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Preface

The original concept for a book about multidimensional assess-
ment in primary care geriatrics arose from the experience of
William Reichel, MD working with the assessment program of

the Baltimore County Department of Health of Baltimore County,
Maryland, from 1970 until 1988, and from the experience of estab-
lishing a geriatric assessment program at Franklin Square Hospital
Center in Baltimore, Maryland, in 1985–1986 (Joseph J. Gallo and
William Reichel). Since the first edition, geriatric assessment has taken
hold as evidenced by a growing literature suggesting that assessing
multiple domains is essential in caring for older adults, with renewed
interest in the prevention of functional decline.

This fourth edition of the Handbook of Geriatric Assessment, with
new and revised chapters, again emphasizes material that has practi-
cal application in primary care settings in order to encourage a multi-
dimensional approach in the care of older persons. As was the intent
of the earlier editions, the fourth edition fosters a multidimensional
approach by discussing the assessment of domains that have a signifi-
cant bearing on the life of older persons. Although this book was
never meant to be a comprehensive guide to all assessment instru-
ments, we want to provide readers with instruments, questionnaires,
and concepts that can be employed in designing clinical assessment
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procedures. We have been gratified that many professionals have
found previous editions of the Handbook of Geriatric Assessment useful
in their clinical work. At the same time, the healthcare system contin-
ues to undergo change, driven, in part, by the pressures of caring for a
growing population of older adults. Guidelines, evidence-based medi-
cine, clinical pathways, managed care, and disease management have
become commonplace terms. Whether these ideas will have a lasting
effect on health care in the future is anybody’s guess. The power and
promise of the Internet for managing information is likely to play an
integral role in how these changes play out. As the roles of nurses and
other professional caregivers in the healthcare system continue to un-
dergo transformation, the notion of multidimensional assessment
takes on additional salience. By drawing discussions of the domains of
geriatric assessment into one place, we hope that clinicians will con-
tinue to find practical and useful ideas to take into their daily work
with older people.

Joseph J. Gallo
Hillary R. Bogner
Terry Fulmer
Gregory J. Paveza
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1

The Context of Geriatric Care

As the 21st century begins, the projected growth of the world’s
aged population is unprecedented. From 1970 to 1997, the pro-
portion of persons aged 65 years and older in the United States

has grown from 10% to 13%, and by 2050, 20% of all adults are ex-
pected to be 65 years old and older.1 The proportion of persons aged 85
years and older is also growing rapidly.2 Some estimate that more older
persons are alive on the earth now than have reached old age in all of
history.3 The rate of growth in the proportion of older persons from mi-
nority groups is much faster than the rate of growth in the older white
population of the United States. This increasing ethnic diversity of the
aged will have important implications for how health care is organized
and delivered.4 Aging is a worldwide phenomenon. Each month, of the
1.2 million people around the world who reach later life, 1 million live
in developing countries.5 The age, ethnic, and cultural diversity of the
older population suffuses into all the domains of geriatric assessment.

THE CONTEXT OF GERIATRIC CARE

Because geriatric assessment places a premium on uncovering
deficits, we should call to mind a wider worldview. The role of older
people in other societies has often been more clearly defined than in

Joseph J. Gallo and Hillary R. Bogner
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modern American culture. In preindustrial society, older persons fre-
quently had considerable wealth and power, which they passed on to
the younger members of the group at the appropriate time. Often
some special functions were performed by the older members, who
knew about family histories and sacred rituals and how to mediate
with ancestors. In addition, older persons may have provided some
services to the community, such as serving as judges or as experts in
child rearing. Even in a technologic society, older people are a valu-
able resource. In contrast to the stereotypes, older people contribute
much as informal helpers and unpaid volunteer workers. When all
forms of productive activity are combined, the amount of work done
by older men and women is substantial.6,7 Without exposure to pro-
ductive older people, younger people (including the middle-aged) lose
their sense of history. The aging process becomes something to be
feared, even a taboo topic, because the values of society place great
emphasis on youth. It is tempting to view growing older as something
to be ashamed of, as if old age means nothing but static existence or
worse only decline and deterioration.

In contrast, older adults have significant developmental work to do.
Persons who are successfully aging have made remarkable adaptations
and show considerable resiliency. Erikson8 summarized this develop-
mental work as the dichotomy of ego integrity versus ego despair: de-
spair, when one looks back on life with regret, not having accomplished
what was wanted; and integrity, when one looks back on life and is able
to accept it as a unique life in history, one that had to be.

Erikson’s first “age of man” relates to the infant’s development of
“basic trust versus basic mistrust” in the world. The life cycle comes
full circle in the relation of ego integrity and basic trust because
“healthy children will not fear life if their elders have integrity
enough not to fear death.”8 The older person also integrates, in “age-
appropriate” ways, the psychosocial themes from previous stages, re-
flecting back over the entire life cycle. For example, “intimacy and
isolation” in young adulthood refers to the development of the ability
to be intimate with another versus a failure to develop such relation-
ships. The older adult also faces this issue because the person must
deal with the restructuring of relationships.9

Growing old marks a time of significant growth for many persons.
Among the considerable developmental and adaptive tasks of older
adults are dealing with the loss through death or relocation of family
and friends, adjusting to changes in living arrangements, retiring,
managing with less income, changing social roles, increasing leisure
time, and changing sexual and physical functioning, and finally, ac-
cepting the inevitability of death. The gracefully aging older person

4 THE CONTEXT OF GERIATRIC CARE
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who is able to integrate all of these aspects has a great deal to teach
younger persons about life.

