin-
ear progression but rather a spiral or mosaic in which multiple interactions
simultaneously link the past and the present. As each stage is negotiated, issues
from prior stages are simultaneously repeated but in different terms.

The Cognitive Dimension

As with all dimensions of adult development, the cognitive dimension un-
derlies and interdigitates with other dimensions in important and complex
ways. Nevertheless, for conceptual purposes it will be considered here sepa-
rately. An important cognitive transformation and development that is decisive
for the remainder of the life cycle takes place during adolescence. Thought of in
Piagetian theory (Inhelder & Piaget, 1958), this shift is from concrete to formal
operations. As Piaget (1954) asserts, the principle of formal operations in-
volves the real versus the possible. Formal operational thinking permits the
adolescent to progress from combining the properties of objects into classes to
combining classes into classes. Thus, the adolescent has access to a complete
system of all possible combinations. The system can be used to solve prob-
lems, to generate hypotheses, and to integrate identifications. Reversibility of
thinking frees the individual from the constraints of concrete reality. With this
accomplishment, adolescents and later adults can act on representations of re-
ality rather than on concrete reality itself. This transformation enhances adap-
tation in many ways. Formal operations permit enhanced freedom in dealing
with wishes, affects, and interpersonal relationships, and both the real and the
possible can be considered. Fantasy can become an adaptive and creative
modality. Affect-laden issues such as intimacy, death, and the meaning of life
can be considered: in the abstract; all possibilities and consequences can be
considered; and the internal world takes on the quality of a real place. These
cognitive developments permit increased freedom to experience a wider range
of both internal and external issues.

Beginning with adolescence and through adulthood to old age, with the
successful resolution of conflict and the struggle with crises, the individual can
experience his or her internal world in a more reflective and flexible manner
because an enhanced appreciation of the possible significantly reduces the fear-
ful aspects of internal stimuli. The shift from concrete to formal operations also
facilitates identity formation by affording the individual the cognitive capaci-
ties to organize and integrate representations of the past with those of the pres-
ent and the future. With certain progressive neurological illnesses as well as
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regressions secondary to illness, depression, and psychological stresses and
strains, there can be a shift back from formal to concrete operations in the el-
derly. In many cases, with needed stimulation, empathic responsiveness, and
psychotherapy, these regressions can be reversed.

The Object Relations Dimension: Separation-Individuation
and Underlying Representations

In keeping with the hypothesis advanced by Colarusso and Nemiroff (1981)
that the fundamental issues of childhood continue as salient aspects of adult de-
velopment but in altered forms, several writers have examined the basic process
of separation-individuation through various phases of the life cycle, rather than
only as a significant event of childhood. According to Mahler (1973):

The entire life cycle constitutes a more or less successful process of distancing from an
introjection of the lost symbiotic mother, and external longing for the actual or fanta-
sized ideal state of self, with the latter standing for a symbiotic fusion with the all-
good symbiotic mother who was at one time part of the self in a blissful state of
well-being. (p. 138)

Colarusso and Nemiroff (1981) assert that the quest for enhanced differen-
tiation between self and other ends only with biological death. Formative adult
experiences, such as changing interpersonal relationships and investments, the
recognition of interdependence with others, the experience of parenthood and
grandparenthood, and the relationship with the spouse, all involve enhanced
separation-individuation secondary to the gradual acceptance of real over ide-
alized aspects of relationships and the acceptance of the aging process in both
self and others.

From a life-span perspective, there are important developmental changes
not only in the significance of interpersonal relationships but also in the sig-
nificance of being alone and maintaining an aloneness that is satisfying. The ex-
perience of comforting aloneness becomes increasingly important during the
second half of life, with the realization of the finitude of life (Jacques, 1965) to
some extent replacing contact with others as a source of solace and well-being.
The increased preference for solitude and aloneness must be understood as dif-
ferent from feelings of isolation. What may be more important in sustaining the
capacity for solace and comfort in aloneness are memories of time spent to-
gether in the past which draw upon an individual’s internal representations of
themselves and other people. Drawing upon these representations, reminis-
cence replaces actual contacts with others as a major source of solace and self-
soothing in later adulthood and may become increasingly adaptive as the loss
of loved ones and impairment of mobility make actual contact more difficult.

The Structural Dimension: Ego Development
The structural dimension of development refers specifically to ego devel-

opment; that is, a complex and multifaceted set of psychological functions
based on interactions among innate constitutional givens, maturational forces,
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and experiential and social influences. This dimension includes the innate de-
velopmental strengths and weaknesses of underlying cognitive and representa-
tional structures and of drive-affect modulating structures such as defenses.
Under optimal conditions, when these various functions operate effectively,
they facilitate adaptation and further development by freeing the individual
from conflict. The term “ego weakness” refers to either a diffusion or severe in-
hibition of drives and affects; there may be more pervasive regressions that im-
pinge on personality structures, and the vulnerable individual faced with such
threats to structural integrity may decompensate. Inhibitions include a limita-
tion of experience, of feelings and thoughts or both, a restriction of the experi-
ence of pleasure, a tendency to externalize internal events and negative
feelings, and a host of limitations of internalization necessary for the regulation
of impulses, affects, and thoughts, as well as limitations in the maintenance of
self-esteem. Naturally, for older people, experiences of physical illness, multi-
ple losses, and the specter of death pose a mature stress on the integrity of the
ego structure and exert a regressive pull.

Affect tolerance is considered an important aspect of the structural dimen-
sion. Although the intensity, depth, and range of affects can vary along both
qualitative and quantitative continua, both between individuals and across the
life span, more pathological expressions of affect tend to be less differentiated
and articulated. Level of development and structural integrity of the defensive
organization represents an important aspect of affect tolerance and expression.

Vaillant’s (1977) longitudinal study of adaptation across the life span fo-
cused on defensive organization. Central to Vaillant’s study is the assumption
that for individuals to master conflict adaptively and to utilize internal re-
sources creatively, adaptive styles, that is, defense mechanisms, must mature
and develop throughout the life cycle. Ordering defenses into a theoretical hi-
erarchy in terms of relative maturity, Vaillant found in a group of normal men
over time a progressive decline in less mature defense mechanisms of fantasy
and action and a concomitant increase in more mature defense mechanisms
such as suppression. He noted an increase in defenses such as sublimation and
altruism with age. Such changes in defensive organization provide evidence
that internal structural change occurs throughout the life span.

The Moral Dimension: Superego and Ego Ideal

Both psychoanalysis and developmental-cognitive psychology have made
important contributions to theories of moral development. Although traditional
psychoanalytic theory related moral development to psychosexual drive states,
cognitive psychology has been primarily concerned with moral judgment;
hence, the scope of cognitive theory is narrower than formulations derived from
psychoanalysis. Psychoanalytic inquiry has revolved around moral develop-
ment in terms of the socialization process and the progressive internalization of
standards that modulate potentially disruptive drives, and eventually, with the
development of the ego ideal, take the form of an integrated value system. On
the other hand, cognitive theorists have focused on the role of higher cognitive
processes and role-taking ability in moral judgment. Nevertheless, higher levels
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of morality are thought to be inextricably contingent upon the achievement of
formal operations.

Psychoanalysts have approached moral development from the perspective
of transformations and consolidations of the superego. According to theory,
during adolescence external changes in relationship with the parents are paral-
leled by internal changes in the superego in terms of a revival of earlier con-
flicts. It is thought that these changes exert a disruptive and destabilizing effect
on self-regulation and self-esteem. Freud (1923/1957) thought of the superego
as a precipitate of the ego, consisting of identifications with the parents and re-
actions against them. According to Freud, functions of the superego including
judgment, prohibitions and injunctions, moral censorship, a sense of guilt and
social feeling, and identifications are all subsumed under the superego rubric.
According to modern structural theory, all compromise formations include a
superego or moral dimension, and the superego itself is understood as a com-
promise formation. These formulations all suggest that the moral dimension
and superego functioning in particular is a dynamic process that develops and
becomes transformed throughout the life cycle.

Transitional Objects

The work of D. W. Winnicott, a British object-relations theorist, has had a
major impact on psychoanalytic thought. Winnicott’s formulations concerning
transitional objects and self-development have important implications for un-
derstanding development through the life cycle. It is in describing the infant’s
experience of adapting to a shared reality through the transition from absolute
to relative dependence that Winnicott’s most original and creative contributions
are made.

Winnicott (1951/1958) evocatively described the child’s earliest experience
of decentering in efforts to bridge the gap between fantasy and reality. It was
through his deceptively simple and direct clinical observations that Winnicott
was led to the remarkable discovery of the child’s first “not-me” possession,
that is, the “transitional object.” Winnicott traced that transitional object (e.g., a
bundle of wool, the corner of a blanket, a teddy bear) to very early forms of re-
lating and playing. The relationship of the infant to the transitional object is
marked by several qualities, including a decrease in omnipotence, a relation-
ship in which the object is totally controlled by the infant, and in which the ob-
ject becomes the target for love and hate. The transitional object takes on a
reality of its own, combining the qualities of being paradoxically created and
discovered:

In the course of years it becomes not so much forgotten as relegated to limbo . . . it is not
forgotten and it is not mourned, it loses meaning, and this is because the transitional
phenomena have become diffused, have become spread out over the whole intermedi-
ate territory between “inner psychic reality” and the external world as perceived by
two people in common, that is to say, over the whole cultural field. (p. 233)

Taking these formulations as a point of departure, Sugarman and Jaffe (1987)
claim that multiple developmental transitions occur throughout the life cycle;
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the transitional phenomena are psychologically called upon and used to “regain
inner-outer equilibrium at each phase.” In keeping with Winnicott’s original for-
mulations, transitional phenomena are conceptualized as adaptive mechanisms
that are used throughout the life span. A core premise is that equilibrium be-
tween the individual and the environment is promoted through internalization
of key self-regulatory functions. Transitional phenomena are seen as central as-
pects of this process as they foster internalization. As a consequence, the “self
representation becomes increasingly differentiated and integrated through a se-
ries of internalizations” (Sugarman & Jaffe, 1987, p. 421). In essence, these au-
thors demonstrate how the transitional object facilitates modulation of tension
created by internal and external stresses throughout development.

The level of cognitive maturity and other dimensions of personality become
important in determining the manifest forms of transitional phenomena. As
other functions, including self and object representations, become increasingly
differentiated, transitional objects are thought to become increasingly less tan-
gible and more abstract. For example, in contrast to the transitional objects of
early childhood, the transitional phenomena of adolescence such as career aspi-
rations, music, and literature are more abstract, ideational, depersonified, and
less animistic. They increasingly approximate reality. Rather than the concrete
fantasy representation, it is ideas, causes, or symbolic value that become mean-
ingful. Regardless of the manifest content of transitional objects, transitional
phenomena are thought to promote the internalization of core self-regulatory
functions that include narcissistic regulation such as sustaining self-esteem,
drive regulation, superego integration, ego functioning, and interpersonal rela-
tionships. Through use of increasingly abstract transitional phenomena, the
individual is better able to synthesize discrepant events in his or her life experi-
ence. With increased development, the function of transitional phenomena also
changes from one of self-soothing to one of enriching the quality of life. For older
persons, in many ways sustaining memories, reminiscence, stories, and even
photos become important transitional phenomena.

Narcissism

One of the liveliest debates in contemporary psychoanalysis revolves
around the concept and nature of narcissism and its role in normal development.
Freud’s use of the term left many areas of ambiguity that subsequent investiga-
tors have attempted to clarify. Stolorow (1975) offered a functional as well as
heuristic definition of narcissism: the “structural cohesiveness, temporal stabil-
ity and positive affective coloring of the self-representation” (p. 174). Psycho-
logical functioning is seen as narcissistic to the degree that it establishes and
maintains cohesiveness, stability, and positive affective coloring of the self.
Most authors use the term in the context of self-esteem. Normal narcissism has
been distinguished from pathological narcissism (Kernberg, 1976). Normal nar-
cissism is thought to depend on the structural integrity of the self-representation,
the achievement of self and object constancy, harmony between the self and
superego structures, the capacity to receive gratification from external objects,
and a state of physical well-being. Pathological variants of narcissism include a
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defensive self-inflation with an associated lack of integration of the self-concept.
Whereas normal narcissism leads to sustained, realistic self-regard and mature
aspirations and ideals accompanied by the capacity for deep relationships,
pathological narcissism is accompanied by grandiose views of the self, a depen-
dency on the admiration of others, and poor object relations. It is manifested in
terms of a sense of entitlement, a pursuit of perfection, and impaired capacities
for concern, empathy, and love for others.

Although little has been written systematically about the vicissitudes of
narcissism throughout the life cycle, it is generally agreed that narcissism is ei-
ther altered or transformed as development occurs. Advances in the capacity
to love another suggests advances in narcissism. According to Spruiell (1975),
transformation of narcissism parallels transformations in object relations. Co-
larusso and Nemiroff (1981) use the term authentic self to characterize the ma-
ture adult, in that it describes the capacity to accept what is genuine within the
self and the outer world, regardless of narcissistic injury involved. According to
these authors, significant influences in later adulthood are narcissistic issues re-
lating to the aging body, the impact of aging on the time sense, and issues re-
lated to the loss of work and significant relationships.

Normative narcissistic regressions are precipitated by developmental tasks
and stresses such as the approach of mid-life, which often lead to a reemergence
of elements of more infantile forms of narcissism. The reworking and reintegra-
tion of aspects of infantile narcissism can be seen as an integral part of normal
development throughout the life cycle. In older persons, more infantile mani-
festations of narcissism can occur secondary to the loss of affirmation, calming,
and soothing from significant others. Of course, these experiences are more
prominent in those who depend on external reminders of their worth as a ma-
jor factor in maintaining their self-esteem and equilibrium. Among the painful
symptoms of “narcissistic injury” suffered by older persons are intense feelings
of emptiness, hypersensitivity to insult or lack of appropriate recognition, feel-
ings of inferiority, agitation, and exquisite feelings of vulnerability.

In each developmental phase throughout the life cycle, there are environ-
mental situations that are experienced as narcissistic stressors. Those situations
that are prone to cause more psychic pain in older persons include the loss of
significant objects and self objects; illnesses both of themselves and of others;
interpersonal difficulties, and a host of situations in the culture, including re-
location and economic hardship. To many elderly persons, the losses of people
who were important to them are the most difficult hardships to bear. Most
painful are those losses that involve significant others who were the source of
narcissistic supplies. It is for this reason that the experience of mourning and
one’s capacity to bear it is a significant developmental task for older persons.

MOURNING

Loss is a pervasive experience in the normal developmental process. That
is, loss goes hand in hand with development. Pine (1985) has outlined four
losses that are thought to be normative, universal, and affectively powerful dur-
ing adulthood. During adulthood, in contrast to adolescence, there is a loss of
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omnipotentiality: an awareness of limitations and roads not taken. A second
loss during adulthood is that of optimal body functioning and appearance. A
third loss is the progressive loss of one’s own children that begins with the birth
of the child. The fourth and final loss during the adult period is the loss of peers
through death and the preparation for one’s own death (the final step in loss of
body function and the loss of self and consciousness that goes with it).

Lerner and Lerner (1987) observed that Freud’s original definition of mourn-
ing and its distinction from melancholia is still accepted by most psychoana-
lysts. According to S. Freud (1917/1951) the distinguishing mental features of
mourning are feelings of painful dejection, loss of interest in the outside world,
inability to love, and massive inhibition of all activity. Melancholia involves the
identical features as well as “a lowering of the self-regarding feelings to a degree
that finds utterances and self-reproaches and self-revelings and culminate in a
delusional expectation of punishment” (p. 244). Freud went on to note that
whereas melancholia, like mourning, may be a reaction to the loss of a loved
one, it differs in that “one cannot see clearly what it is that has been lost—[the
person] knows whom he has lost but not what he has lost in him” (p. 245). These
observations led Freud to conclude that “in mourning it is the world which has
become poor and empty; in melancholia it is the ego itself” (p. 246). If one sub-
stitutes the term “self” for “ego” these statements make phenomenological sense.

The process of mourning involves a gradual relinquishment and severing
of emotional ties to the lost object and a corresponding displacement of interest
or attachment onto other objects. According to Freud (1917/1951):

[Elach single one of the memories and situations of expectancy which demonstrate the
libido’s attachment to the lost object is met by the verdict of reality that the object no
longer exists; and the ego, confronted as it were with the question whether it shall
share this state, is persuaded by the sum of the narcissistic satisfactions it derives from
being alive to sever its attachment to the object that has been abolished. (p. 237)

Melancholia also involves a withdrawal of interest or attachment from the
lost object. However, rather than being displaced onto other objects, the libido,
by means of regressive identification, is withdrawn back into the self. In this
way the object loss is transformed into a loss of self, and the conflict between
the self and the lost object is experienced as a “cleavage” within the self.

According to Lerner and Lerner (1987), the impact of loss on personality is
dramatic, intense, complex, and dependent on a multitude of internal and ex-
ternal factors, including levels of separation-individuation, drive development,
level of defense, and, most significantly, the developmental level of mental rep-
resentations of self and other, as well as the availability of substitute objects and
the degree to which inner psychological structures have become autonomous
from supporting objects or self-objects. According to these authors, the impact
of object loss on object relations and narcissism can be viewed on a develop-
mental continuum in relation to self-object differentiation, level of mental rep-
resentation, and degree of self and object constancy. When these particular lines
of development are not fully structuralized or autonomous from supporting ob-
jects, the response to object loss is more likely to be one of melancholia; that is,
a loss of self as opposed to mourning a loss of the other.
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George Pollock, more than any other psychoanalyst, has studied the
mourning process and has reported that this most poignant human experience
potentially serves as an adaptation to various losses throughout the life cycle.
According to Pollock, bereavement is only one dimension of mourning. Mourn-
ing can be set in motion not only after death, but also by loss, disappointment,
or change, and is a normative part of development throughout life. Colarusso
and Nemiroff (1981), quote Pollock (1979), who asserts:

Mourning is a universal transformational process that allows us to accept the reality
that exists which may be different from our wishes and hopes, which recognizes loss
and change, both externally and internally, and which . . . can result in a happier life,
fulfilled and fulfilling for ourselves and for others. For the gifted the mourning process
may be part of or the end product that can result in creativity in art, music, literature,
science, philosophy, religion. (p. 10)

Mourning, seen in this vein, is an adaptive process that facilitates devel-
opment. According to Shabad and Dietrich (1989), death of the old gives way to
the birth of the new in ways that are not always immediately apparent in the
midst of grief. Loss, despite potentially pathogenic consequences, may also
have other creative, constructive, long-term consequences that are not always
recognizable in the immediate aftermath of death. The process of increased in-
ternalization of the representation of lost objects sets the stage for what Pollock
(1979) refers to as the mourning-liberation process. The pain of working
through the process of mourning can be gradually replaced by the relative psy-
chological freedom brought about by an acceptance that loss is final. A person
may then direct his or her creative capacities toward reconstituting a replace-
ment for the lost object (Shabad and Dietrich, 1989). The relative balance be-
tween acceptance of or denial of the finality of loss and death significantly
influences the individual’s capacity to eventually work through and resolve the
loss experience.

The lifelong experience of separation and loss is what links mourning and
aging. Aging begins at conception but has unique characteristics at each phase
of the life cycle (Erikson, 1978). According to Michels (1980), aging means for
the first time a diminution of capacity and potential rather than the steady pro-
gressive growth associated with childhood. Michels states:

For the adult, death begins to be more familiar and gradually accepted. Friends and
loved ones die; one’s own death is no longer beyond the psychologically meaningful
horizon of future time; and the inevitable diseases and disabilities of middle life begin
to replace the child’s unconscious fantasies as the symbolic equivalent of death. (p. 33)

Compulsive attempts in middle age to remain young, hypochondriacal pre-
occupations with health in the parents, emergence of sexual promiscuity in or-
der to prove oneself youthful and potent, lack of authentic enjoyment of life,
and frequency of religious concern in middle age are familiar defensive patterns
of coping with the inevitability of death (Jacques, 1980). The aging process, and
with it, loss of physical and mental capacities, can represent an adult life crisis.
It intensifies narcissistic vulnerability, recognition of mortality, and the in-
evitable approach of death, which demands adaptation to this most imminent
threat and stress. Dealing with the issue of death itself, both for the individual
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approaching it, as well as survivors, involves a major shift in internal, interper-
sonal, and social factors and the need for psychological adaptations to new cir-
cumstances. Mourning and the aging process require a continuing evolution
and maturation in order to maintain adaptation and functioning. Inevitably, the
vicissitudes of life experience increasingly include separation, loss, and mourn-
ing. And no one is immune to them. Positive adaptation to these inevitable life
experiences are less related to their existence than to the individual’s capacity
for conflict resolution and continued adaptation. These adaptations are results
of the multiple dimensions or lines of development considered in this chapter.

SUMMARY

Recent contributions to psychoanalytic theory have begun to examine and
refine multiple dimensions of development as they extend across the life cy-
cle. Several authors have offered formulations as to how individuals deal with
the ongoing developmental task of separation-individuation in the adult years
approaching old age. In line with the approach of such contributions, this chap-
ter, in exploring multiple dimensions of development in old age, has sought to
integrate the formative, ongoing influences of intrapsychic processes with the
continuous impact of maturation and life experience. Evolution of the various
dimensions of development during the later years will be of increased interest
to psychoanalysts as the “baby boomers” approach later stages of adulthood.
Continued work will be done on the impact that specific life experiences exert
on adult development. Too often, researchers and theorists formulate signifi-
cant life experiences of adulthood, such as close relationships, divorce, loss,
and illness, outside the context of an individual’s ongoing development. This
makes it easy to lose sight of the multiple dimensions of development that pre-
stage each adult experience. Further, we fail to consider the role that each new
experience of later adulthood potentially plays in the refinement and reorgani-
zation of previous dimensions of development. Individual experience thus be-
comes static and detached. It is important to understand how an individual’s
ongoing development sets the stage for a particular life event and then is trans-
formed by it. Our understanding of critical life experiences during old age, for
example, retirement, grandparenthood, illness, the loss of a spouse, and prepa-
ration for the loss of one’s self, can be greatly enriched by viewing such experi-
ences in the context of multiple dimensions of development.
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CHAPTER 4

The Value of Behavioral
Perspectives in Treating
Older Adults

LARRY W. DUPREE AND LAWRENCE SCHONFELD

INTRODUCTION

Behavioral approaches used in the treatment of older adults have now been im-
plemented and evaluated over about a 25-year period. The field of behavioral
gerontology, as it is known, is noted by Wisocki (1991) to be “best defined as the
application of behavioral principles and procedures to the problems of the el-
derly and the issues of aging” (p. 3). Interventions based on these principles
have proven to be among the most effective treatments for a wide variety of be-
havior problems for all age groups.

In this chapter, we discuss three models for explaining behavior problems,
the advantages of behavioral interventions in overcoming “ageism,” and the
value of the behavioral perspective at various stages of the intervention process
(case finding, assessment, intervention, and outcome). In addition, we discuss
the advantages for treatment staff and the problems they often encounter in us-
ing behavioral approaches.

CONCEPTUALIZING THE PROBLEMS OF OLDER ADULTS

Three common models used in conceptualizing behavior problems have
important implications for the assessment and treatment of older adults. The
medical, social, and behavioral models are all deterministic in that behavior is
believed to be influenced by previous events.
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The medical model considers deviations from normal functioning as due to
illness or disease, most notably improper physiological functioning that pur-
portedly occurs as a natural (and expected) consequence of aging. Advocates of
the medical model assume that an underlying cause such as a biologically
based disease or an unobservable psychological process leads to the behavior
problems or “symptoms.” In this regard, Estes and Binney (1989) describe the
dangers of the “biomedicalization of aging” (i.e., the powerful influence the
medical field has on the process and problems of aging). This not only places
treatment under the domain of biomedicine, but also leads to assumptions that
behaviors are difficult to change, biologically determined, and possibly irre-
versible. Such assumptions easily interact with insidious ageism to markedly
influence case finding, assessment, and intervention.

The social model attributes changes in behavior or differences in behavior
between older and younger adults to different roles assigned to each of these
age groups by the culture or society. We tend to expect less responsibility and
decreased functional ability in our society’s older members. Miller (1979) noted
that we accept (and expect) lesser levels of functioning in these specific areas:
self-care behavior, task behavior, and relationship behavior.

According to the behavioral model, behavior is the product of learning, pre-
ceded by antecedent events and followed by consequences or reinforcers. As one
ages, changes in both the antecedent and the consequent events are associated
with changes in behaviors (M. M. Baltes & Barton, 1977; Patterson & Jackson,
1980a, 1980b). In response to newer environmental antecedents and conse-
quences, some appropriate behaviors are gradually lost, and other (perhaps in-
appropriate) behaviors appear. Within this model, behavior is assessed,
evaluated, and validated through direct observation, rather than theoretically
based. The approach is problem-oriented rather than age-specific and appears to
be applicable to many of the well-documented problems noted in later life.

It should be noted that although behaviorists concentrate on nonmedical
determinants of behavior change, behavioral gerontologists are aware that, in
comparison to younger adults, older adults more frequently experience physi-
cal illness, dementia, stroke, or medication side effects, all of which may in-
fluence behavior. Older adults should have both behavioral and medical
evaluations to determine the separate or combined influences of these prob-
lems. In most cases, behavioral interventions can be used concurrently with

medical interventions.

ADVANTAGES OF
THE BEHAVIORAL APPROACH

Use of the behavioral approach avoids many of the stereotypes, biases, and
unfounded assumptions known as “ageism” that negatively impact the delivery
of mental health services to older adults. Ageism reflects a personal revulsion
to, and distaste for, growing old, and a fear of powerlessness, “uselessness,” and
death. Older adults themselves, as well as family members and others in their
community, demonstrate stereotypic beliefs which can act as barriers to asking
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for mental health care (Bernstein, 1990; Butler, 1980; L. W. Dupree, O’Sullivan,
& Patterson, 1982). Mental health professionals may also exhibit ageism by
equating aging with inevitable decline, being pessimistic about the likelihood
and speed of change, believing that it is futile to invest effort in a person with
limited life expectancy, or assuming that behavioral change is a one-to-one cor-
relate of physical change (M. M. Baltes & Barton, 1977; Gatz & Pearson, 1988;
Patterson & Dupree, 1994).

Because the behavior therapist usually explores the possibilities of factors
other than age and physiological changes as underlying behavior, the notion of
reversibility of functional age decrements and apparent cognitive impairment
remains viable until proven otherwise (M. M. Baltes & Baltes, 1977; Baltes &
Barton, 1977; P. B. Baltes & Willis, 1977; Hoyer, Mishara, & Reidel, 1975; Pat-
terson & Jackson, 1980a, 1980b; Rebok & Hoyer, 1977). Almost 20 years ago,
Cautela and Mansfield (1977) reported that, “even when organic dysfunction is
noted it can be of practical value to assume that many behaviors can be modi-
fied somewhat by applying specific behavior therapy procedures regardless of
past history or organic involvement” (p. 23). The cultural notion of behavioral
inflexibility often attributed to the elderly becomes an empirical question rather
than a “fact.” Such an empirical approach has resulted in doubts as to the gen-
eral validity of a biological decrement model (M. M. Baltes & Baltes, 1977;
M. M. Baltes & Barton, 1977; P. B. Baltes & Willis, 1977). Thus, in directing the
treatment specialist to consider factors other than age, the behavioral model has
long permitted, and has even prompted, an optimistic attitude regarding the
mental health problems of older people. Problems are defined in terms of oc-
curring behavior, and are treated on the assumption that they can be remedied.

Cautela and Mansfield (1977) noted additional benefits of the behavioral
model for the problem behavior of the elderly: (1) time is not unnecessarily
spent on determining the “true” impact of all past life experience, (2) present
behavior is the target for change (rather than seeking some unconscious moti-
vator of behavior), (3) older individuals profit more from active therapists and
treatment involving problem-oriented behavior rehearsal (as opposed to the
more passive insight therapy), and (4) negative diagnostic labels are applied
less frequently. Such labels, particularly when applied to older adults, are
rarely removed, and often lead to less than enthusiastic efforts to change the un-
wanted behavior of the older adult.

The behavioral model is also useful in the treatment of older individuals
in terms of its cost effectiveness, its replicability or consistency of treatment or
both, the value of negative results as well as positive, the structure it affords
staff in attending to individuals in treatment, and its potential for contribut-
ing to suitable community placement based on individual circumstances. For
example, Dupree and his colleagues (L. Dupree, 1994; L. Dupree, Broskowski,
& Schonfeld, 1984; Patterson et al., 1982) described group “modular” ap-
proaches with monitoring that helps to ensure that today’s validated program
is tomorrow’s. Treatment modules have defined objectives, defined and oper-
ationalized teaching techniques and materials, specific assessment techniques,
and a module manual to support a high level of standardization. These char-
acteristics permit consistency over time even with staff turnover or various
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levels of staff training and disciplines. Module standardization also permits
replication of the modules in state psychiatric facilities and community men-
tal health centers.

Modular activities are conducted in groups for reasons of economy and ef-
ficiency. Staff are trained to criterion (i.e., ability to lead in accord with man-
ual standards). The daily availability of module manuals to staff greatly aids in
sustaining the program-sanctioned philosophy, content, and methodology.
Again, consistency and continuity (regardless of the therapist present) can be
maintained for an organization in both good and bad times. Elderly clients per-
ceive that same continuity as well. Thus, the value of structured behavior ther-
apy to any treatment program is a sense of quality control including treatment
stability over time and replicability both within and outside the program. Also,
a group module can be used with other standardized units to form an integrated
program (L. Dupree, 1994).

When budgets for mental health services are cut, often the first services that
are reduced or eliminated are those specifically for older rather than younger
adults (Kimmel, 1988). The potential value of modularized approaches for older
people increases as these resources become limited.

An often overlooked value of operant-based intervention is that it requires
observation on the part of those who are involved in the treatment plan. The
frequent attention of staff and others is intentionally directed toward individu-
als’ behavior. By using basic learning principles and structured interventions,
such as a token economy system, treatment specialists can be “forced” to attend
to targeted behaviors and then function as both providers of tokens and social
reinforcers. Richards and Thorpe (1978) also report studies in which behavioral
techniques were successfully applied to the behavior and attitudes of treatment
staff caring for older adults in institutional settings.

The behavioral perspective assumes that human behavior is alterable, or
that the problem behavior is reversible, until empirically demonstrated other-
wise. Such an approach attends to concrete events (deficits and excesses,
strengths and weaknesses, antecedents and consequences) as explanations for
behavior rather than invoking constructs or labels. It does not overly rely on
physical entities as the basis for behavior. The smallest units of analysis in rel-
evant diagnostic interviewing of an elderly individual are the mutual and in-
terdependent relations between the individual and his or her environment
(Rebok & Hoyer, 1977). Mahoney (1975) asserts that it is more productive to ex-
amine the nature of the interdependence than to maintain that one’s internal
environment has greater effect on behavior than does the external environment.
Even though physical changes may account for some part of any loss of en-
vironmental competence, using a strictly physical model of aging and the
diagnostic process based on such an approach is not appropriate. Indeed, the
physical model is biased against intervention with older adults by assuming an
irreversibility of behavior (purportedly based on aging-related, irreversible
physical changes).Finally, the precision or clarity of most information produced
in treatment programs emphasizing the behavioral model is also valuable rela-
tive to client placement. For example, if an individual does not know what
medications to take, when to take them, and, even with continued training and
assessment, never significantly improves over baseline, then the community
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placement setting should provide enough structure and assistance to ensure
that that individual is prompted to take it properly.

CATEGORIES OF BEHAVIORAL
APPROACHES

There are three broad categories of behavioral approaches. The first, behav-
ior modification or therapy, focuses on observations of overt behaviors and the
application of learning and conditioning principles to modify the behavior in
question (Powers & Osborne, 1976; Spiegler & Guevremont, 1993). Overt behav-
iors are those easily observed by the client, family member, therapist, or staff. The
second category, self-management techniques, involves teaching the client to use
behavior modification strategies to modify his or her own behavior (either overt
or covert). The third category, cognitive-behavioral therapies, involves modifica-
tion of covert behaviors or private events that only the client can observe.

BASIC BEHAVIOR MODIFICATION

Individuals who are retired, widowed, and living alone may experience sig-
nificant mental health problems that are not noticed by service providers or fam-
ily members. In comparison to their proportion of the general population, older
adults underutilize mental health services, such as community mental health
centers or psychotherapists in independent practice (Knight, 1986; Lebowitz,
1988). Lasoski (1986) suggested that this underutilization may be the result of
misassumptions about irreversibility, ageism, transportation problems, lack of re-
ferral, lack of outreach, organizational barriers, or even the attitudes of the elderly
about mental health services (i.e., stigma of mental illness, fears about the conse-
quences). Assuming that someone brings the problem behavior to the attention of
a mental health professional, the next task is for that professional to (1) determine
whether it is a high-frequency problem behavior, and (2) define the behavior. Be-
havior is considered maladaptive when it is urgent, of a high frequency, and af-
fects some quality of life of the individual, the person’s family, or significant
others. In extreme cases, that behavior may place the person at risk of being trans-
ferred to another living environment or becoming institutionalized.

The Assessment Process

Once the problem behavior is brought to the attention of the therapist, he or
she must begin the process of assessment (i.e., to understand what events pre-
cede and follow the behavior). The older adult’s adaptive behavior should be as-
sessed relative to actual daily living tasks (DeNelsky & Boat, 1986; Goodstein,
1980; Kaszniak, 1990; Lawton, Whelihan, & Belsky, 1980). The delineation of
specific behavioral and environmental deficits should demonstrate the type and
degree of support needed for maintaining residence in the surroundings in
which the person is assessed (Lawton, 1986; Patterson & Dupree, 1994).
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What we are most often interested in understanding and measuring with
regard to older clients are environmental interactions that “support’ (i.e.,
prompt, reinforce, or otherwise help to maintain) maximally independent, or-
ganized, and generally adaptive behaviors. Consistent with our previous dis-
cussion, the focus is on person—environment interactions. This approach is
quite different from more common approaches that treat the elderly person as
a mere passive recipient of supports.

A comprehensive behavioral interview can generate information about
deficits and supports that more directly explains behavior and that needs less
specialized or “expert” interpretation (Patterson & Dupree, 1994). In contrast,
psychometric data require sophisticated interpretation and interpretive com-
ments, resulting in evaluation reports based on secondary data or norms. These
norms discount the uniqueness of the older person’s behavior in his or her par-
ticular context. However, this discounting can be countered by using structured
behavioral interviews that guide the clinician over specified life domains.

In summary, any reasonable assessment approach relative to an elderly in-
dividual must ameliorate cultural and professional ageism (Meeks, 1990), as-
sess diverse areas of the older person’s life, and highlight both internal and
external antecedents for the expressed problem behaviors. For older adults, ap-
propriate assessment is on a broader scale than for many younger populations,
and positive change is based on a broad assessment of strengths and deficits.
The essential diagnostic product is an indication of the older person’s capacity
to do things required in his or her own environment. This incorporates the no-
tion of “age-free” assessment, a value to older adults.

Problem Definition

The product of the assessment process is the definition of the problem be-
havior. A good definition is objective in that the behavior can be verified by ob-
servations of the therapist and significant others over a specified period of time
with data recorded in terms of frequency, duration, magnitude, antecedents,
consequences of the behavior, and so on. The principle of parsimony should be
used to guide the process leading to definition of the problem. This principle
suggests that whenever a therapist has a choice between a simple explanation
suggested by observable events or a more complex explanation perhaps based
on unobservable events, the therapist should choose the simpler explanation,
leading to fewer assumptions and more conservative interpretations.

Although it is tempting to rely on a DSM-IV diagnosis (American Psychi-
atric Association, 1994), or to define a problem in terms of theoretical constructs
such as “depression,” a behavior therapist must define the problem behavior in
terms of the observed behaviors (e.g., “does not participate in group activities,”
“client observed crying when asked to talk about family issues,” “the client
makes frequent negative self-statements”). Problem definition is critical to the
evaluation of more immediate and future (posttreatment) success. By defining
behaviors in specific, parsimonious terms that require data and objective obser-
vation, rather than speculating about underlying motives, the client’s success in
treatment (i.e., change in targeted problem behavior) can be evaluated. When
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staff are in doubt about operationally defining a problem, we suggest that they
consider the question: How will you know when there is improvement in the
problem? To answer this question, the staff member must consider overt, ob-
servable behaviors, rather than theoretical constructs or diagnostic categories.
After operationally defining a problem, staff observe the client’s unwanted
behavior to determine what events precede it (antecedents) and what events fol-
low that behavior (consequences). Consequences reveal the potential rein-
forcers that maintain the behavior. Thus, the observations allow the therapist to
construct a behavior chain of antecedents-behavior-consequences or “A-B-C’s.”
Finally, after the behavior is defined, the type of data to be recorded becomes
evident. In most cases, it is the frequency of a behavior: however, in other cases,
it may represent magnitude or intensity (e.g., how loud a person yells when dis-
rupting a group), or duration (the length of the behavior episode) or both. Once
the measure can be determined, staff can proceed with baseline observations.

Baseline

Following identification of the problem and prior to implementing treat-
ment, the therapist conducts baseline observations. The therapist allows suffi-
cient time and observations to establish a baseline level (pattern) of the
behavior. This is especially important for older adults who are admitted to new
residences or facilities. Should a treatment plan be implemented while the per-
son becomes oriented to the new environment, any resulting change in behav-
ior may be falsely attributed to the treatment. Thus, determining when a
“stable” baseline is reached depends on many factors: frequency of the behav-
ior, the conditions under which it occurs, and the projected length of treatment
(or length of stay in a residential treatment program). Stability in the frequency
of a behavior might be considered a fluctuation of no more than a certain per-
centage from the average behavior of, for example, five consecutive observa-
tions of the behavior during specified periods of time.

Development of Treatment Goals

The goal of treatment is the development of alternative behaviors that are
socially acceptable and adaptive, rather than simply the application of condi-
tioning principles to reduce maladaptive behaviors (Powers & Osborne, 1976).
Treatment goals should be developed as early in the process as is feasible.
Short-term goals, such as those met between case reviews or treatment team
meetings, are modified as progress toward the target behavior is assessed. Long-
term goals remain relatively consistent and often reflect the final behavioral
goal after intervention ends.

Our observations of staff from geriatric units of state psychiatric hospitals
and other treatment facilities suggest that staff believe they are “required” by
policy to develop goals and treatment plans to eliminate or reduce maladaptive
behaviors. Consequently, they frequently ignore goals focusing on the devel-
opment of new, more adaptive behaviors. For example, a client in a residential
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facility may be observed returning to his or her bedroom rather than participat-
ing in activities. Staff may list the goal as “decrease the number of times per day
the client is observed in bedroom.” In another example, the client may be ob-
served as “yelling obscenities when asked to attend group treatment” with the
goal being to decrease the yelling and obscenities. When such goals are identi-
fied, they often lead to the use of punishment techniques, such as seclusion or
removal of privileges, to suppress maladaptive behaviors.

In working with such staff, we pose two key questions they should answer
before developing treatment goals and plans: What positive, adaptive behavior
is expected to replace the maladaptive behavior? and What skill must the client
learn to improve functioning and be discharged successfully? Rather than fight-
ing their perceptions of what the program policies should be (i.e., listing only
suppression of behavior as a goal in the written treatment plan), we found that
it was helpful to ask staff to develop a second goal in the client’s treatment plan,
identifying the new, “replacement” behavior. Thus, in the examples provided
above, we might list the adaptive goal as “increase group participation” or “de-
velop conversational skills.”

Finally, the question of how the client participates in the development of
the treatment goals and plan is extremely relevant given current concerns for
consumer rights, licensure requirements, and accreditation policies. Tradition-
ally, with basic behavior modification approaches, the treatment staff decided
the methods of observation, treatment, or reinforcement, and so on, with little or
no input by the client. Informing a client about the plan may have been per-
ceived as awkward or even in conflict with unobtrusive observation. Today,
most guidelines emphasize a more active client role by requiring a written plan
and staff documentation of how the person was informed and involved in the
process. This can be accomplished in day treatment and residential programs by
inviting the person, guardian, and significant others into the treatment team
meeting. However, if the person feels uncomfortable or “confronted” by the pro-
fessionals, the therapist and the client can meet and identify problem behaviors
that they believe should be high priority. The therapist, after meeting with the
treatment team, can then respond to the client regarding the specifics of the plan.

Active participation by the client in the treatment planning process may
make unobtrusive observation difficult. However, informing the person of the
future consequences of behaviors may accelerate the modification of his or her
behavior. Further, for older adults in outpatient treatment, it is essential that the
therapist and client work closely together in developing goals and implement-
ing and evaluating treatment. Providing clients with feedback as to their pro-
gress (verbal reports, graphs of their behavior) is a valuable form of positive
reinforcement. The written treatment plan, which indicates who is responsible
for what, will serve a similar function as a behavioral contract.

Implementing the Behavior Modification Program
Behavioral techniques have proven effective for many older clients who are

deficient in activities of daily living or social skills. Patterson and colleagues
(1982) describe a variety of techniques used to teach older adults adaptive be-
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haviors, by delivery of reinforcement contingent upon the observation of the
target behavior or, in the case of a shaping procedure, a reasonable approxima-
tion of the target behavior. For example, using a token economy, very simple
skills, such as time conversing with other people, can be increased by provid-
ing tokens and praise after certain intervals of time in which staff observe such
behavior. More complex skills (e.g., maintaining a household) may require di-
dactic methods, modeling, prompting, and so on, to teach sequences of behav-
ior, after which reinforcement follows.

According to the Law of Effect, response-contingent positive reinforcement
increases the probability of certain behaviors (goals), whereas response contin-
gent punishment (e.g., removal of reinforcers, time-out) decreases the probabil-
ity. Our experience in training staff from geriatric treatment units in state
psychiatric hospitals suggests that staff more easily identified and used aversive
procedures than positive reinforcement. In conjunction with an overemphasis
on suppression of behavior, this led to increased use of seclusion, restraints, or
geri-chairs; overreliance on medications to control behavior; or removal of unit
privileges. Referring to the earlier example, staff believed they resolved the
problem of the clients’ returning to their rooms during daytime hours by lock-
ing the bedrooms during those hours. As a result, instead of becoming active or
involved in unit activities, some patients lay on the floor in the halls or in day
area rooms, while others sat passively in chairs around the perimeter of the ac-
tivity room. To address this issue, we suggested that staff use the Premack prin-
ciple (Premack, 1962) to increase adaptive behaviors. This principle states that
a behavior that has a high probability of occurrence (e.g., going to the bedroom)
can be used as a reinforcer for a low-probability behavior. By asking the key
questions noted earlier, staff easily determined that it would be desirable for the
client to participate in group treatment. Using the Premack principle, the client
could be informed that if he or she met a minimal criterion of group partic-
ipation (e.g., 10 minutes), he or she would be free to choose to return to the
bedroom later. On future trials, the amount of time required for earning re-
inforcement is increased and time spent in the room decreased.

One of the problems encountered by staff in geriatric units is difficulty in
identification of reinforcers. For example, staff may inadvertently reinforce
and maintain maladaptive behavior such as yelling or screaming by paying at-
tention to that behavior, but paying little or no attention to the individual
when he or she is calm and sociable. Staff may also assume that what is re-
inforcing for them is also reinforcing for everyone else. However, for some peo-
ple, the administration of candy, tokens (in a token economy), or additional
unit privileges may not be motivating. Determination of appropriate positive
reinforcement requires interaction with and observation of each individual.
Many older adults in mental health facilities have responded well to the use of
praise or by being rewarded with conversation with a staff member in whom
they have shown interest.