Successful aging occurs along multiple dimensions, including main-
tenance of active involvement with life and achieving a sense of psy-
chological well-being.10 One model of “successful aging” consists of
“selective optimization with compensation.”11 Selection refers to pri-
oritizing one’s activities to the most important or pleasurable and ad-
justing of expectations. Optimization refers to maximization of the
chosen behaviors through practice and by accommodating conditions
to the ability of the older person; compensation refers to use of strate-
gies that compensate for aging-related losses. Baltes11 noted strategies
of the pianist Rubenstein as an illustration of selective optimization
with compensation. Rubenstein selects a smaller number of pieces to
play, rehearses more often, and slows down before allegro movements
to give the listener the impression of speed. Perhaps the strategies of
successful aging can be taught.12

In the future, the role of older adults in society may undergo further
development and evolution. Toffler13 has called the technologic revo-
lution that includes the proliferation of computers as the third wave.
In contrast to expectations engendered by Orwell’s 1984, this revolu-
tion could lead to increased freedom and leisure time. During the first
wave (preindustrial society), each household formed an economic
unit. The home or the field was the focus of work, and families
worked together. Home life and work were intimately related. The sec-
ond wave was marked by the industrial revolution. Work now took
place in the factory. Behavior became dictated by schedules and the
division of labor. Consequently, there is less need for older people as
repositories of history and culture. The third wave is marked by the
advent of the “electronic cottage,” with smaller work units and per-
sons working at home. Work again will become less centralized, as it
was in the agricultural society of the first wave. Because employees
will have the ability to work at home, centralized places of work may
become a thing of the past. The implication for the family is that chil-
dren will once again be near their working parents, a situation that
has not been common since the agricultural age. Family roles may
then undergo transformation.

Persons may have more than one career over the course of a life-
time. The experience that the older persons have would be invaluable
in helping younger workers apply theory to practical problems. Tech-
nologic change will also demand that education continue throughout
life. It may not be unusual for persons to move in and out of formal
educational situations at different ages. Older persons may again be
seen as “mentors” to the young.14

The Context of Geriatric Care 5
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Expectations about medical care will likely be different as well. For
example, older adults in the future may have other ideas about the
role of the family in caring for the impaired adult. In a mobile society,
informal social networks may be strained. Expectations about retire-
ment may be different so that a lower standard of living or poor
health will not be tolerated. Better educated older persons, especially
regarding health matters, might question their physicians more than
today’s older population does and perhaps would want to participate
to a greater degree in decisions, seeing themselves as more responsible
for the quality of their own health. The Internet has become a source
and clearinghouse for health-related information for professionals
and patients. In addition, the Internet is providing a forum for discus-
sion and support of caregivers and homebound older adults. At the
same time, the health care system is redefining itself. Governments all
over the world are grappling with the issue of resource allocation in
planning health care services for populations that include greater pro-
portions of older people. It is against this changing backdrop that to-
day’s older adults require care.

MULTIDIMENSIONAL ASSESSMENT

Caring for older patients can be a challenging task for clinicians.
The clinician is frequently called on to assist older patients and their
families in decisions that can have a direct effect on quality of life.
Small changes in the ability of an older person to perform daily activ-
ities or in the ability of a caregiver to provide support can have an im-
pact on major life decisions. Older persons are vulnerable to reversible
problems that contribute to disability, but even small improvement in
functional status can have significant positive effects. Therefore, car-
ing for the older person requires that the clinician assess functional,
social, and other aspects of the patient’s condition in addition to the
usual focus on medical issues.

The domains of multidimensional assessment, such as mental
health, physical health, functioning, and social situation, set the field
of geriatrics apart from other fields of medicine. The purpose of this
book is to assist health care professionals who work with older pa-
tients to include these domains in assessment. The author and con-
tributors are mindful of the primary care practitioner whose time with
the patient is limited and hope that assessment instruments that are
useful in everyday practice may become part of routine care and ulti-
mately save time. Not all older persons who could benefit from multi-

6 THE CONTEXT OF GERIATRIC CARE

Gallo_CH01_001-014  8/1/05  5:24 PM  Page 6



disciplinary assessment will have access to a team, but practicing
physicians and other health care professionals can use community ex-
pertise and standardized instruments.15 Instruments found in this
book, such as the Folstein Mini-Mental State Examination16 and the
Instrumental Activities of Daily Living Screen,17 can be incorporated
into the office evaluation of older persons.18,19

A number of strategies can be employed to bring the facets of geri-
atric assessment into geriatric care despite the time and reimburse-
ment barriers that confront the primary care physician and others
who care for older adults.20 At the same time, health care profession-
als working individually can arrive at the same recommendations as a
multidisciplinary team, targeting specific problems for interven-
tion.21,22 Geriatric assessment has reached a stage of development
where incorporation into the practices of physicians and other health
professionals is practical. The use of computerized assessment capabil-
ity may facilitate the integration of the components of geriatric as-
sessment into care settings. Approaches described in this book can
improve the outpatient recognition and management of functional
and medical problems.19,21–30 The remaining sections of this introduc-
tory chapter set the stage for understanding the domains of assess-
ment and the other chapters that follow.

Ethnicity and Assessment

The increasing need to care for older persons from diverse cultures
and ethnic groups means that clinicians must consider how assess-
ment and development of a treatment plan are modified to avoid mis-
understanding or ineffective care. Users of assessment instruments
should be aware of the issues involved when drawing conclusions
from test scores for questionnaires derived for persons of a different
cultural background from which the instruments were developed and
tested. In addition, it is important to try to elicit the beliefs, attitudes,
and goals about illness that older adults may have that may differ
from what is expected.

Mental Status Assessment

Although much can be gleaned from observation of the speech and
mannerisms of the patient, formal evaluation with school-like tests of
cognitive status can yield valuable information that is accessible to all
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who use the chart. In the office, the use of standardized questions to
assess mental function may be particularly important for older pa-
tients who are experiencing difficulty in performing certain daily tasks,
such as using the telephone or handling money. Mental status testing
at the time of admission to the hospital or nursing home serves to es-
tablish a baseline and heightens awareness to the onset of delirium.
The effect on mental state of depression, substance abuse, adverse ef-
fects of prescribed and over-the-counter medications, and other med-
ical conditions should also be considered. The role of depression on
functional impairment, especially among older persons with chronic
medical conditions, has become increasingly recognized. Our new edi-
tion now highlights specific aspects of mental health among older
adults, namely, cognition, depression, and substance use.

Functional Assessment Including Driving

Functional assessment includes the ability to perform various tasks
of daily life, such as dressing and housework, as well as the more cog-
nitively complex and physically demanding tasks, such as grocery
shopping. Because the ability to function is closely tied to the quality
of life, assessing functioning is a central element of geriatric assess-
ment. Function can be both a signal of illness and a focus for preven-
tive efforts. Aside from specific medical diagnoses, functional status is
independently associated with the care the patient needs, the risk for
institutionalization, and mortality. The ability to drive an automobile
safely is an important but often neglected aspect of functional assess-
ment of older ambulatory patients. The evaluation of the older driver
presents one of the most difficult clinical situations faced by the prac-
ticing primary care physician for which guidance can be found in a
chapter devoted to assessment of the older driver.

Social Assessment

Older persons often present with problems of daily living and re-
quire a comprehensive outlook—one that includes the family of the
patient within the physician’s purview. In some cases, the health of
the caregiver may be of great importance to the patient’s well-being.
Most long-term care is provided by caregivers who often need physi-
cal and emotional support in order to maintain the older person at
home. Frequently, the caregiver is a woman, especially daughters and
daughters-in-law. In contrast to the common myth that families
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“dump” their older members in institutions, clinical experience
shows that families tend to go “above and beyond the call of duty” in
providing care for their older relatives. Evaluation of the older person
cannot be complete without some assessment of the social support
system. In this edition, we give special attention to assessing older
adults for abuse as well as for the functioning of their social support
situation. Personal finances may have an impact on health, nutrition,
and residence. Although clinician inquiry in the area of economic sta-
tus may not be detailed, the physician should be aware that there are
older persons who fail to take prescribed medication or who alter the
dosage schedule because of financial considerations. Although the
economic situation of older Americans has improved considerably in
recent decades, medication costs have risen significantly and are often
not covered by insurance.

Advance Directives

Older adults are encouraged to plan for uncertainty with regard to
their medical care,31 but few do. Advance directives are legally bind-
ing documents that allow individuals to project their wishes about
medical treatment into a future period of incapacity. All hospitals,
nursing facilities, and home health agencies in the United States must
inform patients about their right to make advance directives. Discus-
sion of advance directive options between the well patient and the
doctor may someday become an ordinary part of office practice in the
care of the older population, with informed patients having the op-
portunity to state their wishes, preferences, and values that are rele-
vant to their future medical care. A revised chapter on eliciting the
values of patients discusses a systematic method for addressing issues
related to planning for care in the face of incapacity.

Physical Examination

The history and physical examination should be tailored to the
older patient with a focus on the discovery of remedial problems.
Hearing and vision impairment, restricted mobility, and slowed re-
sponse time must be considered in the history and physical examina-
tion of older persons. The presenting complaint may involve the most
vulnerable organ system rather than the organ system expected. For
example, congestive heart failure may present as delirium. Conse-
quences of medical diagnoses on each of the domains of multidimen-
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sional assessment should be considered in every older patient. How
might an additional medication for diabetes affect this patient’s men-
tal and functional status? On the other hand, the multidimensional
status of the older person should be considered in a larger context
when recommending treatment. What value does this patient place
on dying at home? Integrating these aspects of assessment and treat-
ment remains a worthwhile goal and a clinical challenge.

Pain Assessment

Knowing how to assess pain in older persons in clinical settings is
essential to avoid unnecessary suffering and functional impairment,
to monitor the response to therapy, and to achieve freedom from sig-
nificant pain, which is an important component of quality of life. In a
chapter on pain assessment, a general approach is recommended that
applies when patients with dementia have deteriorated in functioning
or appear to be uncomfortable or irritable but cannot express exactly
what is wrong. The adequate assessment of pain is pertinent to the
care of ambulatory older persons as well as older adults in specialized
settings, such as the nursing home or hospice.

Health Promotion and Disease Prevention

The aspects of mental status, functional status, social situation, val-
ues history, and medical considerations act as a focus of preventive ac-
tivities and as a guide for highlighting preventive activities that are
appropriate for the individual patient. An individualized plan for
health promotion and disability prevention grounded in evidence-
based guidelines should be based on a multidimensional assessment
because older persons vary greatly in their medical and functional sta-
tus. Although age-related changes are frequently associated with
physical and physiologic decline, health care professionals who treat
older adults must avoid the temptation of thinking that older persons
are beyond efforts at improving wellness or preventing illness.

New Content

In addition to the new content incorporated in the standard do-
mains discussed previously, the new edition includes practical discus-
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sion of several new content areas such as enhancing adherence, as-
sessment in the home and in the context of hospitalization, and
working in assessment teams. Strategies to enhance adherence to
medical treatment have the potential to have a great impact on care
and are often not explicitly discussed. The settings of assessment in-
clude primary care where the demands of time and competing 
demands create a challenge for providing care that addresses all per-
tinent domains. Geriatric assessment occurring in teams may be 
required for older adults with complex presentations across medical,
social, and other domains. Creating and working in teams bring their
own challenges and opportunities.