Even when appropriate reinforcers are identified, people can become sati-
ated with reinforcement. It is helpful for staff to identify a menu of reinforcers
prior to the development of a treatment plan in order to shift to another when
satiation occurs. We encourage the staff to spend extra time observing how their
older clients spend much of their time while on the unit, to ask them or their
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families about the activities they enjoy, and to experiment with the use of praise
and social contact as potential reinforcers.

Evaluation of the Treatment Plan

Evaluation of the treatment plan is an ongoing process. During the assess-
ment phase, the type of data to be recorded is determined (e.g., frequency, du-
ration, magnitude). As treatment progresses and criteria are met, the plan can
be altered to make the short-term goals more similar to the long-term goal. Rel-
ative to the earlier example, there would be an increase in group participation
or other adaptive skills, with a simultaneous decrease of the maladaptive
behaviors.

In the simplest form of evaluation, using single case analyses, a therapist
will measure the rate or level of the target behavior during baseline (“A”) and
compare it to that during the treatment (“B”). Also, effectiveness of treatment
can be evaluated by removing the treatment conditions (i.e., a return to the
baseline condition). If the behavior returns to its former, pretreatment level,
then the therapist can state that the treatment was the most likely cause of the
change. However, because therapists wish to discharge the patient success-
fully, a typical design will be an ABAB design in which the final phase of treat-
ment is a second implementation of treatment, or more practically, a variation
of the treatment that prepares the client for discharge and appropriate behav-
ior in his or her environment (e.g., fading the treatment over time, gradually re-
ducing the number of reinforcers, adding new reinforcers likely to be found in
the community).

Assessment of skill deficiencies that create barriers to successful commu-
nity placement and independence is critical for evaluation at admission, to as-
sess progress, and to determine discharge readiness. Staff must respond to the
questions, How can we demonstrate that the individual is improving relative to
the identified problem behavior as the result of this intervention? and, Is this
person behaviorally capable of managing the circumstances of his or her extra-
treatment environment? or, Has he or she acquired necessary skills and behav-
iors? We encourage staff to graph data when feasible to determine changes or
stability in the measured target behavior, and to demonstrate to staff and to the
client that changes in behavior have or have not taken place. People often tend
to believe that if they have not accomplished the final target behavior in its en-
tirety, they have failed. To counteract this notion, it is suggested that even small
improvements in behavior should be highlighted in discussions with the client

to encourage further progress.

BEHAVIORAL INTERVENTIONS DEVELOPED
IN FLORIDA

Thus far, we have posed several questions to help staff define target behav-
iors and implement the plan: (1) How do we know a problem exists? (2) How
will you know when there is improvement in the problem? (3) What positive,
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adaptive behavior is expected to replace the maladaptive behavior? (4) What
skill should the client learn to improve functioning and be discharged success-
fully? (5) How can we demonstrate that the individual is improving as the result
of this treatment? and (6) Is this person ready to be discharged from treatment?
In other words: have problem-specific skills been acquired; have unwanted be-
haviors been brought under control; do the more adaptive skills respond to in-
dividual person—environment interactions (do the skills fit the environment);
and will intervention results generalize to the individual’s likely place of resi-
dence? To address these questions, we summarize our early attempts at de-
institutionalization of older adults.

Our department’s early efforts were aimed at geriatric units from state hos-
pitals and at local psychiatric facilities (Patterson et al., 1982). Thus, the first el-
derly clients admitted to the gerontology program at the Florida Mental Health
Institute were transferred from a state hospital. To determine what problem be-
haviors existed, each newly admitted client was assessed to identify his or her
deficits in a variety of skills which might prevent their successful placement in
community-based settings: basic and instrumental activities of daily living,
communication skills, conversation, personal information training, personal ef-
fectiveness training, self-esteem, ability to manage one’s medications, and
leisure skills. Those clients not meeting the basic cutoff scores for any particu-
lar skill (e.g., personal grooming), entered a group training module. A module
was group treatment involving a set of behavioral skills to be taught. Standard-
ized manuals for staff to follow were also developed. These manuals included
a statement of objectives, brief explanation of the behavioral principles and pro-
cedures to be used, the forms and instructions for assessing the client, descrip-
tions of specific content (including materials and teaching aids), client
objectives, and forms to graph and record data.

Teaching methods consisted of lectures and the behavioral techniques of
modeling, prompting, chaining, and shaping. Clients were reassessed every
four weeks to determine whether they had improved their skills adequately to
“graduate” from the group and eventually to determine whether they were
ready to be discharged to a community-based setting, such as independent
living or an assisted-living facility. Typically, the largest change occurred
within the first four weeks of treatment. However, average length of stay was
approximately three months. Patterson and colleagues (1982) demonstrated
that one year after discharge, the majority of individuals discharged from the
Gerontology Residential Program remained in community settings, whereas
the majority of a comparison group of state hospital patients remained insti-
tutionalized.

When unusual behavior, such as hallucinations, verbal outbursts, or other
disruptive behaviors occurred but were not addressed in the modules, staff
members were instructed to observe the behavior using a behavior analysis form
(BAF) to determine what antecedents preceded the behavior and what conse-
quences might have maintained it. An interdisciplinary treatment team re-
viewed the process and collected data in order to define the problem behavior
and develop an individualized behavioral intervention to modify maladaptive
behavior and replace it with adaptive behavior. Although a primary counselor
was designated to monitor the accurate implementation of the treatment plan, all
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staff were informed of each older adult’s treatment plan in order to implement it
in a unified manner, ensuring uniform delivery of reinforcement, shaping, and
so on, regardless of the staff person present, where on the unit the older adult
might be, or the activity in which the client might be engaged.

PROBLEMS ENCOUNTERED IN GERIATRIC
TREATMENT PROGRAMS

Based on our experience in the aging programs at the Florida Mental
Health Institute and our attempts to disseminate these approaches to other pro-
grams and sites treating older adults, we have noted a number of areas that pre-
sent problems for successful implementation of basic behavioral approaches.
These areas include consistency of implementation of a treatment plan, gener-
alization of new skills, working with individuals with memory problems, and
working with individuals who reside in the community while attending the
treatment program.

Consistency

In the early stages of disseminating our treatment approaches and modules
to geriatric units at state hospitals, it appeared that the staff experienced a cer-
tain degree of frustration about the efficacy of behavioral approaches. With in-
vestigation, we often found that staff were not implementing the treatment plan
in a consistent manner; we asked them, “Does the unit act like a unit?” If just
one staff member or another person (e.g., family members, other clients) re-
sponds to the client in a manner inconsistent with the treatment plan, or is in-
appropriately reinforcing, that momentary lapse may inadvertently reinforce
the unwanted behavior (i.e., a partial reinforcement effect in which occasional
or intermittent reinforcement leads to behaviors that are substantially more dif-
ficult to extinguish than responses associated with consistent or continuous re-
inforcement procedure). Inconsistency may be influenced by poor staff training,
inadequate treatment plans, or attitudes and stereotypes held by the staff. Al-
though some staff members will try hard to implement a plan as written, others
may resist because of beliefs that older adults’ behaviors cannot be changed,
that the client has no potential reinforcers, or that the behavior has a biological
or physical cause.

In training geriatric staff to use behavioral techniques, we stress the need
for all staff to act in unison and reinforce (and extinguish) behaviors identically.
When this is done, behavior change is likely to occur more rapidly. This is ac-
complished by training staff in behavioral techniques including objective ob-
servation and recording of data, encouraging communication among staff in
treatment team meetings, and developing standardized assessment and treat-
ment programs. Similarly, family members and significant others should be in-
formed of (1) the benefits and consequences of adhering to the plan, and (2)
how to respond to maladaptive behavior.
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Generalization of New Skills Outside the Therapeutic Environment

Patterson and Jackson (1980a, 1980b), point out that there is a significant
difference between a training environment and a therapeutic environment. The
former generates appropriate behavior that is maintained and generalized
within that specific programmatic environment; the therapeutic environment
does the same, but also results in generalization and maintenance of appropri-
ate behavior in postdischarge settings. A major concern in the application of
behavior modification is the generalization of the newly learned, adaptive be-
havior outside the therapeutic environment. A person discharged from a resi-
dential treatment program to a community placement (e.g., independent living
or assisted living facility) may not demonstrate the skills learned prior to dis-
charge unless certain predischarge intervention conditions are met.

Even with an A-B-A-B reversal design (Baseline-Treatment-Return to Base-
line-Treatment), there is a possibility that the behavior will revert to pretreat-
ment levels after the person is discharged. By planning a modified version of the
second “B” (reimplementation of treatment) condition, reversion can be avoided
by making that second condition more similar to the extratreatment environ-
ment. For example, prior to discharge, we might switch from using tokens (in a
token economy) as rewards, to the reward of more off-unit activities or weekend
visits to the new residence with participation in activities at that new site.

Treatment of Older Adults With Dementia

There are a variety of memory problems experienced by older adults. The
individual may experience benign forgetfulness in which he or she may at-
tribute memory problems to an age-related affliction. Individuals experiencing
depression may also exhibit problems or pseudodementia. Behavioral tech-
niques work well for such difficulties. However, the most challenging problems
arise in addressing problems of people with dementia. Alzheimer’s disease and
related dementias often involve a slow, degenerative process of memory, lan-
guage skills, and executive functions.

A number of basic behavioral procedures have been demonstrated to assist
older people in the early and middle stages of dementia despite declining func-
tioning. For example, Burgio and Burgio (1986) describe methods for helping
older adults control urinary incontinence, including pelvic floor exercises,
scheduled and prompted toileting, and delivery of positive reinforcement for
controlled voids. McEvoy (1990) summarizes techniques for enhancing orien-
tation, improving socialization and mood, decreasing verbal aggression, or im-
proving activities of daily living. To reduce wandering and potential risk to
one’s welfare, Hussian (1982) altered the color of hallways and elevators to help
residents in one facility discriminate between hazardous areas and those areas
where ambulation would be safe. In another example, McEvoy and Patterson
(1986) describe the use of backward chaining to teach spatial orientation (i.e.,
dividing the task into a series of steps, then teaching the steps in reverse order).
The staff member begins by teaching the sequence nearest to the final, desired,
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behavior. When accomplished, the task is reinforced (e.g., by praise or delivery
of tokens), and the next to last sequence is prompted by the staff member. This
proceeds until the client learns the route to the desired location.

Those people in the most severe stages of dementia are less likely to retain in-
formation or maintain skills between sessions. In such cases, the long-term goals
will be less ambitious, focusing less on independence and more on custodial care.

Community-Based Clients

Early applications of behavior modification with older adults were con-
ducted in residential facilities or with individuals spending considerable
amounts of time in day treatment or day care programs. Treatment planning for
community-residing older adults who attend treatment programs periodically
for short visits (e.g., a two-hour appointment once a week) presents greater chal-
lenges as a substantial portion of their time is spent “off-unit” and away from
the controlled environment of a residential unit. Again, consistency and gener-
alization are issues for such individuals. The primary therapist or case manager
must ensure that the family, significant others, or staff from the assisted living
facilities are brought into the treatment planning process, and that they are pro-
vided some instruction as to how to implement behavioral methodology con-
sistent with that used in the treatment program.

For community-based populations, self-management and cognitive-behav-
ioral interventions are appropriate extensions of behavior modification. In fact,
more recently, self-management and cognitive-behavioral interventions are
complementary alternatives to more traditional behavior therapies even within

residential settings.

SELF-MANAGEMENT APPROACHES

Later-life onset problems are often maladaptive responses to stress gener-
ated by the relatively rapid changes characteristic of later life. The individual’s
perception that he or she can no longer predict or exert reasonable control over
the environment magnifies the stress effects of rapid change. The more an indi-
vidual expects to be in control and to cope independently with problems, the
greater the probability he or she will find a solution. Problem-solving training
may be viewed as one form of training to improve the elderly individual’s con-
trol over his or her own behavior and over the environment. The relationship
between strategies for general problem solving and techniques for self-control
of specific responses has been noted by Goldfried and Davison (1976) as fol-
lows: “The major objective in problem solving is to identify the most effective
alternative, which may then be followed by other self-control operations to
stimulate and maintain performance of the selected course of action. Thus,
problem solving becomes a crucial initial phase in a more general self-control
process” (p. 187). Goldfried and Davison suggest that additional training or
therapy is often required to stimulate and maintain the behaviors necessary to
follow through on a selected course of action. Our experience confirms these
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observations. While clients may generate an effective solution, they often have
trouble trying it out. Engaging in new (or renewed) adaptive coping behaviors
almost always involves increased anxiety which must be overcome if the indi-
vidual is to carry out in practice a plan he or she has endorsed cognitively.

As noted by Kanfer (1975), self-management involves the use of behavioral
techniques by the client to modify his or her own overt or covert behaviors. An
advantage of using self-management techniques is that they allow a client to
continue behavior modification outside the therapeutic environment and with-
out constant direction by the therapist. Instead of the relatively passive partici-
pant in basic behavior modification procedures, the client becomes cotherapist
by taking an active role in the identification of problems, development and im-
plementation of the treatment plan, and evaluation of progress.

Kanfer (1975) describes three major self-control components of self-manage-
ment: self-monitoring, homework and assignments, and behavior contracts. Self-
monitoring includes (1) awareness that a problem behavior is occurring and (2)
collecting data (e.g., frequency, magnitude, or intensity) about the behavior and
its consequences. For example, we have trained older alcohol abusers to maintain
a log of their urges to drink or drinking episodes (L. Dupree et al., 1984). A review
of their logs allows the therapist to help the client avoid a relapse following a sin-
gle slip (one drink of alcohol) or to review relapse episodes to help prevent future
occurrences. Another example involved an older client in our residential pro-
gram. Despite taking antipsychotic medications, she reported hearing voices that
were disturbing to her. Staff instructed her to log the intensity, frequency, and
content of the voices she heard, as well as the antecedents to hearing the voices
(e.g., where she was, what activity she was involved in, who was present). Once
self-monitoring is accomplished, the client becomes aware of the circumstances
under which the problem behavior occurs, and is then ready to help in the de-
velopment of behavior change techniques (including self-reinforcement).

Homework or assignments by the therapist allow clients to approach their
final goals. For example, older adults in day treatment mental health programs
experiencing loneliness and social isolation might be assigned to visit a senior
center to learn what activities the program offers and to report back to the ther-
apist what was available. Another client who abuses alcohol might be asked to
call an alcoholism hotline to determine what would happen in the event he or
she experienced a slip. Such assignments can be used to diminish the stress of
placement or activities that might occur posttreatment.

A behavior contract is an agreement between the client and the therapist
or the client and a significant other (e.g., a spouse). The contract sets the
guidelines for the expected behavior and the consequences if the behavior oc-
curs (e.g., reinforcement) or does not occur. Thus, the therapist and client de-
velop and agree on behavioral guidelines for the self-management treatment
plan. The therapeutic aim is to provide the older individual with more effec-
tive coping skills specific to the antecedent conditions noted in his or her
problem behavior chain. Also, because some behaviors (e.g., abusive drink-
ing) have multiple antecedents and may change over time, the training of el-
derly clients in the analysis of problem behavior, problem solving, and
self-management skills makes them better prepared for future or evolving
high-risk situations. They are prepared to analyze, understand, problem
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solve, and respond to the factors promoting unwanted behavior. Thus, inter-
vention placing greater emphasis on client analysis and self-intervention in
order to sustain positive outcome as the older person’s environment contin-
ues to change enhances community stability.

COGNITIVE-BEHAVIORAL THERAPIES

Cognitive-behavior therapies (CBT) were first developed in the 1960s and
rely on the principles used in basic behavior modification and self-management
to modify thoughts and feelings. Whereas behavior modification is based on the
belief that overt reinforcement contingencies alter behavior, cognitive behavior
therapy focuses on cognitive mechanisms to alter behavior. According to Dob-
son and Block (1988), “at their core, cognitive-behavior therapies share three
fundamental propositions: 1) cognitive activity affects behavior, 2) cognitive ac-
tivity may be monitored and altered, and 3) desired behavior change may be
affected through cognitive change” (p. 4). Also, Beck (1991) notes that the psy-
chological systems of cognition, affect, and motivation are interrelated so that
changes in one system may produce changes in one or more other systems. CBT
therefore teaches one to identify and modify self-defeating thoughts and beliefs
(Dobson, 1988; Scott, Williams, & Beck, 1989).

Mahoney and Arnkoff (1978) categorized CBTs into three major divisions:
cognitive restructuring, coping-skills therapies, and problem-solving therapies.
Cognitive restructuring (CR) involves teaching the client to recognize maladap-
tive thoughts that are believed to be the antecedents to emotional problems. The
goal of cognitive restructuring “is to establish more adaptive thought patterns”
(Dobson & Block, 1988, p. 13). For example, the older client may learn to rec-
ognize his or her inaccurate thoughts or self-statements that lead to depression,
and replace them with more adaptive and accurate statements.

Older clients in coping-skills therapies may learn to use new, more adap-
tive skills when faced with stressful events or stimulation, as evident in
stress-inoculation training (Meichenbaum, 1977) and Marlatt and Gordon’s
(1980, 1985) Relapse Prevention (RP) model of addictive behavior. According
to the RP model, when faced with high-risk situations for drinking (e.g., neg-
ative emotional states, peer pressure, conflicts with other people), individu-
als with inadequate coping skills experience decreased self-efficacy and
increased positive expectancies about their first drink. When drinking does
occur, the slip leads to an abstinence violation effect and the self-fulfilling
prophecy that they might as well drink more since they did not maintain ab-
stinence. Programs using an RP model concentrate on teaching individuals
the skills necessary to cope with their high-risk situation or situations and
prevent a relapse. Skills are taught using didactic approaches, cognitive-
behavior therapy, modeling, behavior rehearsal, and assignments. Such ap-
proaches have been successful with regard to long-term outcome (Broskowski
& Dupree, 1981; L. Dupree & West, 1990; Holder, Longabaugh, Miller, & Rubo-
nis, 1991; Marlatt & Gordon, 1980, 1985).

In the Department of Aging and Mental Health, we have used both self-
management and cognitive-behavioral techniques to help older alcohol abusers
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overcome their problems. Clients are taught to analyze their drinking behavior
and high-risk situations into the A-B-C’s described earlier. Through lecture for-
mat, behavior rehearsal, and assignments away from the program, they are
taught new coping skills (e.g., refusing a drink, managing feelings of anxiety,
tension, frustration, anger, grief, or depression; rebuilding a social support net-
work; and coping with a slip or relapse). These approaches have resulted in
successful outcomes one year posttreatment (L. Dupree et al., 1984; Schonfeld
& Dupree, 1991). Although cognitive-behavior therapy grew out of behaviorism
in its acceptance of operant and respondent components, it deviates from ear-
lier behavior therapy in its refusal to accept the tenet that environmental factors
alone determine behavior. Also, the multimodal aspect of cognitive-behavior
therapy allows a variety of methods for working with clients including system-
atic desensitization, covert modeling, mental and emotive imagery, relaxation
training, thought stopping, cognitive restructuring, biofeedback, neurolinguis-
tic programming, and cognitive modeling. Cognitive modeling combines overt
and covert strategies as the client and clinician work together to change the
beliefs and attitudes of the client about a situation. The therapist acts as a
role model, and the client acts out the same role while the therapist coaches
and monitors.

CONCLUSION

In this chapter, we have discussed a variety of behavioral interventions
used with older adults. Behavioral approaches range from very basic behavior
modification to self-management approaches and to cognitive-behavioral inter-
ventions. Problems in the use of basic behavior modification procedures arise
when procedures are administered inconsistently, when new behaviors do not
generalize to the community, when working with individuals with memory
problems, and when working with outpatient populations.

Self-management is an extension of behavior modification procedures,
with the individual learning to modify his or her own behaviors and the thera-
pist acting as a motivator and guide through the process. Cognitive-behavioral
approaches involve the modification of cognitions, normally considered events
unobservable by anyone but the client. All of the approaches (1) are based on
principles of learning, (2) use some form of behavior analysis to identify an-
tecedents and consequences of behavior, (3) target an increase in adaptive be-
haviors and a simultaneous decrease in maladaptive behaviors, and (4) often
result in an improved (context-appropriate) quality of life. Behavioral applica-
tions with older adults have been effective over a broad range of presenting
problems in diverse settings and appear to minimize many of the mispercep-
tions and inaccurate assumptions resulting from ageism, as well as the overre-
liance on the medical model to explain behavior problems. Also, by not
emphasizing intrapsychic “mysteries,” and by placing less emphasis on highly
degreed therapists as the sole proprietors of knowledge relative to etiology and
change of behavior, the behavioral model permits greater participation in
change by the client. Behavior is not explained in terms of personality theory,
norms, or secondary source data. In behavioral principles, older adult behavior
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is understood to be a product of environmental and organismic interactions. Be-
havior therapies have recognized and responded to the functional context of the
behavior of older adults.

Proponents of the behavioral perspective recognize the influence of physi-
ological change, but do not overemphasize it. They assume that maladaptive be-
havior can be remediated or ameliorated until it can be proven otherwise. This
empirical approach has been demonstrated to be successful with older popula-
tions for whom few practitioners initially held out much hope for change. Only
a few years ago, major leaders of nonbehavioral therapies were speaking of the
futility of treating adults over age 50 to 55. Behavior therapists have modified
many assumptions and can be proud of their role in developing appropriate
therapies for problems common in later life.
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CHAPTER 5

Moral and Ethical
Considerations in
Geropsychology

MicHAEL LAVIN AND BRUCE D. SALES

INTRODUCTION

Most psychologists will have acquired a working familiarity with the Ameri-
can Psychological Association’s Ethical Principles of Psvchologists and Code
of Conduct (1992) (hereinafter referred to as Ethics Code or Code) in the course
of their professional education. They may know, for example, that the Code
includes an introduction, an explanatory preamble, a set of six aspirational
principles relating to competence, integrity, professional and scientific re-
sponsibility, respect for people’s rights and dignity, concern for the welfare of
others, and social responsibility, and that these principles are followed by
eight sections of ethical standards by which members of the American Psy-
chological Association are bound. These standards cover general issues, test-
ing, advertising, therapy, privacy and confidentiality, teaching, research, and
publication, forensics, and resolving ethical issues. Although the aspirational
principles of the association are not binding, they can be used to help interpret
the binding standards. If psychologists who are members of the American Psy-
chological Association fail to abide by the standards, then an ethics complaint
can be brought to the association, and the association’s Ethics Committee’s
Rules and Procedures (1992) will govern the quasi-legal proceedings that fol-
low a complaint.

If geropsychology raises any special ethical issues, it is not because
geropsychologists operate with different ethical principles and standards than
other psychologists. Rather, it is because of the sometimes unique challenges
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that their clients and patients present. This chapter explores issues that are
likely to loom larger for geropsychologists than for other psychologists. No pre-
tense is made that these are the only issues that are ethically or morally press-
ing for geropsychologists. Indeed, our goal is not to catalogue all issues, but to
present selected problems and apply a decision framework, in order to demon-
strate how geropsychologists can engage in ethical practice when confronted
with such challenges. Stated another way, our focus is to explore selected is-
sues in a way that will enhance geropsychologists’ moral thinking, and thus
provide a basis for analyzing other problems as they arise. In order to accom-
plish our goal, we first present an analysis of the benefits and limits of ethical
codes for guiding professional behavior. Arguing that this approach is signifi-
cantly limited, we then present relevant moral principles that geropsycholo-
gists can use to improve their decision making when confronted with difficult
ethical and moral situations in practice, and apply this information to selected
problems.

Our use of the words “ethical” and “moral” requires comment. Though in
ordinary English these terms tend to be used interchangeably, we reserve the
term “ethical” for duties, prohibitions, and permissions that are given or de-
rived from the Ethics Code. The term “moral” is used to cover the deepest level
of thought that agents engage in when thinking about what they should do. A
consequence of this view is that it is conceivable that an act could be ethically
forbidden (i.e., proscribed by the Code) but morally required. The analysis of
the complex relations between the Ethics Code and morality is beyond the
scope of this chapter.

ETHICS CODES

Benefits

There are benefits to using a profession’s ethics code. First, codes set forth
minimal standards of professional conduct in a public way. Second, codes may
make collective wisdom available to other professionals. Third, codes give pub-
lic evidence as to a profession’s ethics, making professionals and nonprofes-
sionals aware of the expectations. Fourth, codes often provide careful guidance
in areas that have proven to be sources of moral difficulty for a profession.

As for the first benefit, codes provide the public with a document that in-
forms all interested parties about a profession’s minimal standards. Though
psychologists, for example, have a moral obligation not to exploit clients, which
exists independently of any explicit recognition in the American Psychologi-
cal Association’s Code, the Code articulates this obligation in a public manner.
For example, because of the Code, psychologists may not plead that a sexual re-
lationship with a client is ethical, perhaps on the ground that the sexual rela-
tion is therapeutic.

As for the second benefit, codes are often drafted by professionals who
have made a career of thinking about issues that have proven morally difficult
for a profession. The drafters of a code bring together a collective wisdom that
is unavailable to an ordinary professional. For example, the committee devel-



Moral and Ethical Considerations in Geropsychology 73

oping or revising a code may have access to a history of troubling assessment
cases and their resolution. The average psychologist will not have had the time
to think through many of the issues connected with assessment that are explic-
itly addressed in the Ethics Code, and even more elaborately in the American
Psychological Association’s Standards for Educational and Psychological Test-
ing (1985). The Code, and supplemental materials such as the Standards, there-
by offers the psychologist the benefit of thoughtful, considered guidance of
individuals respected for their ethical and legal knowledge.

Having a code also provides the third benefit of making ethical expecta-
tions public to professional and nonprofessionals alike. Even if, as part of their
professional training, all psychologists came to have the same ethical principles
and standards, the public, independent of the Code, would have no way of
knowing the specifics of those principles and standards. By making their ethi-
cal principles and standards public, organizations like the American Psycho-
logical Association make it possible for family members to reach a reasoned
conclusion about whether a geropsychologist’s treatment of an elderly patient
conforms to the association’s Code or to determine in advance what kind of
treatment they have a right to expect from a geropsychologist.

The final benefit of the Code is that it alerts professionals to areas that have
proven to be ethical puzzles for a profession. Therapy, testing, privacy and con-
fidentiality, forensics, research, and publication have, in the past, proven to be
areas where ethical and moral lapses are prone to occur. By reading and under-
standing their Code, psychologists can become sensitive to areas where they are
likely to encounter difficulty if they fail to proceed with suitable caution and
conformity.

Limitations

Despite the above noted benefits, codes have numerous potential limita-
tions. First, codes are conservative. Second, codes have a necessary limitation
in their moral authority. Third, codes are often vague. Fourth, codes often omit
mention of important topics and factors. Fifth, it is often difficult to determine
what guidance codes provide in complex cases, especially in cases where the
guidance is inconsistent (Sales and Schuman, 1993).

The conservative nature of codes is a consequence of their being political
documents. When the American Psychological Association “wrote and revised
its Ethical Principles and Code of Conduct (1992), it created a committee to pro-
duce the document. The committee, in turn, had to reach an internal consensus
on what the code should say, while simultaneously trying to produce a docu-
ment that could attain the support of the majority of American Psychological
Association members.

Given the nature of the process, no attempt is made to derive specific prin-
ciples and standards from widely accepted moral principles. At most, codes
seek to avoid manifest conflict with these principles. Professionals might there-
fore wonder how much authority the Code should have. For example, a central
feature of moral life is a respect for one’s own conscience. 1t does not seem rea-
sonable that a code could overrule conscience, especially when the dictates of
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a psychologist’s conscience conform to the widely accepted moral principles.
For many psychologists, however, the decision-making process is far simpler.
The moral authority of the American Psychological Association’s Code is based
in their membership in the Association, which mandates each member’s com-
pliance with the Code’s standards. Obviously this contractual constraint does
not apply to nonmember psychologists and nonpsychologists.

A third limit of ethics codes is that they tend to be vague, but for good rea-
son. First, it is often only possible to attain political agreements when a code’s
provisions are vague enough to finesse disputed issues. It is easy to achieve a
consensus that individuals should respect one another, not exploit persons over
whom they have professional authority, not harass clients, and not plagiarize—
all provisions of the American Psychological Association’s Ethical Principles
and Code of Conduct—but it is difficult to reach a consensus on how to opera-
tionalize these requirements. For example, at what point does a supervisor’s
requests for a subordinate’s services become exploitive? Second, even if psy-
chologists are conscientious in observing or trying to observe the Code, it may
be difficult to document this empirically. Psychologists making a sincere at-
tempt to avoid objectionable multiple relationships, as required by the Ameri-
can Psychological Association’s Code, may have great difficulty determining
when they have entered into an objectionable multiple role. No amount of scru-
tinizing of the Code will necessarily resolve the issue for them. For example, us-
ing the services of a patient to resolve a plumbing problem may be necessary for
the psychologist in a rural community. Moreover, this multiple relationship
may be neither exploitive nor harmful to the patient.

Because codes do not attempt to replace legal codes, they are never com-
prehensive. Moreover, to be of use to the average professional, codes must be
of manageable length. These two facts about codes guarantee that codes will
omit important topics. Geropsychologists turning to the American Psycholog-
ical Association’s Code may well discover that matters of pressing concern to
them are not addressed. For example, although a geropsychologist might very
much like to have clear advice on what informed consent should consist of,
and how it should be administered, ethics codes do not provide the needed
information.

Finally, even if a code provides clear advice, professionals might wonder
whether it is consistent with other provisions of the relevant code. For exam-
ple, a geropsychologist might well believe that he has a code-given obligation
to honor a commitment of confidentiality made to a patient, yet also have an-
other code-given obligation to surrender the otherwise confidential client
records to the managed care entity that is paying for services. For example,
consider the situation where the elderly patient’s employer has a contract
with the managed care entity rerquiring it to provide the employer with ac-
cess to all employee patient records as a condition of continuing the contract.
Even if the geropsychologist informs the patient of this limitation in confi-
dentiality, he might not have informed the patient of all potential risks of di-
vulging personal information. One example of such risk is the employer firing
the employee based on information contained in the geropsychological
records.
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MORAL THINKING

Moral thinking has at least three salient characteristics (Rachels, 1993). It is
universal; it is impartial; it is reason driven. By universality, we mean that
moral claims are not local. It would be odd to claim that cheating your clients
is morally permissible, if only you have the good fortune to live in the right
place or right time. Also, it would be morally unacceptable to acquiesce to the
wish of an elderly client’s son to place his cantankerous, aging parent in a resi-
dential facility, when the neuropsychological assessment suggests that the par-
ent is fully capable of living independently. To sell one’s services in such a way
is partial and immoral. Finally, when we make moral claims, we have an obli-
gation to defend the claims with reason. Unlike personal preferences (e.g., pref-
erence for one flavored tea over another), moral judgments require reasons to be
morally defensible.

These three characteristic features of moral thinking do not answer substan-
tive moral problems. To do that, one also needs the help of moral principles. De-
ciding what moral principles should regulate the behavior of psychologists is a
controversial matter. Nevertheless, several principles have attained prominence
in recent years, especially in medical ethics writing (Beauchamp & Childress,
1994; National Commission for the Protection of Human Subjects of Biomedical
and Behavioral Research, 1978; President’s Commission for the Study of Ethical
Problems in Medicine and Biomedical and Behavioral Research, 1981, 1983). In
particular, Beauchamp and Childress (1994) have been influential in articulating
four principles that have gained wide allegiance: autonomy, beneficence, non-
maleficence, and justice. To this we add a fifth principle: fidelity to one’s pro-
fession and client. Though the formulation, ultimate justification, and logical
relationships of these five principles are certainly controversial, their relevance
to moral and ethical decision making is accepted by most psychologists.

Specifically, few, if any, psychologists would assert that it is morally irrel-
evant whether a decision limits a person’s autonomy or self-determination.
Few, if any, psychologists would claim that a client’s well-being is irrelevant in
deciding what to do. Few, if any, psychologists would claim that whether a
client is harmed is irrelevant to their deciding what to do. Few, if any, psychol-
ogists would think issues of justice are irrelevant to moral and ethical decision
making. And, finally, few, if any, psychologists would argue that they should
not be faithful to the ideals and goals of their standards and to meeting the clin-
ical needs of their clients.

Many psychologists might have other principles and moral or religious
ideals that help them to reach morally sound decisions, but these five principles
seem to capture features that the overwhelming majority of psychologists would
be willing to acknowiedge. They might well represent a minimum consensus on
principles that should guide psychologists in their moral decision making and
the American Psychological Association in formulating its ethical principles and
standards of conduct. At a minimum, ethical principles and standards that con-
flict with any of these moral principles should require justification. For example,
it might be that regulating the sexual conduct between competent clients and
therapists, as the American Psychological Association’s standards do, infringes
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on the principle of autonomy, but is nevertheless justified, since such restriction
can prevent egregious violations of the principle of nonmaleficence.

Psychologists with a sound understanding of these five moral principles
are well positioned to appraise the American Psychological Association’s Ethi-
cal Principles and Code of Conduct and to effectively respond to many issues
that are not covered by the Code.

THE SPECIAL CONCERNS
OF GEROPSYCHOLOGY

Let us now apply these lessons to a sample of geropsychological problems.
Though what follows is not exhaustive, it will provide the necessary introduc-
tion to the approach that geropsychologists should assume when faced with
challenging situations.

Decisional Capacity and Disease

It is a familiar idea that by the time people have entered their 60s, they no
longer think as fast as they once did. A healthy person taking an intelligence
test at age 65 would be expected to attain approximately the same scale score he
attained as a young man but his raw score will have declined. One will need
fewer right answers to have an IQ of 130 at 65 than one needed to obtain the
same score at 35. A good reason for this is a general slowing. Most people will
not be as nimble maneuvering blocks at 65 as they were at 35.

This kind of slowing is not particularly threatening to the judgment re-
garding whether a person has the capacity to make ordinary decisions. The
geropsychologist will not usually view the ordinary slowing of processing or
the ordinary decline of raw scores with age as symptomatic of decisional inca-
pacity. At most, the geropsychologist may take an interest in devising tech-
niques to make efficient thinking easier for the elderly. But there are other kinds
of decline, vastly more severe than ordinary slowing, that will draw the atten-
tion of the geropsychologist.

For example, Alzheimer’s disease begins to appear in the population in sig-
nificant percentages during the seventh decade of life (Bachman et al., 1993;
Evans et al., 1989; Henderson & Hasegawa, 1992; Kolb & Whishaw, 1995). At 65,
about one adult in 20 would be showing the debilitating effects of Alzheimer’s
disease. By age 70, the number of those fighting the disease rises to one in 10,
and by age 80, between 40% and 50% of the population would exhibit some
form of dementia, even if not related to Alzheimer’s disease.

The clinical picture of increasing diagnosable dementing disease with in-
creased age poses a challenge to geropsychologists seeking to reach morally
and ethically defensible decisions about the decisional capacity of the elderly.
The first and obvious challenge is that presence of a dementing disease is not,
on its own, sufficient to show a lack of decisional capacity. A person’s capac-
ity to make a decision depends on the kind of decision required (Buchanan &
Brock, 1989; Drane, 1985). Many simple, low-risk choices require very little
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decisional capacity, whereas more complicated, riskier choices may require
substantial decisional capacity. Consequently, a person in the early stages of
Alzheimer’s disease may have the capacity to write a living will or create a
durable power of attorney for medical purposes that he would not have at a
later stage of the disease.

Since presence of a dementing illness does not of itself establish a person’s
decisional capacity, the geropsychologist must have a clear conceptualization
of what functional capacities a person needs to make competent decisions.
Buchanan and Brock (1989) have made an important contribution to this point.
Their analysis shows that decisional capacity requires that a person be able to
understand and deliberate with reference to his own values. Further, under-
standing and deliberation are continuous variables; nobody understands any-
thing perfectly, while deliberation is something that people do with varying
degrees of skill. Individuals even vary in the degree to which they know, can ar-
ticulate, and can recognize their own values in deliberative choice. The impor-
tance of these capacities for competent decision making is intuitively obvious.
When individuals do not understand the question before them, they cannot de-
cide it well, unless lucky. If individuals cannot deliberate, they cannot use what
they understand, even if they can understand a question and the information
relevant to making a choice about it. And if individuals do not know their own
values or if they use values alien to them, they cannot make a choice that re-
flects their personal beliefs and goals.

Geropsychologists assessing whether an Alzheimer’s patient has the deci-
sional capacity to make particular kinds of choices, for example, whether to re-
main at home or move to a nursing home, whether to accept a life-saving
surgery or to reject it, must also recognize that the degree of capacity needed to
make competent choices will depend on the kinds of question at hand. A grand-
mother may have the ability to make a decision about whether to make a small
gift to a grandchild, but lack the ability to assess the risks and benefits of a med-
ical procedure in relationship to her own goals.

Sometimes clinicians will believe that if a patient is competent to decide to
accept a procedure, then he must also be competent to reject it. This is a mis-
taken belief. For example, accepting a low-risk procedure that will save a per-
son’s life requires far less decisional capacity than the rejection of it might.
Indeed, rejecting a procedure may require that the person understand the full
range of high-risk consequences that follow and also know how to assess these
consequences in relation to his conception of his own good. Moreover, given
that there is normally a presumption that people are competent, there will typ-
ically be no reason to question low-risk choices, but many reasons to assess a
person’s capacity to make a risky choice. It is not being argued that individuals,
even mildly demented individuals, should never be allowed to make a risky
choice. They may well have the capacity to make the choice. Rather, it is being
argued that a risky choice may serve to trigger inquiries that a nonrisky choice
would not.

Using a moral and ethical analysis helps us clarify the issue. In the absence
of a countervailing moral consideration, the principle of autonomy commands
that a person’s self-determination be respected. It is only when a person appears
to have made a decision that runs counter to ordinary expectations that one has



78 Michael Lavin and Bruce D. Sales

grounds for assessing his competence to make a choice of that kind, and the
principles of nonmaleficence and beneficence support such questioning. There-
fore, although all Alzheimer’s patients will eventually lose the capacity to make
risky choices of any complexity, geropsychologists need to keep in mind that
moral (and ethical) principles require careful professional judgment about
when to conduct a competency evaluation, and how often such an evaluation
needs to be considered.

As Alzheimer’s disease progresses, patients progressively lose more of the
functional capacities that enable them to make competent choices. At some
point, a geropsychologist, after a reevaluation of the patient, might judge that
the person is no longer competent, perhaps recommending to family members
that they seek guardianship over that patient. This is not an easy decision,
since once declared incompetent, patients may lose control over many aspects
of their life. For example, they may lose the ability to decide where to live and
how to spend their money. Given the severe compromise of a person’s self-
determination, if declared incompetent, only the principle of nonmaleficence
should underwrite this infringement on the principle of autonomy. The mere
observation that a person might do better in a different setting, and concomi-
tant desire to help that person, is not enough to justify so severe a reduction
in self-determination. Indeed, severe reduction of autonomy results in harm,
despite the geropsychologist’s best intentions. Thus, there must be some rea-
soned expectation that the person declared incompetent is being spared a ma-
jor harm.

Given the gravity of an incompetency determination, it should not be sur-
prising that it might place the geropsychologist at odds with a patient’s family.
One source of ethical and moral difficulty in incompetency determination can
be ambiguity about whether the client in assessments of decisional capacity is
the person being assessed or the family members seeking (and perhaps paying
for) that assessment. For example, children may wish an elderly father assessed
as being incapable of managing his own affairs. The children may have diffi-
culty understanding the geropsychologist’s obligation to clarify his role in rela-
tion to the children and the father. The American Psychological Association’s
Ethics Code and the moral principle of fidelity to one’s profession and clients,
require that all parties understand the nature of the geropsychologist’s relation-
ship to each of them.

Matters can become even more difficult if the family proposes actions that
the geropsychologist believes will worsen the elderly client’s conditlon. For ex-
ample, people with Alzheimer’s disease, even at early stages, have diminished
spatial memory (Lezak, 1995). Consequently, although they can find their way
about in a familiar environment, they have enormous difficulty or even find it im-
possible to find their way about in a novel environment. A nursing home place-
ment can have a devastating impact on a person with an impairment of spatial
memory. And even if the children are made the guardians of the elderly person,
at least in theory they have an obligation to decide in their charge’s best interest
(Buchanan & Brock, 1989), though this duty has been disputed (Hardwig, 1990;
Nelson & Nelson, 1995). Geropsychologists have an expert knowledge of the
needs of elderly clients. Moreover, geropsychologists understand how different
responses of family members to their elderly person’s mental disorders can affect
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how rapidly and severely a disorder unfolds. Given a geropsychologist’s special
knowledge, he may have good reasons for questioning whether an elderly client’s
children are, in their capacity as guardians, deciding on the basis of what is best
for their impaired elderly parent. These guardians may be reaching an expedient
solution that is most convenient for them. Nevertheless, although respect for
moral principles requires that geropsychologists be vigilant about clear violations
of the patient’s interests, geropsychologists must remember that a client’s best in-
terest is not a determination made by psychologists. Rather, it is a determination
that the courts will make, and one that courts are less likely to need to make if
geropsychologists remain cognizant of the limits of their competence. To act oth-
erwise assumes a competency that geropsychologists do not possess in virtue of
their specialist training, and violates the moral principle of fidelity.

Assessment Issues

The issues raised in connection with Alzheimer’s disease and decisional
capacity make reference to assessment. Both ordinary morality and the Ameri-
can Psychological Association’s ethics code require that clients be tested ap-
propriately. Ordinary moral thinking forbids imposition of significant harm,
and unreliable tests, and testing can threaten a person with such serious conse-
quences as misdiagnosis and loss of liberty. Unfortunately, it is often difficult
for geropsychologists to determine whether they are meeting this obligation to
use appropriate tests.

The situation is acute in the case of the oldest patients. For the age group
over 80, few tests have been adequately normed. When such well-known scales
as Wechsler’s intelligence and memory scales were first normed, insufficient
numbers of people lived long enough to justify the expense of establishing
norms for the oldest age group. Matters have changed as improved medical and
public health measures have resulted in a rapidly growing elderly population.

The nature of this population poses serious moral questions of justice for
geropsychologists. One way of understanding testing is to conceive of it as ac-
tion-guiding. A person’s test results enable psychologists to diagnose, identify
strengths and weaknesses, and establish a coherent treatment plan. However,
interpretation of test results is dependent on the norms for the relevant test. As
for the moral principle of justice, establishment of norms forces geropsycholo-
gist to consider, among many other factors, the moral consequences of adopting
one population sample as normative, rather than another.

Since distributive justice concerns who gets what and on what basis, the
testing decisions of geropsychologists serve as information backdrops for mak-
ing decisions about entitlements of the elderly. A decision to include a rela-
tively large number of impaired people in developing norms could result in a
belief that diminished abilities are a normal consequence of aging, whereas a
decision to develop norms from a sample that excludes people with conditions
that often accompany aging could result in stigmatizing many older people. No
position on the development of norms is likely to be without difficulties; per-
haps the best solution is to opt for multiple norms. For example, in relation to
expectations, prospective research on the elderly might wish to employ norms



80 Michael Lavin and Bruce D. Sales

based on how disease-free older adults test. Such a conception of norms would
make it possible to encourage the development of lifestyles that maximize
health and vigor among the elderly. At the same time, these norms may be un-
realistic for a significant percentage of elderly persons. Thus, it may well be
appropriate to have a second set of norms that recognizes the elderly popula-
tion as it is now constituted. Consequently people who might look debilitated
or mildly debilitated against a high standard are not labeled as debilitated on a
less exacting conception of the appropriate norm. This proposal is not without
difficulties of its own. In particular, the assignment of entitlements often flows
from a significant deviation from the relevant norm. A decision to use a lower-
normed group could have the effect of leaving fewer people entitled to special
services. Balanced against that effect is cost savings. Society now makes sig-
nificant contributions to the elderly (Daniels, 1988). Employment of a high
norm could result in the diversion of resources to the elderly from some other
group. Space limitations preclude us from pursuing this issue further in this
chapter. Our goal here is simply to make geropsychologists aware that the set-
ting of norms, a seemingly innocuous technical exercise, is something that has
consequential moral dimensions that should be considered in professional de-
cision making.