CONCLUSION

Professionals who care for older adults can benefit from reading this
book from cover to cover; however, clinicians can also turn to specific
chapters to find keys for assessing particular domains. The discussions
of the elements of geriatric assessment found here can help in plan-
ning the evaluations included in the care of older persons. Technical
jargon has been avoided to maximize usefulness for clinicians, but
readers with more specialized needs can find additional information
on geriatric assessment and instruments in other sources.32–35

Assessment findings must be linked to adequate treatment plans.
Although this requires clinical training and experience, a systematic
approach to assessment helps the clinician cover the important issues
over time. Because values and circumstances vary from individual to
individual and from family to family, specific recommendations based
on a given constellation of findings from geriatric assessment cannot
be provided. Nevertheless, the domains of assessment must be united
in a coordinated whole by the practitioner for the proper assessment
of the older patient, whether in the office, the home, the hospital, the
assisted-living facility, the hospice, or the nursing home. With a view
to the 21st century, the authors and contributors hope that practi-
tioners will glean from this book assessment instruments and ideas
that are useful in the routine assessment of older patients, thereby
contributing to their effective and systematic care.
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2

Emergency Assessment 
of the Older Adult

EMERGENCY CARE

A 77-year-old female presents to an emergency department by am-
bulance. She complains of increasing weakness, and the medics in-
dicate that it is difficult to obtain historical information because of
apparent confusion. The paramedics also noted unilateral facial
drooping. She was recently discharged from another hospital but is
not certain which one or why she was admitted.

Emergency medicine is a key element in the medical care of older
persons in the United States. Shah et al. found that 18% of Medicare
patients used the emergency department (ED) at least once in 1993.1

The ED visit rate expressed as visits per 100 persons per year is a way
to look at ED use within a population. Data from the 2002 National
Ambulatory Medical Care Survey showed that persons 75 years old
and older had a mean of 61 ED visits per 100 persons per year. This
compares with a national mean of 39 ED visits per 100 persons per
year.2

Not only does the ED visit rate for older patients exceed the average,
it is rapidly increasing. Between 1992 and 1999, ED visits per 100 per-
sons per year increased by 18% for patients 65 years old and older. The

Chad VanDerHeyden and Arthur B. Sanders

15

Gallo_CH02_0015-028  8/1/05  5:26 PM  Page 15



proportion of ED patients that are older is increasing. Persons over 65
years old represented 14.1% of ED patients in 1992 and 15.2% in
1999, representing an 8% increase.3 A differential increase in visit rate
by race has been shown such that the ED visit rate of older African-
Americans has increased by 59% (from 45.4 to 72.2 visits per 100 pa-
tients per year) compared with a 13% increase in white seniors.3

In general, older persons require more ED resources than younger
patients. Strange and Chen analyzed ED use by older and younger pa-
tients in 70 hospitals throughout the United States.4 Older patients
comprised 16% of ED visits in 1995 with 46% being admitted to an
acute care hospital and 6% admitted to an intensive care unit. Older
patients were seven times more likely to be admitted to the hospital,
five times more likely to use ambulance services, and five times more
likely to need comprehensive ED care compared with younger pa-
tients.4 These data were consistent with another study by Singal et al.
that showed that older patients required more ED and hospital re-
sources, including laboratory tests, radiographs, ED throughput time,
and ED charges, compared with younger patients.5 In the Medicare
database study, Shah et al. found that those persons using the ED
were, on average, older, less educated, and living alone and had worse
reported health and higher co-morbidity scores.1 These studies indi-
cate that older patients seeking care in EDs are often ill, have exten-
sive workups, and are frequently admitted to acute care hospitals.

Visits to EDs in the United States have increased dramatically over
the past decade. Ten percent of ambulatory medical care occurs in
EDs. The National Ambulatory Medical Care Survey reported that ED
visits increased by 23% from 90 million to 110 million between 1992
and 2002, an increase of almost 2 million visits per year. Patients 65
years old and older represented 16.5 million of the 110.2 million total
ED visits in 2002. At the same time, the number of hospital EDs have
decreased by 15%, further straining the emergency medical services
(EMS) system.2 Reeder et al. compared retrospective data between
1992 and 2000 at a single rural 750-bed hospital and found that ED
visits increased by 28.6% while the population grew by only 16.1%.
More strikingly, the increase was 40% in patients over 60 years old.6

The increase is due to many factors in our health care system; how-
ever, the growing number of older persons in the United States who
require significant emergency medical, ambulance, and acute hospital
care is one important factor. The rapid increase in ED patient volume
results in ED overcrowding and in a fraying of the ED as a safety net
for our health care system. As the older portion of the US population
increases, the stress on the emergency medical care system will be-
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come acutely worse. Over the next 35 years, patients over 65 years old
may come to represent over one quarter of all ED visits. This repre-
sents a significant challenge to emergency medicine, acute care hospi-
tals, and the prehospital EMS system. Emergency medicine is facing a
crisis of overcrowding with limited resources and very little planning
for the future needs of an aging population.

PREHOSPITAL EMS SYSTEM

The prehospital EMS system includes the ambulance dispatch, the
first responder, and the ambulance transport system. EMS plays a ma-
jor role in the emergency care of geriatric patients. Older patients rep-
resent approximately one third of all EMS transports. Studies have
demonstrated that seniors use EMS at up to four times the rate of
younger adults.4,5 Shah et al. surveyed 930 older ED patients and
found that 30% arrived by ambulance. Reasons given for EMS trans-
port included immobility (33%) and illness (22%).7

EMS systems developed over the past 30 years to extend the treat-
ment of ill or injured patients before arrival in the hospital. Studies in
the medical literature and experience with the use of medics during
the Vietnam War have demonstrated that time is a crucial factor in
the treatment of many emergency conditions such as cardiac arrest
and multisystem trauma. The goal of an EMS system is to decrease the
time between the point at which a possibly emergent condition is rec-
ognized and the point at which evaluation and intervention can be-
gin. For example, the best chance for resuscitating patients who suffer
cardiac arrest is through early cardiopulmonary resuscitation (CPR)
and defibrillation in the community as part of the chain of survival in
a coordinated EMS system. This is accomplished with the dispatch of
the appropriate level of prehospital care (911 call system), CPR train-
ing in the community or telephonic CPR instruction by the dispatch
professional, onscene management under protocol or medical direc-
tion, and ground or air ambulance transportation to the appropriate
ED. Great variability exists in the way EMS systems operate through-
out the United States. In some communities, EMS systems are based
within the fire departments, and medics are also firefighters. In other
cities, there are independent EMS agencies, whereas some communi-
ties have volunteer EMS providers.

Multiple levels of EMS services and providers also exist. Ambulance
crews typically include one of the following: an emergency medical
technician (EMT) Basic who has received approximately 110 hours of
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training and is certified by the state to perform basic interventions
such as CPR, bag-valve-mask–assisted ventilation, splinting, and extri-
cation; an EMT Intermediate who has received 200–400 hours of
training and can perform some of the skills of a paramedic; and a
paramedic who has completed approximately 1,000 hours of training
and can obtain intravenous access, deliver medications, including
narcotics, intubate, defibrillate, and interpret electrocardiograms
(EKGs) in addition to all of the skills performed by EMTs. Flight crews
also may include a highly trained registered nurse as well as a para-
medic. EMS systems are not static and respond to changes in technol-
ogy. For example, the development of automatic external defibrillators
has led to a reassessment of the role of basic EMTs where many now
carry automatic external defibrillators and deliver early defibrillation
to patients in cardiac arrest.

After an ambulance has been called and the patient has been evalu-
ated, several factors dictate where that patient will be transported.
These include the acuity of the patient’s condition, the hospital ca-
pability (trauma center, etc.), patient preference, and hospital avail-
ability (in overcrowded, divert situations). Community regulations
developed by local EMS agencies, state laws, and protocols govern
the activities of the EMS system and providers. Thus, the patient in
the vignette can end up at Hospital B when she has received almost
all of her care at Hospital A. It is for this reason that a written sum-
mary of the patient’s medical history is crucial to emergency health
care providers.

EMS health care professionals can play an important role in the
assessment of the older adult. The medics and first responders have
the unique opportunity of seeing the patient in his or her home en-
vironment. Home and family observations by EMS providers can be
an important part of assessing the patient’s functional status and
can determine whether hospital admission is necessary. Gerson et
al. demonstrated that EMS providers can be trained to look for and
report signs of abuse or neglect of older persons.8 EMS providers are
skilled at gathering available information such as picking up medi-
cine bottles, medication lists, and advance directives. This is espe-
cially important when involved in the care of any patient who has
difficulty communicating. Medics can begin key diagnostic testing,
including fingerstick blood glucose determination, pulse oximetry,
and 12-lead EKGs and monitoring. Medics work under the authority
of the emergency physician, take orders, and report their findings
to the ED. Many communities have a system of prehospital advance
directives in which the patient or his or her surrogate and primary
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care physician completes a prehospital advance directive form stat-
ing his or her preferences to limit his or her medical care, such as
“do not attempt resuscitation.” Medics will honor these directives,
including do not attempt resuscitation orders, if properly com-
pleted.

Because prehospital care is so important to the care of older per-
sons, health are providers should become familiar with the EMS sys-
tem in their communities and advocate the need for a strong EMS
system to meet the needs of a growing geriatric population in the
United States.

The case shows the dilemma of trying to evaluate a complicated
older patient with very limited information. The patient’s medical
records and previous treatments have been at another hospital.
Medical records may not be accessible for hours, if at all. The pa-
tient is unable to give a coherent and reliable history because of her
acute or chronic medical condition. Information transfer is a key
element in the emergency assessment of older patients who often
have significant co-morbid diseases. What are the patient’s under-
lying medical conditions? What medications is she on? Is her
acute complaint an exacerbation of an underlying condition or a
new disease? Even gathering the chief complaint may be a chal-
lenge in the assessment of some older patients. In order to care for
this patient adequately, the emergency physician must have a sys-
tem for rapidly identifying and addressing treatable conditions
that pose an immediate threat to life or quality of life (e.g., loss of
limbs or vision).

ED ENVIRONMENT

The ED environment is uncomfortable for older persons. It is a
high-stress environment where patients often do not receive the
amenities and special aids that are available in a clinic setting. Pa-
tients may be moved from room to room and sometimes placed in a
hallway bed awaiting test results. Little privacy is available, and
provider time is often limited and spent dealing with multiple pa-
tients who are ill. The ED beds are uncomfortable. The lighting and
noise may be bothersome, especially to an anxious patient who is
worried or who is in pain. Some EDs have made modifications that
provide some amenities for older patients, such as more comfortable
beds, indirect lighting, and more comfortable rooms.