In addition to issues of justice, testing also raises moral and ethical issues
as to how to test. Psychological testing can be time consuming and demand-
ing on the resources of the testee (Anastasi, 1988). For example, certain ap-
proaches to testing raise an often unnoticed problem. In the interest of saving
time or because they are committed to an actuarial approach to test interpreta-
tion, some psychologists rely on test batteries. At the extreme, some psycholo-
gists have a psychological examiner perform an invariant pattern of tests and
interpret the results.

The present state of knowiedge makes this battery approach to testing older
clients morally and ethically suspect (Lezak, 1995). It can be demoralizing for
a patient to attempt to answer numerous questions beyond their capacity or to
continue in an examination after a psychologist has noticed that the informa-
tion sought has already been obtained. By administering their own examina-
tions or at least restricting administration of examinations to those who have
the training necessary to know when a portion of a battery has ceased to con-
tribute incremental validity to a battery, psychologists spare their patients need-
less testing burdens.

This objection to the unrestrained use of test batteries is rooted in the
principle of nonmaleficence. However, one crucial empirical claim underlies
it. If the use of a battery does indeed contribute significant incremental valid-
ity to an assessment, then there is no objection to its use. The onus, though, is
on the psychologist who claims that only subjecting a stressed patient to a full
battery will provide the information needed for a good assessment. The cur-
rent state of knowledge does not make that an easy claim. Moreover, to the ex-
tent that a patient is not distressed or is enjoying an assessment, the moral
argument against invariant administration of batteries is undermined. Again,
the point is not to settle the issue, but to remind geropsychologists that many
clients, especially demented elderly clients, require respectful treatment in
their assessment.
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Suicide

Suicide poses more questions to the geropsychologist than to psychologists
working with younger populations. Young people rarely have compelling rea-
sons for killing themselves. Among the young, psychologists assume and have
reason to assume that suicidality is a state that arose from a crisis and will pass
in short order. Older persons are far more likely to have good reasons for wish-
ing to die or wishing to enlist somebody else’s aid in dying. Progressive diseases
such as Alzheimer’s disease, horrifically painful, killing diseases such as bone
cancer, and many other conditions can place an older person in a position in
which, at least arguably, it is rational to want to die or to kill oneself.

And yet there is a long, venerable tradition in the caregiving professions
that opposes both suicide and what is often called “active euthanasia.” Physi-
cians often support the maxim, “Thou shall not kill, but need not strive too of-
ficiously to keep alive”(American Geriatrics Society, 1991; American Medical
Association, 1992). Consequently, it is often allowed that there is an important
difference between killing a patient (active euthanasia) and letting a patient die
(passive euthanasia). Common medical practice holds that it is permissible, if
patients consent, to let them die, but not permissible, even with their consent,
to kill them. Geropsychologists seeking to assess an elderly person’s ability to
reach a reasoned decision to end his own life or to refuse to accept potentially
lifesaving interventions, need to have an understanding of the moral thinking
that has shaped his reasoning about these end-of-life decisions. Even though
geropsychologists themselves will not perform the acts that lead to the end of a
patient’s life, they need to understand the moral terrain, if they are to think co-
herently about life-ending decisions in elderly persons.

A person with a painful, killing disease or a progressive dementing illness
may have great difficulty in understanding the refusal of many caregivers to as-
sist them in ending their life. Ordinary thinking that suicide or the refusal of
lifesaving treatment is an evil may be evaluated differently when someone is
faced with a set of facts that confront many elderly persons. Unlike a young per-
son, whose depression or disease will often succumb to treatment, elderly peo-
ple face a grimmer set of realities. In some cases they are going to die, and the
chief question is when or how. In other cases, even though death is not immi-
nent, the elderly person faces disintegration of himself as a dementing illness
destroys ever larger portions of his brain. Few young people encounter the
numbing realities of the older person who is dying a painful death or who has a
dementing disease. Moreover, older persons have had a life’s experience to en-
able them to have a clearer recognition of what their lives mean and the cir-
cumstances under which they wish to continue to live. No two people need
reach the same conclusion when confronted with the same facts. For some el-
derly persons, the suffering that accompanies death or disease has a religious
significance that perhaps enables them to bear what awaits them. Other elderly
persons have beliefs that assign no positive value to pain or loss of capacity. For
them, the prospect of an existence in a demented state or in constant pain may
be judged as a complete evil. They may not wish to continue to live in such cir-
cumstances. The geropsychologist, in the process of exploring a desperately ill
elderly person’s sense of life, will learn much about the nature of the person.
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The geropsychologist, if mindful of a person’s right to self-determination, will
recognize that in some instances, the view that it is a good thing to try to keep a
person living may not be appropriate and that to continue living can even be in-
sulting to that person.

Suppose that an elderly man has a painful bone cancer, less than three
months to live, and does not wish to wait for death to arrive naturally. If a
geropsychologist’s assessment of him leads to the conclusion that he is compe-
tent to make a decision to end his life, should the geropsychologist declare him
incompetent solely to stop the patient from seeking the means to achieve his
goal? This situation is both real and disturbing because the elderly person can
receive as much medication as is necessary to keep him completely free of pain.
The dying man may have no wish to die in an analgesic stupor. He may have a
different preference. It is stretching credibility to argue that drugging the person
to an insensate state benefits him. If he is insensate, he is obviously not bene-
fiting. Nor is it plausible to claim that the duty of nonmaleficence requires that
he be encouraged to drug himself rather than kill himself. Again, in his own,
competent judgment, he has reached a conclusion that his life is no longer a
good to him. The clinician has no psychological basis to overrule him.

In a seminal article, Rachels (1975) has gone further and argued that there
is an absence of a morally significant difference between letting die and killing,
thereby suggesting that if clinicians may withdraw life-sustaining procedures,
they may also actively do what ends life, with the patient’s permission.
Rachels’s argument for the absence of a difference ran as follows: Suppose a
man wished to kill a child to gain insurance money. He enters a bathroom while
the child is bathing, then drowns the child. In that case, he has intentionally
killed. In case two, the man again enters the room. As he does so, the child
slides under the water. The man is, prepared to kill the child if need be, but in-
stead the child dies without his assistance. He lets the child die. According to
Rachels, there is no difference between the two acts, morally speaking. He is a
monster in either case. If one act were morally worse than another, the first
story would result in a more severe judgment than the second. Undoubtedly,
killing usually occurs in circumstances that make it worse than letting die;
however, it is the attendant circumstances, not the fact that somebody killed
rather than let die, that makes the moral difference.

Geropsychologists thinking about this issue need to understand that Ra-
chels’s argument overlooks certain clinical realities facing elderly clients. In-
deed, these clients also may not understand such clinical realities at the time of
being assessed by the geropsychologist. Geropsychologists need to be able to ex-
plain them. Steinbock (1979) makes the case well. Competent dying and de-
menting clients need to understand their true situation, so that they can make
a rational choice. For example, a competent patient has a moral right and a
legally recognized right to refuse treatment, even though refusal of ordinary
care will sometimes hasten a person’s death. Moreover, although physicians
have a duty to provide ordinary care to competent and incompetent patients,
they have no duty to provide extraordinary care. Although failing to provide
care, in either instance, may hasten a patient’s death, in the case of extraordi-
nary treatment, benefits of treatment may be sufficiently speculative so that
there is no duty to provide it. Patients need to understand that while the prin-
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ciple of autonomy supports their right to refuse lifesaving treatment, the same
principle does not entitle them to insist that others do anything for them. If it
did, autonomy would include not only a right to self-determination but also a
right to “other” determination. Thus, respecting a person’s self-determination
does not yield a right to be killed intentionally. Clinicians who respect a pa-
tient’s treatment refusal, or who do not provide extraordinary care, are not in-
tentionally killing him. They are working within the traditional value system of
medical practice.

Geropsychologists who understand the argument between Rachels (1975)
and Steinbock (1979) can at least bring their clients to an understanding of the
current situation, where physicians normally resist arguments to intentionally
end a desperately ill person’s life. Once geropsychologists grasp these argu-
ments, they face a difficult choice of their own. They must grapple with their
own moral beliefs and what these beliefs imply about what stance they should
take toward elderly clients who wish to end their life on their own or to have
the assistance of others in ending it.

In the former situation, if the patient is fully competent to reach the decision,
the moral principle of autonomy requires that the geropsychologist report those
results to the client (e.g., the family) and not try to achieve an alternative result
that satisfies the geropsychologist’s or client’s wishes. In the latter situation, if the
person is competent, the geropsychologist may inform the person qua client that
in the current state of law, persons may ask for others to stop doing things that are
keeping them alive. The client should also be made to understand that it may be
illegal for his caregivers to intentionally bring about his death. Further, the
geropsychologist is morally obligated to report the conclusion of competency,
even though a determination of incompetency could result in the person’s life be-
ing saved via the continued administration of ordinary care. The duty of geropsy-
chologists is to give thorough and honest assessments to elderly clients, even with
grim diagnoses. Being old does not inoculate clients against depression and other
reactions to their illnesses that could render them incompetent to make decisions
about their care, but geropsychologists must remain alert to the possibility that a
desire to die is not rooted in a transient psychological problem.

Finding Meaning in One’s Life

If thinking about the reasons that older people may wish to die is the
night of geropsychology, helping older people see meaning in their lives is the
day. Although older people suffer many of the problems that younger people
do—depression, sexual dysfunction, anxiety, and the like—important differ-
ences mark the two populations. The younger person is often able to achieve
a meaningful life in face of psychological obstacles. A young woman with a
social phobia confronts serious impediments to leading a meaningful life. The
older person seeking psychotherapy for the first time perhaps comes with a
different perspective and different problems. Older clients are likely to have
a vivid sense of their mortality. They often have seen loved ones die. They
have seen their own physical capacities decline. They may need reassurance
about the extent to which the physical and psychological changes that they
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are undergoing are normal. They also may be seeking a way of seeing meaning
in the life they have lived and in learning ways to spend well what time they
have left.

Geropsychologists should keep in mind that this is not simply the deliv-
ery of a technology, as is the case if one is teaching an elderly person effective
techniques for combating insomnia, depression, bereavement, or anxiety. Clin-
ical geropsychologists are being conscripted in an attempt to help the elderly
client see meaningful patterns. When geropsychologists lack a coherent phi-
losophy of life of their own, they are going to be at a loss as to how to help such
clients. But there are good reasons for questioning whether, even when
geropsychologists have a coherent philosophy of life, they should offer it as
part of their services as psychologists. Indeed, the task is to help the older per-
son see what has been good, what has been bad, and how it all has come to-
gether to give them a life that means something. Since these are questions of
values, geropsychologists need to seriously consider the possibility that nei-
ther their training nor acquired expertise positions them to help the older per-
son in his quest for meaning. What the geropsychologist can do is to try to
cultivate a list of contacts that may enable meaning-seeking older people to ob-
tain the assistance they need. In some cases, they may be encouraged to dis-
cuss their life with loved ones or a spiritual adviser. Until geropsychologists
have reason to believe that they have expertise in helping people find mean-
ing, they would do well to resist the temptation to assume the mantle of com-
petence regarding what makes a life meaningful.

In addition to the moral argument just given against geropsychologists
helping elderly clients in their meaning quests, the American Psychological As-
sociation’s Ethics Code lends support to this restriction on geropsychological
practice. The Code enjoins psychologists not to practice beyond their compe-
tence. Since there is reason to be skeptical that psychologists have expertise in
identifying what makes a life meaningful, geropsychologists should proceed
with extreme caution in assisting elderly people in the quest for meaning in
their lives. It may be appropriate to help with the finding of narrative themes
and the like, but the question of meaning itself is not one that a geropsycholo-
gist is well trained to answer. This is not an admonition for insensitivity to the
needs of meaning-seeking elderly people, but a call for humility and recogni-
tion of the limits of one’s true competence as a geropsychologist. The challenge
to geropsychologists who would offer guidance in an area that has traditionally
been the province of religion is to give some reasoned ground for supposing
that, in offering guidance in this area, they are still working as psychologists. In-
deed, this requirement is supported by the moral principles of beneficence,
nonmaleficence and fidelity to one’s profession and patient.

SUMMARY

We have argued that geropsychology does not call for a different set of
moral or ethical principles. What is distinctive about moral and ethical rea-
soning in geropsychology is the problems that are confronted. In particular,
the age of geropsychologists’ clients makes it likely that geropsychologists
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will encounter certain kinds of moral and ethical problems more frequently
than other psychologists. We have sampled but a few of these problems. The
aim of a limited sampling was to set out a context for moral and ethical rea-
soning about difficult problems. By engaging in such reasoning, geropsychol-
ogists place themselves in a position to achieve an intradisciplinary, and
ultimately extradisciplinary, consensus about what should be done in certain
kinds of circumstances. Our approach does not assume that the principles of
autonomy, beneficence, nonmaleficence, justice, or fidelity will themselves
survive the dialectical process unchanged or even survive at all. The purpose
of moral and ethical inquiry is to evolve deeper moral and ethical under-
standing, not to embalm it at some instant in time. Other areas have yielded
to consensus using similar procedures. There is no reason to believe that the
problems now confronted by geropsychologists cannot also attain solutions
by consensus.
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CHAPTER 6

Normal Memory Aging

KATIE E. CHERRY AND ANDERSON D. SMITH

INTRODUCTION

Elderly people often comment that their memory is not as good as it used to
be. Complaints of memory loss vary widely among older adults. Some express
little concern over age-related declines in memory, but others show greater
worry and concern. Older adults’ concerns are understandable in light of the
increased public awareness of memory impairment associated with Alz-
heimer’s disease (Reisberg, Ferris, deLeon, Crook, & Haynes, 1987). Nonethe-
less, self-reported memory problems do not necessarily provide an accurate
indication of older persons’ performance on laboratory-based measures of
memory (Dixon, 1989).

For practicing clinicians, memory concerns raise multiple interpretive is-
sues. A variety of factors, including emotional and physiological states, may
contribute to memory problems in older persons. For instance, undue memory
complaint may be symptomatic of clinical depression, whereas gross perfor-
mance deficits on standardized memory measures may signal a serious health
condition. Accurate identification of the source of memory deficits in older
adults has important implications for treatment and prognosis. Thus, under-
standing the developmental course of memory abilities in adulthood and the
implications of these changes for older persons’ daily lives is important for clin-
ical geropsychologists.

This chapter is organized as follows: In the first section, we distinguish
between normal memory aging due to maturational processes and patholog-
ical memory aging that may be attributable to disease states or other factors. In
the second section, we offer five general conclusions about normal memory
functioning in adulthood based on a selective review of experimental studies of
memory aging. In the third section, we explore memory intervention techniques

Katie E. CHERRY © Department of Psychology, Louisiana State University, Baton Rouge, Louisiana
70803-5501. AnpErsoN D. SmitH ¢ School of Psychology, Georgia Institute of Technology, At-
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and evaluate the efficacy of these methods with older persons. In the fourth sec-
tion, we consider broad implications of experimental findings on memory aging
for clinical practice.

NORMAL VERSUS PATHOLOGICAL
MEMORY AGING

Normal Memory Aging

Scope and Definition

Persons of all ages experience memory failures that may be attributable to
internal states (e.g., inattention, interference, fatigue), external factors (e.g., in-
adequate retrieval cues, information overload), or a combination. Forgetfulness
in daily life occurs more often for older than younger adults, as revealed in sur-
vey and questionnaire studies of memory (Cavanaugh, Grady, & Perlmutter,
1983; Gilewski & Zelinski, 1986). Laboratory studies of memory in healthy
older adults also provide substantial evidence of age-related deficits in both im-
mediate and long-term retention (see Craik & Jennings, 1992: Kausler, 1994;
Smith, 1996; Smith & Earles, 1996, for reviews).

Behaviors such as forgetting names, dates, or where the car keys were
placed are characteristic of normal memory aging (Jarvik, 1980). Ample ex-
perimental evidence supports this view. Researchers have attempted to
model everyday memory behaviors using laboratory-based procedures that
permit strict control over subject characteristics, task demands, and other
potentially confounding factors (West, 1989). The patterns of age-related
deficits in memory for everyday materials (e.g., names and faces, prose, tele-
vision programs) are generally similar to those observed on traditional labo-
ratory memory measures (see Backman, Mantila, & Herlitz, 1990; Salthouse,
1991, for reviews).

Descriptive Terms

Several descriptive terms have emerged in recent years to characterize de-
clining memory abilities in older adults who show no signs of depression or de-
mentia. For example, the National Institute of Mental Health has proposed the
term minimal memory impairment to describe normal age-related cognitive
changes (J. A. Yesavage, Lapp, & Sheikh, 1989). Similar terms include age-asso-
ciated memory impairment (Crook et al., 1986), normal cognitive aging (Powell,
1994), and benign senescent forgetfulness (Jarvik, 1980). Although efforts have
been made to develop criteria to define normal memory aging (Crook &
Larrabee, 1988), systematic application of these criteria by researchers and clin-
icians has yet to occur. Widespread endorsement of a topology of the memory
problems of normal aging is a likely trend for the future; such a topology would
be beneficial for research and clinical purposes (Powell, 1994).
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Diagnostic Issues

An important issue for practicing clinicians is to distinguish memory prob-
lems of normal aging from those that may be caused by physiological or psy-
chopathological factors. Forgetting names of family members or close friends,
confusion in space and time, and difficulties with simple motor tasks (e.g., un-
locking a door with a key) are behaviors that could be signaling a serious health
condition. Accurate diagnosis of conditions producing problems such as these
is imperative, as cognitive deficits may be responsive to treatment in some
cases. However, deficits such as those observed in the adult dementias are irre-
versible (Jarvik, 1980).

Although numerous advances in the clinical assessment of memory in
older adults have been made in recent years (Poon et al., 1986; Powell, 1994),
accurate diagnosis of memory dysfunction remains difficult. This is partly be-
cause many etiologically distinct conditions have similar behavioral symptoms
(e.g., dementia, cerebral vascular accident, nutritional and metabolic disorders,
head trauma). Consequently, extensive case histories, as well as concurrent
physical, clinical, and neurological examinations, may be necessary before de-
finitive diagnoses would be warranted (Jarvik, 1980).

Adult Dementias

Dementia syndromes are a form of organic mental disorders defined
broadly by a constellation of symptoms and features, including gross cognitive
impairment and changes in personality and affective states (American Psychi-
atric Association, 1994). Progressive memory dysfunction is symptomatic of
Alzheimer’s disease (AD) and other dementia syndromes that affect older adults
(see Cherry & Plauche, 1996, for review). For example, Parkinson’s disease (a
disorder involving loss of motor ability) has associated dementia in some cases,
with memory impairment and slowness of thinking, but preserved language
ability. Multi-infarct dementia is a vascular dementia with an abrupt onset,
stepwise deterioration, and focal neurologic signs and symptoms. Pick’s dis-
ease, a rare dementing disorder, is clinically similar to AD but the neurochem-
istry and neuropathology differs by comparison Cruetzfeldt-Jakob disease is a
rare, infectious disorder (caused by a slow-acting virus) with pronounced men-
tal deterioration, involuntary muscle spasms, and rapid death. Confirmation of
diagnosis of the adult dementias occurs postmortem when specific neurologic
features are revealed on autopsy (Jarvik, 1980; Raskind & Peskind, 1992).

Physiological Conditions

Certain physiologic conditions have associated memory dysfunction that
may resemble early AD (Haase, 1971). Such conditions include but are not lim-
ited to normal-pressure hydrocephalus; metabolic, endocrine, or electrolyte dis-
turbances; and other conditions, such as dietary insufficiencies or alcoholism.
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Diagnosis and treatment of these conditions are imperative, as it may be possi-
ble to reverse the cognitive deficits in some cases (Jarvik, 1980).

Pharmacological Agents

Older persons may experience multiple health problems and illnesses that are
treated with different drug therapies (e.g., Ouslander, 1981; Vestal, 1978). Physi-
cian-prescribed medications, as well as over-the-counter medications, may ad-
versely affect older adults’ memory and other aspects of cognition. For example,
antimicrobials have been associated with memory disturbance in older persons.
Antihypertensives, analgesics, antihistamines, and cardiovascular medications
have also been shown to produce confusion (among other adverse effects) in older
persons (see Ouslander, 1982). Memory problems and confusional states due to
drug effects, drug—drug interactions, or drug toxicity can potentially be reversed.
Risks of adverse drug reactions can be minimized by careful monitoring and ap-
propriate adjustment of therapeutic dosages (Cherry & Morton, 1989).

Psychopathologic Conditions

Memory problems may also be due to conditions such as acute grief, para-
noid disorders, and depression. In fact, clinical depression may be initially mis-
taken for probable AD, due to the similarity of symptoms (e.g., apathy,
difficulties in concentration, psychomotor slowing). Depressed older adults
may complain of memory loss, but the correspondence between self-reported
memory deficits and objective memory performance tends to be poor (Kahn,
Zarit, Hilbert, & Niederehe, 1975; Larrabee & Levin, 1986; Popkin, Gallagher,
Thompson, & Moore, 1982). In contrast, probable AD patients may overestimate
their memory ability, relative to performance on objective memory tests and re-
ports by their relatives (Gilewski & Zelinski, 1986). Recent studies also indicate
that severe depression may coexist with AD in the early stages (e.g., Lamberty &
Bieliauskas, 1993). Further research is needed to clarify the conceptual and
methodological issues that surround dual diagnosis of depression and demen-
tia (Terry & Wagner, 1992).

FIVE CONCLUSIONS FROM EXPERIMENTAL
STUDIES OF NORMAL MEMORY AGING

Because memory problems associated with normal aging are so prevalent,
they have been very popular research topics in psychology. In fact, one third of
all published research studies examining psychological aging over the past two
decades have dealt with memory (Smith, 1996). Based on a selective review of
this literature, we offer five general conclusions: (1) the relationship between
aging and memory performance is complex; (2) individual differences within
age groups are often greater than differences between age groups; (3) noncogni-
tive factors may influence the magnitude of age differences in memory perfor-
mance, but these factors do not account for all the age-related variance in
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memory performance; (4) much of the age-related variance in memory perfor-
mance can be accounted for by simple cognitive mechanisms; and (5) success-
ful aging is not the absence of memory changes but adaptation to them.

Description of Relationship Between Age and Memory

Memory changes associated with aging are complex and no simple de-
scription is satisfactory. To illustrate, Table 6-1 presents a summary of age ef-
fects on different types of short-term and long-term memory tasks. As can be
seen in Table 6-1, changes associated with some types of memory are large and
reliable, while others are negligible. Even a distinction between short-term
memory and long-term memory is not sufficient to capture the complexities as-
sociated with the effects of aging.

Short-Term Memory

With short-term memory, it is not the passive capacity to keep things in
mind that is affected by aging (i.e., primary memory), but rather the capacity to
store and process at the same time (i.e., working memory) (Dobbs & Rule, 1989).
The Forward Digit Span test on the Wechsler Adult Intelligence Scale (WAIS)
provides an estimate of primary memory. Age differences are typically not
found on this test, unless a very large number of subjects is used making the age
comparisons powerful enough to detect very small differences (Craik & Jen-
nings, 1992). Active working memory tasks, however, do show reliable age dif-
ferences. Regardless of whether the working memory tasks involve processing
verbal materials (e.g., Wingfield, Stine, Lahar, & Aberdeen, 1988), arithmetic
problems (e.g., Babcock & Salthouse, 1990), or spatial information (e.g., Salt-
house, 1993), older adults consistently do worse when trying to store and
process information at the same time.

Long-Term Memory

Age effects on long-term memory are also specific to certain types of mem-
ory. While semantic and procedural memory are relatively spared, there are
deficits in episodic memory in older adults.

Semantic memory involves the ability of subjects to recall information from
their accumulated world knowledge. There is some evidence that it takes longer
for older adults to retrieve semantic information, but there is little evidence that
this reflects a problem with the structure or quality of semantic memory storage
(e.g., Light, 1992). For example, when the structure of semantic memory (i.e.,
the nature of the network of semantic associations) is assessed by looking at the
ability of different-aged subjects to generate free associations across a variety of
different types of materials, there are no age differences in the nature of the as-
sociations given (Light, 1991, 1992).

Procedural memory refers to remembering that is automatic, memory without
the requirement of deliberate recollection. Procedural memory ability requires
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Table 6-1. Description of Memory Types and Age Effects on Memory Tests
Type of memory Definition Example test Age effects

Short-term memory
Primary memory

Working memory

Long-term memory
Episodic memory

Semantic memory

Procedural memory

Passive capacity to

keep things in mind;

the number of

things one can think

of at one time.

Active capacity to store

information and
process information

at the same time; the

ability to engage in
on-line information
processing.

Ability to remember
past experiences
based on contextual

cues associated with

original learning.

Ability to retrieve
information as
world knowledge
based on semantic
or conceptual cues.

Automatic skill. Can
be complex skill
(e.g., riding a bicy-
cle) to simple indi-
rect effects of
memory (e.g.,
implicit memory).

WAIS Forward Digit
Span

Reading span; read
sentences and an-
swer questions
about each sen-
tence; when cued,
recall the last word
in each sentence.

Free recall task; look
at a list of familiar
words and later re-
call as many of the
words as possible.

WALIS Vocabulary Test

or General Informa-
tion Test

Implicit memory test;
view list of words
and then later fill in
stem completions
with words (e.g.,
ST ). Words

from earlier read list

are filled in even
though subjects are
unaware of the

Little age effects; age
differences only
detected if large
number of adults
tested.

Large, reliable age
differences regard-
less of type of pro-
cessing involved.
Deficits seen with
semantic, spatial, or
computational pro-
cessing.

Large, reliable age
differences in recall;
smaller age differ-
ences if recognition
used to test memory.

No age differences
unless large number
of adults tested and
then slight advan-
tage for older adults
over younger adults.

Little age effects in im-
plicit memory;
slight differences
detected in favaor of
younger adults if
large numbers of
subjects used to test
for implicit memory.

much practice to make remembering automatic, but there is general consensus that
if memories are automatic, age differences are negligible (Hasher & Sacks, 1979).
Procedural memories can range from indirect effects of memory to complex skills
like riding a bicycle or driving a car.

A good example of procedural knowledge is implicit memory, a measur-
able effect of previous experience (i.e., memory) without awareness on the part
of the subject. A typical demonstration of implicit memory involves presenting
a list of words without an indication that a test will follow. Following some
filled time interval, subjects are asked to supply the first word that comes to
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mind to a stem completion (st____ or a word fragment (p_r_di_m). Subjects will
give words presented in the earlier list, even though they are unaware that the
words came from the other list, and even though they cannot remember the
words in an explicit recall test. Evidence suggests that there are very small age
differences in implicit memory, if any at all (see Howard, 1996, for review). Al-
though some researchers have found small but significant age differences in im-
plicit memory, many subjects are necessary to show these differences because
of the small effect sizes (e.g., Hultsch, Masson, & Small, 1991).

In contrast to semantic and procedural memory, episodic memory, which
reflects memory for information experienced in specific contexts, shows age
differences. The size of these deficits, however, seems to be dependent on the
degree of subject-initiated processing required in the task (Craik, 1986). At both
encoding (learning) and retrieval (remembering), age differences in episodic
memory can be lessened by reducing the processing requirements of the task.
For example, in a paired-associate memory task, age differences are smaller if
the stimulus and response items are related to each other and larger if they are
unrelated as the subject must generate an association between them (e.g., Park,
Smith, Morrell, Puglisi, & Dudley, 1990).

Research on age differences in memory for pictures also supports the view
that the processing requirements inherent in the memory task determine the
magnitude of age effects. Age differences are found on several tasks that use pic-
torial materials (e.g., memory for faces, Bartlett, Leslie, Tubbs, & Fulton, 1989;
map routes, Lipman & Caplan, 1992; simple line drawings, Puglisi & Park,
1987). However, age differences are typically not found with recognition of
complex pictorial scenes (e.g., Park, Puglisi, & Smith, 1986). It has been shown
that older adults do as well as younger adults in remembering complex scenes
because of the rich semantic and perceptual detail found in such pictures
(Smith, Park, Cherry, & Berkovsky, 1990). When the pictures were made non-
meaningful or abstract, or when perceptual detail was removed from the pic-
tures, age differences emerged. Again, the rich encoding context provided by
the complex scenes may minimize the processing requirements to encode and
later remember the pictures.

Similarly, reducing the effort or processing requirements at retrieval can re-
duce age differences on episodic tasks. Craik and McDowd (1987), for example,
found large age differences when episodic memory was tested by free recall, but
no age differences when memory was tested by recognition (picking out the
words that were presented earlier), even when the overall level of performance
on recall and recognition were equated by differentially delaying the recogni-
tion test. Craik and McDowd also measured the processing effort required of the
two retrieval tasks by having subjects perform a digit-monitoring task while
they were remembering the words. Slowed reaction time (RT) on the digit task
indicates greater effort in the word-retrieval task because subjects have to time-
share their attention to the two tasks (retrieving the words and monitoring the
digits). The RTs of younger subjects were similar for the recall and recognition
tasks. The older adults, however, doubled their RTs when trying to recall the
items as compared to recognition. This suggests that the older adults do worse
on the recall task because of the greater effort required to retrieve the words.
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Summary and Implications

In short, age differences in memory depend on the nature of the memory
test, the information to be remembered, and the type of memory being tested.
Age differences in memory are not always found, but seem to be determined by
the degree of self-initiated processing required.

For the clinician, it is important to understand that memory changes associ-
ated with normal aging are selective and that only certain memory tasks and
types of memory show age differences. This allows better discrimination be-
tween memory complaints of realistic perceived changes associated with normal
aging, and memory complaints that reflect other problems such as depression.
Use of tasks that show minimal age effects, such as implicit (procedural) or se-
mantic memory, also may be useful in differentiating normal memory changes
from cognitive pathologies associated with dementia. Making such differentia-
tions is complex, however, because demented patients show deficits on some
procedural and semantic tasks but not others (e.g., Nebes, 1992).

Furthermore, understanding that memory differences are largest when self-
initiated deliberate processing is required can be used to structure environ-
mental interventions that minimize memory problems in older adults. As
examples, Park (1992) discusses how theoretical and empirical findings from
the memory laboratory can be used to help with everyday problems specific to
older adults, such as medication adherence or work productivity.

Individual Differences Increase with Age

General

Although mean performance on many memory tasks decreases with age, it
is evident that variance in performance increases. In fact, individual differences
in memory performance within an age group are often larger than mean differ-
ences between age groups. This was demonstrated by Powell (1994) in his study
of the cognitive performance of 1,002 physicians ranging in age from 25 to 92
years. Twenty-two different cognitive tests from simple reaction time (RT) to
analogical reasoning were administered to the physicians. Many of the tests in-
volved measures of memory, such as word recognition, story recall, and spatial
recall. There was a steady decline in overall cognitive performance across the
age groups, and this overall effect was replicated with each of the separate
memory measures. More striking, however, was the increase in variability of
performance. Even though the performance at age 70 was 18% lower than
among the 40-year-olds, variability in performance was 60% greater. Similar re-
sults have been reported by other investigators. This indicates that the rate of
memory decline differs considerably among individuals.

Summary and Implications

Because of the magnitude of individual differences and the fact that individ-
ual differences tend to increase with age, it is difficult to assess memory perfor-
mance without longitudinal measures (measures of individual change). In fact,
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because memory pathology associated with dementia is characterized by degen-
erative change, care must be taken to make multiple assessments across time
when early signs of dementia are suggested. Only late in dementia are qualitative
differences seen between normal aging and pathological aging (Nebes, 1992).

Noncognitive Influences on Age-Related Memory Differences

General

It has been popular to attribute age differences on memory tasks to factors
other than aging per se (e.g., student status, self-reported health, depression).
Factors that have been hypothesized to account for age differences in memory
include education (e.g., Kaufman, Reynolds, & McLean, 1989), metamemory
(see Light, 1991, for review), and motivation (e.g., Hartley & Walsh, 1980). Over-
all, however, research has failed to show that these factors can account for sig-
nificant age-related variance.

One hypothesis has been that laboratory memory tasks are more similar to
academic remembering required in formal school settings and less like the
everyday memory requirements of older adults (e.g., Perlmutter & Mitchell,
1982). If true, many of the memory differences would be exaggerated especially
because many laboratory studies compare community-dwelling older adults to
younger college students. Even though some studies have found that age differ-
ences in memory tasks are reduced when student status is controlled (e.g., com-
paring young vs. old college students), there are many problems with such
comparisons. Often, for example, older students are taking elective single
courses rather than being engaged in full academic pursuits (e.g., Zivian &
Darjes, 1983). Furthermore, the findings are not consistent. Other studies have
found significant age differences in memory performance when student status
is controlled (e.g., Cohen, Sandler, & Schroeder, 1987).

Another factor that is obviously important in determining memory is
health. Because health problems increase so dramatically with aging, health has
been a likely factor producing the observed age differences in memory tasks.
There have been conflicting results when self-rated health is used to account for
age-related variance in cognitive performance. Some researchers have found
that age-related variance is reduced when health is considered (e.g., Perlmutter
& Nyquist, 1990), while others show no change at all when health is controlled
(e.g., Salthouse, Kausler, & Saults, 1990). Health status, at best, accounts for
only a part of the age-related memory variance.

Statistics also show depression to be more prevalent in older adults (e.g.,
Blazer, Hughes, & George, 1987). Depression, however, is sometimes difficult to
diagnose because of the symptoms that may be associated with normal aging such
as complaints about memory failures. In fact, evidence suggests that memory com-
plaint may be more predictive of a lack of memory self-efficacy and depression
than of actual memory performance (Larrabee & Levin, 1986). When validating
commonly used metamemory questionnaires, Hertzog, Hultsch, and Dixon (1989)
found a significant relationship between memory self-efficacy as measured on
these questionnaires and measures of depression and well-being. Furthermore,
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West, Crook, and Barron (1992) found that age still predicted everyday memory
performance, even when scores on a test of depression were statistically controlled.

Summary and Implications

Changes in memory are real. So far, research has been unable to attribute
these changes solely to factors other than aging. Thus, it is important for older
adults to understand that memory change is normal and not reflective of either
lack of motivation or the beginnings of dementia. Although noncognitive fac-
tors such as motivation, affect, education, socioeconomic status, experiences
due to birth cohort, and physical and mental health have been shown to influ-
ence cognition, no research to date has shown that any single factor is primar-
ily responsible for age-related memory differences (see Salthouse, 1991).

Simple Cognitive Mechanisms as Predictors of Age-Related
Memory Differences

General

Although noncognitive factors have proven unsuccessful in accounting for
the age-related memory differences seen in normal aging, a few cognitive mech-
anisms are good predictors of these differences. Earlier, it was indicated that
memory differences in laboratory tasks seem to be determined by the extent of
effort or deliberate processing required for the task. Even though no direct mea-
sures of deliberate processing have been developed, several specific measures
have proven effective.

As discussed earlier, working memory is assumed to reflect the capacity to
engage in on-line information processing (see Table 6-1). Because of the funda-
mental importance of working memory to cognition, researchers have at-
tempted to determine whether individual differences in working memory
predict age-related variance in other cognitive tasks. Salthouse (1992), in a re-
view of a large number of studies examining the relationship among age, work-
ing memory, and cognition, has shown that about 50% of the age-related
variance in cognition across a variety of different cognitive tasks is shared with
working memory capacity. Other evidence indicates that measures of working
memory account for a large proportion of the age-related variance in episodic
memory performance. For example, Hultsch, Hertzog, and Dixon (1990) showed
that working memory capacity accounts for much of the age difference in both
word recall and text recall.

Other studies have shown that even simple measures of perceptual speed
can account for the large proportion of the age-related variance in memory per-
formance. When performance on perceptual speed tasks such as the digit-sym-
bol substitution test or even simple perceptual comparison tasks (deciding
whether digit or letter strings are the same or different) is statistically controlled,
very little age-related variance remains on most memory measures. Salthouse
(1994), for example, found that only 1% of the age-related variance on paired-
associate memory was unique to age and not shared with perceptual speed. In
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one recent study, Park and colleagues (1996) found that perceptual speed ac-
counted for most of the variance in free recall, cued recall, and spatial memory
(three episodic memory tasks that show reliable age differences in the literature).

Summary and Implications

Individual difference studies show that even though interactions between
age and various memory tasks are complex, cognitive mechanisms such as
speed and working memory capacity may be responsible for much of the age-
related variance. This research supports an inviting hypothesis that a few num-
ber of simple mechanisms may be responsible for most of the memory differ-
ences experienced by older adults. As Park (1992) points out, this means that
greater attention needs to be paid to the environmental conditions faced daily
by older adults that require complex, rapid decision making.

Successful Aging Is Not the Absence of Change but Adaptation to It

Baltes and Baltes (1990) propose a model of psychological aging that holds
that successful aging is not the absence of psychological change, but the extent
to which older adults are able to handle change (see Figure 6-1). As can be seen
in the model, through various adaptive processes older adults can lead effective
lives in the presence of cognitive loss. As we grow older, we are capable of a
great deal of adaptation. For example, training studies show that there is a great
deal of plasticity in cognitive processes with age. Willis and her colleagues have
shown that even fluid intelligence skills can be improved in older adults with
training (see Willis, 1989, for review). Others have shown that specific cognitive
losses are often compensated for by improvements in other processes that

Antecedent Conditions Processes Outcomes

Life Development as

Specialized and age- R
. educed
graded Adaptation and
Reduction in General Selection Tranl:f(;rmed
Reserve Capacity Optimization ut
Compensation Effective
Life

Losses in Specific
Function

Figure 6-1. The Baltes and Baltes (1990) model of selective optimization with compen-
sation, a model of adaptation during aging leading to successful aging. From “Psycho-
logical Perspectives on Successful Aging: The Model of Selective Optimization with
Compensation,” by P. B. Baltes and M. M. Baltes, 1990. In P. B. Baltes and M. M. Baltes
(Eds.), Successful Aging: Perspectives from the Social Sciences. Cambridge: Cambridge
University Press. Copyright 1990 by Cambridge University Press. Adapted with permis-
sion from P. B. Baltes.
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together determine some overall cognitive behavior (Charness & Bosman, 1990).
Salthouse (1984), for example, found that some expert typists will maintain
their overall typing speed late into life, despite the fact that perceptual-motor
speed (measured by choice RT) declines significantly. He discovered that the
increases in RT were compensated for by the fact that the export typists had
learned to look further ahead in the text while typing (eye-hand span).

To summarize, memory changes in normal aging are complex and individ-
ual differences tend to be large. Age-related differences in memory cannot be
wholly accounted for by noncognitive variables, but can be predicted by simple
cognitive mechanisms. Older adults are also capable of engaging in compen-
satory and optimization activities that greatly attenuate the effects of memory
change on their daily lives.

MEMORY INTERVENTIONS

Researchers have attempted to offset age deficits in memory by training
older adults in the use of mnemonic techniques to improve recall. Generally
speaking, most mnemonic methods are efficacious for older adults, relative to
baseline or appropriate control group conditions. Most studies on mnemonic
methods have used visually based imagery and the classic mnemonic tech-
niques (see Poon, Walsh-Sweeney, & Fozard, 1980, and J. A. Yesavage et al.,
1989, for reviews), as described next. Interested readers are referred to other
sources where verbally based mnemonic methods are discussed (Drevenstedt
& Bellezza, 1993; Hill, Allen, & McWhorter, 1991).

Classic Mnemonic Techniques

Visual Imagery

The philosophical origins of visual imagery as an aid to memory are traced
back to the writings of Aristotle and other classical scholars of rhetoric (Paivio,
1971). In the commercial realm, modem-day memory professionals and authors
of popular psychology books stress visually imaging the material to be remem-
bered to promote recall (e.g., Bellezza, 1982; Bezan, 1974; Lorayne & Lucas,
1974). For example, Roth (1961) has argued that creative visualization is the
sine qua non of good memory. His three cardinal principles are exaggeration,
motion, and unusual association. To remember the noun pair hen-ham, Roth
suggests visualizing “a big ham in the yard.” “A large hen runs and jumps on
the ham and dances a jig there” (p. 8).

In short, the popular idea has been that implausible, imaginative associations
enhance recall. Experimental studies in the verbal learning tradition have docu-
mented the positive effects of visual imagery on retention (e.g., Bower, 1972).
However, studies of imagery bizarreness with college students have yielded
equivocal results (e.g., Kroll, Schepeler, & Angin, 1986; McDaniel & Einstein,
1986). Few studies have examined image bizarreness effects with older adults
(Poon et al., 1980). Crovitz (1989) has made the point that younger adults may be
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comfortable with forming bizarre images of stimuli to be recalled, but older peo-
ple would prefer to form plausible associations. Thus, in contrast to the popular
literature, it seems more appropriate to endorse the formation of plausible rather
than bizarre imagery to increase the likelihood of recall in older people.

Substantial evidence shows that imagery-based mnemonics improve recall
in younger adults (e.g., word lists, Roediger, 1980; face-name associations, Mc-
Carty, 1980). For older adults, positive effects of imagery have been revealed in
studies of paired-associate learning (e.g., Hulicka & Grossman, 1967) and mem-
ory for face-name associations (e.g., J. A. Yesavage & Rose, 1984a). It is clear that
older adults benefit as do younger adults from visual imagery as a mediator in
learning and memory. Thus, the assumption has been that older people should
also profit from mnemonic techniques, such as the method of loci and pegword
method, that incorporate visual imagery and other procedures that improve the
organization of the material to be remembered.

Method of Loci

The method of loci is a classic mnemonic technique that was first used by
ancient scholars to remember their long orations. This technique involves using
a well-known sequence of spatial locations to store issues in a speech, or word
lists to be remembered by imagining separate items in each location. Items are
recalled in the correct sequence by visualizing each location and its contents
(Bower, 1970).

Ample evidence confirms the benefit of the method of loci in word list re-
call for college students (e.g., Groninger, 1971; Ross & Lawrence, 1968) and
older adults (e.g., Anschutz, Camp, Markley, & Kramer 1985; Hill, Yesavage,
Sheikh, & Friedman, 1989; J. A. Yesavage & Rose, 1984b). The size of the mem-
ory benefit, however, tends to be smaller for older adults when compared with
younger persons (Kliegl, Smith, & Baltes, 1990; Lindenberger, Kliegl, & Baltes,
1992; Robertson-Tchabo, Hausman, & Arenberg, 1976; but see Rose & Yesavage,
1983). Robertson-Tchabo and colleagues (1976) also found that older people
were unlikely to use the method of loci unless experimenter-prompted. Simi-
larly, Anschutz, Camp, Markley, and Kramer (1987) found that older adults ac-
knowledged the efficacy of the method of loci after training, but seldom used
the method in everyday life.

Pegword Method

The pegword method is similar to the method of loci in that both techniques
use visual imagery to enhance serial recall of word lists. The pegword method
requires subjects to first memorize a sequence of number-rhyme pairs (e.g., “one
is abun, two is a shoe . . .”). The numbers (1-10) are paired with simple concrete
nouns which invoke visual images that provide a “peg” for the items to be re-
called. Following training on the number-rhyme pairs, subjects are told to form
a complex image where each word to be recalled interacts with its correspond-
ing pegword (e.g., “battleship in bun,” see Bugelski, Kidd, & Segmen, 1968). At
recall, subjects mentally reinstate the number-rhyme sequence; successive peg-
words should prompt a compound image of the pegwords’ referent interacting
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with the word to be recalled (e.g., “one is a bun” — battleship in a bun). The
mnemonic efficacy of this technique is derived from both the pegword, which
serves as a retrieval cue, and the numbers, which permit serially ordered recall
(Paivio, 1971).