ED Environment 19
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EMERGENCY MEDICINE MODEL OF CARE

The emergency medical model of patient care differs from the med-
ical model used in a clinic or office setting (Figure 2–1). Care begins in
the prehospital arena with protocols or telephonic medical direction
to prehospital emergency care professionals. After the patient arrives
in the ED, an initial assessment occurs with stabilization if necessary.
What are the true emergencies that must be considered for this pa-
tient’s complaint? Does the patient need immediate treatment or
monitoring? After these issues are addressed, the emergency physician
proceeds to a focused history and physical exam based on the pa-
tient’s chief complaint. The differential diagnosis is focused on the
following questions:9

1. Is a life- or limb-threatening process causing this complaint?
2. Is there an urgent disease process that needs prompt attention?
3. What common conditions can cause the patient’s symptoms?

Making a diagnosis is much less important than ruling out imme-
diate threats to life or limb. For instance, if a patient presents with a
chief complaint of “chest pain” in the absence of trauma, most
emergency physicians will try to exclude true medical emergencies
such as acute myocardial infarction, pulmonary embolism, pneu-
mothorax, aortic dissection, and ruptured esophagus. In the limited
time available in an emergency setting, the physician’s history,
physical, diagnostic testing, and even treatment will be directed to-
ward sufficiently excluding the life-threatening conditions. Empiri-
cal treatment may occur while diagnostic testing is ongoing (e.g.,
nitroglycerin for chest pain). Once the life-threatening conditions
are reasonably addressed, the emergency physician focuses on the
most likely conditions, such as pneumonia, gastroesophageal reflux,
and musculoskeletal pain. It is not unusual for the patient to leave
the ED without a diagnosis and require follow-up and further evalu-
ation in the outpatient primary care setting. If the patient appears
ill, in-patient evaluation will be necessary even if the diagnosis is
uncertain at the time of admission.

The efficiency and accuracy of this complaint-focused rapid evalua-
tion practiced in the emergency setting are affected by the age of the
patient. The older is the patient, the greater is the concern for life-
threatening possibilities. A healthy 20 year old who presents with low
back pain may have few serious diseases related to that complaint;
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however, an 80 year old with new low back pain prompts concern
about emergency conditions such as abdominal aortic aneurysm, ne-
cessitating a more comprehensive workup. Studies demonstrate that
older persons receive more comprehensive ED evaluations, including
diagnostic imaging and laboratory tests, and spend more time in the
ED compared with younger adult patients.4,5 The result is longer ED
stays and a higher ED resource use than suggested by visit frequency
alone.

Emergency Medicine Model of Care 21

Prehospital assessment and interventions

Initial assessment and stabilization
Evaluate acuity
Determine need for immediate
 intervention or monitoring

Differential diagnosis
Life- or limb-threatening condition
Urgent injury or disease process
Common diseases

Diagnostic tests

Diagnostic decision

Management and treatment plan

Diposition
Follow-up
Referral

ED history and
physical examination

Figure 2–1 The emergency medical model of care: Process of care in the emergency
medical services system from prehospital to ED discharge.9
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Diagnostic tests follow depending on what is available in the ED.
For example, CT scans of the head are readily available to evaluate a
patient for an acute bleed. However, an MRI of the head is generally
not available to assess for subtle masses, etc. Many patients may not
receive a final diagnosis for their complaint. The emergency physi-
cian will make a decision about whether the patient needs to be ad-
mitted to the hospital for further workup or can be followed in the
clinic setting for further evaluation of his or her complaint. Once
again, communication with a primary care physician or geriatrician
is key to appropriate patient care. For example, a patient who pre-
sents with frequent falls will be assessed for injury from the fall and
acute medical conditions that may cause the fall, such myocardial in-
farction or stroke. However, a more extensive fall assessment will be
deferred to a clinic setting.

The complaint-driven evaluation is never more obfuscated than in
the patient who has dementia or delirium or who is noncommu-
nicative. These conditions occur with increased frequency in the
older population. Without family or caretakers present to discuss
the reason for the ED visit and to establish a baseline for compar-
ison, the emergency physician is left with a very difficult evalua-
tion. Such was the case in the case vignette. The paramedics called
ahead with a report of new-onset facial droop. The stroke team
was activated. A computed tomography scanner was placed on
standby, and registered nurses were allocated to the patient’s room
for more rapid evaluation. After the dust had settled and more
time was available to request medical records, it became evident
that this deficit had, in fact, been present for a number of years.
Unfortunately, the evaluation of her new problem (hepatic en-
cephalopathy) was delayed by a tangential evaluation, and valu-
able resources were inefficiently allocated.

PRINCIPLES OF GERIATRIC EMERGENCY MEDICINE

Emergency physicians are sensitive to the special needs of older pa-
tients and realize that the typical emergency medicine model of care
must be augmented for older patients. To that end, an interdisciplinary
task force has developed a list of principles of geriatric care (Table 2–1).9

Older patients often present with vague symptoms such as general
weakness or not feeling well. These ambiguous complaints are more

22 EMERGENCY ASSESSMENT OF THE OLDER ADULT

Gallo_CH02_0015-028  8/1/05  5:26 PM  Page 22



difficult to classify and present a challenge to generating a manage-
able differential diagnosis. Common diseases present atypically in
older persons. Acute conditions such as myocardial infarction and
appendicitis may present without chest or abdominal pain. Many
older persons have co-morbid diseases that must be taken into ac-
count in the ED evaluation. The emergency physician must decide
whether the new complaint is an exacerbation of an underlying dis-
ease or a new disease process. For example, the patient who presents
with a history of congestive heart failure and shortness of breath is
assessed as to whether his or her symptoms are an exacerbation of his
or her congestive heart failure or a new myocardial infarction, pneu-
monia, pulmonary embolus, etc. Many older persons are taking mul-
tiple medications. Emergency physicians must determine whether
the complaint is due to an adverse drug event; a drug interaction
with another drug, food, or disease; or a new disease. Studies have
shown that 10% to 15% of older ED patients are on medications that
may be inappropriate in older persons.10 The patient who presents
with weakness for 2 weeks may be having an adverse drug event.
However, this diagnosis would not be immediately known until the
symptoms are assessed over time when the drug is stopped. Close
communication with the primary care physician or geriatrician is im-
portant to assess adverse drug events adequately.

Studies have shown that approximately 25% of older patients have
cognitive deficits when screening is done in the ED.11–14 Approxi-
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Table 2–1 Principles of Geriatric Emergency Medicine9

1. The patient’s presentation is frequently complex.
2. Common diseases present atypically in this age group.
3. The confounding effects of co-morbid diseases must be considered.
4. Polypharmacy is common and may be a factor in presentation, diagnosis, and

management.
5. Recognition of the possibility for cognitive impairment is important.
6. Some diagnostic tests may have different normal values.
7. The likelihood of decreased functional reserve must be anticipated.
8. Social support systems may not be adequate, and patients may need to rely on

caregivers.
9. A knowledge of baseline functional status is essential for evaluating new complaints.

10. Health problems must be evaluated for associated psychosocial adjustment.
11. The emergency department encounter is an opportunity to assess important conditions

in the patient’s personal life.
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mately 10% of older patients met criteria for possible delirium. It is
unknown whether these cognitive deficits persist or are a factor of the
stressful ED environment. Cognitive impairment is important because
it affects the reliability of the patient history as well as the ability of
the patient to be discharged from the ED. Diagnostic tests may have
different values for older adults compared with younger patients. Lab-
oratories often do not report reference ranges for older adults. Older
patients have less functional reserve than younger adults. Thus, when
stressed, they may quickly deteriorate physiologically. Older trauma
patients may be in occult shock without manifesting classic symp-
toms until it becomes very difficult to resuscitate them.

An assessment of social support systems is important for older pa-
tients. An independently living 80-year-old patient who has a simple
injury such as a sprained ankle may need significant social support to
maintain independent living. Knowledge of the patient’s baseline
functional status is key for the emergency health care provider to as-
sess the chief complaint. An acute change in functional status is an
important clue to the possibility of serious illness such as sepsis, meta-
bolic abnormalities, subdural hematoma, acute coronary syndrome,
or adverse drug event. An accurate history of functional activities is
key to understanding whether a major workup for acute functional
decline is indicated. An example of a form for transfer of patients
from a skilled nursing facility is presented in Figure 2–2 with lists of
baseline function, cognitive status, advance directives, medications,
and reason for transfer.

Psychosocial and emotional problems are common in older ED pa-
tients. When older ED patients were screened for depression in the
ED, 25% to 30% had positive screens and needed more extensive
evaluations.15,16 Alcoholism, older person abuse, and other psy-
chosocial issues are also common among older ED patients. When
evaluating an older patient for another complaint such as a fall,
emergency health care professionals must be aware of psychosocial
implications. Many of these patients will be referred to their primary
care physician or a geriatrician for definitive evaluation. Finally, in
studies of older ED patients, many indicators of basic primary care
were identified. In one study of 252 patients in five hospital EDs,
54% lacked flu vaccination, and 36% had symptoms of depression.17

Falls, alcoholism, malnutrition, and incontinence are potential is-
sues that can be identified by a dedicated EMS program. The ED, in
conjunction with a geriatric or primary care network, may help to
identify patients who are “at risk” and could benefit from geriatric
assessment.
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Nursing Home to Hospital Transfer Form
Name    Gender   DOB
Transferring facility                     Religion
Dates of stay      Phone
SS#   Medicare #   Insurance #
Responsible relative/guardian
Address       Phone

Physician   Phone    Nurse        Phone
Other physician
Date/time of transfer   Recent vital signs
Reason for transfer
Physician orders on transfer
Hospitals/facilities discharged within 60 days
Advance directives
Critical care plan
Allergies     Immunizations
Medications
Other treatments (PT, resp, diet, etc.)
Past medical history
Primary diagnosis
Secondary diagnosis
Surgical history
Tobacco/alcohol

BASELINE INFORMATION
Ambulation
Activities of Daily Living
Bathing    Transfer
Dressing    Continence
Toileting    Feeding
Disabilities
Amputation   Contracture
Paralysis    Decubitus ulcer
Impairments
Speech    Vision
Hearing    Sensation
Usual Mental Status
Alert    Oriented   Wanders
Combative   Confused   Withdrawn
Other
Mini-mental status
Appliances/supports (e.g., wheelchair, cane, walker, prosthesis)
Other information to emergency providers

Figure 2–2 Nursing home to hospital transfer form: Sample information transfer form
for geriatric patients being referred for ED treatment.9
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SUMMARY

Approximately one of five older adults will visit an ED each year.
This chapter reviewed the general principles of emergency and prehos-
pital care. The emergency medical model of care presents challenges in
trying to provide high-quality care for older patients. Primary care
physicians and geriatricians must work closely with emergency physi-
cians to optimize the emergency care of older patients. This includes
advocating for a strong EMS system that will be able to meet the future
needs of a growing older population. Emergency physicians and geria-
tricians can also work on clinical protocols that address key syndromes
for patients presenting to EDs such as frequent falls, abuse of older per-
sons, adverse medication events, functional decline, and psychosocial
issues. Communication among health care providers plays a vital role
in the delivery of emergency care to this population. Primary care
physicians can ensure the presence of a written medical summary, in-
cluding the date, medications, baseline functional and cognitive sta-
tus, prior medical history, surgeries, and contact information. Discus-
sion of a prehospital advance directive is important in appropriate
patients. Close communication among emergency, geriatric, phar-
macy, and primary care providers is an invaluable asset when caring
for the older adult in an emergency setting.
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3