The effectiveness of the pegword mnemonic for college students is widely
recognized. For example, Bugelski and colleagues (1968) found that linking the
items to be remembered with the pegwords in an interactive relationship led to
greater recall relative to both rhyme and standard control group conditions. Later
studies show that the benefit extends to multiple list learning (e.g., Bower & Re-
itman, 1972; Persensky & Senter, 1970). Studies with older adults have failed to
show positive effects of the pegword mnemonic on learning and memory (Mason
& Smith 1977; Wood & Pratt, 1987). Consequently, the pegword method has
since received scant attention in experimental aging literature (Kausler, 1994).

Improving the Effectiveness of Mnemonic Methods

Efforts to improve the effectiveness of imagery mnemonics for older adults
have been made by adding various instructional sessions to the program admin-
istered prior to training on the mnemonic method. Pretraining sessions have in-
cluded both cognitive (image elaboration) and noncognitive (affective judgments,
relaxation training) activities that have known or assumed beneficial effects on
memory (e.g., J. A. Yesavage et al., 1989). The studies summarized next show the
positive effects of stimulus elaboration and confirm that pretraining generally im-
proves the effectiveness of the mnemonic technique for older persons.

J. A. Yesavage (1983) found that training older persons in forming visual im-
ages prior to mnemonic training improved face-name recall more than that of
nonspecific pretraining on improving attitudes toward aging. In a later study,
J. A. Yesavage and Rose (1984b) used a semantic orienting task (pleasantness
judgment) to increase elaboration of the visually imagined associations formed
during training with method of loci. They found that semantic elaboration en-
hanced older adults’ recall of list items more than did standard mnemonic in-
structions (see also J. A. Yesavage, Rose, & Bower, 1983). These findings replicate
other studies showing a positive effect of semantic encoding tasks on memory
for visual stimuli (e.g., Bower & Karlin, 1974; Smith & Winograd, 1978).

Yesavage and his associates have also examined the effects noncognitive
pretraining activities on standard free recall (J. A. Yesavage, Rose, & Spiegel,
1982) and on mnemonic training efficacy (e.g., Hill, Sheikh, & Yesavage, 1989;
J. A. Yesavage & Jacob, 1984). For example, J. A. Yesavage and colleagues (1982)
found that progressive muscle relaxation pretraining had no effect on overall
word list recall but the two variables were positively correlated. That is, relax-
ation improved recall for older persons with initially high state anxiety (indi-
cated by anxiety subscale scores on the Symptom Check List 90), but impaired
recall for those low in anxiety (see Yesavage & Jacob, 1984, for similar results).

Recent studies with older adults have compared the effects of different
types of pretraining activities on face-name mnemonic training. Gratzinger,
Sheikh, Friedman, and Yesavage (1990) compared three pretraining activities
(imagery alone, imagery plus affective judgment, relaxation) given prior to in-
struction on a face-name mnemonic technique. Results showed that pretraining
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enhanced recall, relative to baseline, but no differences occurred as a function
of the type of pretraining activity (see also Hill, Sheikh, et al., 1989; J. Yesavage,
Sheikh, Friedman, & Tanke, 1990; but see Hill, Sheikh, & Yesavage, 1988).
Moreover, Sheikh, Hill, and Yesavage (1986) found that the benefit of pre-
training activities was observed at immediate testing and at 6-month posttest.
Together, these studies suggest that pretraining activities improve the effective-
ness of face-name mnemonics and that the benefit is temporally stable (cf. Ver-
haeghen, Marcoen, & Gossens, 1992).

Cautionary Note

Several limitations in the use of visual imagery to promote recall in older
adults warrant brief mention. First, older adults may find the formation of com-
plex visual images difficult. This is not surprising because the encoding
processes required by imagery-based techniques may exceed the processing ca-
pabilities of older people. Second, visual imagery techniques may also be anx-
iety-provoking for older persons, especially in the context of testing situations
(see]. A. Yesavage et al., 1989). Third, visually based mnemonic techniques are
complicated and often require extensive training to master. Thus, they may not
be useful for cognitively impaired, older persons or those who are unwilling to
participate in multiple training sessions (J. A. Yesavage et al., 1989).

Memory Interventions with Cognitively Impaired Persons

Visual Imagery

Imagery mnemonics have been used with some success in cognitive reme-
diation programs for adults with neurological disorders (see Poon et al., 1980).
There is also evidence from a single case study showing that an imagery
mnemonic promoted retention of face-name associations for a probable AD pa-
tient (Hill, Evankovich, Sheikh, & Yesavage, 1987). However, Bickman, Josephs-
son, Herlitz, Stigsdotter, and Viitanen (1991) later found that the same imagery
mnemonic enhanced face-name retention for one AD patient, but not for seven
other dementia patients, suggesting that the generalizability of mnemonic effect
is limited. Group studies with older adults have also revealed that the benefit of
visual mnemonic methods is positively correlated with cognitive status, as in-
dexed by scores on the Mini-Mental State Examination (Folstein, Folstein, &
McHugh, 1975; see Hill, Yesavage, et al., 1989; J. Yesavage et al., 1990). Thus, for
older persons with mild to moderate cognitive impairment, imagery mnemonics
may not be suitable, because of the limited processing resources of these persons
and the complexity of the mnemonic methods (Hill, Yesavage, et al., 1989).

Spaced Retrieval

The spaced retrieval technique involves successive recall attempts at ex-
panding intervals following acquisition. The technique is based on earlier re-
search with college students in which lengthening the amount of time between
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recall attempts improved performance more than that of constant repetition
within fixed periods of time (cf Landauer & Bjork, 1978). The mnemonic bene-
fit of spaced retrieval for recall of simple associations has been demonstrated
for persons with neurological disorders (e.g., Schacter, Rich & Stampp, 1985)
and older adults with probable AD (e.g., Camp, 1989).

Camp and his associates (1989) adapted the spaced retrieval technique for
use with probable AD patients. During training trials, subjects were given spe-
cific target information to remember, such as a face-name association. Immedi-
ate recall was solicited. If recall was successful, the intertrial interval was
systematically expanded (e.g., 5-, 10-, 20-, and 40-second intervals, expanding
in increments of 30 seconds thereafter). Following a recall failure, the intertrial
interval was reduced to that of the previous trial. Using this procedure, Camp
and his associates successfully increased the duration of retention of simple as-
sociations in probable AD patients from minutes to weeks after initial acquisi-
tion (see Camp & McKitrick, 1992; Kotler-Cope & Camp, 1990, for reviews). The
efficacy of spaced retrieval with demented adults has been attributed to implicit
memory processes, thought to be spared until the later stages of AD (e.g., Camp
et al., 1993). Spaced retrieval techniques may be optimal for older adults with
probable AD, who would otherwise be unlikely to profit from the more cogni-
tively demanding imagery-based mnemonic methods.

Beyond the Laboratory: Application of Memory Interventions
with Older Adults

The notion that experimental mnemonic methods could be adapted for clin-
ical use has received a fair amount of attention (see Poon, 1985). Successful ap-
plication of mnemonic methods for everyday remembering is likely to depend
on careful consideration of many variables, such as individual difference and
task factors that may affect the outcome of mnemonic training, as discussed next.

Subject Characteristics

Whether a person will benefit from mnemonic training is an important
practical issue. Many different subject factors could limit the usefulness of vi-
sually based mnemonics applied to problems of everyday memory (e.g., age,
cognitive status, motivation, state anxiety, depression). Age and cognitive sta-
tus have been clearly shown to influence the success of mnemonic training
(e.g., ]. Yesavage et al., 1990). Less cognitively demanding techniques may be
more beneficial for the oldest-old (those over 85 years) and persons with prob-
able AD. Based on the findings of Camp and his associates (1989), spaced re-
trieval appears to be an optimal technique for persons with probable AD.

Duration of Effects

Whether the benefit of memory training will persist over time is another
important practical issue. Studies have examined the temporal stability of
both specific mnemonic methods (e.g., face-name training, Sheikh et al.,
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1986; method of loci, Anschutz et al., 1987) and general memory skills train-
ing (Neely & Backman, 1993a, 1993b; Scogin & Bienias, 1988; Stigsdotter &
Bickman, 1989). Some studies indicate that the benefit of memory training is
observed at 6-month follow-up (Neely & Backman, 1993a; Sheikh et al., 1986;
Stigsdotter & Backman, 1989). Regarding long-term maintenance of effects,
the evidence has been equivocal. Scogin and Bienias (1988) found scant evi-
dence of overall training effectiveness at 3-year follow-up (cf. Anschutz et al.,
1987). In contrast, Neely and Backman (1993b) found that performance gains
in word list recall were maintained at 3%2-year follow-up. That is, older adults
in the training program showed greater posttest recall (relative to pretest),
whereas performance did not vary across testing sessions for the nontrained
control group.

Contrasting outcomes for the durability of training effects over time may be
partly due to differences in subject samples and training procedures. In the Sco-
gin and Bienias (1988) study, those in the training program had significantly more
memory complaints than did the control group at both pretest and posttest.
Training was also administered via self-instruction using a memory training man-
ual (cf. Scogin, Storandt, & Lott, 1985). In contrast, Neely and Backman’s (1993b)
program used training activities similar to those of Yesavage and his associates
(e.g., interactive imagery, attention and relaxation training; see Yesavage, Lapp, &
Sheikh, 1989). Interestingly, in both reports, there was no evidence of transfer of
training to other cognitive measures (digit span, Benton visual retention test).
Thus, extensive pretraining on task-relevant material may be necessary to pro-
mote long-term effectiveness of memory training programs in older adults.

Summary

Whether training programs will improve older adults’ memory in daily life
may ultimately depend on noncognitive subject factors, such as compliance
and motivation. For example, older adults may modify the mnemonic method
after training or abandon it completely (Anschutz et al., 1985, 1987). Neely and
Bickman (1993a) found that only 39% of their sample reported using trained
mnemonic methods in everyday life at 6-month follow-up. Scogin and Bienias
(1988) reported a similar rate (28%) for self-taught memory skills at 3-year fol-
low-up. Future research is needed to identify noncognitive factors that predict
success with memory interventions (Yesavage et al., 1989). In short, interven-
tion programs applied to everyday remembering should include posttraining
discussion sessions to encourage older adults to use and practice the techniques
they have learned, as older persons may not use these skills on their own ini-
tiative (Flynn & Storandt, 1990; Poon et al., 1980).

IMPLICATIONS FOR CLINICAL PRACTICE

Experimental studies of memory aging provide a rich source of knowledge
that is potentially useful for clinicians. In closing, we consider three broad im-
plications for clinical practice that arise from the experimental evidence pre-
sented earlier.



104 Katie E. Cherry and Anderson D. Smith

A Priori Beliefs About Memory Aging

People of all ages hold certain assumptions about the course of memory
abilities in adulthood. Culturally shared views of memory aging, as well as
everyday experience, may leave older persons with the impression that mem-
ory failures in later life are comprehensive and immutable. On the basis of ex-
perimental studies of memory aging, this assumption is largely inaccurate.
There are also theoretical and practical drawbacks to viewing memory in adult-
hood only in terms of progressive decline.

From a theoretical viewpoint, the universal-decrementalist perspective is
incompatible with evidence showing that age-related performance differences
are smaller on some cognitive tasks and larger on others (see Table 6-1). This
perspective is also antithetical to current views of cognitive plasticity in adult-
hood (e.g., Willis, 1989). From a practical viewpoint, a decrementalist perspec-
tive may foster the opinion that compensatory strategies and intervention
techniques are of limited value, which is clearly not true. The memory inter-
vention literature provides compelling evidence of cognitive remediation for
healthy older persons, and in some cases, for those with early AD. In short, neg-
ative a priori beliefs of memory competence in adulthood may thwart efforts to
improve everyday remembering, as well as limit the success to memory inter-
vention programs that are undertaken.

Examine Practical Memory Needs

Whether laboratory-based interventions are appropriately suited for meet-
ing the everyday memory needs of older persons has prompted some debate
(West, 1989). In general, very little research has examined older adults’ practi-
cal memory needs (but see Leirer, Morrow, Sheikh, & Pariante, 1990). With re-
gard to clinical practice, defining the specific aspects of memory that an older
person might want to improve may be a useful starting place. Intervention tech-
niques could then be matched to self-expressed needs. For example, in ques-
tionnaire studies of everyday memory, older adults report difficulties in
learning and remembering names (e.g., Leirer et al., 1990). In response to this
concern, visually based mnemonic methods could be applied, as numerous lab-
oratory studies confirm that these techniques improve recall of face-name
associations (Kausler, 1994; J. A. Yesavage et al., 1989). In short, successful in-
tervention may depend on targeting everyday memory behaviors as indicated
by older persons. Specificity is especially important because there is very little
evidence of transfer of broad-based memory skills training to other cognitive
measures (cf. Neely & Backman, 1993a, 1993b).

Individual Differences and Clinical Outcomes

On the basis of the research summarized previously, it is likely that indi-
vidual differences contribute to clinical outcomes with older adults. For the
clinician, awareness of interindividual variability is vitally important for at
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least two reasons. First, differeneces among older people are likely to influence
the choice of an appropriate treatment for memory problems. As West (1989)
has pointed out, memory interventions should be tailored specifically for the
individual. Some older persons may benefit from visual mnemonic methods
(see J. A. Yesavage et al., 1989). Others may have difficulty forming visual im-
ages and would prefer verbally based techniques, for example, those that em-
phasize categorical organization of material to be remembered (see Kausler,
1994). External memory aids (e.g., lists, notebooks) may also be preferable to in-
ternal mnemonic methods for some older adults (see Cavanaugh et al., 1983;
Crovitz, 1989). External aids could be used alone or in combination with inter-
nal mnemonic strategies to improve everyday remembering.

As a second point, individual differences are likely to affect clinical out-
comes. Appropriate criteria for everyday memory performance will vary from
one older person to another (J. A. Yesavage et al., 1989). Moreover, positive clin-
ical outcomes may have little to do with older adults’ actual memory perfor-
mance. Some studies have shown no influence of mnemonic training on
memory performance, but other benefits of training were observed, such as im-
provements in perceived control (e.g., Lachman, Weaver, Bandura, & Lewkow-
icz, 1992) and reduced memory complaint (e.g., Zarit, Cole, & Guider, 1981; but
see Scogin & Bienias, 1988). Thus, memory intervention training may be useful
only to the extent that it reduces memory concerns and depression in some
older persons (Zarit, Gallagher, & Kramer, 1981).

SUMMARY

Age-related declines in memory are well documented in experimental
studies with older adults. Whether age deficits will be minimal or exagger-
ated depends on characteristics of the memory task, the older person, and
the component mental processes involved in the act of remembering. Al-
though normal aging is associated with reduced memory efficiency, the
potential for remediation and cognitive compensation should not be over-
looked. As noted previously, adaptation to cognitive changes in adulthood
may be critical for successful aging (see Fig. 6-1). Practicing clinicians could
apply mnemonic methods or general principles of memory from the experi-
mental aging literature to assist older persons with adaptation to cognitive
changes in later life.
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CHAPTER 7

Dementia

CHARLES J. GOLDEN AND
ANTONIA CHRONOPOLOUS

INTRODUCTION

Dementias were first recognized as a diagnostic issue during the 1800s and have
become a major topic only within the last half century. As the population has
aged, concern over the dementias has increased because of their higher inci-
dence and the increased sensitivity in medical and mental health circles in rec-
ognizing the symptoms of these disorders. Kraepelin (1896) saw dementia as a
disease of aging; later versions of his work recognized the writings of Alzheimer
(1898) and others who identified the presence of presenile dementias. Over
time, there has been increased attention to multiple etiologies and alternative
methods of presentation.

The dementias refer to a wide variety of disorders which are characterized
by memory problems along with at least one other cognitive problem. Demen-
tias may vary widely in terms of severity, course, nature of the symptoms, and
etiology. Dementias may or may not be progressive, and vary in terms of treat-
ment, although they are characterized by irreversible declines in cognitive func-
tion. Age of onset may be at any time, but most dementias occur in the second
half of the life span.

Skoog, Nilsson, Palmertz, Andreasson, and Svanborg (1993) surveyed a
sample of 494, 85-year-old Swedes to determine relative incidence of dementia
in a nonselected population. The investigators, using a wide variety of diag-
nostic techniques, identified dementia in nearly 30% of their sample. Slightly
more than one fourth of these subjects had mild dementia, while the remain-
der were divided between mild and moderate dementia.

Several classification systems of the dementias have been employed. Cur-
rent classification systems recognize the dementias on the basis of the areas of
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the brain involved, or by etiology. For example, Gustafson (1992) classified de-
mentias into frontotemporal, temporoparietal, subcortical, or other types. Gott-
fries (1991) separated the dementias into idiopathic dementias (in which
dementia is the primary symptom of the disorder), vascular dementias, and sec-
ondary dementias (caused by trauma or substance abuse).

The Diagnostic and Statistical Manual of Mental Disorders, 4th edition
(DSM-1V; American Psychiatric Association, 1994) classified dementias in
terms of their specific etiologies: Dementia of the Alzheimer Type, Vascular De-
mentia, Dementia due to HIV Disease, Dementia due to Head Trauma, Demen-
tia due to Parkinson’s Disease, Dementia due to Huntington’s Disease, Dementia
due to Creutzfeldt-Jakob Disease, Dementia due to General Medical Conditions,
Substance Induced Persisting Dementia, Dementia due to Multiple Etiologies,
and Dementia Not Otherwise Specified (NOS).

Dementia-like symptoms may be seen in disorders classified as delirium. A
delirium may have similar symptoms, but the disorder is generally more vari-
able and the symptoms increase and decrease. While most cases of delirium are
time limited, especially when the etiology is recognized, this is not always the
case. Conversely, the symptoms in dementia are more stable or reflect deterio-
rating skills. However, some cases of dementia may be found to be treatable and
the symptoms may remit despite the fact that one may associate the word de-
mentia with the concept of irreversibility. Some disorders are initially classified
as deliriums, but are later found to be dementias, and disorders initially seen as
dementias may later be found to be cases of delirium.

DEFINITION

Regardless of etiology, all dementias are characterized by a primary loss in
memory functions. Without this essential feature, no set of symptoms, regard-
less of severity, can be classified as a dementia. However, in addition to the
symptoms of memory disturbance, there must be at least one other cognitive
symptom. This may be a disorder of language, a disorder of spatial skills, a dis-
order of social judgment, or a disorder of executive functions of the brain.

Memory Symptoms

The most obvious of the memory symptoms is the loss of the ability to learn
new material. This generally occurs early in the disorder and may be the first
symptom to become evident. In individuals with extensive previous learning,
this symptom may be masked as the individual may substitute previously
learned knowledge for the information one wishes the person to learn. In indi-
viduals with less previous knowledge, the loss of new learning may be more
evident although it may be mistaken in some cases for a generalized preexisting
slowness in learning.

Other cases may report loss of long-term, preexisting memories as well,
although there is some disagreement in this area; this loss is rare in mild cases.
Individuals may be unable to produce specific memories on command at a spe-
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cific time, but often later can relate the “forgotten” memory. In early cases,
losses are rarely seen in short-term memory, in which the individual cannot re-
tain information for several seconds or maintain a short conversation. However,
losses in these areas may be quite striking in more severe cases.

Related Cognitive Disorders

Related cognitive disorders may fall into many categories. Patients may
show a loss of verbal skills. These can cover a wide range of disorders: loss of
naming skills, problems in grammar, loss of oral language, inability to under-
stand language, disorders of reading, reading comprehension, writing, spelling,
or arithmetic, word substitution, verbal confusion, fluent aphasias, dysfluent
aphasia, and any other symptom complex seen with verbal skills.

Disorders may also be nonverbal in nature. This can include difficulty
drawing simple or complex figures, difficulty with spatial relationships, prob-
lems in map reading and finding one’s way around new or even familiar neigh-
borhoods, difficulty in recognizing or maintaining sequences, problems with
facial recognition, figure or background distortions, difficulties in telling time,
problems in recognizing the passage of time, difficulty in recognizing nonver-
bal sounds (e.g., the sound of a train), and problems in expressing or recogniz-
ing emotions.

Other disorders may include inflexibility, an inability to solve problems,
poor judgment, impulsivity, poor attention and concentration, inappropriate-
ness, aggressiveness, irritability, improper social behavior, and hyper- or hypo-
emotionality. Across disorders, any problem which can be caused by brain
damage will be seen in some cases of dementia.

Laboratory Findings

Each type of dementia is characterized by specific laboratory findings, al-
though there is at present only a mild to moderate relationship between the lab-
oratory findings and the behavioral symptoms as outlined above. In many
cases, absolute neuropathological identification requires an autopsy. Even with
a typical autopsy exact identification of the presence of a dementing disorder or
a specific dementing disorder is questionable. Alafuzoff (1992; Alafuzoff,
Ronnberg, & Asikainen-Gustafsson, 1991) found a lack of correspondence be-
tween neuropathological findings and clinical findings of dementia that they
blamed partially on autopsy techniques.

TYPES OF DEMENTIA

There are several systems for classifying the dementias. However, since
DSM-IV remains the basic nomenclature in the United States, we use that clas-
sification system to structure this chapter.
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Alzheimer’s Disease

Alzheimer’s disease (AD) represents the most common form of dementia.
Skoog and colleagues (1993) identified 43% of their general dementia sample
with this disorder. Precise numbers are difficult because of the problems in di-
agnosis without a detailed autopsy. Alzheimer’s disease is characterized by se-
vere memory disorders, loss of smell, and a wide variety of cognitive problems.
Onset may be at a relatively young age (less than 50 years) or at any time there-
after. The progress of the disease may be very short or may last over a decade
from the time the disorder is first diagnosed.

Alafuzoff (1992) describes the pathological changes in AD as primarily mi-
croscopic lesions in the brain including neurotic plaques and neurofibrillary
changes (tangles) within clusters of nerve cells. These are accompanied by se-
lective loss of neurons, neuronal atrophy, and the accumulations of granules be-
tween cell bodies. The plaques have a central amyloid core and other distinct
neuropathological characteristics.

In his review, Edwards (1993) suggested that the most serious problems in
AD are found in the temporal lobe in the hippocampus and the amygdala. Al-
though some theorists have suggested that the problems in AD are related only to
changes in cholinergic pathways, Holttum and Gershon (1992) rejected a unitary
cholinergic theory. They suggested that approaches that transcend single neuro-
transmitter systems are necessary to explain the disorder. Some research demon-
strates that AD may be related to a genetic predisposition (e.g., Jarvik, 1992).

The definitive diagnosis for AD must come from neuropathological evi-
dence. However, such evidence is rarely available until after the death of the pa-
tient. Thus, diagnosis often comes through ruling out other causes, such as
vascular dementia, rather than from a definitive constellation of symptoms that
differentiates AD from other dementias. To be considered AD, there must be a
gradual onset of symptoms without evidence of focal damage associated with
vascular dementia or the specific features associated with other dementias. In
addition, AD tends to show more symptoms over time associated with the tem-
poroparietal areas of the brain (e.g., language problems, visual spatial difficul-
ties, naming problems) than do other gradual dementias such as Pick’s disease.

Because the presentation of AD may vary quite widely in clinical samples,
there has been speculation that there may be subtypes of the disorder or even
different diseases being grouped together erroneously. Although some misclas-
sification certainly takes place because of the unavailability of a definitive diag-
nostic procedure, at present there is no evidence of different subtypes of AD but
rather differences in presentation which depend on such factors as premorbid
status, age at onset, and the overall rate of degeneration (Kurz, Haupt, Poll-
mann, & Romero, 1992).

Vascular Dementia

Along with Alzheimer’s, this is the most common cause of dementia cur-
rently identified. Vascular dementias are characterized by the presence of cere-
brovascular disease. Vascular dementia can arise from one major infarction,
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occlusion, cerebral hemorrhage, or from a series of vascular problems that may
develop over many years. The initial symptoms vary considerably depending
on the location of the vascular lesion and other related neurological factors. Un-
like cases of AD, individuals with vascular dementia will often show focal neu-
rological signs and clear areas of injury on MRI or CT scan. However, in milder
cases, such tests may appear normal especially when it is the result of many
small focal injuries rather than one or more larger injuries.

The wide variety of presentations possible make clear criteria difficult. Ro-
man and colleagues (1993) developed a series of research diagnostic criteria for
this disorder. They identified a series of different lesions which may be associ-
ated with the problem. Most common is multi-infarct dementia, in which there
are multiple large vessel infarcts involving both cortical and subcortical areas.
MRI and CT scans are typically quite abnormal in this subtype. Multi-infarct
dementia may also arise from a series of small strokes that may be mistaken for
Transient Ischemic Attacks (TIA) that leave no residual deficits. In these cases,
the amount of damage done each time is slight and difficult to see, but the ac-
cumulating damage over time leads to dementia.

A second type of dementia arises from single infarcts which produce small,
localized damage in an important part of the brain and may produce well-
defined and striking forms of dementia. For example, infarcts within the left
angular gyrus may produce a fluent aphasia in which the motor production of
words is maintained, but their meaning or understanding may be lost. The most
extreme forms of this are jargon aphasia in which the person speaks fluently but
makes no sense whatsoever, or receptive aphasia in which the person is unable
to understand spoken or written communications.

Infarcts of the posterior cerebral artery may present with visual field loss,
visual hallucinations, agitation, confusion, and memory loss. Injuries to the
anterior cerebral artery may result in a loss of initiative, inability to locate mem-
ories, agitation, irritability, and emotional liability. Middle cerebral artery in-
farcts can result in aphasia, irritability, spatial losses, paranoia, confusion, and
impairment in all basic achievement skills. Lesions in subcortical areas may re-
sult in thalamic dementia, with severe memory loss and confusion, or disorders
in which new memories are completely lost while leaving old memories intact
(bilateral hippocampal lesions).

Another major subtype is small vessel disease in which blood flow is main-
tained within the large vessels but not within the smaller vessels. This may
cause subcortical or cortical symptoms in which onset may appear to be grad-
ual and more like AD than the more sudden or clearly stepwise deficits seen in
other forms of vascular dementia. This disorder may cause small lacunar in-
farcts in the brain which can be detected on MRI. However, the presence of
such small areas of dysfunction do not always correlate with behavioral or cog-
nitive impairment. The deficits from this disorder may include personality
change, difficulty with complex executive tasks (also as seen in Pick’s disease),
and diffuse memory problems. More focal and definitive cognitive signs, as
seen in other forms of vascular dementia, are rare in this disorder.

Another important form of vascular dementia arises from cerebral hypoxic
events. These result in a loss of oxygen to the brain secondary to the inability of
the heart and lungs to provide enough oxygen to the brain, or the inability of the
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oxygen to reach areas of the brain due to edema or other restrictive factors. It is
well known that brain damage arises quickly from a complete loss of oxygen to
the brain (anoxia); partial losses of oxygen (hypoxia) can also cause damage al-
though over longer and more indeterminate periods of time. These deficits tend
to be diffuse and less focal, sometimes mimicking small vessel disease as well
as dementias caused by substance abuse and poisoning.

Diagnosis of vascular dementia may be clear from CT scan or MRI studies.
In addition, measures of blood flow may be used to show areas of the brain with
little or no circulation even when the areas look normal on tests that show only
structure. The presence of clearly abnormal findings on these tests can usually
be considered diagnostic if the required memory and cognitive disorders can be
demonstrated with neuropsychological tests. As noted earlier, routine neuro-
logical testing may also show clear signs of a possible disorder.

It should be noted that the various forms of vascular dementia can occur si-
multaneously in one person, or in conjunction with other forms of dementia.

Dementia Due to General Medical Condition

In DSM-1V; this diagnosis includes a wide range of subtypes in which the
symptoms of a dementia can be demonstrated along with clear medical and his-
torical information that the dementia is related to the medical condition. Each
of these disorders has its own clear diagnostic requirements based on history,
symptoms, and laboratory findings.

HIV

This is a relatively new and increasingly diagnosed form of dementia seen
in both younger and older populations. HIV (human immunodeficiency virus)
is transmitted between individuals primarily as the result of sexual contact or
other forms of bodily fluid exchange including the use of contaminated needles
or from contaminated blood. HIV attacks the human immune system, and is
found throughout the body. Berg, Franzen, and Wedding (1994) reported that
upon autopsy, pathological involvement of the brain is seen in more than 75%
of all patients. In addition, the virus’s attack on the immune system allows nu-
merous opportunistic infections to attack the body, including the brain. These
factors may result in a subcortical dementia characterized by memory loss,
confusion, personality change, and impairment in higher cortical functions. Di-
agnosis depends on the demonstration of an HIV infection followed by the de-
velopment of dementia-like symptoms.

Head Trauma

This is a more common cause of dementia than has been recognized in both
elderly and young populations. The elderly are particularly susceptible to the
effects of falls and automobile accidents because of decreased resiliency of the
brain in this age group. However, this cause is often ignored because the in-
juries are not reported, appear not to be serious, or the symptoms are ascribed
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to normal aging by individuals unfamiliar with the client’s premorbid status or
by family in denial.

The symptoms in milder cases are difficult to identify because of the wide
range of normal variation in the elderly. The most common results of mild to
moderate head injury are a mild memory disorder of new memory along with
mild impairment in higher-level executive functions (Golden, Zillmer, & Spiers,
1992). Emotional liability may also be seen. The memory impairment is often
misdiagnosed as just normal forgetting associated with aging, and the impairment
in executive function is clear only with novel stimuli or highly stressful or com-
plex situations that are unfamiliar. In an individual who is retired, such situations
may be rare. In addition, elderly clients are less likely to be in situations that they
find unfamiliar. When they are, deficits are again ascribed to normal aging.

As a result, deficits may pass unnoticed for substantial periods of time un-
til later noted during a crisis. At that time, the role of the head injury may be
missed, yielding a misdiagnosis of another type of dementia (usually AD or dif-
fuse vascular dementia) or even leading to a diagnosis of depression or schizo-
phrenia despite the lack of premorbid history of such disorders.

Neurodiagnostic tests are rarely helpful in these cases, even when con-
ducted immediately after the injury. Unless there is bleeding or other significant
vascular events secondary to the head injury, CT and MRI may be nonsignificant
and measures of blood flow will be equivocal at best in many cases. Neurologi-
cal examinations may be normal. Diagnosis is most often established by a well-
developed history rather than more elaborate diagnostic devices.

Parkinson’s Disease

This disease, the symptoms of which have been recognized for centuries,
was first embodied as a disease entity by the work of James Parkinson in 1817
(Golden et al., 1992). The disease occurs in less than 1% of the population.
Parkinson’s disease is a progressive disorder marked primarily by motor symp-
toms: tremor, rigidity, postural instability, and bradykinesia. Dementia is not
always associated with the disease, but is seen in more advanced stages, with
estimates of incidence ranging from 0% to 81% in different studies (Biggins et
al., 1992). In their own longitudinal study, Biggins and colleagues (1992) esti-
mated an incidence of 19%. It may occur in as much as 1% of the elderly pop-
ulation. Parkinson’s disease is considered a disorder of the basal ganglia that
usually begins in middle age or later. The symptoms are related to a disturbance
of dopaminergic activity in these areas.

Parkinson’s disease may be idiopathic or may arise from head injury, vas-
cular disease, or other disorders of the brain that affect the appropriate parts of
the brain. Parkinson-like symptoms may develop from certain antipsychotic
medications. The onset is slow in idiopathic Parkinson’s disease.

Individuals with Parkinson’s will initially present without any cognitive
symptoms, but will show a resting tremor, rigidity, and involuntary movements.
Voluntary movements may be slow. The tremors usually start distally. There
may be disorders of posture, motor disturbance of speech, and motor problems
with walking. Facial expression may be lost, resulting in a rigid, “masked” ap-
pearance. Repetitive movements will be slowed.



120 Charles J. Golden and Antonia Chronopolous

When cognitive symptoms develop, they appear more diffuse, with im-
pairment of memory and executive functions. On many tests, however, general
motor and motor speech impairment can lead to a misdiagnosis of cognitive
dysfunction. For example, low performance IQs reported on the Wechsler Adult
Intelligence Scale may be the result simply of motor impairment (see Marsden
& Fahn, 1987). Some deficits, however, can be recognized independent of mo-
tor and speed issues but these are not clearly typical of the disease (Golden et
al., 1992). Diagnosis of dementia in Parkinson’s arises from confirmation of the
symptoms through history and neurological examination, followed by confir-
mation of dementia where no other likely cause is present.

Huntington’s Disease

Huntington’s disease is the classical prototype of a dementing disorder clearly
related to genetic issues. The disease is a progressive, degenerative disorder that
clearly runs in families. It is transmitted through a single autosomal dominant
gene on chromosome four. The onset of symptoms is usually after age 30, but may
occur at any time in the life span including well past age 60 (Golden et al., 1992).

Early symptoms may reflect changes in personality: irritability, mood
change, depression, anxiety, and hypersexuality. Movement disorders charac-
terized by stereotyped atypical chorioid movements then develop. Dementing
symptoms including memory problems, executive problems, and eventually
problems throughout the brain accompany this degeneration. Frank psychosis
may develop. The progression of the disease can be closely followed by perfor-
mance on neuropsychological tests.

Diagnosis can be established through history, genetic testing, and neuro-
logical and neuropsychological examination. The disease presentation is rather
clear as it progresses, and it can usually be easily distinguished from other
forms of dementia.

Pick’s Disease

First described by Arnold Pick in 1892, Pick’s disease is a degenerative dis-
ease of the brain focused in the anterior fronto-temporal areas of the brain. The
disease is progressive and irreversible. This disorder results in a wide variety of
symptoms ranging from mood changes, irritability, and instability, to a lack of
flexibility, planning, new memory, and judgment.

The neuropathology of the disorder is characterized by the presence of
Pick’s Bodies as opposed to the tangles seen in Alzheimer’s disease. This is ac-
companied by clear atrophy of the frontal and temporal lobes which can be
seen on autopsy as well as on MRI or CT scan. In summarizing the literature,
Cummings and Benson (1992) described three stages for the development of the
disease: loss of higher executive functions characterized by impulsivity, irri-
tability, and loss of social skills; a second stage characterized by verbal deficits,
aphasia, and deterioration of judgment; and the final third stage characterized
by a disintegration of behavior across many modalities and skills.

The behavior of Pick’s patients may be quite bizarre due to the loss of social
skills, judgment, and social awareness. This can include roaming behavior,
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poor hygiene, urination in public, disinhibition, inappropriate comments,
childlike behavior, hyper- or hypo-orality, hypersexuality, hyperaggressiveness,
apathy, loss of initiative, echolalia, perseveration, anomia, compulsive or ritu-
alistic behavior, lying, general criminal behavior, lack of insight, psychotic-like
behavior, and mood swings (Golden, Osmon, Moses, & Berg, 1981; Jung &
Solomon, 1993; Mendez, Selwood, Mastri, & Frey, 1993; Miller et al., 1991).
The diagnostic dilemma in this disorder is that final diagnosis requires an
autopsy as in Alzheimer’s disease. In later stages, AD and Pick’s may seem be-
haviorally similar and this can lead to misdiagnosis in the absence of a good
history. In some cases, CT, MRI, and SPECT will demonstrate the clear anterior
nature of the atrophy which would clearly lead to a suspicion of the disorder.
This is not true in all cases, however, and autopsy may lead to reversal of the di-
agnosis. About 10% of all dementias are likely to be cases of Pick’s disease.

Creutzfeldt-Jakob Disease

Creutzfeldt-Jakob disease is a rare degenerative disorder that is inevitably
fatal and that can be transmitted from person to person. The disorder typically
appears at about age 60, but can occur at any age. The disorder was first de-
scribed by Creutzfeldt and Jakob in the second decade of the twentieth century
(Ball, 1980; Beck & Daniel, 1987; Brown, 1989; Jones, Hedley-White, & Fried-
berg, 1985).

The disease follows a clear course. During the prodromal phase, the client
has mild, nonspecific physical symptoms along with feelings of fatigue and
concentration problems. Subsequently, a full cortical dementia develops with
symptoms of aphasia, executive dysfunction, delusions, hallucinations and
general intellectual deterioration. Motor symptoms and abnormalities also de-
velop during this time. The last stage is characterized by stupor, multiple phys-
ical problems, and eventually death. The neuropathological sign of the disease
is the spongiform appearance of the cerebral cortex which can be identified on
autopsy.

The disease can be divided into familial and transmissible forms. There are
several variants of the disease that have been identified but they all have the
same fatal, rapidly degenerative course. Definitive diagnosis is difficult without
biopsy, and in many cases is not even considered because the disease is so rare
(1 incidence per 1 million people). Familial history or preexisting trauma or
neurological disease may increase the likelihood of the disease.

Other

This category includes a wide variety of medical disorders that may have a
primary or secondary effect on the function of the brain. Several of these are rel-
atively common in elderly populations and must be considered in any case of
dementia.

One of the most common of these disorders are tumors. For our purposes, tu-
mors can roughly be divided into three categories: extrinsic, intrinsic, and
metastatic (Golden et al., 1992). Extrinsic tumors are those that are inside the
skull but do not invade the tissue of the brain itself. Rather, these tumors cause
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problems by increasing in size, compressing brain tissue, and increasing in-
tracranial pressure. The symptoms of increased intracranial pressure include
headaches, nausea, incontinence, balance problems, memory problems, and dif-
ficulty with attention and concentration. More localized symptoms may occur de-
pending on exactly which tissue in the brain is compressed (although this may
not always reflect the physical location of the tumor). When extrinsic tumors are
slow growing, they may show little effect. In the elderly, in whom brain atrophy
is common as a result of normal aging, the tumor may have additional space in
which to grow before causing any visible symptoms. Some extrinsic tumors are
first discovered at autopsy without any clinical correlations before death.

Intrinsic tumors are those that invade and destroy healthy brain tissue.
These tumors primarily differ (for our purposes) on the basis of speed of devel-
opment from slow to very fast. The slowest tumors may cause few problems as
the brain is able to adjust to the slow loss of tissue with appropriate behavioral
adaptations, although problems may show after enough tissue has been com-
promised. Faster-growing tumors, however, may cause both highly localized ef-
fects (as seen in the localized vascular dementias) as well as more general
effects from increased intracranial pressure. These disorders can develop quite
quickly and may even be mistaken for a vascular disorder. All of the forms of tu-
mors can be easily identified in most cases by MRI or CT scan.

The third form of tumors are metastatic tumors. These are usually tumors
secondary to various forms of cancer, most often from lung or breast cancer al-
though any form of cancer can metastasize to the brain. Metastatic tumors must
be considered in any individual with a history of cancer who shows a quick on-
set of dementia-like symptoms, even years after the original cancer has been
treated. The symptoms are generally highly focal and severe, and again may be
mistaken in some cases for vascular dementia.

Another important disorder in the elderly is normal pressure hydro-
cephalus. This disorder differs from the form of hydrocephalus seen in younger
individuals. In younger cases, hydrocephalus is the result of pressure within
the ventricular system increasing because of blockage or a failure to reabsorb
CSF fluid. In normal pressure hydrocephalus, the pressure within the ventricu-
lar system remains normal. What changes is the ability of the brain tissue to re-
sist that pressure. Instead of “pushing back” on the ventricles, the brain tissue
collapses and compresses. This results in symptoms similar to increased pres-
sure or edema as discussed earlier.

The presence of enlarged ventricles can be easily diagnosed through CT
scan or MR, but the presence of enlarged ventricles is not diagnostic of normal
pressure hydrocephalus. In many normal elderly, we see normal atrophy of the
brain in which the brain shrinks on its own rather than through compression. In
some of these cases, the shrinkage is due to a disease process such as AD, but in
other cases it is normal. The enlargement of the ventricles is simply a “space
filling” response rather than a compression of the brain tissue. In these circum-
stances, the ventricular enlargement has nothing to do with any symptoms
shown by the patient.

Thus, normal pressure hydrocephalus can be diagnosed only in cases where
the ventricular enlargement is compressing the brain. This requires both identi-
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fying the generalized symptoms of the disorder neurologically, cognitively, and
behaviorally, and ruling out any other causes for the observed brain atrophy.

A third possible cause of dementia within this group are subdural hema-
tomas. A hematoma is a “sack” of blood between layers of the meninges that
occurs as a result of bleeding into the subdural space. These can occur spon-
taneously when a vessel breaks due to arteriosclerosis, a defect in the vessel, or
as a result of a head trauma. In the elderly, such a head trauma may be very
mild and may have occurred several weeks prior to the development of symp-
toms. Traumas such as hitting one’s head on a door or a mild fall can lead to the
onset of the hematoma.

The effects of the hematoma will depend on the rate at which the hema-
toma grows, the amount of space available in the brain, and the ability of the
brain to reabsorb the hematoma. In some cases, the hematoma may pass with-
out notice. In other cases, symptoms of a space occupying lesion will develop
as is seen in extrinsic tumors and normal pressure hydrocephalus. Untreated,
the dementia can become quite severe and the hematoma can become life
threatening. In some cases, sustained elevations in intracranial pressure can
restrict blood flow and cause a permanent dementia via sustained hypoxia. As
in other space occupying lesions, the clue to diagnosis is the development,
slowly or quickly, of headaches, confusion, incontinence, balance, and mem-
ory problems.

Nutritional disorders are also a common cause of dementia in the elderly.
This may result from changes in smell and taste that restrict the enjoyment of
food, leading to a tendency either to eat less than needed or to restrict diets to a
very few foods (e.g., a patient who would only eat chocolate pudding, from a
certain manufacturer, and coffee). Such restrictions may also arise from eco-
nomic or physical limitations that inhibit access to a wide variety of foods, or
from the presence of dental or gastrointestinal problems that interfere with con-
suming or absorbing foods. In all of these cases, the eventual outcome is a se-
vere nutritional deficiency (e.g., niacin or vitamin B,,) that leads to generalized
confusion and dementia. Such deficiencies may also be the side effects of cer-
tain medications or combinations of medications.

The elderly may also demonstrate a variety of demyelinating diseases such
as multiple sclerosis (MS) or Lou Gehrig’s disease. The latter are two well-
known examples of a wide variety of demyelinating diseases in which the pri-
mary initial symptoms are sensory or motor in nature. As these diseases
progress, however, problems with memory, attention, concentration, and exec-
utive and personality functions may develop. Dementia is by no means an in-
evitable outcome of these disorders, but it is seen in more severe forms of the
disease. As with Parkinson’s disease, it is important not to misinterpret motor
and sensory problems as cognitive problems.

Infections of various kinds may also lead to dementia. These include menin-
gitis and encephalitis, which may arise secondary to other viral and infectious
diseases in individuals who are otherwise weak or have immunological impair-
ment. In some cases, brain abscesses will develop which destroy specific areas
of the brain. In the elderly, these disorders can result in permanent nonprogres-
sive dementias characterized by memory loss, attentional loss, and disorders of
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executive skills. A clear history is often necessary to identify this etiology. In
such cases, the onset of symptoms can usually be traced to the development of
the illness, with the resolution of the illness leading to only partial remission of
the symptoms. This is sometimes missed as residual symptoms are seen as signs
of continuing recovery rather than as signs of permanent injury.

A final set of causes arise from treatment. These can be, for example,from
the effects of general anesthesia in the elderly or the effects of chemotherapy or
radiation therapy for cancer. In some cases, these disorders are correctly clas-
sified as deliriums; however, in many cases there may be residual symptoms
that do not recover even after the cessation of the treatment. If the memory and
cognitive symptoms are present, then these would also be properly labeled as
dementias.

Substance-Induced Persisting Dementia

This class of dementia is in general less important in the elderly as onset
is generally before age 50. The substance involved may be alcohol, inhalants,
hypnotics, sedatives, anticonvulsants, heroin, cocaine, LSD, and so on. The
most important substance issues in the elderly are the long-term effects of alco-
hol along with the effects of prescription medication.

Perhaps the best known of these disorders in the elderly is Korsakoff’s syn-
drome secondary to chronic use of alcohol, the most abused substance within
the elderly population. Many years of heavy drinking is necessary for the onset
of this disorder, and the onset is often accompanied by other problems such as
vitamin deficiencies and failure of the liver or kidneys. Berman (1990) esti-
mated that alcoholic dementia may represent as much as 10% of all dementias
although this figure is not universally accepted. This syndrome is characterized
by extreme memory problems along with confabulation to fill in memory
losses. Memory loss often extends back to when the person began heavy drink-
ing although the presence of confabulation may not make this clear upon cur-
sory examination. New memory formation is almost nonexistent (Brandt &
Butters, 1986). Other symptoms may include problems with higher-level exec-
utive functions and visual spatial functions (Jacobson, Acker, & Lishman, 1990).
Although improved nutrition and medical care may decrease symptoms, the
likelihood of recovery remains low (Parsons & Nixon, 1993).

Another form of substance-induced dementia in the elderly is the effects
of prescription medication. These medications may have relatively benign ef-
fects in younger individuals, but some elderly show significant cognitive reac-
tions to extended pain medication, hypnotics, antipsychotics, antidepressives,
anxiolitics and other medications either alone or in combination. Some of
these effects may be temporary, causing delirium, but other effects may be per-
manent even though the length of time on medication was limited. In more
chronic use, longer-lasting effects may be noted. In some cases, the effects of
the medication or combination of medications is idiopathic and unexpected;
others are the result of improper monitoring of the greater effects of medication
in the elderly.
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Other Categories of Dementia

The category of “dementia due to multiple etiologies” is used when there is
more than one documented etiology for the dementia. This is commonly appro-
priate in the elderly as several different problems may lead to an individual pre-
sentation of dementia. The category of “Dementia NOS” is used when no cause
can be established although the diagnostic symptoms of dementia are present.

DIAGNOSIS

The diagnosis of dementia takes place in several steps. First, there is a need
to establish the presence of symptoms which may initially suggest the possibil-
ity of a dementia. Second, there is the need to establish that a dementia clearly
exists. The third stage involves establishing a specific diagnostic type, which
may in turn allow for treatment or prognostic plans. In each phase, information
is gained from several specific sources: (1) history; (2) evaluation of activities of
daily living; (3) screening examinations; (4) neurological, neuroradiological,
and medical examinations; and (5) neuropsychological testing.

History

History is an extremely important component of any evaluation of demen-
tia, but one which is often slighted in favor of questionnaires, screening tests,
and neuroradiological findings. However, history is necessary to establish that
the individual was once functioning at higher levels, as the presence of any of
the disorders discussed in this chapter assumes that the person was once func-
tioning at a higher level. Without a well-taken history, such decline may not be
recognized, especially in otherwise higher-functioning individuals. Lower levels
of initial function, due to education, basic IQ, or background, may be misinter-
preted as signs of dementia. There is a bias to underdiagnose these disorders in
highly intelligent individuals and to overdiagnose in minorities and those with
lower education.

Any history should extend beyond a basic questionnaire, as families may
not recognize what is important or may be in denial. They may also fail to under-
stand the meaning of specific questions.

Histories should be oriented toward gathering basic concrete behavioral ob-
servations rather than generalities or conclusions. Thus, a complaint of memory
problems should be broken down into specific acts: “he loses his key,” “he can’t
remember the route to get to work,” “he leaves the house and can’t find his way
home,” and other such basic complaints. In addition, it is important to generate
information about the frequency of the behavior, the situation that accompanies
the behavior, and the frequency of the behavior in the past. If possible, it is im-
portant to identify a timeline that indicates when the behavior was absent and
the speed and degree at which it developed over time. This should be done for
each abnormal or changed behavior, whether this involves medical symptoms
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(such as headaches or nausea), cognitive changes (memory problems or prob-
lems with speech or attention), or personality change (irritability, depression,
apathy, aggression. hallucinations, delusions).

History can be used as basic evidence for the existence of a dementia
or an alternative diagnosis such as depression. Indeed, although the absence
of a clear history does not rule out the diagnosis, a well-taken history with
proper evidence clearly establishes that a problem exists and generally ob-
viates the need for screening tests that have a high rate of misdiagnosis. In
many of the dementing disorders, history (along with clear-cut evidence of a
decline in functioning) is indeed the best diagnostic indicator in the absence
of an autopsy.

This is especially important in such disorders as AD, Pick’s disease, Kor-
sakoff’s disease, and other dementias in which there are no clear diagnostic
tests that can confirm the disease process itself (although many that can iden-
tity the presence of the memory and other behavioral or personality character-
istics of the disease). Vascular dementia can be recognized by its stepwise
development of symptoms, as opposed to the more continuously developing
disorders such as AD or Pick’s disease. Korsakoff’s disorder requires a clear his-
tory of alcoholism, and histories of smoking, cancer, liver disease, and others
can be major markers in the diagnosis of a specific dementia.

History is important because of the overlap between the various forms of
dementia in terms of symptoms and course of development. For example, some
individuals with AD may have had alcohol histories simply because of the
prevalence of alcoholism in our communities. It is easy to settle on alcohol as
the one explanation without thoroughly investigating all of the alternative pos-
sibilities. When the differential is between two untreatable forms of dementia,
this is not so serious an issue. However, when the differential involves treatable
as well as untreatable alternatives, delay in getting an accurate diagnosis can be
extremely dangerous to the client.

When there are alternative interpretations, histories should be gathered to
indicate the possible alternatives. While this is not always definitive, good his-
tories can clearly indicate what medical tests or further information is neces-
sary to further refine the diagnostic procedure.

Activities of Daily Living

This is another extremely important part of the diagnosis. Many will come
in with complaints that are subjective and hard to pin down, but focusing on
ADL:s offers both a more concrete example of the impact of the problems and an
assessment of their severity in a real-life setting. This is quite important in as-
sessing the likelihood of dementia in marginal cases and in treatment and long-
term planning.

Many scales for ADL activity exist, but most are general and oriented to-
ward acute, quick-onset disorders. These are less sensitive to the early stages
of the chronic progressive disorders. Although new scales which may be more
sensitive and more useful are being developed, they are as yet not well re-
searched or ready for general use.
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Thus, evaluations remain at present more subjective than objective. The
focus of an evaluation should not be on the level of function of the individual
in a given area (which is relatively difficult), but on change over the past year
or other appropriate time period. Such investigations should obtain the report
of the patient and someone close to the patient. Patient reports are often in-
adequate and may overestimate or underestimate the patient’s actual level of
function. The report of a close individual may also be biased, but separate de-
terminations can identify areas of disagreement that may require more detailed
evaluation.

ADL evaluation should cover at least the following areas:

Basic Care

Basic care includes hygiene, dressing, bathing, eating, and drinking. These
areas are those most often covered in traditional ADL scales. Impairment in
these areas suggests a severe disorder, an acute disorder, or a relatively pro-
gressed chronic disorder.

Social Relationships

Social relationships include the ability to interact with groups of people,
handle stressful or complex relationships, act in an appropriate manner, resist
impulsive behavior, act in a tactful manner, and maintain preexisting relation-
ships. People who know the individual well at home or work can often con-
tribute important observations.

Household Chores

Household chores include such tasks as cleaning, laundry, food prepara-
tion, gardening, and care of personal goods. These are important areas related to
an individual’s ability to function independently and are good markers of
changes in cognitive status.

Financial Responsibilities

Financial responsibilities include paying bills, investing, budgeting, mar-
keting, handling credit and credit cards, and other financial transactions. These
areas are relatively complex and require active and continual involvement.
Deficits in this area can range from simple mathematical errors, which become
more common, to a loss of the ability to see the long-term consequences of spe-
cific behaviors or to understand what is being done at all.

Work Responsibilities

Work responsibilities vary depending on whether the person is employed
or retired, and on the nature of the job if the client is employed. In early de-
mentia, coworkers and superiors may notice a decrease in the quality of actions
taken, a lessening of the ability to deal with stress and crisis situations, and a
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lessening of planning activities. Behavior may become more impulsive and less
socially appropriate with coworkers as well as customers or clients. Decision
making and responsible behavior will be impaired. This is often ignored or ex-
plained as temporary but needs careful investigation in identifying early onset
of dementia.

Problem-Solving in Daily Life

Areas may include household repairs, responsibilities in community orga-
nizations, family obligations, and other areas where problem-solving skills are
expected. Early deficits may again show up in these areas and may include
withdrawal from activities to avoid making errors (although the client may not
state this).

Driving Skills

This area includes the motor and perceptual act of driving as well as the
more cognitive acts of planning and finding one’s way in unfamiliar areas. Ba-
sic driving skills will often remain stable in early to moderate dementias, but
problems will be seen in dealing with novel or complex driving situations and
in spatial skills related to map reading. Motor or perceptual problems seen in
some specific disorders may also appear as well.

Motor Skills

Motor skills include the necessary coordination, balance, timing, and cog-
nitive skills for walking, running, stair climbing and other physical activities.
These are common in disorders like Parkinson’s disease, vascular dementias,
demyelinating disorders, and other dementias that affect the motor system.
Early symptoms may be reflected only in slowness. There may be a loss in the
ability to continue athletic activities at the level previous to the decline.

Recreational Activities

Recreational activities include athletic activities, card games, dancing,
movies, reading, hobbies and all other activities done for enjoyment. Individu-
als may show a loss of interest in activities without clear-cut evidence of de-
pression. This loss of interest is usually related to an inability to perform the
activities at the previous level of competence and an attempt to avoid embar-
rassment. Loss of interest may also arise from an inability to gain pleasure from
the activity due to a recognition of the loss of skills, attentional and concentra-
tion problems, or other cognitive factors. It is important to explore this area to
differentiate this change from the loss of interest that accompanies depression.

Planning and Evaluation in All Aspects of Behavior

One of the major activities which distinguishes adults from children is the
ability to plan and anticipate the consequences of behavior and to learn from
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previous experience with a situation. This, again, may be lost early in dement-
ing disorders with the individual becoming fixated on one approach without
learning from consequences or being able to recognize what consequences are
likely. Such individuals become more focused on day-to-day or hour-to-hour
gains without seeing the whole picture.

Perseveration

Perseveration refers to both inflexibility and the tendency to repeat oneself.
In memory disorders, this may involve forgetting that one has asked or done
something, leading to repetition of the behavior. In other cases, clients may de-
velop rituals to avoid having to make decisions or be placed at a disadvantage.
In more serious cases, the client may repeat single phrases (e.g., “Kentucky
Fried Chicken” or “OK. OK.”).

Evaluation of these active behaviors adds a substantial amount of informa-
tion to the traditional mental health or medical history. Combined with the re-
mainder of the data, information about these behaviors adds considerably to
diagnosis and treatment planning.

Screening Examinations

This is an area that has received an inordinate amount of attention in the
literature. Such examinations appear to offer much to users: fast evaluation and
classification of clients that can be performed even by nonprofessionals. They
are often used in place of a detailed history or ADL evaluation, or as a method
of justifying or not justifying ordering of neuroradiological or neuropsycholog-
ical testing. They can be used for quick objective classification of clients in re-
search studies at minimal cost.

Such tests have significant disadvantages in the diagnosis of an individual
when used alone. First, all have significant error rates especially in the mild or
early dementias. They do best in identifying the presence of moderate to severe
dementia. The difficulty here is that moderate to advanced dementia is fairly
easy to recognize without such testing. In clinical work, it is the mild cases or
beginning cases that present problems. When one considers issues of base rates,
false positives, and false negatives within the mild population, many individ-
ual diagnostic errors will be made that have potentially significant impact on
the individual client.

The second problem is that these tests sample only a small number of the
areas that can be affected in dementia, and none effectively sample such func-
tions as personality changes, impulsivity, and loss of social skills. Even if one
assumes that the tests detect everything in the areas they measure, many other
areas are ignored. Thus, a given test might adequately sample for a given form
of dementia, but not for others. Unfortunately, these tests are interpreted as
measuring for all forms of dementia.

Despite these limitations, researchers and clinicians have focused on their
use. Probably the most frequently used of these examinations has been the
Mini-Mental State Examination (MMSE) (Folstein, Folstein, & McHugh, 1975).
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Some studies have reported excellent results in general and patient popula-
tions between normal and demented subjects (Anthony, LeResche, Niaz, von
Korff, & Folstein, 1982; Ashford et al., 1992; Van der Cammen, Van Harskamp,
Stronks, Passchier, & Schudel, 1992; Galasko et al., 1990; Kay et al., 1985).
However, accuracy rates generally remain under 90% and substantially less in
some populations.

Fratiglioni, Grut, Forsell, Viitanen, and Winblad (1992) found that while
significant results could be found for the MMSE, significant and serious errors
were still made. Sabe, Jason, Juejati, Leiguarda, and Starkstein (1993) found that
when normals were compared to mild (but already identified) dementia cases,
no normals were misidentified; however, only 55% of the demented subjects
were correctly identified. Fields, Fulop, Sachs, Strain and Fillit (1992) found
the MMSE better than the Neurobehavioral Cognitive Status Examination
(NCSE), but again found accuracy rates (as measured against a psychiatric opin-
ion) to be low.

Many other tests have been suggested in the literature but none has been
proven reliably superior to the MMSE or researched as well (e.g., Copeland,
Kelleher, Kellett, Gourlay, & Gurland, 1976; Everhuis, 1992; Gurland, Kurian-
sky, Sharpe, Simon, & Stiller, 1977; Overall & Schaltenbrand, 1992; Roth, Tym,
Mountjoy, Huppert, & Hendrie, 1986; Zaudig, 1992; Zaudig, Mittelhammer,
Hiller, Pauls, & Thora, 1991).

Overall, these results suggest that screening tests can be used, but not as the
only or most important criteria for determining the presence of dementia. They
must be regarded within their individual limitations as only one source of in-
formation along with other detailed information from the other domains iden-
tified in this section These tests may also be useful as longitudinal indicators in
changes in status over time rather than diagnosis per se.

Radiological and Medical Evaluations

These are essential aspects of any evaluation of dementia. Behavioral and
cognitive symptoms, along with historical and ADL information, may be used
to define the presence of dementia, but they can only suggest the etiology of the
disorder. While establishing the absolute cause of a dementia is not always pos-
sible without an autopsy, it is absolutely necessary that medical examinations
rule out the many fully or partially treatable forms of dementia in order to en-
sure the best possible medical care or the longest maintenance of the client’s
level of function.

This area includes a complete medical examination including appropriate
tests for diabetes, thyroid disorders, kidney disorders, liver disorders, heart dis-
orders, lung disorders, cancers of all kinds, blood disorders, endocrine disorders,
poisoning, and other medical correlates of dementia. The specific tests con-
ducted depend on the patient’s symptom presentation, history, and other rele-
vant factors. Such an examination needs to be thorough and complete before
concluding that none of these factors are relevant to the patient’s symptoms.

A complete neurological examination is useful for detecting gross distor-
tions in mental status and the presence of any localized or diffuse neurological
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signs. Particular care is necessary for the identification of signs of increased
intracerebral pressure, which may suggest tumors, edema, hydrocephalus, he-
matoma, and other disorders, and strong localizing signs, which may suggest
vascular lesions, certain localized tumors, or focal areas of confusion. Neither
a normal neurological examination nor a normal medical examination will rule
out the presence of dementia, however.

The final aspect of the examinations is the use of neurological and neuro-
radiological devices. These include measures of electrical activity in the brain
(EEG, evoked potential), measures of brain structure (CT scan, MRI), measures
of cerebral blood flow (rCBF, SPECT, PETT), and measures of intracranial pres-
sure (spinal tap). Each of these types of devices is useful in identifying specific
disorders but none are absolute: normal results again do not predict the absence
of dementia.

EEG measures have long been used in cases of dementia. In AD, many stud-
ies have shown slowing in EEG activity in more moderate to advanced cases
(e.g., Brenner, Ulrich, Spiker, Sclabassi, & Reynolds, 1986; Breslau, Starr,
Sicotte, Higa, & Buchsbaum, 1989; Israel, Kozarevic, & Sarorius, 1984; Saletu &
Anderer, 1988). Gunther et al., (1993) suggested that EEG could be effective in
detecting changes at rest as well as when the client was involved in active per-
ceptual or cognitive processing. Miyauchi and colleagues (1994) reported use-
ful but not individually diagnostic findings using Quantitative EEG (QEEG)
methods, as have Onofri and colleagues (1991) using event related potential in
AD and individuals with MS dementia.

EEG can be useful in documenting cerebral dysfunction and in identifying
subcortical lesions in diseases like MS. EEGs can also be utilized for the identi-
fication of certain types of seizures which may be seen secondarily in cases of
dementia. In some cases treatment of the seizures will markedly improve cog-
nitive as well as behavioral symptoms. The elimination of active seizures can
improve memory concentration, and general cognitive skills, and eliminate be-
havioral and psychological effects of partial complex seizures which can in-
clude depression, anxiety, panic, anger, aggression, and acting-out behavior.

More extended use has been made of devices that measure structural
changes in the brain. These have been used to identify general and specific
brain atrophy, identify focal points of damage, and identify space occupying le-
sions such as hematomas and tumors. Ventricular enlargement is also easily
seen by these tests. Differentiating normal and abnormal ventricular enlarge-
ment and atrophy, however, becomes increasingly difficult as the client grows
older. As noted earlier, there are benign and pathological causes of atrophy that
cannot be easily identified except through clinical correlation. In cases in
which atrophy is present, it is not always correct or advisable to assume imme-
diately that the atrophy is related to the dementia.

For example, Powell Mezrich, Coyne, Loesberg, and Keller (1993) found
that demented subjects were more likely to show third ventricle enlargement,
but that the sign was not diagnostic in individual cases. In other cases, sub-
stantial dementia may exist without any abnormal changes to the structure of
the brain. These tests are more useful when finding hematomas, tumors, or
other space occupying disorders. The tests are also useful in longitudinal eval-
uation of changes (DeCarli et al., 1992).
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Regional cerebral blood flow measures have opened another possible
method for analyzing brain function. Since these measures depend on brain
metabolism, they can remain normal despite apparent atrophy and show im-
pairment despite apparent intact structure. These measures can also differenti-
ate blood flow when the client is at rest and during active tasks, possibly
showing abnormalities in how the brain executes a task. With the introduction
of SPECT scans over the past decade, and the imminent introduction of an MRI
capable of measuring blood flow, these are becoming increasingly available and
cost-effective methods of evaluation.

As might be expected, blood flow is clearly reduced in AD (Bonte, Ross,
Chehabi, & Devous, 1986; Burns, Philpot, Costa, Ell, & Levy, 1989; Eberling, Ja-
gust, Reed, & Baker, 1992; Kumar et al., 1991) Sawada and colleagues (1992)
found cerebral blood flow useful in predicting the presence of dementia in Park-
inson’s disease.

As with the other measures, cerebral blood flow appears a useful adjunct in
general to the study of the demented patient, but cannot differentiate reliably the
presence or type of dementia. However it may provide very useful clues in cer-
tain cases in which other measures are normal or equivocal. More research needs
to be done on this and the other measures, and clinical use is recommended as
long as clear clinical correlations and historical issues are considered as well.

Neuropsychological Testing

Neuropsychological testing has been widely used in the diagnosis of de-
mentia. However, such testing also has significant limitations. One of the ma-
jor limitations is a tendency for norms to become much more variable with
older normal populations. As a result, many tests of memory, motor speed and
problem solving show considerable overlap between the performance of per-
sons with mild dementia and normal individuals. Although there are unques-
tionably group differences on these measures between identified groups with
dementia and normal controls, the overlap between the groups makes individ-
ual diagnosis difficult and unreliable.

Another problem has been the issue of differentiating types of dementia.
Some clear-cut distinctions can be made, but they do not apply to all patients.
For example vascular dementias are much more likely to be accompanied by
lateralized sensory or motor symptoms or focal cognitive signs, but this is not
always the case. Frontal lobe signs are prominent in Pick’s disease, but may be
seen in many other disorders as well.

The third problem is one of clinical correlation. Because of the overlap of pa-
tient and normal groups on many neuropsychological tests, the correlations with
ADLs and practical symptoms of dementia can range between slight and moder-
ate. The novelty of these tests can lead to overestimates of the functional disorder,
which in turn can lead to suggestions for institutionalization that is unnecessary.

A good neuropsychological examination should also include a thorough
personality evaluation which should consist of both objective and projective
tests if at all possible. Reliance should not be placed entirely on patient self-
report in this or any area of evaluation.
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With these caveats, neuropsychological tests are still quite useful in identify-
ing disorders that may be at the heart of the client’s problem, an aid in differential
diagnosis both of type of dementia and the presence of dementia. Again, however,
they should not be used alone, but only in conjunction with other sources of data.

The Diagnostic Process

The diagnostic process is, thus, a multilevel process aimed at determining
the presence of dementia and its etiology. To determine that dementia is pres-
ent, there is only a need to demonstrate the presence of (1) memory problems,
and (2) other cognitive problems which, in turn, lead to impairment in occupa-
tional and/or social functioning. The remainder of the differential lies in estab-
lishing the etiology of the disorder according to the criteria discussed in each
area. This latter task requires the full range of diagnostic approaches, with dif-
ferent strategies having a more significant role in different types of cases. In
general, a complete evaluation will lead to a satisfactory explanation for the dis-
order, although final confirmation may not be available after the death of the
client given the current state of our diagnostic skills.

Differential Diagnosis

There are several major disorders for differential diagnosis. The most obvi-
ous are the deliriums. The symptoms in delirium are generally less stable and
much more variable over time. Delirium and dementia may coexist, making di-
agnosis difficult. History may also be useful in making the discrimination and
establishing a clear etiology.

Amnestic disorders are differentiated from dementias by the absence of an
associated cognitive disorder. However, some systems would consider these de-
mentias, along with cases of cognitive disorder without memory disorder,
which is classified under DSM-IV as Cognitive Disorder NOS. Mental retarda-
tion is defined by its onset in childhood, and both disorders may be diagnosed
if the individual has symptoms of both.

Schizophrenia shows overlapping symptoms, but generally has an earlier
age of onset. In the elderly without a history of schizophrenia, the dementias
or delirium must be considered the more likely diagnosis. However, an indi-
vidual with life-long schizophrenia can develop dementia in later life; this
would be marked by lower functioning, memory, and cognitive skills than they
demonstrated throughout their lives.

Perhaps the diagnosis most often confused with dementia is depression. In
cases where the client is not depressed, this is not a problem. In cases without a
history of major depression and without a clear etiology for the depression (such
as a loss of a mate), delirium or dementia again become more likely. A thorough
history is absolutely necessary to see whether the course of cognitive decline
is consistent with a specific form of dementia. If so, appropriate medical and
neuropsychological tests can be used to confirm or disconfirm the diagnosis. If
the history suggests depression, then medical and neuropsychological tests can
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also confirm this or suggest the concurrent existence of dementia. A thorough
examination at all levels discussed here will generally lead to a reasonable dis-
crimination (Golden et al., 1992; Lamberty & Bieliaukas, 1993).

A final category which should be considered is malingering. Such a dis-
order generally requires some secondary motivation, which is rare in cases of
dementia. In general, however, a thorough examination will reveal glaring in-
consistencies in findings across and within methods. However, such evalua-
tions must be made with the awareness that there is only a moderate correlation
between different methods of evaluation.

TREATMENT

There is no definitive general treatment for the dementias. Some of these
disorders are irreversible, while others may respond to timely and appropriate
treatment with partial or full remission. Most can respond to behavioral and
chemical interventions, as well as manipulation of the environment. We will
discuss each of these alternatives.

Treatable Disorders

Many of the disorders that cause dementia have medical treatments that
can fully or partially alleviate the disorder and the resultant cognitive symp-
toms. These disorders include diabetes, liver and kidney failure, tumors, can-
cers, endocrine disorders, nutritional disorders, heart disorders, lung disorders,
blood disorders, hematomas, normal pressure hydrocephalus, and other related
problems. The specific treatments for these disorders are not within the scope
of this chapter, but their identification and treatment is a key in any initial med-
ical “workup” of the demented client.

Pharmaceutical Intervention

Pharmaceutical intervention falls into several classes. The first of these in-
volve medication specific to one disorder that generally addresses motor symp-
toms in such disorders as Parkinson’s disease or MS. Since these medications
do not address the symptoms of dementia per se, they are not covered in this
chapter. The second class of medications attempts to limit or reverse the direct
cognitive effects of dementing disorders. The final class of medication ad-
dresses the behavioral effects of dementia. We examine the effects of the latter
two classes of medications.

Antidementia Medications

Medications attempt to reverse the cognitive effects of AD and other de-
mentias are relatively new, although the investigation of substances that might
reverse dementia has been popular since it was discovered that some forms of
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dementia were due to diseases like syphilis and others were due to vitamin and
nutritional deficiencies. Medications like folate and vitamin B,, have been pop-
ular although results have been disappointing (e.g., Chanarin, Deacon, Lumb,
and Perry, 1989; Goodwin, Goodwin, & Garry, 1983; Levitt & Karlinsky, 1992;
Shorvon, Carney, Chanarin, & Reynolds, 1980; Shulman, 1967; Sneath, Cha-
narin, Hodkinson, McPherson, & Reynolds, 1973). Some dementias are clearly
caused by deficiencies in such substances, but they comprise a very small part
of the dementia population overall.

More promising medications attempt to increase levels of acetylcholine in
the brain, based on the theory that AD and perhaps other disorders are related
to a deficiency in this neurotransmitter. Others use different pathways but with
similar goals. Although none of these drugs have been studied sufficiently to be
considered “proven,” they are all of interest at the time this chapter was writ-
ten. Nearly all of this research has been conducted within the past 20 years,
with beliefs about the efficacy of the drugs ranging from negative to more opti-
mistic. The hope is that within the next decade a set of medications will be
identified that can improve or retard degeneration in cognitive and memory
performance in some cases of dementia.

These medications include such substances as oxiracetam, nicergoline, mi-
lacemide, nebracetam fumurate, denbufylline, pyritinol, and piracetam. Stud-
ies have shown cognitive improvement in animals (Artola & Singer, 1987; Banfi
& Dorigotti, 1986; Giurgea, 1972; Johnson & Asher, 1987; Kuhn et al., 1988;
Mondadori & Classen, 1984; Ohno, Yamamoto, Kitajima, & Ueki, 1990; Spignoli
et al., 1986) and humans (e.g., Bottini et al., 1992; Cutler et al., 1993; Fischhof
et al., 1992; Herrmann & Stephan, 1992; Saletu et al., 1992; Urakami et al., 1993;
Zappoli et al., 1991). Improvements have been shown in a wide variety of
memory areas, cognitive function, brain metabolism, brain electrical activity,
and behavior.

The patients who took medication generally did better than patients who
received placebo. Not all patients who responded to the medications showed
improvement. Some of the patients on the medication, however, did show
dramatic improvements. In well-constructed double-blind studies, the edge,
or the treated group as a whole, was clearly significant. The development of
these substances is still in its infancy. We will likely see better drugs devel-
oped in the future. We are also likely to find that certain symptom constella-
tions and certain etiological actors play a major role in determining who
responds and who does not respond to these medications. The research in
this area is quite exciting, and it is likely that these “antidementia” medica-
tions will be a major part of the treatment of persons with dementia over the
next decade and beyond.

Behavioral Control

The other use of medication is aimed at the behavioral and psychiatric
symptoms which may accompany dementia. These include aggressiveness, ag-
itation, screaming, hostility, hallucinations, dementia, eating disorders, sleep
disturbance, inappropriate sexual behavior, and excessive wandering behavior.
These behaviors are extremely disruptive to caregivers and may make adequate
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care impossible in some cases. These behaviors can be treated behaviorally or
using a pharmaceutical approach.

Despite over three decades of using psychoactive medications for treating
the elderly demented, well-run studies or clear results have largely been lack-
ing and physicians have been more dependent on “feel” than fact. A metanaly-
sis of prior studies by Schneider, Pollock, and Lyness (1990) found that the
medications were better than placebo, but only by a small amount, regardless of
the medication employed. In general, when there is improvement, we see de-
creases in agitation, but no improvement in cognition. In some cases, the pa-
tient may become overly fatigued and show reduced behaviors in all areas.

Rapp, Flint, Herrmann, and Proulx (1992), in an excellent review, suggest
that aggression, restlessness, delusions, hallucinations, and some inappropriate
sexual behavior respond to medication, but that wandering or inappropriate noise
does not. Since no drug seems to be more useful than any other (see Carlyle, An-
cill, & Sheldon, 1993), the authors suggest the use of perphenazine or loxapine to
minimize side effects. Drugs must be tried at their highest dose (equivalent to
about 300 mg of chlorpromazine) for at least a month to test the effectiveness of a
medication. Drug holidays are recommended as well. The authors found the an-
tipsychotic medication to be greatly preferable to the benzodiazepines.

Clozapine is an atypical antipsychotic medication that has been suggested for
those who cannot tolerate other antipsychotic medications. Oberholzer, Hendrik-
sen, Monsch, Heierli, and Stahelin (1992) suggested its use as an alternative in the
demented population, but data and controlled results again remain limited.

An alternative class of drugs that has been investigated restore serotogenic
functions in the brain (Altman & Normile, 1988; Gottfries, Adolfsson, & Aquilo-
nius, 1983; Strathmann, 1988). Early studies with traumatic dementias sug-
gested that this class of drugs might be useful (Pinner & Rich, 1988; Simpson &
Foster, 1986). Olafsson and colleagues (1992), however, failed to find significant
improvement in patients with primary degenerative dementia.

Schneider and Sobin (1992) indicated that other classes of drugs have been
used as well, including lithium and beta blockers. In general, findings with
lithium have been disappointing; however, there have been no well-controlled
studies at reasonable dosage levels. Similarly poor results have been found for
beta-blockers even though they are often prescribed in nursing home and reha-
bilitation settings.

Rosen, Mulsant, and Wright (1992) emphasize the need for the physician (be-
fore using medications) to identify the roots of agitation and related behavior.
These may include pain and discomfort, illness, delirium, depression, psychosis,
distress, or caregiver burden or burnout. In the last case, treatment needs to be di-
rected toward the caregiver rather than the patient. In the other cases, treatment
should be geared toward the actual cause rather than providing general treatment
with psychoactive medication.

Overall, the use of these medications has produced mediocre results that
are only slightly better than use of placebos. Much of the use in clinical settings
is ineffective in terms of monitoring and ability to improve patients’ behavior
without significant side effects. These drugs work in some patients, but place-
bos appear to work just as well in a significant minority of clients. Much more
research is needed to identify when these medications can help and under what
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conditions. More careful methods of assessing the etiology of symptoms is also
strongly recommended.

Behavioral and Environmental Intervention

Behavioral and environmental intervention attempt to evaluate what as-
pects of the environment precipitate behaviors in the client. Once these are
identified, changes can be made in the environment so that cues that elicit the
unwanted behavior are avoided or behavior modification techniques are em-
ployed to alter the response of the client to the environment. While behavior
modification techniques can be used with dementia clients, more progress is
made when environmental cues can be altered, as the rate of new learning in
dementia is usually slow and uneven. Behavioral interventions may also be dif-
ficult when there is a lack of attention to “new cues” that might be used to sig-
nal appropriate behaviors. Such cues, although obvious to others, may not be
noticed by an individual with perseverative tendencies or perceptual defects as
is often seen in dementia.

Several aspects of the environment are easily identified as problems with
dementia clients. One major area is changes in the environment. Individuals
with dementia, by definition, have difficulties with memory and new learning.
Such individuals must rely on old learning and habits to maintain appropriate
behavior. When the environment changes, these behaviors may become inap-
propriate. For example, a dementia client may have lived in a given house for
many years and knows the way to the bathroom from the bedroom. In an at-
tempt to help the client, the house is altered or the client is moved to another
residence to be nearer relatives or to an institution. The client’s appropriate
“spatial” behavior suddenly would become “inappropriate” because the path to
the bathroom may now be the path to someone else’s bedroom. The stroll to the
store and back suddenly becomes roaming, as the individual is unable to reach
the store or get back to home.

Thus, the basic rule is to change as little as possible. When confronted with
tasks that depend only on overlearned skills, the mild to moderate dementia
client can do well. However, this very reliance on overlearning impedes effec-
tiveness in a new environment. Clients do better when left in their own envi-
ronment than when given a new environment. (A new environment for client
with motor deficits, but who is cognitively intact, is a very different situation
which is often positive.) Clients moved into new environments may suddenly
become identified as having dementia because of their inability to cope. This
may be mistaken as a sudden onset dementia because of the environmental
change, when in fact the disorder may have been slowly progressive.

This general rule applies to the full range of life activities. The early de-
mentia client may be dissuaded from going to work or carrying on normal recre-
ational activities, which simply adds to the client’s dysfunction. In all of these
cases, the client may need help: reduced hours at work, an aide at home to help
in more complex areas, family support, help with recreational activities, and
the like. Interventions that minimize the amount of change the person must en-
dure are usually more effective.
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The difficulty for caregivers is concern for safety of the client when re-
maining in the old environment versus increased safety and access to family or
caregivers in a new environment. However, from both a cost perspective and a
family health perspective, the hiring of aides or occasional family visits may
work much more effectively. There are areas in which this becomes difficult,
however: in clients with sufficient motor deficits to need 24-hour care and
in driving. The combination of significant motor and cognitive deficit is an
especially difficult one as the prior environment may be unsafe or unwieldy.
However, because such clients are less likely to roam, some of these concerns
become less of an issue. As much as possible, however, the client will do better
in a familiar environment. The second major area of concern is driving. Because
of overlearned skills, clients may drive without difficulty in areas they are fa-
miliar with, but easily get lost in other areas. Motor skills may appear adequate
except in unusual driving situations. However, deficits will appear in emer-
gency situations. Clients may even be able to pass routine driving tests, making
driving decisions very difficult as well as debatable.

When changes are made, they need to be as small as possible. It is not sur-
prising that moving a dementia client from a situation where he or she lives alone
into a home with children and grandchildren may lead to irritability and aggres-
sive behavior (on everybody’s part). Moving into an institution where freedom is
restricted can lead to aggression and roaming as can staff who treat clients as ob-
jects rather than people. It is important to recognize that individuals with de-
mentia see and remember themselves as fully functional adults who are insulted
and irritated when treated inappropriately. Combine this with emotional lability
and judgment defects, and there is a high likelihood for inappropriate behavior.
However, the change must be in the environment rather than the client.

When environments must change, the new environment should be as sim-
ple, concrete, and clear as possible so that the client gets adequate social and
environmental support that emphasizes maximum independence and freedom.
The more we ask the client to become institutionalized, the more we are likely
to see outbreaks of inappropriate behaviors. Lines that allow the client to get
from one place to another, access to simple kitchen activities, access to a wide
range of recreational activities, access to reading material, papers, radio, televi-
sion, music, and other normal aspects of life minimize negative reactions.

When negative reactions occur, a behavioral analysis is necessary to ana-
lyze the conditions and environmental cues involved. When environmental
change is not possible, then the client’s behavior must be changed. It is strongly
recommended that the client be told of the problem and allowed to be involved
as much as possible in a contract for the solution. This may involve allowing
more access to tape players at certain types of the day, negative consequences
for inappropriate sexual behavior, or any other intervention consistent with be-
havioral analysis. Active, simple, and very consistent behavioral programs have
the highest likelihood of success. Any agreements or contracts must be written
or recorded in a form that the client can review, because of the likely impact of
memory problems on any agreement.

These suggestions sound basic, but they work well in a wide variety of con-
ditions. However, one additional area is the question of the caregiver. Whether
we deal with an aide, family members, or institutional staff there are many hu-
man interactions that can cause significant problems. Attention from one or



Dementia 139

more people in the environment may be dependent on acting out. Stimulation
may also be received when acting out. The stress on a family unit that has a de-
menting relative move in may create severe psychological problems that are
communicated to the patient. In many cases, patient behavior is manageable,
but the effort is too much for the caregivers. Thus, close attention to the mental
health of the caregiver (whether family or institutional or personal) is a clear
and important aspect of any program.

This should include relief from the client, which might involve day pro-
grams or activities with friends or relatives. In an institution, staff rotation may
be a useful technique. If the client is at home, no family member should be ex-
pected to give up his or her life to take care of a patient.

Sleep

Another important related area is the question of sleep. “Sundowning,” or
the loss of cognitive and emotional control as the day goes on, has been used
as an explanation for many problems in the dementia client. Although sun-
downing is usually associated with sleep disturbance, Bliwise, Carroll, Lee,
Nekich, and Dement (1993) have suggested that the behaviors included under
“sundowning” exist throughout the day, but may have more impact on nursing
staff as the day goes on. Sleep disturbance may produce sundowning in indi-
viduals who follow different circadian rhythms, so-they are alert when we are
asleep and vice versa. This alone will produce clients sleepy at different times,
hungry at different times, irritable at different times, and ready for activities
at different times, a combination that could lead to excessive problems in in-
stitutions that maintain schedules for the institution and its staff rather than
for the individual client.

There are many reasons for sleep disturbance in the elderly in general and
in the dementia patient (see Bliwise, 1993). These causes include problems in
circadian rhythms and difficulty in adjusting biologically to new schedules.
They also include sleep-related respiratory disturbance, REM sleep deprivation,
naps and resting during the day, excessive time in bed during the day, lack of
daily activity, depression, seizures, sleep apnea, neuroleptic induced akathisia,
and deterioration of the suprachiasmatic nucleus. The presence of any number
of these factors can seriously interfere with adequate sleep, leading to behav-
ioral problems throughout the day. While some of these symptoms may appear
to be helped by medication, medication may not allow for adequate REM sleep
or actually change ill-fitting circadian patterns. Failure to adequately address
these problems will result in continuing behavioral dysfunction, and indeed
may increase the apparent level of dementia.

Practice

One of the great strengths of the brain is its ability to repair itself through
reorganization of axonal connections and the development of new axonal con-
nections among healthy neurons (Golden et al., 1992). Swaab (1991) points out
that in other organs of the body, the principle of “wear and tear” applies: the
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more you use it, the shorter time it will function properly. The brain, however,
works on a “use it or lose it” principle. Skills we do not use simply disappear
while those that we practice and reinforce remain with us longer.

This appears to arise out of the fact that abilities that are practiced will de-
velop new underlying patterns of axonal representation that will allow them to
continue. If a task is not practiced, there is no reason for the brain to maintain
systems for that behavior. Hence, it is quickly lost as brain injury or deteriora-
tion occurs. As a consequence, individuals with dementia of any kind will do
better the more active they are in the widest range of activities. As we give ac-
tivities up, they are lost quickly in the degenerating brain, whereas those we
practice can be better maintained or partially regained.

While practice does not maintain the brain itself or keep neurons from dy-
ing, practice maintains skills on a behavioral level and makes the best use of
those areas of the brain that keep their function. The effects of practice cannot
overcome the basics of neuronal loss that will limit the amount of behavior that
can be retained, but it will allow for maximal performance. We see demented
clients who have little left but can still play poker or sing or perform some other
highly specific and overpracticed task.

Thus, the best programs at home or in institutions emphasize the patient’s
independence: doing as much as possible for themselves despite slowness or
inaccuracy. This includes all basic skills: dressing and hygiene, food prepara-
tion, household care, recreation and the full range of ADLs discussed earlier.
In some cases, the individual will need support and review. However, it is es-
sential that caregivers not “take the easy way out” by doing something because
it is easier than waiting for the client, or because the client becomes depressed
and refuses.

An important aspect of any program that emphasizes supervision is safety.
For example, in some clients, cooking needs to be restricted to microwaves and
toasters because of dangers in using a stove (which can be easily inactivated by
turning off gas supplies or removing fuses). Fireplace use and driving may re-
quire restrictions. Other problems may occur because of motor limitations, but
there are literally thousands of “aids” that can help the patient with motor prob-
lems be more independent (although the presence of both motor and cognitive
problems may limit their use). Independence involves some risk and creativity,
but is well worth maximizing so as to maximize the quality of life of the client.

SUMMARY

As our society ages, dementia has become an increasingly common and se-
rious problem both to the individual and to society as a whole. Dementias come
in many different forms with many disparate etiologies. The diagnosis of de-
mentia is dependent on identifying the central symptoms of a dementia (mem-
ory loss and cognitive loss) and on the more complex task of identifying the
underlying etiology using history, a survey of ADL skills, medical and radio-
logical examinations, screening tests, and neuropsychological examinations.
Many forms of dementia are untreatable, but current research is attempting to
identify medications that can improve motor, cognitive, and behavioral symp-



Dementia 141

toms. Other treatment has focused on the need of the client for a familiar and
stable environment, and using environmental manipulations along with behav-
ior modification to control inappropriate behavior. The need for continued
practice and independence is also emphasized.
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CHAPTER 8

Substance Abuse Disorders

TED D. NIRENBERG, EDITH S. L1ISANSKY-(FOMBERG,
AND Tony CELLUCCI

INTRODUCTION

In 1996, the first “baby boomers” turned fifty years of age. During the next two
decades as the baby boomers enter their 60s there will be an inexorable increase
in the elderly population. The proportion of people 65 years of age and older in
the general population is now approximately 13%. While the percentage of older
persons will clearly increase, the effect of this historical phenomenon on alcohol
and drug consumption among the older persons in future years remains to be
seen. Up to now, the data show that alcohol drinking in general, and heavy alco-
hol use in particular, declines with aging (Adams, Garry, Rhyne, Hunt, & Good-
win, 1990; Fillmore, 1987; Fillmore et al., 1991; Glynn, Bouchard, LoCastro, &
Laird, 1985). There are differences within the older age group: for the “young el-
derly,” those 60 to 74, there are modest changes, with some investigators report-
ing an increase in alcohol consumption during those years (Glynn et al., 1985;
Gordon & Kannel, 1983). Beyond the age of 75, the drop in alcohol intake is con-
siderable, and there are fewer drinkers and fewer heavy drinkers in the older
years. It is believed that this decrease relates to increasing health problems and
to the increased proportion of women in older population subgroups. As is true
throughout the life span, older women drink less and abuse alcohol less than do
older men (E. S. L. Gomberg, 1995b). There are also geographic differences: the
prevalence of alcohol abuse ranges among older persons from 1.5 percent in
North Carolina to 3.7 percent in Baltimore (Helzer, Burnham, & McEvoy, 1991).
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It is likely that with an increasing percentage of the population in the el-
derly group, there will be an increase in the number of elderly alcohol and
drug abusers. Relatively unstudied are decisions about alcohol and drug use
made by people as they age: some may choose to abstain, some to lower the
quantity and frequency, some may continue exactly as they have been doing
for decades, and others may increase the amount they use alcohol with the at-
tendant risk of problems. Such decisions are part of the aging process; for ex-
ample, older adults may need to decide whether to continue work or retire,
work part-time or start new careers, where to live, whether to travel, and
whether to become active in community institutions such as the church, elder
hostels, or volunteer organizations. In a word, decisions have to be made about
lifestyle, and decisions about alcohol and drug use are part of adaptation to ag-
ing. Health status, marital status, and income will play significant roles in
these decisions.

Over the life span, there are biological changes in the body’s response to
different drugs. To learn about altered drug response in elderly persons, effects
of age on pharmacokinetics and pharmacodynamics need to be studied. Gam-
bert (1992) reviewed many of the physiological aspects of substance abuse in
older persons. Such changes associated with aging may heighten the impact of
alcohol and other drugs. For example, there is a decline in fluid relative to body
mass, so drinking results in a higher blood alcohol concentration and greater
CNS effects, including possible confusion and falls. Drug induced hypotension
also may be greater and more prolonged at this time of life, thus increasing risk
for cardiovascular problems. There is decreased respiratory functioning and ex-
ercise tolerance. In addition, neuroceptors may be more sensitive with advanc-
ing age, and the slow release of fat-soluble drugs into the bloodstream may
cause protracted effects (Miller, Belkin, & Gold, 1991). As a result, tolerance is
reduced in the elderly and withdrawal from dependence may be more severe.
Therefore, older individuals may find that amount of alcohol or other drugs that
they could easily tolerate when they were younger now results in adverse ef-
fects (Wartenberg & Nirenberg, 1994).

Elderly individuals also seem to be more susceptible to adverse drug reac-
tions (ADRs). ADRs can result from multiple drug therapy, drug overuse or mis-
use, slowing of drug metabolism or elimination, or age-related chronic diseases.
ADRs in older persons are more severe than among younger patients. Risk fac-
tors for ADRs include being female, living alone, multiple illnesses, multiple
drug intake, and poor nutritional status.

Although use and abuse of alcoholic beverages gets the lion’s share of re-
search and media attention, use and abuse of substances other than alcohol are
relevant. Although illicit drugs (“street drugs”) are not often used by the elderly,
the use and overuse of opiates in medical practice for pain control may be a con-
cern. Tobacco is frequently used and has been implicated in many health prob-
lems found among older persons. Over-the-counter (OTC) drugs and prescribed
medications have not been well researched, although there are significant prob-
lems associated with its use; for example, overprescribing of benzodiazepine, the
frequent use of sedative drugs in nursing homes, and in general the issue of drug
noncompliance among the elderly. Finally there is alcohol, a recreational sub-
stance easily available to adults, which may lead to significant problems for
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many older persons. Abuse of alcoholic beverages by elderly persons has been
studied and described (Beresford & Gomberg, 1995; E. S. L. Gomberg, 1982;
E. S. L. Gomberg, 1990; Wartenberg & Nirenberg, 1994). First, a review of the
abuse of illicit drugs, tobacco, prescription and over-the-counter medications,
and alcohol is presented. This is followed by a discussion of assessment and
treatment implications.

Illicit Drugs

The use of drugs such as marijuana, heroin, and cocaine does occur among
some older individuals, but it is a limited phenomenon. Of interest, though, are
reports about a small group of opiate addicts who survive into old age (Des]Jar-
lais, Joseph, & Courtwright, 1985). Despite the widely held idea that addicts die
or “mature out,” there are addicts who survive into old age. DesJarlais and his
colleagues (1985) described a group of heroin-dependent patients, 65 and older,
attending methadone maintenance facilities. These long-term addicts survived
by avoiding violence, using clean needles during IV use, and apparently being
able to hold some drug supply in reserve. They also tend to avoid other drugs
such as alcohol. Although we find such survivors among the heroin-dependent,
it is less likely that we will find them among cocaine- or crack-dependent
groups. In Michigan (Michigan Department of Public Health, 1994), treatment
admissions for heroin-dependent people is 6% for those less than 60 years of
age and 3% for those 60 years and older. Treatment admissions for those de-
pendent on cocaine or crack is 18% for those under 60 and 2% of those 60 and
older. In addition, opium smoking among older people is seen in some Oriental
cultures. With increased immigration to the United States from Southeast Asia,
this phenomenon may increase.

Tobacco

Men are more likely to be tobacco smokers than are women, although the
gender gap has narrowed in the past three decades. The National Center for
Health Statistics (1986) reported that in 1965, 28.5% of older men and 9.6% of
older women were smokers. By 1985, percentages had become 19.6% for men
and 13.5% for women. It is striking that the proportion of older men who smoke
has decreased while the proportion of older women who smoke has increased.
Among women aged 20 to 64, the percentage of current smokers has been drop-
ping (not true among adolescent girls; Berman & Gritz, 1993). One may specu-
late that the female cohort that began smoking during and immediately after
World War II is the current older population group. The price of such “lib-
erated” behavior has been high: In the 1960s, female deaths from lung cancer
began to rise. Since 1985, lung cancer has surpassed breast cancer as the chief
cause of cancer death among women. However, it is difficult to establish the
role of tobacco in the health status of older people. A study of drug metabolism
(Sellers, Frecker, & Romach, 1982) concluded that the effects of aging, smoking,
and drinking are confounded and difficult to disentangle.
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Prescribed and Nonprescribed Psychoactive Drugs

In terms of prevalence, use of prescribed psychoactive drugs (e.g., seda-
tives, antidepressants, stimulants, anxiolytics) probably involves the greatest
number of older persons. Although the elderly represent only approximately
13% of the general population, estimates are that they receive at least one third
of all prescriptions. While such prescriptions include antibiotics, diuretics, car-
diovascular medication, and analgesics, they also include significant amounts
of psychoactive drugs (E. S. L. Gomberg, 1987).

Although treatment facilities report some elderly patients with drug-asso-
ciated problems and dependence on prescribed psychoactive drugs, the issue
has not evoked much interest among researchers, clinicians, or legislators.
Older persons frequently associate their intake of psychoactive drugs with
problems such as insomnia or depression and almost half of those taking such
medication report that they could not perform their daily activities without the
medication (Prentice, 1979). It is difficult to define what abuse of prescribed
psychoactive drugs is. Kleber (1990) has differentiated primary low-dosage de-
pendency, primary high-dosage dependency, and secondary dependency as pat-
terns seen with benzodiazepine use. Individuals may use benzodiazepines in
usually prescribed low therapeutic doses, in prescribed high doses, or in mul-
tiple drug use, frequently involving alcohol, to achieve a “high” or some form
of self-prescribed release. Use in high doses or in multiple drug use usually
involves withdrawal symptoms when drug use is terminated. Another classi-
fication of prescribed psychoactive drug use distinguishes appropriate use, un-
intentional misuse, and purposeful misuse.

There are a number of issues that may be raised about older individuals’ use
of prescribed psychoactive medication. First, questions have been raised about
use of such medications in nursing homes. How certain can we be that medica-
tion given to ensure docility and compliance of the patient is given for that indi-
vidual’s own benefit? Second, as noted earlier, what is the risk of adverse drug
reactions (ADRs)? It is estimated that the incidence of ADRs is two to three times
more frequent among older patients. Studies suggest that several drugs (i.e.,
dioxin, diuretics, aspirin, cytoxins, nonsteroidal anti-inflammatory drugs, and
psychotropics) in particular should be monitored for ADRs. ADRs may be a con-
sequence of multiple drug therapies, drug interactions, changes in drug metabo-
lism and elimination with age, noncompliance with prescribed use, incompatible
food-drug combinations, or alcohol intake combined with medication use.

Noncompliance with prescribed drug regimens is an interesting and under-
studied phenomenon. In all age groups, noncompliance in use of prescribed
medication is noted, but it commands more attention when manifested by older
persons. Although noncompliance with medication by elderly persons is often
attributed to cognitive impairment, it appears to be more complex than simple
memory failure. Perhaps rebellion against authority or need for autonomy is in-
volved. Noncompliance includes the following: (1) not obtaining the prescribed
drug, possibly because of limited financial resources; (2) not completing the
prescribed course of medication, often because of side effects or because the pa-
tient feels better; (3) incorrect dosage (more or less than prescribed); (4) im-
proper timing or sequencing of medication; (5) combining the prescribed
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medication with OTC drugs; (6) sharing medications: using medications pre-
scribed for another person; and (7) stockpiling or hoarding medications.

In a pilot study of patient medication compliance in a veterans hospital,
male outpatients with a mean age of 58 reported stockpiling or hoarding med-
ication as their major noncompliant behavior (E. S. L. Gomberg, Hsieh, &
Adams, 1990). As pointed out by the investigators, such hoarding might well
be construed as adaptive behavior for a low-income group threatened by bud-
get cuts.

A comparison of different age groups in drug-associated emergencies is re-
vealing. In the 43 major American cities for which emergency department data
are included in the Drug Abuse Warning Network (Annual Medical Examiner
Data, 1995), younger patients were more likely to die in emergencies relating
to illicit drugs like cocaine than were older patients. Of those for whom the
“drug mention” was cocaine, 74% were between the ages of 26 and 44. Among
persons 55 and older, the most frequent “drug mentions” included nonbarbitu-
rate and barbiturate sedatives, nonnarcotic analgesics, antidepressants, and
tranquilizers. Also frequent were emergencies of older persons involving the
use of such over-the-counter drugs as diphenhydramine.

Examination of the gender patterns in drug abuse deaths reported by the
Drug Abuse Warning Network indicates that the proportion of drug abuse
deaths reported for women in the 55 and older group is twice that for men in
the same group: 6.5% for the men, 13.3% for women. This is striking, consid-
ering that men use emergency departments three times more frequently than do
women. This gender difference is primarily a White phenomenon. Blacks show
the same proportion of drug abuse deaths for men and women and Hispanics
show twice as many for men as for women.

Nonprescription drugs (OTC) also are frequently used and abused by the
older persons; in fact, two thirds of persons greater than 60 years of age take at
least one OTC drug daily (Abrams & Alexopoulous, 1988). The most commonly
purchased nonprescription drugs are analgesics, nutritional supplements (e.g.,
vitamins), antacids, and laxatives. The Food and Drug Administration has sug-
gested special labeling for persons over 65 but the general response to age-
related labeling on OTC drugs has been negative; the consensus is that labeling
by specific medical conditions and symptoms is preferable. While generally
viewed as less dangerous than prescribed medications, the OTC drugs are fre-
quently misused—either underutilized, overutilized, or negatively interacting
with another drug.

Alcohol

Although a large percentage of older people continue to drink moderately
(and some, heavily), by and large the percentage of elderly who drink and the
amount they drink diminish with age. There are, however, a number of recent
reports that suggest that among some older groups, alcohol consumption re-
mains steady or even increases (Eaton, Kramer, & Anthony, 1989; Gordon &
Kannel, 1983; Huffine, Folkman, & Lazarus, 1989). Community survey findings
vary with the age range studied, the gender ratio in the population, and the
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geographic site. There is some evidence that after declining, the rate of alcohol
abuse among older males rises (Eaton et al., 1989); this confirms an early epi-
demiological study that reported a jump in the proportion of alcoholics among
men in their seventies (Bailey, Haberman, & Alksne, 1965).

In all age groups, women tend to drink less than men, and it is apparently
true with older cohorts. As noted earlier, there also are geographic differences
among samples: whereas prevalence of alcohol abuse was reported as 1.5% in
the Piedmont area of North Carolina, it was 3.7% in Baltimore (Helzer et al.,
1991). In California, 8.2% of respondents aged 65 to 74, and 6.4% aged 75 and
over were “heavy drinkers” (Molgard, Nakamura, Stanford, Peddecord, & Mor-
ton, 1990). Retirement communities have reported a high prevalence (i.e., 20%
or more) of heavy drinking (Alexander & Duff, 1988; Paganini-Hill, Ross, & Hen-
derson, 1986). Explanations of lowered alcohol consumption among older per-
sons in terms of historical experience with Prohibition and the Depression are
increasingly inappropriate as this generation begins to die. Also, such explana-
tions have always been limited by the fact that many western countries, which
did not experiment with Prohibition, show similar rates and patterns of drink-
ing by older age groups.

It is difficult to estimate the extent of alcohol abuse and dependence. Com-
munity surveys and hospital interviews produce some estimates ranging as
high as 25% of the elderly. As always, it is a matter of definition, with some in-
vestigators addressing heavy drinking, others alcohol-associated problems, and
still others clinically defined abuse and dependence. Helzer and his colleagues
(1991) have pointed out that a much higher percentage of older people had less
severe alcohol problems in the Epidemiologic Catchment Area data. When esti-
mates of heavy or problem drinking are made, particularly in retirement com-
munities, prevalence ranges from 20% (Alexander & Duff, 1988) to 31% of men
and 22% of women 60 years of age and older (Paganini-Hill et al., 1986).
Clearly, alcohol use cannot be written off as irrelevant to the older age group
simply because many of the heavy drinkers or problem drinkers have died or
“matured out” of such behavior.

By and large, the patterns of drinking and alcohol-related problems do not
seem very different for young and older problem drinkers (DeHart & Hoffman,
1995). Older problem drinkers are less likely to have work-associated problems,
but they may have more alcohol-related health problems, more accidents, more
concern about finances, and possibly more likelihood of binge drinking. Varia-
tions within the population of older problem drinkers, who range from unem-
ployed, homeless Skid Row men (Rubington, 1982) to retired executives of
corporations, suggest that the private versus public aspects of drinking, the bev-
erages consumed, and the consequent difficulties vary widely.

Information specifically about elderly female problem drinkers is limited,
but a recent report comparing problem drinking elderly men and women (E. S. L.
Gomberg, 1995b) shows a remarkable consistency. The women, however, re-
ported more marital disruption, although in this age group, it is more likely that
widowhood is a major form of marital disruption. When queried about onset of
their alcohol problem, more than a third of the women reported onset within
the past ten years, compared with only 4% of the men studied. Women also are
admitted to treatment programs with shorter duration of problem drinking than
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men in all age groups. Heavy or problem drinking by a spouse or significant
other is, again, reported by more women than men—true of all age groups stud-
ied. Women report more drinking at home and men more drinking in public
places. And, finally, as is true in all age comparisons, elderly women are more
likely to report heavy use and dependency on prescribed psychoactive drugs
than are men.

A comparison of black and white elderly alcoholic men in treatment shows
some interesting differences (E. S. L. Gomberg & Nelson, 1995). Although
drawn from the same clinical sources, the black patients had significantly less
education and lower occupational status and income. In terms of drinking pat-
terns, the black patients drank larger quantities, preferred distilled beverages,
and were more likely to drink outdoors or in public places. Consequences of
heavy drinking that were health-related were reported more often by black pa-
tients. Black men also reported more difficulty in the workplace and with the
police. A regression model for social and community drinking consequences
suggested that educational achievement, lifetime daily drinking average, drink-
ing in public, and race had the greatest relevance. It is of interest to note that
“objections from family members” was an area of similarity between elderly
black and white men.

There is a fair amount of published literature on neuropsychological or
cognitive loss as a consequence of heavy drinking. Deficits have been studied
in terms of functions impaired, gender differences, the relationship to age,
and heavy alcohol use. A “premature aging” hypothesis posited premature
senescence brought on by heavy drinking; the hypothesis said little about el-
derly drinkers, but instead focused on middle-aged alcohol abusers. Cognitive
impairment studies tend to focus on such specific functions as short-term
memory and the ability to process new information. A significant clinical
problem is the reversibility of cognitive loss; most clinicians agree that el-
derly alcohol abusers will, given sufficient time, regain most of their lost
functioning. Older persons need more time than younger problem drinkers for
such reversal to occur. However, some alcohol-dependent patients recovering
from classic Wernicke’s encephalopathy exhibit the selective memory distur-
bance of Korsakoff’s amnestic syndrome, which involves long-term deficits in
anterograde and retrograde memory and apathy (Kopelman, 1995; Victor,
Adams & Collins, 1989).

Finally, there is a neglected, understudied group of elderly problem drink-
ers. Once called the chronic drunkenness offenders, this Skid Row group has
become merged with the general homeless population. In past studies, a dis-
proportionately high percentage of arrests for public intoxication was noted
among men 60 years of age and older (Epstein, Mills & Simon, 1970). There
have been significant changes since a Supreme Court decision of the 1960s in
which arrests for public drunkenness were ruled a violation of rights under the
8th amendment of the Bill of Rights (i.e., cruel and unusual punishment for the
disease of alcoholism). There has been a shift toward more available detoxifi-
cation sites for this group (Rubington, 1982); unfortunately, without also pro-
viding rehabilitation, the detoxification sites have turned into the revolving
door that jails once represented. This subgroup of elderly alcohol abusers still
deserves study and rehabilitation effort.
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Age of Onset

Clinical observations have led to classification of elderly problem drinkers
and alcoholics on the basis of whether alcohol problems began earlier or later
in their life: early versus late onset (Atkinson, Turner, Kofoed, & Tolson, 1985;
Zimberg, 1974). The age cutoff used to delimit late-onset problem drinking
typically ranges from 40 to 60 years (Atkinson, 1984). Late-onset problem
drinking has been reported to account for between 28% and 40% of elderly
problem drinkers found in clinical samples (Atkinson et al., 1985; Rosin &
Glatt, 1971; Zimberg, 1974). There is disagreement among researchers and
clinicians about the specifics of this classification, in particular, the age that
should be used to define late onset. If one uses 40 years of age as the cutoff of
late onset, we would be including problem drinkers with a history of 25 or 30
years of alcohol abuse. Other efforts at classification attempt to capture more
variation in drinking patterns by including categories for drinkers whose prob-
lems are transient or intermittent throughout the individual’s lifetime, or that
may vary over time with respect to the quantity and consequences of drinking
(E. S. L. Gomberg, 1982; Dunham, 1981). An alternative definition of late onset
views the problem drinking developed relatively recently as linked to adapta-
tions and difficulties related to aging. Gomberg (1990) defined recent onset as
the preferable term, the criterion being the beginning of alcohol-related prob-
lems within the past 10 years.

The epidemiological literature on risk factors predicting vulnerability to
late-onset alcohol problems is limited (Douglas, 1984). Generally, late-onset pa-
tients are seen as having less family history of alcoholism and greater psycho-
logical resources (Atkinson, Tolson, & Turner, 1990). Some evidence suggests
that late-onset alcohol problems are a maladaptive response to common per-
sonal, social, and environmental stressors that are correlates of the aging
process (Atkinson, 1984; Finlayson, Hurt, Davis & Morse, 1988; Rosin & Glatt,
1971; Zimberg, 1974). Schonfeld and Dupree (1991) compared early- versus
late-onset alcohol abusers, matched for age and gender. Although late-onset pa-
tients were more stable in terms of residence, both groups experienced the
losses and stresses associated with aging, including diminished social support,
loneliness, and feelings of depression. Zimberg (1995) has argued that although
reactive drinking in response to the stressors of aging describes the late-onset al-
coholic, such events also may prolong drinking problems in those patients with
early-onset alcohol problems.

DIAGNOSIS

Substance-related disorders are classified by the Diagnostic and Statisti-
cal Manual of Mental Disorders, 4th edition (DSM-IV; American Psychiatric
Association, 1994) into two groups: (1) Substance Use Disorders which in-
clude Substance Dependence and Substance Abuse and (2) Substance-
Induced (S-1) disorders which include Substance Intoxication, Substance
Withdrawal, S-I Delirium, S-I Persisting Amnestic Disorder, S-I Mood Disor-
der, S-I Anxiety Disorder, S-I Sexual Dysfunction, and S-I Sleep Disorder.
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The general criteria for diagnosis of Substance Dependence include toler-
ance; withdrawal; substance use in larger amounts or over a longer period of
time than was intended; persistent desire or unsuccessful efforts to cut down
or control substance use; much time spent in activities necessary to obtain or
use the substance or recover from its effects; social, occupational, or recre-
ational activities given up or reduced because of substance use; and contin-
ued use despite knowledge of having a persistent or recurrent physical or
psychological problem that is likely to have been caused or exacerbated by
the substance. Criteria for Substance Abuse include recurrent substance use
resulting in a failure to fulfill major role obligations at work, school, or
home; recurrent substance use in situations in which it is physically haz-
ardous; recurrent substance-related legal problems; and continued substance
use despite having persistent or recurrent social or interpersonal problems
caused or exacerbated by the effects of the substance. The S-I disorders,
though frequently overlooked by clinicians, are highly relevant to the elderly
patient. Although older persons may not exactly fit the criteria of depen-
dence or abuse, their substance use may be the cause or one of the causes of
another disorder.

Relevance of the DSM-IV diagnostic criteria to the older persons is ques-
tionable since the criteria were based primarily on younger age groups. Indeed,
some of the criteria may not be relevant to many older individuals (King, Van
Hasselt, Segal & Hersen, 1994). For some older people, absence of standard
daily obligations (e.g., work, community service, school, and child rearing) and
physical and medical problems may obscure signs of substance intoxication
and withdrawal. Therefore, reliance on such criteria may lead to misdiagnosis
and probably explains the apparent underdiagnosis and inconsistencies in re-
ported prevalence rates. To address this problem, it has been suggested that the
weight of these criteria for older people be changed (Atkinson, 1990) or that
there be more focus on the elderly person’s pattern of use.

Many of the assessment instruments that have been developed have been
standardized on younger age groups. Only recently has the validity of these
instruments for use with older persons been examined. For instance, Jones,
Lindsey, Yount, Soltys, and Farani-Enayat (1993) examined the validity of the
CAGE questionnaire (Ewing, 1984) and the Michigan Alcoholism Screening
Test (MAST; Selzer, 1971) for patients 65 years of age or older. They found, by
using the alcohol module of the Revised Diagnostic Interview Schedule (DIS-
III-R) as the “gold standard,” that the CAGE was more effective than the MAST
in identifying elderly medical outpatients with alcohol abuse or dependence.
However, the finding that both the CAGE and the MAST had low sensitivities
at the conventional screening cutoffs suggests that cutoffs should be modified
for older persons. Willenbring, Christensen, Spring, and Rasmussen (1987),
however, in a comparison of four versions of the MAST used with an elderly
sample found that the regular MAST had excellent sensitivity. F. C. Blow and
colleagues (1992) introduced a geriatric version of the MAST. Although the
scale needs further study, it is one of the first attempts to devise a screening tool
that takes into account the unique characteristics of the elderly. Similarly,
Finney, Moos, and Brennan (1991) developed the Drinking Problems Index, a
17-item test that assesses older persons’ drinking problems over the past year. It
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includes such items as being intoxicated or drunk, feeling confused after drink-
ing, feeling isolated from others due to drinking, and falling or having an acci-
dent because of drinking.

Further development and refinement of existing instruments that will be
sensitive to older persons are warranted. Graham (1984) argues that older indi-
viduals may have memory impairments that affect the validity of self-reported
alcohol use and abuse. Although memory impairment is clearly a correlate of
severe dementia, very little is known about implications of moderate or mild
dementia on self-reports (Fogel, Furino, & Gottlieb, 1990). Selecting appropriate
measures and employing multiple measures is essential to ensure the validity
of self-reports (Babor, Stevens, & Marlatt, 1987; Carp, 1989; Tucker, Gavornik,
Vuchinich, Rudd, & Harris, 1989; Werch, 1989). Procedures should minimize
response bias on alcohol and drug measures that are due to memory loss, for ex-
ample, avoiding items that require mental averaging and increasing use of
fixed-response choices (National Institute on Alcohol Abuse and Alcoholism,
1990; Babor et al., 1987).

In addition to self-report measures, investigators should (1) obtain collateral
reports (i.e., from caregivers, spouse, children, and friends), (2) examine previ-
ous medical records, (3) use breath alcohol tests and drugs toxicology screens,
(4) examine biochemical markers of alcohol abuse such as gama-glutamyl
transpeptidase, and (5) assess medical conditions and psychosocial problems
that might be correlated with substance abuse. Much of the literature on sub-
stance abuse and older persons discusses the need for treatment to take into ac-
count the unique biological and psychosocial factors associated with aging.
Clearly, treatment recommendations and planning should be based on a com-
prehensive assessment, with a continuum of services available for both sub-
stance abuse and dependence.

TREATMENT

Despite prevalence data reviewed earlier, older persons are underrepre-
sented in treatment settings (Lawson, 1989). The diagnosis of substance abuse
problems reported by clinicians is less than prevalence rates as determined by
the Epidemiologic Catchment area study (Miller et al., 1991). Moos, Mertens,
and Brennan (1993) found that older inpatients were less likely to be referred
for rehabilitation, which is consistent with earlier studies suggesting under-
diagnosis. For many reasons, older individuals also seek outpatient mental
health services, including alcohol treatment, less readily than younger persons
(Brennan & Moos, 1991; Carstensen, Rychtarik, & Prue, 1985). Generally, help
seeking among older persons is more prevalent if they are female, have more
negative life events and chronic stressors, report fewer friends who approve of
drinking, use more avoidant coping, and have a history of prior use of treatment
(Brennan, Moos, & Mertens, 1994; Finney & Moos, 1995).

There are a number of barriers that may prevent older adults from obtain-
ing help (Lawson, 1989; Zimberg, 1995). First, there are differences in presen-
tation and, as noted earlier, difficulties in diagnosis. Health care professionals
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often lack training and knowledge about substance abuse, especially patterns of
substance abuse in this population (Lewis, 1995). There are also such patient
characteristics as long-standing denial accompanied by severe medical compli-
cations. Medical and social problems of the elderly are often inappropriately
seen as simply part of the aging process. Certainly, attitudes that substance
abuse among older patients does not warrant or respond to treatment efforts re-
flect ageism. However, there also are practical problems involved including
lack of financial resources and insurance, or limited transportation. Lawson
(1989) has argued that older persons should be treated in the settings they fre-
quent (e.g., senior centers, primary care facilities), and Zimberg (1995) per-
ceives lack of treatment models alternative to traditional and 12-step programs
as a limitation. There is a need for further research on possible impediments to
engaging older problem drinkers in treatment.

There also has been little empirical study of the effectiveness of sub-
stance abuse treatment approaches with elderly patients, and much of the
available information is retrospective (Institute of Medicine, 1990). Early
studies (e.g., Janik & Dunham, 1983) found treatment effects for older patients
to be comparable with those of younger patients in traditional programs.
However, other clinical investigators have argued for programs specific to
older people (Dupree, Broskowski, & Schonfeld, 1984; Zimberg, 1974, 1995).
In a systematic examination of this issue, Kofoed, Tolson, Atkinson, Toth, and
Turner (1987) compared use of elder-specific peer groups with a control group
of patients seen in typical mixed-age outpatient groups. Those alcoholics
(mean age 60.2 years) who received elder-specific treatment were more likely
to remain in treatment despite lapses and were less likely to be drinking at
discharge. A follow-up study of the same program revealed that 57% of pa-
tients completed one year of elder-specific outpatient treatment, in marked
contrast to the 27% completion rate typical of many VA programs (Atkinson,
Tolson, & Turner, 1993).

Krashner, Rodell, Ogden, Guggenheim, and Karson (1992) similarly com-
pared an “older alcohol rehabilitation” (OAR) program to traditional treatment
in a VA setting. The study population, described as mostly unmarried, white,
with less than a high school education, and relatively poor, was randomly as-
signed to the two programs. OAR patients resided on a separate unit with spe-
cialized staff. Peer relationships and use of reminiscence therapy were
emphasized, as opposed to traditional confrontation and problem solving. At a
1-year follow-up, OAR patients were significantly more likely to report absti-
nence and this difference increased with patient age.

Although these data suggest that there is therapeutic value in special pro-
gramming for elders, findings from the National Drug and Alcoholism Treat-
ment Unit survey indicated that such efforts are relatively rare. Only 9% of
NIDA/NIAAA treatment units in 1982 reported offering specialized programs
for elderly patients, with the proportion declining to 8% in 1987 (Institute of
Medicine, 1990). Similarly, Nirenberg and Maisto (1990) in a survey of VA in-
patient alcohol treatment programs found that only 3% of program directors re-
ported providing special interventions in terms of minority issues or special
populations.
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Detoxification, Medical Complications, and Medication

In evaluating the need for detoxification, the patient’s prior withdrawal ex-
perience, level of tolerance, and clinical status should be considered (Warten-
berg & Nirenberg, 1995). The older patient may have fewer hyperautonomic
signs, but may be at greater risk for associated complications. A recent study of
withdrawal distress revealed that elderly patients experienced significantly
more withdrawal symptoms for a longer time despite similar drinking histories
prior to admission (Brower, Mudd, Blow, Young, & Hall, 1994). They also were
more likely to experience cognitive impairment, daytime sleepiness, weakness,
and high blood pressure. These latter symptoms may reflect underlying medical
conditions. Wartenberg and Nirenberg (1995) generally recommend that the el-
derly patient in withdrawal be medically monitored. Treatment of acute with-
drawal may involve administration of a short-acting benzodiazepine, usually
lorazepam. The dose may need to be modified and the detoxification period ex-
tended for the elderly patient. Nutritional status should be assessed, with thi-
amine typically administered to prevent amnestic syndrome.

The elderly patient is more likely to have medical problems because of his or
her association with chronic dependence and because of age-prevalent illnesses.
Solomon, Manepalli, Ireland, and Mahon (1993) described the many medical con-
sequences of alcoholism in the elderly, including peripheral neuropathy, acute
and chronic pancreatitis, alcoholic liver disease, gastrointestinal bleeding, cardio-
myopathy, cancer, and electrolyte and metabolic disturbances. An early review of
the medical records of elderly patients with alcoholism found elevated rates of
liver disease, peptic ulcers, psoriasis, and pulmonary disease (Hurt, Finlayson, &
Morse, 1988). Gambert (1992) also listed age-prevalent diseases or conditions that
may coexist with and are exacerbated by substance abuse. These include anemia,
hypertension, gout, arrhythmias, diabetes, osteoporosis, dementia, and inconti-
nence. Medical problems also may be caused by the interaction of alcohol and
OTC medications (Lawson, 1989). A thorough evaluation of such medical prob-
lems is an important aspect of treatment, in that regaining and improving health
status is often a goal the elderly substance abuser is motivated to work toward.

Certain medications (e.g., antabuse, naltrexone) are increasingly being rec-
ognized as having a legitimate role in substance abuse treatment, but little is
known about their efficacy among elderly patients. In his review, Gorelick
(1993) could not locate any medication trials that explicitly addressed pharma-
cological treatment of alcoholism in this population. While antabuse may be
helpful in selected married, middle-aged men (Azrin, Sisson, Meyers, & Godley,
1982), it may be contraindicated in some medically compromised elderly pa-
tients. Zimberg (1995) also has discussed the importance of using antidepres-
sants in treating depressed elderly patients who are also substance abusers.

Psychosocial Treatment

Evidence from general population surveys for the role of psychosocial
stressors in development of excessive drinking among older persons has been
conflicting (Jennison, 1992; Welte & Mirand, 1993). Jennison (1992) reported
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that subjects 60 years of age or above who experienced significant losses (e.g.,
divorce, lost employment, relative hospitalized or disabled) were more likely to
drink excessively, although supportive resources (e.g., friends, family, church)
had a stress buffering effect. However, Welte and Mirand (1993) did not find a
relationship between acute stress and heavy drinking among older persons, al-
though chronic stress did predict more drinking consequences and depen-
dence. Krause (1995) found that drinking in later life tends to be a lifestyle
factor rather than a coping response, with heavy drinking exacerbating the ef-
fect of salient role stressors on depressive symptoms. In a community hospital
study of elderly inpatients on a general medical ward, neither alcohol con-
sumption nor alcohol problems were found to be associated with the number of
stressful life events reported (Laforge, Nirenberg, Lewis, & Murphy, 1993).

Yet, many elderly substance abuse patients present with recent psychoso-
cial issues, and such events often are considered as contributing to late-onset
substance abuse. For example, in an early study 81% of patients with late-
onset alcoholism reported such life stressors as retirement, death of a spouse
or relative, family conflict, and physical health problems (Finlayson et al.,
1988). Five of seven (71%) elderly late-onset alcohol patients in a VA sample
were found to have recent difficulties adjusting to retirement (Carstensen et
al., 1985). Lawson (1989) has discussed the losses and other adjustments as-
sociated with aging as risk factors for substance abuse, although obviously not
all stressed older persons become alcohol abusers. It may be that the clinically
observed association between stressful life events and late-onset drinking
problems is simply a reflection of the high rate of stressful events for the el-
derly population in general.

Considerable information has been generated about the personal character-
istics, life circumstances, and coping responses of older individuals with drink-
ing problems through the ongoing research program of Rudolf Moos and his
colleagues (Brennan & Moos, 1995; Brennan et al., 1994; Schutte, Brennan &
Moos, 1994). A detailed assessment of selected elderly patients at several large
medical facilities was used to obtain information about drinking status, health,
and other life circumstances. The majority of the sample were white and well
educated. Subjects were classified based on their Drinking Problem Index
scores (Finney et al., 1991) as either remitted problem drinkers, problem
drinkers, or nonproblem drinkers. Problem drinkers reported more alcohol con-
sumption and an average of five current drinking problems. In addition, they re-
ported more negative life events and chronic stressors such as home difficulties,
financial stress, and interpersonal conflict. Their life contexts involved fewer
material resources and less social support from family and friends. Although
problem drinkers and nonproblem drinkers reported similar types of stressors
and coping strategies, the problem drinkers were more likely to react to stress
with resignation and to use avoidance or emotion-focused coping. Not surpris-
ingly, those elders in more stressful life contexts with fewer social resources
had greater alcohol consumption, more drinking problems, and were more de-
pressed. Moreover, greater use of avoidance coping was linked to chronic stress,
fewer social resources, and eventually poorer functioning.

Importantly, personal and environmental risk factors also were found to
interact. Heavier drinkers generally increased their consumption when they
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experienced more negative life events and, unlike lighter drinkers, did not re-
duce their consumption with new health events. Also, as with younger patients,
association with peers who approve of drinking may sustain problem drinking
status. This research suggests that intervention efforts should assess various do-
mains of life functioning and aim for improved life circumstances, increased
social resources, and adaptive coping skills.

Not all drinking problems among these older persons were stable; a sizable
portion (approximately 20%—-25%) of older individuals changed their drinking
problem status over time. Most (70%) of those identified as remitted at 1 year
maintained this status at a 4-year follow-up. A greater proportion of late-onset, as
compared to early-onset, drinkers achieved stable remission. Patients who remit-
ted generally included those with less consumption, fewer drinking problems, less
spouse support, fewer friends who approved of drinking, more personal distress,
and were more likely to have sought professional help. Correlates of remission also
differed for early-onset versus late-onset problem drinkers with remission in the
former group mostly associated with help-seeking efforts. Symptoms and life func-
tioning of remitted drinkers relative to nonproblem drinkers continued to be poor
early in their course of recovery, but were improved at the later follow-up, even
though some deficits (e.g., marital strain and physical health) remained. This con-
tinuing research effort provides the clinician with a rich picture of the context, in-
teractive nature, and course of late-life drinking problems.

Behavioral Treatment

To date, few treatment approaches have been evaluated for elderly sub-
stance abusers. Among these approaches is cognitive-behavioral skill training.
A follow-up study of older patients treated in the alcohol treatment program in
the Jackson Veterans Administration Hospital, which employed a social learn-
ing view of substance abuse, showed that many elderly responded positively
to this approach (Carstensen et al., 1985). In addition to medical attention, pa-
tients received alcohol education and counseling, which included training in
self-management and problem-solving skills. Structured interviews with pa-
tients and collaterals revealed that 50% of these male veterans (aged 65—70) had
successfully maintained abstinence for 2 to 3 years, with an additional 12% re-
porting significantly decreased intake.

The Gerontology Alcohol Project (GAP) in Florida is perhaps the most fre-
quently cited reference (Dupree et al., 1984) of behavioral treatment. This pilot
day treatment program involved intensive assessment of 48 late-onset alcohol
abusers (mean age 64) and a self-management treatment approach based on
functional analysis of drinking, skill acquisition, and reestablishment of social
support networks. Most of the subjects were either widowed, separated, or di-
vorced, with generally poor social networks. In a community center for the
aged, treatment using manuals was provided in a group format. Treatment con-
sisted of various modules (e.g., analysis of the antecedents and consequences of
drinking, self-management of high-risk situations, alcohol education, problem
solving, building a social support network). In the original report, 17 patients
chose abstinence and another 7 patients a treatment goal of limited, responsible
drinking. Program success was conservatively defined as not violating these
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goals throughout the 12-month follow-up, with those lost in follow-up consid-
ered failures. Nevertheless, the program was 74% successful. There also was
significant improvement in collateral ratings, community adjustment scores,
and size of the patients’ social networks. Of the few patients who slipped. none
returned to their earlier abusive drinking pattern.

These reports support use of cognitive-behavioral treatment. However, the
data are limited by the small sample sizes and by the problem of high treatment
dropout rates. Moreover, in these studies there was little emphasis on cognitive
intervention per se, although Glatz (1995) recently has suggested a method of
applying the cognitive treatment model (see also Beck, Wright, Newman, &
Liese, 1993) to the substance-abusing elderly.

Group Treatment

A second model that has been successfully employed with older substance
abusers is supportive, social group treatment (Atkinson, 1995). There are many
advantages of group treatment for this population, including counteracting feel-
ings of loneliness and isolation, peer modeling and support, and opportunities
to draw on the life experiences and leadership skills of the elderly. Lawson
(1989) succinctly states that an important resource for older persons is older
individuals themselves, and he discussed the need for therapists who gen-
uinely like working with this population. Such groups have been described as
positive and task oriented with the goal of making life more meaningful and en-
joyable. Psychosocial themes explored in these groups include accepting the
losses involved in aging, dealing with feelings of hopelessness and grief, con-
fronting and solving life problems, and reviewing one’s life or reminiscing.
Physical fitness and social activities also may be included.

Zimberg (1995) suggested, for example, dividing weekly 2-hour group ses-
sions into an informal socializing period with refreshments and a problem-solv-
ing time. While patients are told that they have a drinking problem that is
probably related to the difficulties they are having in life adjustment, this is
only one of the problem areas discussed. Zimberg has found that many elderly
alcoholics are more comfortable in senior-oriented programs, although some
may accept alcohol-specific treatment with the addition of such a psychosocial
group focusing on the stresses of aging. A small survey of recovering elderly pa-
tients (Johnson, 1989) indicated that group treatment, especially elder-specific
groups, was preferred by patients, who also made further recommendations to
use large print materials and allow ample time for seniors to complete sug-
gested projects. Such programs also may draw on community resources such as
needed social services (e.g., home health and meals-on-wheels).

Much of the evaluation data supporting this approach have arisen from
comparisons of elder-specific to mainstream treatment (Atkinson et al., 1993;
Kofoed et al., 1987). Kofoed and colleagues (1987) reported on a sample of el-
derly (aged 55 to 76 years) in terms of program completion, known relapses,
and successful treatment after relapses. The groups (containing 6 to 10 patients)
met weekly in the afternoon, used a slower pace, and emphasized socialization
and support versus confrontation. Sociotherapeutic processes included social
bonding, shared reminiscences, alcoholism-related information, and efforts to
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resolve life problems. Abstinence was the stated goal for all patients. Seven of
nine relapsing patients were successfully treated with only two patients drink-
ing at discharge. In a 5-year study of the same program, 117 (57%) of 205 VA pa-
tients completed 1 year of outpatient treatment; this presumably translated into
improved drinking status and psychological functioning (Atkinson et al., 1993).

Although these reports have a different focus (e.g., predicting treatment
compliance), the data have been used to support the use of such groups. More
outcome information is needed on the impact of social treatment groups on
other areas of life health besides drinking, and on comparisons with commu-
nity samples. It is not advantageous to mix severely dependent and alcohol
abusing patients who have different treatment perceptions and goals. Moreover,
as yet no studies have compared supportive social groups to cognitive behav-
ioral treatment (Atkinson, 1995).

Community Outreach

Community outreach programs are a third alternative for providing needed
services to patients who may be unable or reluctant to leave their home. Gra-
ham and colleagues (1995) have recently published a report of their experience
with the Community Older Persons Alcohol project in Toronto. This innova-
tive, holistic program provided individualized assistance to seniors so as to
maintain them in their homes and improve physical and emotional well-being
(including a reduction or elimination of alcohol or other drug dependence or
both). The intervention process included assessment, active treatment, and
maintenance phases. A problem-centered, nonconfrontational approach was
adopted using collaborative goal setting, counseling and other direct services,
and case management. Monitoring data were reported on 56 treated clients
(mean age 64). Most of the clients were drinking daily or nearly every day, al-
though maximum average consumption was relatively low (i.e., 38% drinking
five or more drinks per day). Use of psychoactive prescription drugs was high,
with frequent problems related to poor medication compliance, side effects,
and interactions with alcohol.

Overall, the investigators concluded that 40% of the clients showed im-
provement in both alcohol use and other life areas, with an additional 35%
showing improvement in one area or the other. Life areas most consistently re-
lated to the status of alcohol problems were personal hygiene, activities of daily
living, mental or cognitive health, and adequacy of diet. Also, physical health
was the most likely to covary with other life areas, and it declined with the
worsening of recent drinking status. Together the associations suggest a rela-
tionship between substance abuse and life areas related to maintaining clients
in the community. An informal follow-up found that about half of the subjects
maintained their gains after discharge. This thoughtfully conducted project ex-
ploring community outreach deserves careful reading and replication.

Family Treatment

Despite early discussion of the importance of family involvement (Dunlop,
Skorney, & Hamilton, 1982), a literature search yielded few studies specifically
evaluating family therapy for elderly substance abusers. Tabisz, Jacyk, Fuchs,
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and Grymonpre (1993) have described the Elders Health Program, an interven-
tion program for chemically dependent seniors based in the emergency depart-
ment of an acute-care hospital. About a third of the patients (65 years or older)
were assessed as having active enablers in their family or social-professional
networks, and this was particularly true of women in the sample. Although
having an active enabler was not associated with outcome, patients with active
enablers required greater intensity of effort. If spouses or families refused to co-
operate, the coordinator stopped the intervention. Approximately half of the
identified cases showed improvement after an individualized level of interven-
tion. Although the enabling concept and Johnson Institute model have become
widely accepted, there has been surprisingly little systematic research in this
area (Liepman, Nirenberg, & Begin, 1989). There is a need for evaluating various
models of working with family members whose older member continues to
drink abusively, as well as the effectiveness of marital and family treatment for
seniors (see O’Farrell, 1993).

Self-Help Groups

Elderly patients are frequently referred to Alcoholics Anonymous and
other 12-step recovery groups, which have continued to grow in popularity
(Weisner, Greenfield, & Room, 1995). In 1990, older men (age 50 or over) with
dependency symptoms were more likely to go to Alcoholics Anonymous (AA)
or a private physician than other types of treatment. Accompanying this growth
in AA has been the development of specialized AA groups for elderly alco-
holics in some communities (Zimberg, 1995). Although no research was found
addressing the effectiveness of AA with elderly patients, current literature sug-
gests the importance of preparing patients to affiliate with AA and matching se-
lected patients to an appropriate group (McCrady & Miller, 1993).

Patient-Treatment Matching

The concept of patient—treatment matching has become more accepted se-
lecting appropriate treatment. A study by Rice, Longabaugh, Beattie, and Noel
(1993) is apparently the first one to report a significant age-by-treatment interac-
tion. A mixed age group (18 to 76 years) of 229 patients was randomly assigned
to cognitive-behavioral treatment, relationship enhancement, or an occupational
focus condition. The percentage of abstinent and heavy drinking days was ex-
amined 3 to 6 months after treatment assignment. Although there were no over-
all differences between treatment conditions or defined age groups, the older
patients (50 years or greater) did significantly better with cognitive-behavioral
treatment as opposed to the occupational focus. The authors suggest that this
may have been due to the reduced social influence and/or support associated
with the workplace in later years. It seems reasonable to conclude that the effec-
tiveness of treatment will vary with the perceived importance and influence of
issues addressed at a particular stage in the life cycle. This speaks again to the
importance of tailoring treatment programs to the psychosocial stressors in-
volved in aging. Patient—treatment matching, however, also refers to the need to
address important clinical and psychosocial issues found in selected subgroups
of elderly patients (i.e., the medically ill, dually diagnosed, and women).
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Medically ill alcoholics are generally older, unable to work, retired, fre-
quently isolated or without family support, or combinations of these character-
istics, and more often present with multiple health concerns to medical
facilities. Frequently, they have refused referral to traditional treatment pro-
grams. Willenbring, Olson, Bielinski, and Lynch (1995) have described a dem-
onstration project in an outpatient primary care center to reach these patients
who have serious medical disorders, such as pancreatitis and liver disease. The
goal was to reduce alcohol-related morbidity through interventions that reduce
drinking and address psychosocial problems within the context of comprehen-
sive medical treatment and follow-up. As with other chronic diseases, partial
improvement and patient stabilization were seen as an acceptable goal in cases
where permanent abstinence (although more desirable) had not been attained.
Family and environmental interventions, asset management, and emergency
hospitalization were used with the assumption that such patients would re-
quire long-term treatment planning and outpatient care.

In an initial evaluation, 30 male veterans admitted into the program were
followed and their outcomes contrasted with a comparison group. Control pa-
tients met admission criteria but because of space limitations were treated else-
where in the medical center; they were all offered but declined conventional
alcoholism treatment. The mean age of the clinic patients was 61.5 years. For
patients in the program, clinic visits significantly increased and hospitalization
days declined. Moreover, there was less mortality (3%) relative to controls
(31%) at a 13-month follow-up. In recognizing that patients continue to die
from medical complications of alcohol dependence, these investigators chal-
lenged the field to consider what alternative but caring treatments might be pro-
vided to this difficult subgroup of elderly patients.

Those older persons who have comorbid psychiatric or organic disorders
or both also pose a significant problem. The drinker whose cognitive or psychi-
atric problems appear to contribute to abusive drinking was one of three patient
types discussed in Graham and colleagues’ (1995) typology of clients in the
Community Older Persons Alcohol project. Preexisting psychiatric disorder or
intermittent cognitive problems interfered with their understanding of the need
to control their drinking, often resulting in bizarre behavior and neglect of self-
care. Stabilizing psychiatric treatment, increasing compliance with medicines,
and dealing with the life sequelae of the person’s drinking problem became the
focus. Speer, O’Sullivan, and Schonfeld (1991) have discussed policy and plan-
ning issues that must be addressed as such patients increasingly enter the pub-
lic mental health system.

Moos and colleagues (1993) found that such dually diagnosed older per-
sons required more inpatient care as well as outpatient treatment after dis-
charge and had higher 4-year readmission rates. Canter and Koretzky (1989)
also reported that organically impaired older alcoholics were less likely to ben-
efit from standard treatment and required a modified treatment approach. They
suggested greater emphasis on stress reduction, with an individualized didac-
tic approach to teaching about the physical and social impact of drinking. Also,
there is a need to take into account the possible information-processing deficits
of these patients, and evaluate the possible role of cognitive rehabilitation.

Finally, the distinct needs of older women with substance abuse problems
deserve mention. Knowledge about women with substance abuse problems has
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proliferated with an increase in specialized treatment services (Galanter, 1995;
E. S. Gomberg & Nirenberg, 1993; Szwabo, 1993). As discussed above, elderly
women in treatment report more drinking problems among family members,
have a later age of onset and shorter duration of alcohol abuse, report more de-
pressive feelings, and are much more likely to be using prescribed tranquiliz-
ers in addition to alcohol (E. S. L. Gomberg, 1995b). Although it is not clear
whether these patients are best provided services in treatment centers for
women or specialized programs for the elderly, all treatment should be sensi-
tive to gender issues.

Prevention

The need for research on health promotion and alcohol problem prevention
among elderly persons is now just emerging as a national health care priority
(Abdellah, 1988; Gilford, 1988; Noel & McCrady, 1984; Office of Technology As-
sessment, 1985). As a result, there have been few alcohol prevention studies tar-
geted specifically toward older persons (Institute of Medicine, 1989; National
Institute on Alcohol Abuse and Alcoholism, 1990). Existing studies focus on
clinical samples of elderly alcoholics or problem drinkers to assess the need for
or the differential impact of tertiary care, or both, or involve efforts to increase
early detection (Beresford, Blow, Brower, Adams, & Hall, 1988; F. Blow, 1990;
Curtis, Geller, Stokes, Levine, & Moore, 1989; Janik & Dunham, 1983; Kofoed et
al., 1987). Evaluative studies of health promotion and disease prevention pro-
grams with older persons drawn from other fields, however, generally provide
evidence that health promotion education programs are usually well received by
the elderly, and can lead to substantial improvements in health knowledge,
skills performance, increased efforts to improve life-style, and improvements in
the quality of life (Hersey, Glass, & Crocker, 1984; Nelson et al., 1984).

As a group, older persons are very concerned with their health. Those aged
65 or over demonstrate greater compliance with many (but not all) recom-
mended health behaviors (German, 1978; National Center for Health Statistics,
1986) and typically perceive those behaviors to be more efficacious than do per-
sons under age 65 (Bausell, 1986; Nelson et al., 1984). Paradoxically, although
older adults may be among the most health conscious, they also appear to be
most in need of health information. Data from the 1985 Disease Prevention
Health Promotion supplement to the National Health Interview survey indicate
that persons aged 65 or over have the highest rates of “do not know/no opinion”
responses to information items regarding the health effects of smoking, alcohol
use, exercise, dietary, and dental behavior (National Center for Health Statistics,
1986). For example, at least 33% to 50% of all persons aged 65 or over re-
sponded “do not know” or “no opinion” to questions assessing knowledge of
the association between alcohol consumption and the risk of throat, bladder
or mouth cancer, arthritis, and blood clots. Such lack of information can be
addressed through prevention initiatives focused on health promotion and
health education.

Hospitals are an important community site for health promotion for older
persons. Since 1979, the House of Delegates of the American Hospital Associa-
tion has encouraged hospitals to identify target areas and population groups for
hospital-based health promotion and disease prevention programs (American
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Hospital Association, 1979), and older persons are among the most frequent tar-
get populations of these efforts. Studies suggest that more than 40% of hospitals
have a health promotion program for older patients and their families (Longe,
1986). In addition to the enhanced availability of target populations, the hospi-
tal setting provides many unique opportunities for the identification, interven-
tion, and prevention of alcohol problems (Babor, Ritson, & Hodgson, 1986;
Institute of Medicine, 1990). Researchers consistently point to the general hos-
pital as one of the best sites in which to identify and conduct alcohol problem
prevention activities with at-risk elderly drinkers (Babor et al., 1986; F. Blow,
1990; Brody, 1982). The hospital affords an opportunity to intervene with a cap-
tive population, who may be especially receptive to health promotion and prob-
lem prevention initiatives (Nutting, 1986). Techniques for screening and
intervention have shown that the implementation of such programs is feasible
and well accepted by general hospital patients (Lewis & Gordon, 1983). Further,
the infrastructure of many hospitals already supports staff members who regu-
larly conduct preventive interventions.

SUMMARY

The number of older persons in our communities will continue to grow over
the next three decades. While available statistics as to prevalence of substance
abuse among older individuals are only estimates, it is clear that older persons
are not immune to this problem. In fact, due to biological and psychosocial char-
acteristics, many older adults may be prone to developing substance abuse. Al-
though it has been stated for years that elderly substance abusers (and for that
matter many other special groups) require at least some degree of specialized
care, to date the outcome data are lacking. However, interest in the elderly is evi-
dent and specialized programs may yet increase in number. There clearly is a
need to develop a variety of intervention and treatment services for elderly pa-
tients with substance use or abuse problems, in keeping with their unique
biopsychosocial factors and specific circumstances. Descriptive studies on this
population should now give way to those testing specific treatments. The inter-
ventions and settings that work best for particular segments of the elderly popu-
lation should be explored. The general finding that older patients in treatment
do at least as well as younger patients (Atkinson, 1995), given the early stage of
development of such programming, suggests that a great many more older per-
sons with substance abuse difficulties can be effectively helped.

REFERENCES

Abdellah, F. G. (1988). Surgeon General’s workshop on health promotion and aging: Proceedings.
Department of Health and Human Services, U.S. Public Health Service, March 20-23.

Abrams, R. C., & Alexopoulous, G. S. (1988). Substance abuse in the elderly: Over-the-counter and
illegal drugs. Hospital and Community Psychiatry, 39, 822-829.

Adams, W. L., Garry, P. J., Rhyne, R., Hunt, W. C., & Goodwin, J. S. (1990). Alcohol intake in the
healthy elderly: Changes with age in a cross-sectional and longitudinal study. Journal of the
American Geriatric Society, 38, 211-216.



Substance Abuse Disorders 167

Alexander, F., & Duff, R. W. (1988). Social interaction and alcohol use in retirement communities.
Gerontologist, 28, 632—636.

American Hospital Association. (1979). The hospital’s responsibility for health promotion. Policy
statement from the American Hospital Association House of Delegates, Chicago.

American Medical Association. (1995). Alcoholism in the elderly: Diagnosis, treatment, prevention:
Guidelines for primary care physicians. Chicago: Author.

American Psychiatric Association. (1994). Diagnostic and statistical manual of mental disorders
(4th ed.). Washington, DC: Author.

Annual Medical Examiner Data 1993. (1995). Data from the Drug Abuse Warning Network (DAWN),
Series 1, No. 13B (DHHS Publication No. (SMA) 95-3019). Rockville, MD: U.S. Department of
Health and Human Services.

Atkinson, R. M. (1984). Alcohol and drug abuse in old age. Washington, DC: American Psychiatric
Press.

Atkinson, R. M. (1990). Aging and alcohol use disorders: Diagnostic issues in the elderly. Interna-
tional Psychogeriatrics, 2, 55-72.

Atkinson, R. M. (1995). Treatment programs for aging alcoholics. In T. P. Beresford & E. Gomberg
(Eds.), Alcohol and aging (pp. 186—-210). New York: Oxford University Press.

Atkinson, R. M., Turner, J. A., Kofoed, L. L., & Tolson, R. L. (1985). Early versus late onset alco-
holism in older persons: Preliminary findings. Alcoholism: Clinical and Experimental Re-
search, 9, 513-515.

Atkinson, R. M., Tolson. R. L., & Turner, J. A. (1990). Late versus early onset problem drinking in
older men. Alcoholism: Clinical and Experimental Research, 14, 574-579.

Atkinson, R. M., Tolson, R. L., & Turner, J. A. (1993). Factors affecting outpatient treatment compli-
ance of older male problem drinkers. Journal of Studies on Alcohol, 54, 102-106.

Azrin, N. H., Sisson, R. W., Meyers, R., & Godley, M. (1982). Alcoholism treatment by disulfiram
and community reinforcement therapy. Journal of Behavior Therapy and Experimental Psy-
chiatry, 13, 105-112.

Babor, T. F., Ritson, E. B., & Hodgson, R. J. (1986). Alcohol-related problems in the primary health
care setting: A review of early intervention strategies. British Journal of Addiction, 81, 23—46.

Babor, T. F,, Stevens, R. S., & Marlatt, G. A. (1987). Verbal report methods in clinical research on al-
coholism: Response bias and its minimization. Journal of Studies on Alcohol, 48, 410—424.

Bailey, M. P., Haberman, P. W., & Alksne, H. (1965). The epidemiology of alcoholism in an urban
residential area. Quarterly Journal of Studies on Alcohol, 26, 19-40.

Bausell, R. B. (1986). Health-seeking behavior among the elderly. Gerontologist, 26, 556.

Beck, A. T., Wright, F. D., Newman, C. F,, & Liese, B. S. (1993). Cognitive therapy of substance abuse.
New York: Guilford.

Beresford, T. P., & Gomberg, E. S. L. (1995). Alcohol and aging. New York: Oxford University Press.

Beresford, T. P., Blow, F. C., Brower, K. J., Adams, K. M., & Hall, R. C. (1988). Psychosomatics, 29,
61-72.

Berman, B. A., & Gritz, E. R. (1993). Women and smoking: Toward the year 2000. In E. S. Lisansky-
Gomberg & T. D. Nirenberg (Eds.), Women and substance abuse (p.p. 258—285), Norwood, NJ:
Ablex.

Blow, F. (1990, April 6). Screening for elderly alcohol problems. Paper presented at Aging in the
1990s Alcohol and Other Drug Abuse Conference, Western Michigan University, Novi, MI.

Blow, F. C., Brower, K. J., Schulenberg, J. E., Demo-Dananberg, L. M., Young, K. J., & Beresford, T. P.
(1992). The Michigan alcoholism screening test. Geriatric version (MAST-G): A new elderly-
specific screening instrument [Abstract]. Alcoholism Clinical & Experimental Research, 16
(2), 105, 372.

Brennan, P. L., & Moos, R. H. (1991). Functioning, life context, and help-seeking among late-onset
problem drinkers: Comparisons with nonproblem and early-onset problem drinkers. British
Journal of Addiction, 86, 1139-1150.

Brennan, P. L., & Moos, R. H. (1995). Life context, coping responses, and adaptive outcomes: A
stress and coping perspective on late-life problem drinking. In T. P. Beresford & E. Gomberg
(Eds.), Alcohol and aging (pp. 230-248). New York: Oxford University Press.

Brennan, P. L., Moos, R. H., & Mertens, J. R. (1994). Personal and environmental risk factors as pre-
dictors of alcohol use, depression, and treatment seeking: A longitudinal analysis of late-life
problem drinkers. Journal of Substance Abuse, 6, 191-208.



168 Ted D. Nirenberg et al.

Brody, J. A. (1982). Aging and alcohol abuse. Journal of the American Geriatrics Society, 30, 123—126.

Brower, K. J., Mudd, S., Blow, F. C., Young, J. P., & Hall, E. M. (1994). Severity and treatment of al-
cohol withdrawal in elderly versus younger patients. Alcoholism: Clinical and Experimental
Research, 18, 196-201.

Canter, W. A., & Koretzky, M. B. (1989). Treatment of geriatric alcoholics. Clinical Gerontologist, 9,
67-70.

Carp, F. M. (1989). Maximizing data quality in community studies of older people. In M. P. Lawton
& A. R. Regula (Eds.)., Special research methods for gerontology. Amityville, NY: Baywood.

Carstensen, L. L., Rychtarik, R. G., & Prue, D. M. (1985). Behavioral treatment of the geriatric alco-
hol abuser: A long term follow-up study. Addictive Behaviors, 10, 307-311.

Curtis, J. R., Geller, G., Stokes, E. ., Levine, D. M., & Moore, R. D. (1989). Characteristics, diagnosis,
and treatment of alcoholism in elderly patients. Journal of the American Geriatric Society, 37,
310-316.

DeHart, S. S., & Hoffman, N. G. (1995). Screening and diagnosis of “alcohol abuse and dependence”
in older adults. The International Journal of the Addictions, 30, 1717-1747.

Des]Jarlais, D. C., Joseph, H., & Courtwright, D. (1985). Old age and addiction: A study of elderly pa-
tients in methadone maintenance treatment. In E. Gottheil, K. A. Druley, T. E. Skoloda, &
H. M. Waxman (Eds.)., The combined problems of alcoholism, drug addiction, and aging (pp.
201-209). Springfield, IL: Thomas.

Douglas, R. L. (1984). Aging and alcohol problems: Opportunities for socioepidemiological re-
search. In M. Galanter (Ed.), Recent developments in alcoholism (Vol. 2, pp. 251-266). New
York: Plenum.

Dunham, R. G. (1981). Aging and changing patterns of alcohol use. Journal of Psychoactive Drugs,
13, 143-151.

Dunlop, J., Skorney, B., & Hamilton, J. (1982). Group treatment for elderly alcoholics and their fam-
ilies. Social Work in Groups, 5, 87-92.

Dupree, L. W., Broskowski, H., & Schonfeld, L. (1984). The gerontology alcohol project: A behav-
ioral treatment program for elderly alcohol abusers. Gerontologist, 24, 510-5186.

Eaton, W. W., Kramer, M., & Anthony, J. C. (1989). The incidence of specific DIS/DSM-III mental dis-
orders: Data from the N.I.M.H. Epidemiologic Catchment Area Program. Acta Psychiatrica
Scandinavia, 79, 163-178.

Epstein, L. J., Mills, C., & Simon, A. (1970). Antisocial behavior of the elderly. Comprehensive Psy-
chiatry, 11, 36—42.

Ewing, J. A. (1984). Detecting alcoholism: the CAGE questionnaire. Journal of the American Med-
ical Association, 252, 1905-1907.

Fillmore, K. M. (1987). Prevalence, incidence, and chronicity of drinking patterns and problems
among men as a function of age: A longitudinal and cohort analysis. British Journal of Addic-
tion, 82, 77-83.

Fillmore, K. M., Hartka, E., Johnstone, B. M., Leino, E. V., Motoyoshi, M., & Temple, M. T. (1991). A
meta-analysis of life course variation in drinking. British Journal of Addiction, 86, 1221-1268.

Finlayson, R. E., Hurt, R. D., Davis, N. J., & Morse, R. M. (1988). Alcoholism in elderly persons: A
study of the psychiatric and psychosocial features of 216 inpatients. Mayo Clinic Proceedings,
63, 761-768.

Finney, J. W., & Moos, R. H. (1995). Entering treatment for alcohol abuse: A stress and coping per-
spective. Addiction, 90, 1223-1240.

Finney, J. W., Moos, R. H., & Brennan, P. L. (1991). The drinking problems index: A measure
to assess alcohol-related problems among older adults. Journal of Substance Abuse, 3,
395-404.

Fogel, B. S., Furino, A., & Gottlieb, G. L. (1990). Mental health policy for older Americans: Protect-
ing minds at risk. Washington, DC: American Psychiatric Press.

Galanter, M. (1995). Recent developments in alcoholism: Alcoholism in women (Vol. 12). New York:
Plenum.

Gambert, S. R. (1992). Substance abuse in the elderly. In J. H. Lowinson, P. Ruiz, & R. B. Millman
(Eds.), Substance abuse: A comprehensive textbook (2nd ed., pp. 843-851). Baltimore:
Williams & Wilkins.

German, P. (1978). The elderly: A target group highly accessible to health education. International
Journal of Health Education, 21, 267~272.



Substance Abuse Disorders 169

Gilford, D. M. (1988). The aging population in the twenty-first century: Statistics for health policy.
Committee on National Statistics, Commission on Behavioral and Social Sciences and Edu-
cation, National Research Council. Washington, DC: National Academy Press.

Glatz, M. D. (1995). Cognitive therapy with elderly alcoholics. In T. P. Beresford & E. Gomberg
(Eds.), Alcohol and aging (pp. 211-229). New York: Oxford University Press.

Glynn, R. L., Bouchard, G. R., LoCastro, . S., & Laird, N. M. (1985). Aging and generational effects
on drinking behaviors in men: Results from the Normative Aging Study. American Journal of
Public Health, 75, 1413-1419.

Gomberg, E. S., & Nirenberg, T. D. (Eds.). (1993). Women and substance abuse. Norwood, NJ: Ablex.

Gomberg, E. S. L. (1982). Alcohol use and alcohol problems among the elderly. Alcohol and Health
Monograph 4 (NIAAA DHHS Publication No. (ADM) 82-1193). Special population issues (pp.
263-290). Rockville, MD: U.S. Department of Health and Human Services.

Gomberg, E. S. L. (1987). Drug and alcohol problems of elderly persons. In T. D. Nirenberg & S. A.
Maisto (Eds.), Developments in the assessment and treatment of addictive behaviors (pp.
319-337). Norwood, NJ: Ablex.

Gomberg, E. S. L. (1990). Drugs, alcohol, and aging. In L. T. Kozlowski, H. M. Annis, H. D. Cap-
pell, F. B. Glaser, E. M. Sellers, M. S. Goodstodt, Y. Israel, H. Kalatant, & E. R. Vingilis
(Eds.), Research advances in alcohol and drug problems (Vol. 10, pp. 171-213). New York:
Plenum.

Gomberg, E. S. L. (1992). Medication problems and drug abuse. In F. J. Turner (Ed.), Mental health
and the elderly (pp. 355-374). New York: Free Press.

Gomberg, E. S. L. (1995a). Older alcoholics: Entry into treatment. In T. P. Beresford & E. Gomberg
(Eds.), Alcohol and aging (pp. 169-185). New York: Oxford University Press.

Gomberg, E. S. L. (1995b). Older women and alcohol: Use and abuse. In M. Galanter (Ed.), Recent
developments in alcoholism (Vol. 12, pp. 61-79). New York: Plenum.

Gomberg, E. S. L., & Nelson, B. W. (1995). Black and white older men: Alcohol use and abuse. In
T. P. Beresford & E. S. L. Gomberg (Eds.), Alcohol and aging (pp. 307-323). New York: Oxford
University Press.

Gomberg, E. S. L., Hsieh, G., & Adams, K. M. (1990). Patterns of drug use in a general medical care
clinic for veterans. A pilot study. In B. B. Wilford (Ed.), Balancing the response to prescription
drug use (pp. 119-132). Chicago: American Medical Association.

Gordon, T., & Kannel, W. B. (1983). Drinking and its relation to smoking, blood pressure, blood
lipids, and uric acid. Archives of Internal Medicine, 146, 262—265.

Gorelick, D. A. (1993). Pharmacological treatment. In M. Galanter (Ed.), Recent developments in al-
coholism (Vol. 11, pp. 413-427). New York: Plenum.

Graham, K. (1984). Identifying and measuring alcohol abuse among the elderly: Serious problems
with existing instrumentation. Journal of Studies on Alcohol, 47, 253-262.

Graham, K., Saunders, S. J., Flower, M. C., Timney, C. B., White-Campbell, M., & Pietropaolo, A. Z.
(1995). Addictions treatment for older adults: Evaluation of an innovative client-centered ap-
proach. New York: Haworth.

Helzer, . E., Burnham, A., & McEvoy, L. T. (1991). Alcohol use and dependence. In L. N. Robins &
D. A. Regier (Eds.), Psychiatric disorders in America: The epidemiologic catchment area study
(pp. 81-115). New York: Macmillan.

Hersey, J. C., Glass, L. I., & Crocker, P. (1984). Aging and health promotion behavior: Marketing
research for public education. Final report prepared under contract number DDS/OASH
282-83-105. Rockville, MD: U.S. Department of Health and Human Services.

Huffine, C., Folkman, S., & Lazarus, R. S. (1989). Psychoactive drugs, alcohol, and stress and cop-
ing processes in older adults. American Journal of Drug and Alcohol Abuse, 15, 101.

Hurt, R. D,, Finlayson, R. E., & Morse, R. M. (1988). Alcoholism and elderly persons: Medical as-
pects and prognosis of 216 patients. Mayo Clinic Proceedings, 63, 753-760.

Institute of Medicine. (1989). Prevention and treatment of alcohol problems: Research opportuni-
ties. Report of a study by a Committee of the IOM, Division of Mental Health and Behavioral
Medicine. Washington, DC: National Academy Press.

Institute of Medicine. (1990). Broadening the base of treatment for alcohol problems. Washington,
DC: National Academy Press.

Janik, S. W., & Dunham, R. G. (1983). A nationwide examination of the need for specific alcoholism
treatment programs for the elderly. Journal of Studies on Alcohol, 44, 307-317.



170 Ted D. Nirenberg et al.

Jennison, K. M. (1992). The impact of stressful life events and social support on drinking among
older adults: A general population survey. International Journal of Aging and Human Devel-
opment, 35, 99-123.

Johnson, L. K. (1989). How to diagnose and treat chemical dependency in the elderly. Journal of
Gerontological Nursing, 15, 22-26.

Jones, T. V., Lindsey, B. A., Yount, P., Soltys, R., & Farani-Enayat, B. (1993). Alcoholism screening
questionnaires: Are they valid in elderly medical outpatients? Journal of General Internal
Medicine, 8, 674-678.

King, C. J., Van Hasselt, V. B., Segal, D. L., & Hersen, M. (1994). Diagnosis and assessment of sub-
stance abuse in older adults: Current strategies and issues. Addictive Behaviors, 19, 41-55.

Kleber, H. D. (1990). The nosology of abuse and dependence. Journal of Psychiatric Research, 24,
(Suppl. 2), 57-64.

Kofoed, L. L., Tolson, R. L., Atkinson, R. M., Toth, R. L., & Turner, J. A. (1987). Treatment compli-
ance of older alcoholics: An elder-specific approach is superior to “mainstreaming.” Journal
of Studies on Alcohol, 48, 47-51.

Kopelman, M. D. (1995). The Korsakoff syndrome. British Journal of Psychiatry, 166, 154—173.

Krashner, T. M., Rodell, D. E., Ogden, S. R., Guggenheim, F. G., & Karson, C. N. (1992). Outcomes
and costs of two VA inpatient treatment programs for older alcoholic patients. Hospital and
Community Psychiatry, 43, 985-989.

Krause, N. (1995). Stress, alcohol use, and depressive symptoms in later life. Gerontologist, 35,
296-307.

Laforge, R. G., Nirenberg, T. D., Lewis, D.C., & Murphy, J. B. (1993). Problem drinking, gender, and stress-
ful life events among hospitalized elderly drinkers. Behavior, Health, and Aging, 3, 129-138.
Lawson, A. W. (1989). Substance abuse problems of the elderly: Considerations for treatment and
prevention. In G. W. Lawson & A. W. Lawson (Eds.), Alcoholism and substance abuse in spe-

cial populations (pp. 95-113). Gaithersburg, MD: Aspen.

Lewis, D.C. (1995, October 2-5). Training about alcohol and substance abuse for all primary care
physicians. Proceedings of conference, Phoenix, AZ. New York: Josiah Macy, Jr. Foundation.

Lewis, D.C., & Gordon, A. J. (1983). Alcoholism and the general hospital: The Roger Williams Inter-
vention Program. Bulletin—New York Academy of Medicine, 59, 181-197.

Liepman, M. R., Nirenberg, T. D., & Begin, A.M. (1989). Evaluation of a program designed to help
family and significant others to motivate resistant alcoholics into recovery. American Journal
of Drug and Alcohol Abuse, 15, 209-221.

Longe, M. E. (1986). Elderly hospitalization programs. In K. Dychtwald (Ed.), Wellness and health
promotion for the elderly. Rockville, MD: Aspen Systems.

McCrady, B. S., & Miller, W. R. (1993). Research on alcoholics anonymous. Piscataway, NJ: Rutgers
Center of Alcohol Studies.

Michigan Department of Public Health. (1994). Substance abuse services for older adults (OA
089/10M8-84/NONOG). Lansing, MI: Author.

Miller, N. S., Belkin, B. M., & Gold, M. S. (1991). Alcohol and drug dependence among the elderly:
Epidemiology, diagnosis, and treatment. Comprehensive Psychiatry, 32, 153-165.

Molgard, C.A., Nakamura, C. N., Stanford, E. P., Peddecord, K. M., & Morton, D. J. (1990). Prevalence
of alcohol consumption among older persons. Journal of Community Health, 15, 239-251.

Moos, R. H., Mertens, J. R., & Brennan, P. L. (1993). Patterns of diagnosis and treatment among
late-middle-aged and older substance abuse patients. Journal of Studies on Alcohol, 54,
479-487.

Moos, R. H., Mertens, J. R., & Brennan, P. L. (1994). Rates and predictors of four-year readmission
among late-middle-aged and older substance abuse patients. Journal of Studies on Alcohol,
55, 561-570.

National Center for Health Statistics. (1986). Health promotion data for the 1990 objective: Esti-
mates from the National Health Interview Survey of Health Promotion and Disease Preven-
tion: United States, 1985, Advance Data from Vital and Health Statistics, No. 126 (DHHS
Publication No. (PHS) 86-1250). Hyattsville, MD: U.S. Public Health Service.

National Institute on Alcohol Abuse and Alcoholism. (1990). Alcohol and health: Seventh special
report to the U.S. Congress. Rockville, MD: Public Health Service, U.S. Department of Health

and Human Services.



Substance Abuse Disorders 171

Nelson, E., McHugo, G., Schnurr, P, Devito, C., Roberts, E., Simmons, ., & Zubkoff, W. (1984). Med-
ical self-care education for elders: A controlled trial to evaluate impact. American Journal of
Public Health, 74, 1357-1363.

Nirenberg, T. D., & Maisto, S. A. (1990). The relationship between assessment and alcohol treat-
ment. The International Journal of the Addictions, 25, 1275-1285.

Noel, N. E., & McCrady, B. S. (1984). Target populations for alcohol abuse prevention. In P. M. Miller
& T. D. Nirenberg (Eds.), Prevention of alcohol abuse (pp. 55-96). New York: Plenum.

Nutting, P. A. (1986). Health promotion in primary care: Problems and potential. Preventive Medi-
cine, 15, 537-548.

O’Farrell, T. J. (1993). Treating alcohol problems: Marital and family interventions. New York: Guilford.

Office of Technology Assessment. (1985). Technology and aging in America (OTA-B-A-264). Wash-
ington, DC: U.S. Government Printing Office.

Paganini-Hill, A., Ross, R. K., & Henderson, B. E. (1986). Prevalence of chronic disease and health
practices in a retirement community. Journal of Chronic Diseases, 39, 699-707.

Prentice, R. (1979). Patterns of psychotherapeutic drugs use among the elderly. In The aging process
and psychoactive drug use (pp. 17-41). National Institute of Drug Abuse. Washington, DC:
U.S. Government Printing Office.

Rice, C., Longabaugh, R., Beattie, M., & Noel, N. (1993). Age group differences in response to treat-
ment for problematic alcohol use. Addiction, 88, 1369-1375.

Rosin, A.J., & Glatt, M. M. (1971). Alcohol excess in the elderly. Quarterly Journal of Studies on Al-
cohol, 32, 53-59.

Rubington, E. (1982). The chronic drunkenness offender on Skid Row. In E. S. L. Gomberg, H. R.
White, & J. A. Carpenter (Eds.), Alcohol, science and society revisited (pp. 322—336). Ann Ar-
bor: University of Michigan Press.

Schonfeld, L., & Dupree, L. W. (1991). Antecedents of drinking for early- and late-onset elderly al-
cohol abusers. Journal of Studies on Alcohol, 52, 587 592.

Schutte, K. K., Brennan, P. L., & Moos, R. H. (1994). Remission of late-life drinking problems: A four
year follow-up. Alcoholism: Clinical and Experimental Research, 18, 835-844.

Sellers, E. M., Frecker, R. C., & Romach, M. L. (1982). Drug metabolism in the elderly: Confounding
of age, smoking and ethanol effects. Substudy 1219. Toronto, Ontario, Canada: Addiction Re-
search Foundation.

Selzer, M. L. (1971). The Michigan Alcoholism Test: The quest for a new diagnostic instrument.
American Journal of Psychiatry, 127, 1653—1658.

Sobell, L. C., Sobell, M. B., & Nirenberg, T. D. (1988). Behavioral assessment and treatment planning
with alcohol and drug abusers: A review with an emphasis on clinical application. Clinical
Psychology Review, 8, 19-54.

Solomon, K., Manepalli, J., Ireland, G. A., & Mahon, G. M. (1993). Alcoholism and prescription drug
abuse in the elderly: St. Louis University grand rounds. Journal of the American Geriatric So-
ciety, 41, 57—69.

Speer, D. C., O’Sullivan, M., & Schonfeld, L. (1991). Dual diagnosis among older adults: A new ar-
ray of policy and planning problems. Journal of Mental Health Administration, 18, 43-50.

Szwabo, P. A. (1993). Substance abuse in older women. Clinics in Geriatric Medicine, 9, 197—-208.

Tabisz, E. M., Jacyk, W. R., Fuchs, D., & Grymonpre, R. (1993). Chemical dependency in the elderly:
The enabling factor. Canadian Journal on Aging, 12, 78-88.

Tucker, J. A., Gavornik, M. G., Vuchinich, R. E., Rudd, E. J., & Harris, C. V. (1989). Predicting the
drinking behavior of older adults from questionnaire measures of alcohol consumption. Ad-
dictive Behaviors, 14, 655-658.

Victor, M., Adams, R. A., & Collins, G. H. (1989). The Wernicke-Korsakoff syndrome and related
disorders due to alcoholism and malnutrition, Philadelphia: Davis.

Wartenberg, A. A., & Nirenberg, T. D. (1995). Alcohol and other drug abuse in older patients. In W.
Reichel (Ed.), Care of the elderly: Clinical aspects of aging (4th ed., pp. 133—-141). Baltimore:
Williams & Wilkins.

Weisner, C., Greenfield, T., & Room, R. (1995). Trends in the treatment of alcohol problems in the
U.S. general population, 1979-1990. American Journal of Public Health, 85, 55-60.

Welte, J. W., & Mirand, A. L. (1993). Drinking, problem drinking, and life stressors in the elderly
general population. Journal of Studies on Alcohol, 56, 67-73.



172 Ted D. Nirenberg et al.

Werch, C. (1989). Quantity-frequency and diary measures of alcohol consumption for elderly
drinkers. International Journal of the Addictions, 24, 859-865.

Willenbring, M. L., Christensen, K. J., Spring, W. D., & Rasmussen, R. (1987). Alcoholism screening
in the elderly. Journal of the American Geriatric Society, 35, 864—869.

Willenbring, M. L., Olson, D., Bielinski, J., & Lynch, J. (1995). Treatment of medically ill alcoholics
in the primary-care setting. In T. P. Beresford & E. Gomberg (Eds.), Alcohol and aging (pp.
249-262). New York: Oxford University Press.

Zimberg, S. (1974). Two types of problem drinkers. Geriatrics, 29, 135-139.

Zimberg, S. (1995). The elderly. In A. M. Washton (Ed.), Psychotherapy and substance abuse (pp.
413-427). New York: Guilford.



CHAPTER 9

Schizophrenia

STEPHEN J. BARTELS, KiM T. MUESER,
AND KEITH M. MILES

INTRODUCTION

Overview

Schizophrenia is a severe and frequently debilitating illness that affects one
percent of the population (Gurland & Cross, 1982). Not surprisingly, there is a
substantial literature of the phenomenology, course, biology, and treatment of
schizophrenia in young adults. However, there is a remarkable lack of data on
this disorder in late life. In this chapter we provide an overview of the clinical
features of schizophrenia and aging. First, we will discuss changing views on
the onset and outcome of schizophrenia, including features of early- and late-
onset schizophrenia in the elderly. Next, we will discuss factors that appear to
be important in the long-term outcome of schizophrenia, including the role of
age cohorts, family resources, antipsychotic medication, and medical comor-
bidity. Finally, we will outline the elements of a strategy for the treatment of
schizophrenia in the elderly based on the application of a comprehensive
biopsychosocial model.

A Changing View of Schizophrenia

Early views of schizophrenia maintained that the disorder always began in
young adulthood and inevitably resulted in a progressive deterioration of func-
tion, thinking, and cognition. The term “dementia praecox” was introduced by
Kraepelin (1919/1971) to describe this characteristic course and outcome of the
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disorder. However, his early view of schizophrenia has been replaced by a more
optimistic and dynamic understanding of the disorder as the result of longitu-
dinal research on schizophrenia and recent studies on schizophrenia in late
life. Among the five studies of the long-term course of schizophrenia, the pre-
ponderance of the data suggests a remarkably favorable outcome over time,
with 46% to 68% substantially improved, including 18% to 22% experiencing
global recovery (Bleuler, 1974; Ciompi, 1980; Harding, Brooks, Ashigawa,
Strauss, & Breier, 1987a,b; Huber, Cross, Schuttler, & Linz, 1989; M. Tsuang &
Winokur, 1975). However, these studies fail to provide definitive data on the
outcome of schizophrenia in old age, and they do not all agree that improve-
ment occurs in all areas of functioning. For example, these studies have been
widely interpreted to suggest a benign long-term outcome for most older indi-
viduals with schizophrenia, yet in four of the five studies the majority of pa-
tients were less than 65 years of age at follow-up. Furthermore, consensus is
lacking on functional outcomes. For example, two of the five studies reported
that social functioning was fair to poor for two thirds of the patients at follow-
up (Ciompi 1980; M. Tsuang & Winokur, 1975). In general, however, these data
indicate a historical shift to a more optimistic view of the long-term outcome
of schizophrenia.

Views of treatment and systems for care for those with schizophrenia have
also changed. Traditional institutional care models have been replaced by a dif-
ferent model of care emphasizing community treatment, with greater promise
of normalized life functioning. Advances in mental health treatment and gen-
eral medical care have resulted in more individuals with schizophrenia surviv-
ing into old age than before (Moak, 1996). However, this shift in the locus of
treatment from institutional settings to the community has largely focused on
younger adults and has included innovations in vocational rehabilitation, treat-
ment of comorbid substance abuse, and the development of assertive case man-
agement teams. Despite advances in treatment of these disorders, service
models specifically designed for the older adult with severe and persistent
mental illness are still lacking (Light & Lebowitz, 1991). In this context, the cur-
rent growth in the number of elderly persons with schizophrenia will present a
major challenge to the health care system and society.

AGE AND THE ONSET OF SCHIZOPHRENIA

While onset of schizophrenia usually occurs in late adolescence or early
adulthood, recent findings show that the disorder can begin in middle age and,
less commonly, in old age. In a review of eight studies of late-onset schizophre-
nia, Harris and Jeste (1988) estimated that almost one quarter (23%) of patients
with schizophrenia have onset of their disorder after age 40, including 13% be-
tween ages 40 and 50, 7% between the ages 50 and 60, and 3% after the age of
60. In a separate report of a 20-year study of first diagnosis of psychiatric disor-
ders in the community in Camberwell catchment area of London, England, D.
Castle, Wessely, Der, and Murray (1991) reported that 28% of patients with
schizophrenia had an onset of the illness after age 44, and 12% after age 64.
Overall, the annual incidence rate for late-onset schizophrenia was 12.6 per
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100,000, approximately half of that for those aged 16 to 25. Differences in age of
onset appear to relate to clinical features of schizophrenia, resulting in descrip-
tive subtypes of schizophrenia in the elderly.

Based on age of onset, two broad groups of older adults with schizophrenia
have been described with overlapping but different symptom profiles. One
group of older individuals developed schizophrenia as young adults; they have
early-onset schizophrenia (EOS). This group first became ill at an early age and
continues to have symptoms of schizophrenia in old age. A second group, with
late-onset schizophrenia (LOS), is composed of elderly adults who developed
their illness in middle or old age. These individuals were largely free of symp-
toms of major mental illness during their early adult years, yet developed psy-
chotic illness as they became older. In the following sections we first describe
older individuals with lifelong schizophrenia (EOS), and then those with late-
onset schizophrenia (LOS), illustrating the importance of the factors discussed
above in assessment and treatment.

Early-Onset Schizophrenia

Individuals with early-onset schizophrenia (EOS) typically experience dis-
ordered thinking and unusual behavior that have a negative effect on their per-
sonal, social, and vocational lives. Although schizophrenia occurs with wide
variation in the type and severity of symptoms in different individuals, com-
mon problems include difficulties in initiating and maintaining relationships,
impaired role function (e.g., problems in education, employment), and deficits
in basic self-care or community living skills (e.g., grooming, hygiene, manag-
ing finances). These problems generally develop following persistent symptoms
of psychosis, although early signs of schizophrenia can also include progressive
difficulties in social functioning. For example, the first onset of psychosis may
be preceded by difficulties in social adjustment and interpersonal relationships
with gradual signs of social withdrawal (Zigler & Glick, 1986). These early signs
of schizophrenia generally develop over a period of months and can also in-
clude prodromal symptoms, such as depression, disordered thinking, and a de-
cline in interest and spontaneity. Problems may appear in the workplace,
school, or home setting, reflecting early difficulties in thinking and perceptions.
Relationships with family members or friends may be affected by the patient’s
unusual behavior or by hostile or paranoid verbalizations.

The final onset of psychosis is often marked by dramatic and severe symp-
toms and functional difficulties. Three major symptom clusters are commonly
described, including positive, negative, and affective symptoms.

Positive symptoms consist of the primary active symptoms of psychosis,
most commonly delusions and hallucinations, but also including severely dis-
ordered thought processes such as illogical or unrelated thoughts or associa-
tions. Behavioral problems, such as bizarre behaviors, repetitive or ritualistic
behaviors, and posturing, are also examples of positive symptoms. Positive
symptoms are among the most common and noticeable signs of acute relapse
and may indicate a need for more intensive treatment, including hospitaliza-
tion. However, in the early stage of psychotic relapse, these symptoms can
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sometimes be identified and brought to the attention of care providers. Appro-
priate adjustments in medication dosage and crisis stabilization treatment may
avert full symptomatic relapse and hospitalization. Increasingly, clinicians are
using educational sessions with patients and their families to help them recog-
nize early signs of relapse. Then changes can be implemented in treatment to
avoid an acute psychotic episode (Herz, 1985) This clinical use of early symp-
toms to suggest treatment changes represents the more recent view of schizo-
phrenia as subject to treatment and management by clinician, patient, and
patient’s family.

The term negative symptoms applies to symptoms characterized by a lack
of active or spontaneous behaviors, emotions, or thoughts. This term was first
used to describe the symptoms of neurologically impaired patients with frontal
lobe brain damage who exhibited infrequent speech, passivity, and emotional
unresponsiveness (Jackson, 1984). The concept of negative symptoms was sub-
sequently applied to a subgroup of patients with schizophrenia who had severe
deficits in social, emotional, and cognitive functioning, but often lacked promi-
nent active positive symptoms of psychosis. A useful construct is to consider
this cluster of symptoms as consisting of the five A’s of negative symptoms in
schizophrenia:

Blunted or flat affect (lack of emotional expression)

¢ Alogia (reduced amount of speech or poverty of content)

Asociality (social withdrawal)

Apathy (lack of interest or spontaneity or psychomotor retardation).

¢ Attentional impairment (difficulty concentrating or performing sequen-
tial tasks)

Severe negative symptoms have been shown to be relatively stable over time
(R.R.]. Lewine, 1990; Mueser, Douglas, Bellack, & Morrison, 1991; Mueser, Say-
ers, Schooler, Mance, & Haas, 1994) and strongly associated with poor social
functioning (Bellack, Morrison, Wixted, & Mueser, 1990). Negative symptoms are
also typically the most resistant to treatment, although the newer atypical anti-
psychotic medications (e.g., clozapine) have a greater effect on negative symp-
toms compared to traditional agents (Salzman, Vaccaro, & Lief, 1995).

In addition to positive and negative symptoms, schizophrenia can also in-
clude affective symptoms. One important affective symptom in schizophrenia
is depression. Postpsychotic or secondary depression occurs after 25% of acute
schizophrenic episodes, and approximately 60% of individuals with schizo-
phrenia suffer a major depression at some time during the course of their ill-
ness. Depression is associated with poor outcomes, including increased rate of
relapse, longer duration of hospitalization, poorer response to pharmacological
treatments, and chronicity (Bartels & Drake, 1988). In addition, suicide is a cat-
astrophic outcome associated with depression in schizophrenia. Approxi-
mately 50% of persons with schizophrenia attempt suicide at some time during
their lives, with a 10% rate of mortality (Roy, 1986).

Identification of specific subtypes and causes of depression in schizophre-
nia is a critical step in evaluating appropriate treatment alternatives. Elsewhere,
we have postulated three broad subtypes to describe depression in schizophre-
nia: depressive symptoms secondary to organic factors (e.g., medication side ef-
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fects, alcohol and substance abuse, medical disorders); depressive symptoms
associated with acute psychosis; and depressive symptoms in chronic states, in-
cluding secondary major depression, negative symptoms, chronic demoraliza-
tion, and prodromal precursors to acute psychotic episodes (Bartels & Drake,
1988). Identifying the specific subtype of depression is critical in determining
and implementing effective treatment approaches (Bartels & Drake, 1989).

Late-Onset Schizophrenia

The diagnosis of late-onset schizophrenia evolved from early descriptions
of a disorder called paraphrenia. Kraepelin (1919/1971) used the term para-
phrenia to describe a group of older patients with symptoms similar to demen-
tia praecox, but with fewer negative and cognitive symptoms. Kay and Roth
(1961) later described “late paraphrenia” as a paranoid syndrome occurring in
late life that was not accompanied by co-occurring dementia. Late paraphrenia
was characterized by an onset after age 45 of a well-organized paranoid delu-
sional system, with or without auditory hallucinations, and it often occurred
with preserved personality (Herbert & Jacobson, 1967). More recently, psychi-
atric diagnostic criteria have been revised to reclassify most individuals for-
mally diagnosed with late paraphrenia as having late-life schizophrenia. For
example, recent revisions of the Diagnostic and Statistical Manual of Mental
Disorders allow for a diagnosis of schizophrenia with the first onset of symp-
toms after age 45 (e.g., American Psychiatric Association, 1994).

Symptoms of LOS typically include relatively well-circumscribed, nonbizarre
delusions without a formal disorder in thought processes. In most instances, the
individual with LOS exhibits speech and thought processes that are indistin-
guishable from other older adults who do not have a major mental illness. In con-
trast, many individuals with EOS display disorganized speech symptomatic of a
prominent underlying thought disorder. Delusions and hallucinations are also
common symptoms in late-onset schizophrenia, and occur at a rate comparable to
those found in adults with early-onset schizophrenia. Delusions tend to be para-
noid and are often systematized (Almeida, Howard, Levy, & David, 1995a, 1995b;
Howard, Castle, Wessely, & Murray, 1993; Kay & Roth, 1961). Auditory hallucina-
tions are substantially more common than visual or somatic hallucinations, simi-
lar to young adults with EOS (Almeida et al., 1995a, 1995b). In contrast to EOS,
LOS is significantly less likely to manifest formal thought disorder, negative symp-
toms, or inappropriate affect (Almeida et al., 1995a, 1995b; Howard et al., 1993;
Kay & Roth, 1961; Pearlson & Rabins, 1988; Pearlson et al., 1989).

In the diagnosis of late-onset schizophrenia, one should consider a variety
of alternatives. Other disorders should be ruled out before assigning a diagnosis
of LOS. For example, special consideration should be given to ruling out psy-
chiatric disorders secondary to medical causes (formerly organic mental disor-
ders), major affective disorders, and delusional (paranoid) disorders (Harris &
Jeste, 1988). As previously discussed, medical disorders can present with
symptoms of psychosis that are entirely caused by the underlying medical
illness. Major affective disorders, including bipolar disorder and delusional
depression, can also mimic signs and symptoms of late-onset schizophrenia.
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Delusional disorder shares some characteristics with LOS but can be differen-
tiated by the presence of prominent nonbizarre delusions and nonprominent (or
absent) hallucinations. Nonbizarre delusions, for example, involve situations
that may occur in real life, such as being poisoned, followed, having a disease,
or being deceived by a spouse or lover. In contrast, bizarre delusions involve
phenomena that are considered totally implausible within one’s culture, such
as being possessed by aliens or having one’s thoughts or actions controlled by
implanted electronic devices (American Psychiatric Association, 1994; Yassa
& Suranyl-Cadotte, 1993). Individuals with LOS are more likely to show better
premorbid occupational adjustment and higher marriage rates compared to
those with EOS (Post, 1966). However, individuals with LOS may have schizoid
or paranoid premorbid personalities and are frequently socially isolated com-
pared to normal comparison groups (Kay & Roth, 1961; Harris & Jeste, 1988).

A final symptom associated with LOS is the presence of sensory impair-
ment that appears to predate onset of the disorder. In a review of 27 articles
evaluating visual and hearing abilities in elderly with late-onset disorders,
Prager and Jeste (1993) found that sensory deficits are overrepresented in the el-
derly LOS population. A specific relationship between visual impairment and
late-onset paranoid psychosis remains controversial, although an association
between visual impairment and visual hallucinations is suggested by the liter-
ature. On the other hand, the literature does support an association between
hearing deficits and late-onset paranoid psychosis. Approximately 40% of
those with late-onset paranoid psychoses have been found to have moderate to
severe hearing deficits (Kay & Roth, 1961; Herbert & Jacobson, 1967). It is pos-
sible that deafness may precipitate or exacerbate symptoms, since significant
reductions in psychotic symptoms have been reported for some individuals
with late-onset paranoid disorders after being fitted with a hearing aid
(Almeida, Forstl, Howard, & David, 1993).

Gender and Age of Onset

Differences have been found between men and women in a number of ar-
eas related to onset and course of schizophrenia. R. J. Lewine (1988) found that
mean age of onset of schizophrenia in women is approximately 5 years later
than in men, a finding consistent with many other studies documenting a later
age of onset of schizophrenia for women (Héfner et al., 1993). In a comprehen-
sive review of the literature, Harris and Jeste (1988) found that virtually all
studies report a greater proportion of women than men with late-onset schizo-
phrenia, with the ratio of women to men ranging from 1.9:1 to 22.5:1. In con-
trast, most studies of EOS report similar proportions of women to men. Several
explanations for this difference have been proposed. One view suggests that
EOS and LOS are different forms of schizophrenia with different characteris-
tics, including different rates among men and women. An alternative view sug-
gests that biological factors are responsible for a later onset of schizophrenia in
women, resulting in an overrepresentation of women compared to men for LOS.
In a community study which included EOS and LOS, D. J. Castle and Murray
(1993) found that 16% of males had the onset of schizophrenia after age 45,
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compared with 38% of females. Speculation about the difference in age of on-
set between men and women includes a possible protective effect of estrogens
or a precipitating effect of androgens (D. J. Castle & Murray, 1993).

J. M. Goldstein (1988) and Seeman (1986) suggest that male gender, by it-
self, may represent a risk factor to poorer outcome in schizophrenia. Possible
explanations for increased risk include biological causes such as differences in
male and female brain structure (R. R. J. Lewine, Gulley, Risch, Jewart, & Houpt,
1990), or differences in protective hormonal levels such as estrogen (Seeman &
Lang, 1990). An alternative explanation suggests that comorbid disorders, such
as substance abuse, that are more prevalent in men result in poorer functioning
and outcomes for men compared with women. Substance abuse has been asso-
ciated with a variety of poor outcomes, including increased use of hospitalization
and emergency services (Bartels et al., 1993), aggressive and hostile behaviors
(Bartels, Drake, Wallach, & Freeman, 1991), and housing instability and home-
lessness (Drake, Osher, & Wallach, 1989). Prevalence of comorbid substance use
disorders diminishes over time, yet these disorders continue to be important
risk factors in older mentally ill patients (Bartels & Liberto, 1995). Finally, dif-
ferences in social support and social skill between men and women with schiz-
ophrenia may be associated with better outcomes. Women with schizophrenia
are more likely to marry (Test & Berlin, 1981), are more likely to maintain con-
tact with their children (Test, Burke, & Wallisch, 1990), and hence may tend to
have stronger family social networks compared with men with schizophrenia.
Mueser and associates (1990) found that women with schizophrenia are more
socially skilled than men, perhaps leading to less social isolation and better
functioning in the community.

KEY FACTORS AFFECTING TREATMENT
OUTCOMES IN OLDER ADULTS
WITH SCHIZOPHRENIA

The Role of Cohort

An important factor in considering different functional outcomes for elderly
persons with schizophrenia is the “cohort effect.” The concept of cohort reflects
the fact that individuals born at a particular time share a unique set of historical
experiences. Most importantly, these individuals experienced these events at a
similar point in their life cycle. In this respect, cohort effect is the product of an
interaction between the age and the historical period resulting in common ex-
periences of key life events (Fischer, 1996). For the older person with schizo-
phrenia, there are dramatic differences in life and treatment experience among
those who entered the treatment system before the mid-1950s and those first
treated after 1960. Before 1955, antipsychotic medications were not available
and the standard treatment for severe and persistent psychotic illness was long-
term hospitalization in mental asylums. Many individuals entering the state
hospital system before this time were hospitalized for decades. In the 1960s use
of antipsychotic medications became widespread, and a wave of mental health
care reform resulted in deinstitutionalization of many individuals in the state
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hospital system, and the development of community mental health services. For
the older patient with schizophrenia, these two experiences of the treatment sys-
tem had dramatic long-term effects on functional and symptom outcomes.

The Institutional Treatment Cohort

Among the elderly who currently have schizophrenia are a group of indi-
viduals who are severely functionally impaired and who remain in long-term
care units in state mental hospitals or nursing homes. Three factors are likely to
be associated with their poor long-term outcomes. First, this group of individu-
als became ill before development of antipsychotic medication. Extensive re-
views of outcome studies suggest that treatment with antipsychotic medication
results in acute symptom improvement and long-term benefits in better out-
comes (Hogarty et al., 1986; Wyatt, 1991). Recent studies on first-onset psy-
chosis also suggest that treatment occurring in the early stages of severe
psychotic disorders may result in better long-term outcomes (Szymanski,
Canoon, Gallacher, Erwin, & Gur, 1996). Second, it is likely that long-term in-
stitutionalization results in poor social skills, severe limits in functional abili-
ties, and loss of social supports outside of the institutional setting. Independent
living skills may become atrophied, with substantial dependence on care
providers for basic needs.

Third, although many of the chronic deficits common in these individuals
have been attributed to long-term institutionalization, it is likely that some in-
dividuals who remain in institutions are among the most severely mentally ill
and have the most intractable and disabling form of the illness. These individ-
uals may have been considered too ill to be discharged to community settings.
For example, Ciompi (1980) found that long-term outcome of schizophrenia
was characterized by severe functional deficits and symptoms for one third of
the individuals. Some of these individuals remain in state hospitals (Davidson
et al., 1995), while others have been “transinstitutionalized” to nursing homes.
Elderly schizophrenic patients who continue to require treatment in late life in
nursing homes, compared to those in the community, were more severely im-
paired, both functionally and physically, and had more severe negative symp-
toms, cognitive impairment, and behavioral problems (Bartels, Miles, Dain, &
Smyer, 1998). Regardless of the cause of these more severe symptoms and func-
tional problems, little is known about the potential for rehabilitation for persis-
tently institutionalized individuals.

The Community Treatment Cohort

In contrast to older individuals with schizophrenia who have been chroni-
cally institutionalized, a more recent and younger group of aging patients with
severe mental illness entered the treatment system in an era of antipsychotic
medication treatment and a declining use of institution-based care. These indi-
viduals are the “young-old” (in their 60s) and were among the first wave of se-
verely mentally ill patients who became ill when states were closing their
long-term wards and shifting treatment into the community. Some of these indi-
viduals were beneficiaries of early forms of community support and psychoso-
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cial rehabilitation services (Harding et al., 1987a, 1987b). Others undoubtedly
gained experience in developing adaptive coping and living skills through the
assistance of family members or other social supports. Many of these individu-
als reside in the community with little or no need of mental health services.
However, a substantial minority of older individuals with schizophrenia in
the community remains highly symptomatic and still has substantial difficul-
ties in many areas of functioning (Bartels, Mueser, Miles, 1997). Compared to
older adults with other mental disorders, these patients use considerably
greater and different types of mental health services (Bartels et al., 1998). Com-
prehensive community support services and social supports appear to be es-
sential to assisting many of these more severely impaired individuals in living
in the community.

The Importance of Family and Social Supports

One of the major differences between older individuals with severe men-
tal illness residing in the community, compared with those in nursing homes
and other institutions, is the presence of family and social supports (Meeks et
al., 1990). Persons with schizophrenia are less likely to marry, are less likely to
have children, and are less likely to work compared with persons without a se-
vere psychiatric disorder. Social networks of persons with schizophrenia tend
to be smaller than those of normal subjects and tend to diminish with age (Co-
hen, 1995). Thus, many older adults with schizophrenia do not have the sup-
ports that are often available to older persons without severe mental illness who
reside in the community with the assistance of family members. The literature
on family supports is also replete with reports of aging parents (usually moth-
ers) caring for their middle-aged children with schizophrenia (e.g., Bulger, Wan-
dersman, & Goldman, 1993; MacGregor, 1994; Platt, 1985) or supplementing
financial resources (Salokangas, Palo-Oja, & Ojanen, 1991). The aging and even-
tual death of parents who are key supports places these individuals at risk for
decompensation and loss of ability to continue to reside in individual place-
ment in the community. When the parent becomes ill or dies, the offspring, fre-
quently in his or her forties, must become accustomed to a dramatic reduction
in financial and social support, which may also coincide with, or directly result
in, a loss of residence. The need to bolster family capacity and social supports
is an important component to consider in service planning.

The Older Adult With Schizophrenia and Antipsychotic Medications

Older persons are especially sensitive to the adverse side effects of med-
ications; therefore, careful attention is required in choosing the appropriate
type and dosage of medication. For example, age and duration of exposure to
antipsychotic medications are extensively documented as primary risk factors
for the development of tardive dyskinesia (J. Kane et al., 1992). Tardive dyski-
nesia is a neurological syndrome characterized by persistent abnormal invol-
untary movements. Annual incidence rate of tardive dyskinesia in elderly with
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schizophrenia is 26% to 45%, depending on the criteria for tardive dyskinesia
that are applied (Jeste, Lacro, Gilbert, Kline, & Kline, 1993). The more conserv-
ative estimate of 26% is nearly six times the rate reported for younger patients
(J. Kane, Woerner, & Lieberman, 1988). Other common side effects of antipsy-
chotic medications include extrapyramidal side effect, such as medication-
induced Parkinson’s syndrome (akinesia) and akathisia. Akinesia is character-
ized by muscle rigidity, shuffling gait, lack of spontaneous facial expressions,
and severe resting tremor of the arms, hands, head, and legs. Akathisia is char-
acterized by severe restlessness or pacing behavior. Older adults may be more
vulnerable to all of these side effects due to greater sensitivity to lower doses of
medication and co-occurring neurological disorders. Aging is associated with
increased prevalence of extrapyramidal nervous system side effects (EPS) due
to biological changes in neuroreceptor sensitivity and declining amounts of
dopamine occurring with age. Hence, ongoing, close monitoring of side effects
and neurological status is imperative.

More recently, alternatives to standard antipsychotic medications have be-
come available that have reduced (or negligible) risk of extrapyramidal side
effects. These atypical antipsychotic agents include medications such as cloza-
pine, risperidone, and olanzapine. Initial trials of the class of agents in elderly
patients with psychotic symptoms are promising, with evidence supporting
their effects on both positive and negative symptoms (Salzman et al., 1995).
Clozapine was the first of these agents and has been limited by a variety of side
effects such as excess sedation, positional hypotension (low blood pressure),
and the need to closely monitor potentially life-threatening side effects such as
agranulocytosis (dramatic decreases in white blood cell count) and sponta-
neous seizures. But it is also the only atypical antipsychotic medication that
does not appear to cause tardive dyskinesia. Fortunately, the newer atypical
agents risperidone and olanzapine appear to be safer and easier to monitor,
while maintaining many of the benefits of clozapine (Pickar, 1995).

The Interaction of Psychiatric and Medical Illness—Comorbidity

Comorbidity is one of the major characteristics distinguishing the older
person with schizophrenia from younger individuals with the disorder.
Whereas younger patients have symptoms that often can be understood on the
basis of a single disorder, the older patient with schizophrenia typically pre-
sents with multiple problems resulting from their symptoms and functional dis-
abilities (Moak, 1996). These comorbid disorders include co-occurring medical
illness and dementia.

Serious health problems are common in schizophrenia and are often undi-
agnosed and undertreated (Cohen, 1993). Often, people with schizophrenia are
more likely to have difficulty obtaining medical services and are more likely to
receive poor care (Koran et al., 1989; Koranyi, 1979). Emerging medical prob-
lems may be misinterpreted as a worsening of psychiatric symptoms. For ex-
ample, symptoms of agitated or bizarre behavior may be due to worsening
physical pain or delirium. Symptoms of depression may be caused by thyroid
hormone deficiency or an occult carcinoma. Common medical conditions af-
fecting older patients include hypertension, heart disease, arthritis, diabetes,
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chronic lung disease, anemia, gastrointestinal disease, and neurological disor-
ders including stroke, movement disorders, and seizure disorders. Worsening of
psychiatric symptoms may be the first signs of underlying medical illness.

Just as medical disorders can cause or exacerbate psychiatric conditions, the
converse may also be true. A worsening of psychotic symptoms may precipitate
a deterioration in medical function. For example, an acute psychotic episode in
a patient with brittle diabetes may result in failure to adhere to scheduled in-
sulin injections, dietary restrictions, and adequate hydration, causing a severe
and potentially life-threatening decompensation. In addition, the older patient
with severe psychiatric symptoms may have difficulty communicating their
medical concerns and may refuse needed medical evaluations and procedures.
Behavioral problems, including severe social withdrawal, negativism, and ag-
gression, can make it extremely difficult for medical providers to conduct ap-
propriate physical examinations, medical tests, and treatments (Moak, 1990).

Other factors that contribute to poor physical health include health-dam-
aging behaviors such as smoking (Hughes, Hatsukami, Mitchell, & Dahlgren,
1986), substance abuse (Bartels & Liberto, 1995), limited access to good health
care because of financial constraints, and a delay in seeking medical treatment
as a result of possible differences in pain threshold found in some persons with
schizophrenia (Dworkin, 1994). Mortality rates in persons with schizophrenia
are higher than nonpsychiatric comparison groups (M. T. Tsuang, Woolson, &
Fleming, 1980). In addition to relatively high rates of suicide (Drake, Gates,
Whitaker, & Cotten, 1985), the physical health of many persons with schizo-
phrenia is similar to those much older (Mulsant et al., 1993). Thus, assessment
of physical health and the adequacy of their health care services are critical el-
ements in the assessment of older persons with schizophrenia.

Another important factor that can complicate diagnosis and treatment in
older adults is the development of co-occurring cognitive impairment disorders
in late life. Several studies suggest that a subset of individuals with schizo-
phrenia is prone to develop dementia in late life (Davidson et al, 1995; Lesser et
al., 1993), although the cause and prevalence of dementia in schizophrenia is
controversial (Goldberg, Hyde, Kleinman, & Weinberger, 1993; Heaton et al.,
1994). For individuals in the community, comorbid cognitive impairment is as-
sociated with substantially higher use of psychiatric services and community
supports (Bartels et al., 1998). When cognitive impairment becomes severe,
symptoms of dementia can overshadow the psychosis and become the primary
source of functional impairment in late life. For these individuals a supported,
supervised setting becomes a necessity, and without the availability of 24-hour
care, nursing home care may be unavoidable (Moak, 1996).

A TREATMENT APPROACH TO
SCHIZOPHRENIA IN OLDER ADULTS:
THE BIOPSYCHOSOCIAL MODEL

Remarkably little is known about effective treatments for the older person
with schizophrenia, although potential directions are suggested by longitudinal
outcome studies and by studies of younger patients with the disorder. Longitu-
dinal studies have shown that the course of schizophrenia is usually episodic,
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with some residual impairment between exacerbations. However, there is a
trend for gradual improvement and, in some cases, total remission later in life
(Ciompi, 1980; Harding et al., 1987a, 1987b). Long-term studies of the natural
history of schizophrenia suggest that the first ten years of the illness are marked
by exacerbations and remissions, but symptoms substantially remit in more
than half of the individuals with schizophrenia in later life.

This improvement likely is a result of many factors. For example, biologi-
cal changes, such as age-related decreases in the neurotransmitter dopamine,
may result in symptom reductions. In addition, individuals may acquire illness
management skills, such as strategies for reducing stress and improving symp-
tom recognition and medication compliance (Herz, 1985). Other factors include
reduction in substance use with age that can improve patients’ symptoms and
level of functioning (Zisook et al., 1992). Overall, there is greater optimism for
favorable long-term outcomes for many individuals afflicted with schizophre-
nia, although a subgroup remains that continues to require intensive treatment
and supervision in late life.

Treatment of schizophrenia in late life is best considered within the frame-
work of a biopsychosocial perspective. This perspective posits that biological,
psychological, and social aspects of the person must be considered for an opti-
mal assessment and treatment. This three-pronged approach is essential for the
older person with schizophrenia. First, the older person commonly has multi-
ple medical problems and is likely to be on a number of different medications
that can substantially complicate assessment and treatment. Biological changes
associated with aging directly affect medication metabolism and result in a
higher prevalence of medication side effects and interactions with other drugs.
Second, the psychological impact of mental illness and the effects of aging must
be carefully weighed in designing a treatment program. The individual’s cogni-
tive abilities must be comprehensively assessed in order to inform the choice of
intervention. Prior history of mental illness, psychological strengths, and emo-
tional vulnerabilities need to be systematically evaluated. Finally, social sup-
ports and stressors are a major consideration in assessing needed services. One
of the most important factors determining whether an older person with schiz-
ophrenia remains in the community or permanently resides in a nursing home
is the presence of social and instrumental supports (Meeks et al., 1990). In sum-
mary, the biopsychosocial perspective should be the foundation to ensure a
comprehensive clinical assessment and effective plan of treatment. In the fol-
lowing section, we summarize biological and psychosocial approaches to treat-
ment developed and studied largely in younger populations but adapted for
older persons with schizophrenia.

Biological Treatment

Virtually any psychiatric symptom can be caused or exacerbated by an un-
derlying medical illness (Bartels, 1989), underscoring the importance of an ini-
tial thorough medical evaluation in the biological treatment of the older adult
with schizophrenia. The underdiagnosis of medical disorders among individu-
als with severe mental illness necessitates a careful review of current physical
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complaints and health status. Adequate assessment and treatment can be espe-
cially challenging when complex physical problems occur in individuals who
are delusional, cognitively impaired, lacking in social or communication skills,
or physically threatening (Moak, 1996). Nonetheless, comorbid medical illness
must be thoroughly assessed in order to address symptoms that may be caused
or exacerbated by medical conditions or medication toxicity.

There are few data on the pharmacological treatment of elderly with schiz-
ophrenia (Jeste et al., 1993; Jeste et al., 1996). A review of the few available
studies states that most report that antipsychotic medications result in a reduc-
tion of symptoms and earlier discharge from the hospital (Jeste et al., 1993). Ef-
ficacy of antipsychotic medications for patients with schizophrenia has been
demonstrated in numerous controlled studies. Older adults with LOS have
been shown to be as responsive to antipsychotic medications as young patients
with schizophrenia when treated with appropriate agents and dosages. For ex-
ample, response rates of late-onset schizophrenia to antipsychotic medications
range from 62% (Post, 1966) to 86% (Rabins, Pauker, & Thomas, 1984).

Antipsychotics serve two primary purposes in the treatment of schizo-
phrenia. First, they reduce acute symptoms that appear during an exacerbation,
including both positive and negative symptoms (J. M. Kane & Marder, 1993).
Second, administration of antipsychotics lowers the probability of subsequent
relapses by 30% to 60% (J. M. Kane, 1989). Low doses of antipsychotic med-
ication have been shown to be effective at lowering risk of relapse (Van Putten
& Marder, 1986), suggesting that it is possible to reduce patients’ vulnerability
to long-term side effects of these medications (e.g., tardive dyskinesia). Also, re-
cent improvements in the development of atypical antipsychotic medications
(e.g., clozapine, risperidone, olanzapine), have shown that the functioning of
patients who are treatment refractory to the standard antipsychotics can be im-
proved (Meltzer, 1990, 1994; Pickar, 1995; Jeste et al., 1996).

Physiological changes of aging contribute to increased risk of acute adverse
side effects to antipsychotic medications in the elderly. Age-related alterations
in drug distribution and metabolism may result in higher plasma levels of an-
tipsychotic medications in elderly compared to younger schizophrenic pa-
tients. In addition, age-related changes in receptors and neurotransmitters may
cause elderly patients to be more sensitive to the effects of medications. Hence,
effective serum levels of medication in elderly patients are achieved with sub-
stantially lower doses of antipsychotic medication.

Because age is associated with remission of symptoms in more than half of
individuals with schizophrenia (Harding et al., 1987a, 1987b), some elderly in-
dividuals may be spared the risks of continued exposure to antipsychotic med-
ications. Jeste and colleagues (1993) reviewed six double-blind studies of
antipsychotic drug withdrawal followed for a mean of 6 months in older adults
with schizophrenia and found an average relapse rate of 40%, compared to a re-
lapse rate of 11% for those who continued on medication. The authors con-
cluded that stable, chronic outpatients without a history of antipsychotic
discontinuation should be considered for a carefully monitored trial of an-
tipsychotic withdrawal. In summary, although the need remains for effective
psychosocial interventions for schizophrenia, antipsychotic medications con-
tinue to be the mainstay in all treatment programs for schizophrenia.



186 Stephen J. Bartels et al.

Psychosocial Interventions

The stress-vulnerability model for schizophrenia offers one approach to
understanding the role of psychosocial treatment (Liberman, Mueser, Wallace,
Jacobs, et al., 1986; Nuechterlein & Dawson, 1984). In this model, biological
vulnerability, psychological coping, and environmental stress contribute in
combination to the presence and severity of schizophrenic symptoms. Genetic
and other biological factors are thought to determine biological vulnerability
early in life, whereas environmental stressors may include exposure to high lev-
els of negative emotion, life events such as the death of a significant other, and
an absence of structure or support. Stressful life events can directly contribute
to psychotic relapse in schizophrenia (Ventura, Nuechterlein, Lukoff, & Hard-
esty, 1989). Coping and living skills can help to offset an underlying psycho-
logical vulnerability to stress.

The stress-vulnerability model calls for an approach to treatment consist-
ing of (1) reducing vulnerability, (2) reducing environmental stress, and (3) en-
hancing coping skills. For example, biological vulnerability can be lessened by
providing antipsychotic medications and decreasing substance abuse. Individ-
ual treatment approaches, such as social skills training (Liberman, DeRisi, &
Mueser, 1989) tend to focus mainly on improving patients’ coping skills,
whereas psychosocial interventions, such as family interventions, are directed
toward a reduction of environmental stress (Mueser & Glynn, 1995; Tarrier et
al., 1988). Most treatments for schizophrenia share one or more of these goals.

Social skills training has not been evaluated in older patients with schizo-
phrenia, but effectiveness of this approach for younger individuals suggests that
it may have a role in psychosocial treatment of elderly with severe mental ill-
ness. The fundamental premise of social skills training is that the social im-
pairments of schizophrenia can be decreased through systematically teaching
the behavioral components of social skills (Bellack & Mueser, 1993; Bellack,
Turner, Hersen, & Luber, 1984; Dobson, McDougall, Busheikin, 1995; Liberman,
Mueser, & Wallace, 1986; Marder et al., in press). Many individuals with schiz-
ophrenia require outpatient interventions, such as social skills training, that
can be provided on a group or individual basis (Taylor & McDowell, 1986).
These skills can be learned through a combination of therapist modeling (i.e.,
demonstration of the skill), patient behavioral rehearsal (i.e., role playing), pos-
itive and corrective feedback, and homework assignments. Subsequently, clin-
icians and family members can assist the individual in generalizing these skills
to the natural environment. Targeted social skills span a wide range of adaptive
interpersonal and self-care behaviors, including the expression of feelings, con-
flict resolution skills, and medication management.

Overall, controlled studies on social skills training for schizophrenia provide
some support for its efficacy, especially when treatment is provided over the long
term (Mueser, Wallace, & Liberman, 1995). It is clear that skills training can im-
prove social skills, and there is some evidence supporting its effect on social func-
tioning. The impact of social skills training on the symptoms of schizophrenia is
less clear, but it remains an important avenue for improving social functioning.

Family interventions directed toward reduction of environmental stress
and enhancement of adaptive behaviors can also be important in reducing the



Schizophrenia 187

risk of relapse in individuals with schizophrenia (Tarrier et al., 1988). As insti-
tutional long-term care becomes rare, family interventions have taken on in-
creasing importance. Several studies have demonstrated that a stressful family
environment is associated with increased rates of relapse (Brown, Birley, &
Wing, 1972; Vaughn & Leff, 1976; Vaughn, Snyder, Jones, Freeman, & Falloon,
1984; see Kavanagh, 1992). In particular, relapse has been associated with liv-
ing environments where there are higher levels of critical comments, hostility,
overinvolvement or “expressed emotion” (EE). Although high EE may play a
role in precipitating relapse, it is also likely that living with a relative with fre-
quent psychotic relapses may result in family caregivers’ experiencing in-
creased levels of stress, resulting in high EE (Glynn et al., 1990). In either case,
the treatment literature establishes that family-based interventions can have a
significant, positive impact on many patients with schizophrenia and, fre-
quently, on their relatives as well (I. Falloon et al., 1982; Hogarty et al., 1986;
Leff, Kuipers, Berkowitz, Eberlein-Weis, & Sturgeon, 1982; Randolph et al.,
1994; Xiong et al., 1994). Unfortunately, these studies have largely focused on
younger patients with severe mental illness (generally with older parent care
providers), and implications of this technology for the older patient with schiz-
ophrenia are unknown, particularly as the dynamic between family and patient
is complicated by the medical deficits of the older adult.

Another focus of family-based treatment are interventions that enhance the
coping skills of caregivers (e.g., Abramowitz & Coursey, 1989; Solomon, Draine,
Mannion, & Meisel, 1996a, 1996b). Within the general population, one in six
adults provide care to aging parents. In general, adult daughters are most likely
to become care providers, with the average American woman spending 18 years
helping aging parents (Stone & Kemper, 1989). The burden of caring for an ag-
ing parent or spouse has been associated with clinical depression and anxiety
disorders, increased use of psychotropic medications, and increased stress-
related disorders including immunological dysfunction, in addition to the cost
of lost income and other opportunities (Cohen, 1993; Eisdorfer, 1991; Wright,
Clipp, & George, 1993). The inability of family care providers to cope with the
care needs of aging parents is a major risk factor for eventual placement of the
older individual in a long-term care institutional setting.

One means of delaying nursing home placement may be through direct in-
terventions that enhance the coping skills and support of spouse-caregivers. For
example, Mittelman and colleagues (Mittelman, Ferris, Shulman, & Steinberg,
1996) conducted a randomized trial consisting of 206 spouse caregivers of
Alzheimer’s disease to assess the effectiveness of six sessions of individual and
family counseling followed by support groups over 31/2 years. Alzheimer pa-
tients in the intervention group had a community tenure 329 days longer than
the control group, with control group spouses being two thirds as likely to place
their spouses in a nursing home at any time. This type of community-based in-
tervention developed for family care providers of patients with Alzheimer’s de-
mentia may hold promise in the treatment of the older patient with severe
mental illness, who may present significant challenges in late life to the family
care provider.

Finally, there is also an important role for direct interventions to enhance
coping skills in the person who has schizophrenia. A growing body of evidence
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has emerged that patients with schizophrenia employ a wide range of different
strategies for coping with positive and negative symptoms. Coping efficacy ap-
pears to be strongly related to the number of coping strategies employed by the
patient (Carr, 1988; Falloon & Talbot, 1981; Mueser, Valentiner, & Agresta, in
press). Over the process of growing older, many individuals learn ways to cope
with symptoms and psychosocial stressors though trial and error (Wing, 1987).
Observed strategies include use of positive self-talk (to overcome unwanted
thoughts), meditation, relaxation techniques, and engaging in distracting activ-
ities (Brier & Strauss, 1983; Cohen & Berk, 1985). Individuals with schizophre-
nia may benefit from systematic instruction in coping strategies. For example,
Tarrier and colleagues (1993) found that patients with residual psychotic symp-
toms who were taught coping strategies experienced significant reductions in
positive symptoms compared with patients who received training in problem-
solving skills.

Overall, data on psychosocial interventions come largely from studies on
younger patients. However, it is evident from the literature on older adults with
schizophrenia that there is a substantial need for treatment approaches that ad-
dress the considerable psychosocial needs of older patients and their families.
Many of these approaches appear well suited to the older person and should be
adapted and tested in clinical settings.

SUMMARY

Although schizophrenia among younger adults is a seriously debilitating
disorder that has received considerable study, remarkably little is known about
factors affecting the course or outcome of schizophrenia in older adults (Belit-
sky & McGlashan, 1993). Recent studies have begun to advance the base of
knowledge on the phenomenology and treatment of schizophrenia in late life.
Schizophrenia in late life can be part of a life-long illness (early-onset schizo-
phrenia), or may first appear in older age (late-onset schizophrenia). Individu-
als with late-onset schizophrenia experience symptoms similar to those of
early-onset schizophrenia, yet are more likely to report better premorbid func-
tioning and exhibit fewer negative symptoms or symptoms of formal thought
disorder. Treatment studies suggest that response to antipsychotic medication
for LOS is comparable to that in early-onset schizophrenia. For either disorder,
use of low dosages and trials of the newer atypical antipsychotic medications
are likely to be preferred, as the risk of adverse side effects such as tardive dys-
kinesia and acute extrapyramidal side effects increases substantially with age.

The long-term outcome of schizophrenia is favorable for most individuals,
yet outcomes are heterogeneous across individuals. Several factors appear to be
especially important in the outcome of schizophrenia in late life. For older
adults with early-onset schizophrenia, the effect of treatment cohort may have
long-term consequences. The oldest of the old are likely to have spent many
years in institutional care, whereas younger treatment cohorts are likely to have
been exposed to antipsychotic medications early in the course of their illness
and have acquired independent living skills through the assistance of commu-
nity support and rehabilitation models of services. Comorbid medical illness
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and comorbid cognitive impairment are common in older adults with schizo-
phrenia and require comprehensive medical assessment and specific attention
to develop the necessary services to address acute and long-term care needs as-
sociated with these disorders. Finally, treatment approaches to schizophrenia
in late life should follow from a biopsychosocial perspective. Appropriate use
of antipsychotic medications should consider the increased vulnerability to ad-
verse side effects and the potential advantages of the newer atypical antipsy-
chotic agents. Psychological approaches to treatment should be tailored to the
needs of the older adult and assist in developing coping and living skills that
support optimal functioning and quality of life. Social interventions are needed
that enhance the availability of social and family supports and the development
of adaptive social skills.

In spite of growing attention to the issues of aging, there is a paucity of re-
search on treatments and services for older persons with severe and persistent
mental illness. In particular, little attention has focused on the individual with
lifelong early-onset schizophrenia who is now in late middle age or old age. Fur-
ther research is needed to determine the most effective and appropriate pharma-
cological and psychosocial interventions for the older person with schizophrenia.
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CHAPTER 10

Depression

PaTRrIicIA A. AREAN, HEATHER UNCAPHER,
AND DEREK SATRE

INTRODUCTION

For many decades our society believed that to be old was to be depressed. To
some extent the myth is still pervasive that with old age comes problems with
health, finances, and loss of friends, family, and purpose. If one thinks this way,
one would certainly believe that the later years of life constitute a bleak time that
is hopeless and bereft of any joy. However, recent research has indicated that this
belief is not an accurate picture of later life. According to the McArthur Foun-
dation Successful Aging studies, the process of aging is variable; not everyone
who ages becomes disabled, dissatisfied with life, or depressed (Curb et al.,
1990). These findings are further corroborated by the results of the Epidemio-
logical Catchment Area Study, which demonstrated that Major Depression (one
of the most serious and widely studied of the mood disorders) is less prevalent
in people over the age of 65 than it is in younger age groups: 1% of older adults
had a lifetime prevalence of Major Depression whereas 6% of younger adults
had a Major Depressive Episode in their lives (Robins et al., 1984).

If depressive disorders are so uncommon in late life, then why bother
studying them? Even though only a small percentage of older adults will ever
become depressed, those few people who do become depressed are very dis-
abled by the symptoms of these disorders. For instance, research indicates that
older adults who have Major Depressive Disorder will die sooner from an ill-
ness than nondepressed older adults with the same physical illness. Older
adults with minor depression (one of the Depressive Disorders Not Otherwise
Specified (NOS) are more disabled, report more physical pain, and use more
health services than older adults without any depressive symptoms (Callahan,
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Hui, Nienaber, Musick, & Tierney, 1994; Ganzini, Lee, Heintz, Bloom, & Fenn,
1994). Moreover, senior citizens who attempt to take their lives are more suc-
cessful at completing a suicide than any other age group: nearly half of all sui-
cide attempts are completed. Depressive disorders in late life constitute a major
public health concern.

Depressive disorders (Major Depression, Dysthymia, and Depression
NOS) are among the most widely studied psychiatric phenomena in geri-
atrics, second only to Alzheimer disease and other dementias. In the past ten
years, substantial research has been carried out to understand the etiology,
prevalence, presentation, and treatment of depression in community-
dwelling older adults. However, considerable controversy remains as to the
etiology of late-life depression, how to assess and recognize depressive disor-
ders in older adults, and what interventions are most useful for treating de-
pression in late life. Further, the research into the course, cause. and
prevalence of these disorders in minorities, frail elderly, and other special
populations is still preliminary. The purpose of this chapter, then, is to review
the current research on late-life depression, discuss the controversies, and
discuss treatment outcome studies.

DEPRESSIVE DISORDERS DEFINED

Classification

The Diagnostic and Statistical Manual of Mental Disorders, 4th ed. (DSM-1V;
American Psychiatric Association, 1994) classifies depressive disorders into
three groups: Major Depressive Disorder (MDD), Dysthymia, and Depressive Dis-
order NOS (DDN: includes Minor Depression, Depression due to Medical Con-
ditions or Substance Use). These disorders have overlapping symptoms and
presentations, but differ in their prevalence, course, and symptom severity. MDD
is the most serious of the three. DSM-IV describes an episode of MDD as consist-
ing of feelings of depression and/or lack of interest in pleasant activities for two
weeks, every day, nearly all day, and five or more of the following symptoms:
appetite or weight disturbance, sleep disturbance, psychomotor retardation or
agitation, fatigue, difficulty concentrating, feelings of guilt or worthlessness,
thoughts of death or suicide. As stated earlier, only 1% of older adults in com-
munity samples experienced an episode of MDD during their lifetimes (Regier
et al., 1988). However, MDD appears to be quite prevalent in ambulatory medical
settings: 10% according to Koenig and Blazer (1992) and Areadn and Miranda
(1995). As many as 12.3% of seniors in nursing homes suffer from MDD (P. A.
Parmalee, Katz, & Lawton, 1991).

Minor Depression (one of the DDN subgroups) is the most common disor-
der in late life, with as many as 30% of older adults having experienced an
episode during their lifetimes, regardless of setting (Aredn & Miranda, 1995;
Parmalee, Katz, & Lawton, 1989). This disorder is similar to but less severe than
MDD, with only three of the depressive symptoms mentioned above present
nearly every day for at least two weeks.
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Dysthymia is a mild, yet more chronic depressive disorder, in which the
above-mentioned symptoms of depression exist for two years or more but are
experienced on occasion throughout a week. Dysthymia is also more preva-
lent than MDD, but less so than Minor Depression, with only 10% of the el-
derly population having experienced an episode during their lifetimes (Regier
et al., 1988). Rates of this disorder in medical and skilled nursing settings is
unknown.

Late Versus Early Onset

Although DSM-IV does not include a special classification for geriatric de-
pression, there is speculation that depressive disorders that first occur after the
age of 65 are different from disorders with an earlier onset in terms of their eti-
ology and presentation. Gerontologists refer to this phenomenon as late-life, or
geriatric, depression (Blazer, 1990; Devanand et al., 1994). Research differenti-
ating late- and early-onset depressions is preliminary. However, we do know
that people with geriatric depression present with more extreme weight loss,
hypochondriacal preoccupation, trouble falling asleep, agitation, and preoccu-
pation with guilt (Brown et al., 1984). Moreover, differences between geriatric
depression and early-onset depressions indicate that older adults who have had
a previous episode of depression were more likely to have a personality disor-
der than were older adults with geriatric depression (Devanand et al., 1994).
People with geriatric depression are less likely to suffer another depressive
episode, but geriatric depressives who do relapse show symptoms within 2
months of treatment. Older adults with early-onset depression tend to relapse
within 6 months (Baldwin & Jolley, 1986).

ETIOLOGY

Many geriatricians believe that late-life depressive disorders result from
chronic life stressors, genetic, biological, and endocrinological factors, and
physical illnesses. In older adults, the main risk factors for depression are a pre-
vious history of depression, current physical illness, recent stressful life events,
social and economic deprivation, and living alone (Henderson, 1989). The
course and prognosis of depressive disorders vary. Some studies show that
older adults have poorer treatment outcomes and higher rates of relapse than
younger people (Alexopoulos, Young, Meyers, Abrams, & Shamolan, 1988),
whereas more recent research suggests that course and prognosis of MDD in
older adults is similar to that of younger adults. According to Brodarty and col-
leagues (1993), people with geriatric depression tend to show greater improve-
ments over time, respond better to treatments for depression than younger
patients, and are less likely to relapse than younger adults or older adults with
an early-onset depression. These findings are preliminary, and more prospec-
tive and longitudinal research is needed to understand the course of geriatric
depression and depressive disorders in older adults.
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Psychosocial Factors in Depression in Older Adults

Older adults often identify a stressful life event as the precursor to their de-
pressive episode. The most common stressful life events are physical disability,
financial stress, caring for a chronically ill family member, and grief over the
loss of a social role or important family member (Markides & Cooper, 1989).
However, many older adults faced with these problems do not become de-
pressed. Theorists suggest that amount of preparation and social support one
has in dealing with a stressful life event may determine whether a senior citizen
will become depressed. For instance, loss of a loved one or retirement do not af-
fect the well-being of older adults as much as they do younger adults, who may
be less prepared for such types of stressors (George, 1989). Senior citizens who
plan ahead for retirement or illness are less likely to suffer psychologically than
those who do not prepare.

Some studies indicate that depressed seniors are more likely to be socially
isolated and have fewer social outlets than older adults who are not depressed.
In addition, perceived social support (whether older adults feel they have peo-
ple they can turn to) mediates the impact of a stressful life event on depressive
symptoms (Husiani et al., 1991). Krause (1987) found that depressed seniors
had less emotional support for their problems and fewer social contacts than se-
niors who were not depressed. Although the causal direction of the relationship
between social support and late-life depression is not known, it is likely that
those older adults who are at greatest risk for becoming depressed are those
who feel they have no one to turn to in times of stress.

In addition to stressful life events and few social supports, many depressed
older adults tend to have limited problem-solving skills. Only a few studies
have investigated the role coping skills play in depression in older adults, but
preliminary evidence suggests that senior citizens who are active problem
solvers (assertively pursuing information about a problem and then developing
a plan to solve it) are less likely to be depressed than seniors with more passive
and unassertive coping styles (Fry, 1989; Thompson & Gallagher-Thompson,
1993). Moreover, seniors who are religious or cope better with uncontrollable
events, such as a chronic medical illness, are also less likely to be depressed
than those older adults who are not religious (Koenig et al., 1989).

Late-life depression has also been found to be associated with both social
and biological changes. From a psychosocial perspective, geriatric depression
is due to the inability to cope with life problems specific to aging. Older adults
have never had to face many of the medical and financial problems that can oc-
cur in late life, and therefore are unprepared for and ill equipped to deal with
these events (Aredn & Miranda, 1997). Repeated exposure to the inability to
solve problems then results in learned helplessness reactions, which subse-
quently lead to depression (Yost et al., 1986).

In summary, older adults are more likely to become depressed if they are
faced with stressors for which they are unprepared, have few social supports,
and are relatively passive problem solvers. Therefore, older adults most vul-
nerable to depressive disorder are those who are more isolated socially and en-
counter stressful situations with which they are unable to deal. Therapies
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aimed at increasing social supports and coping abilities would be beneficial in
treating depression in the elderly.

Biology and Neuroendocrinology

There has been much research investigating the biology of late-life depres-
sion, particularly geriatric onset depressions. Such research suggests that bio-
logical variables responsible for onset of a depressive episode in late life
include severe lesions in the frontal deep white matter and basal ganglia of the
brain (Krishnan, 1991), dysregulation of endocrine function (specifically, in-
creased cortisol levels; D. Blazer, 1990), and a dearth of cerebral neurotransmit-
ters such as serotonin. The most compelling of these arguments is the role of
cortisol in the development of depression. High levels of cortisol have been
consistently related to physical illness, stress, and depression (Blazer, 1990).
Cortisol levels increase with age, as does dysregulation of the endocrine system.
This may make older adults vulnerable to depression (Blazer, 1990). However,
because depression is a relatively rare disorder in older adults, the cortisol hy-
pothesis does not explain all depression, but this hypothesis may explain why
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