Ethnicity and Geriatric
Assessment

The proportion of the US population that is over 65 years old is
increasing rapidly. At the same time, the number of older adults
from minority groups, such as Hispanics, African Americans,

and Asian Americans, continues to rise.1 For these reasons, it is fitting
to begin a book on geriatric assessment by highlighting the need for
cultural competence in the assessment of older persons.2 Cultural
competence in health care consists of at least three components: (1)
knowing the prevalence, incidence, and risk factors (epidemiology)
for diseases in different ethnic groups; (2) understanding how the re-
sponse to medications and other treatments varies with ethnicity; and
(3) eliciting the culturally held beliefs and attitudes toward illness,
treatment, and the health care system. Cultural competence in assess-
ment includes sensitivity to changes in meaning and circumstances
that were not intended by the developers of a test. All of these areas
cannot be covered in this short chapter, but instead, some clinical
considerations in the assessment of older adults from diverse ethnic
groups are highlighted, setting the stage for the detailed discussions of
specific domains that follow in subsequent chapters.

A description of the epidemiology of medical conditions across dif-
ferent ethnic groups would take an entire chapter;3 however, in many
cases, solid information about the prevalence, incidence, and risk fac-
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tors for even some common disorders of late life is lacking.4 For ex-
ample, there are few credible community-based estimates of the
prevalence of Alzheimer’s disease in ethnic minorities. Estimates of
the prevalence of dementia and Alzheimer’s disease in minorities
from the few studies that have been done reveal substantial disease
burden on the African American and Hispanic communities, with
rates of Alzheimer’s disease in minorities several times higher than in
whites.5,6 Although further study is needed on Alzheimer’s disease in
ethnic minorities for its own sake, such research could also shed light
on why the association of apolipoprotein E with Alzheimer’s appears
to be attenuated in African Americans.6,7 Similarly, little scientific evi-
dence exists about how medications vary in their effect among ethnic
minorities, especially for older adults. Examples of possible differ-
ences in response to medications according to ethnicity include the
effects of antihypertensives8 and antidepressants.9,10

This chapter focuses on culturally competent assessment in rela-
tionship to physical function, cognitive impairment, depression, so-
cial and economic issues, and ethics in medical decision making. First,
some general comments are offered regarding (1) the heterogeneity of
ethnic groups; (2) the reliability, validity, and use of assessment in-
struments for persons of a different cultural background from which
the instruments were developed and tested; (3) enhancing communi-
cation between professional caregivers and older adults of diverse eth-
nic backgrounds; and (4) eliciting beliefs and attitudes about illness.

HETEROGENEITY WITHIN OLDER 
ETHNIC MINORITIES

Clinicians must confront and question their casual conceptions of
race and ethnicity. The human genome project demonstrates that
there is more genetic heterogeneity within racial or ethnic groups than
between them. Thus, racial categories probably better represent the
historical differences in economic opportunity and wealth accumula-
tion than actual biologic differences. When socioeconomic factors are
considered, apparent differences between older persons from minority
groups and other older persons disappear or narrow for many impor-
tant outcomes. Differences in health and habits ascribed to race often
reflect social rather than genetic differences.11,12 Older adults are a di-
verse group, even within ethnic categories. It is just as important to
understand this heterogeneity within ethnic groups as it is to under-
stand the differences between ethnic groups.13 For example, some
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African Americans were brought to the United States against their will
from Africa; others have migrated from the Caribbean. Hispanic Amer-
icans form a heterogeneous group, having cultural origins in Mexico,
Puerto Rico, South and Central America, Cuba, and other Spanish-
speaking countries. Asian Americans from China, Japan, Korea, and
Southeast Asia have differing health practices and beliefs. Native
American older adults derive from over 500 tribes, speaking over 150
languages. Because of this heterogeneity within cultural groups, clini-
cians should not lose sight of the need to evaluate each older person as
an individual who has a cultural and personal contextual background
that suffuses into every aspect of assessment and care. Clinicians
should interpret the information in this chapter as general guidelines
in assessment of older persons from minority groups, rather than as
firm rules to follow when assessing older adults from specific ethnic
groups.

RELIABILITY, VALIDITY, AND USE OF INSTRUMENTS
FOR ETHNIC MINORITIES

Any assessment procedure is subject to error. Error in measurement
can arise because the instrument is inconsistent (poor reliability) or
because the instrument does not measure what the clinician thinks it
is measuring (poor validity). Neighbors and Lumpkin14 questioned
the assumption that the same construct is measured when instru-
ments developed among whites are applied to African Americans or
other minority ethnic groups. Differing idioms and colloquialisms
can cause a translated instrument to have different meanings from
those intended by the original developers. Even within ethnic groups,
older persons who are recent immigrants may interpret items differ-
ently from older persons who have lived in the United States for some
time.

At a more subtle level, some constructs may be so different across
cultures as to be quite different or even irrelevant. Depressive disorder
provides an example of cultural heterogeneity in expression that has
drawn attention from anthropologists and medical researchers con-
cerned with its detection and treatment.15 Some cultures do not have
concepts that are equivalent to the Western notion of depression. The
Hopi Indians of Arizona, for example, describe an illness similar to
major depression but without dysphoria.16 The Flathead people of
Montana express depression as a social phenomenon of loneliness—
the feeling that no one cares for you.17 Neurasthenic patients in
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China deny dysphoria but do exhibit the other symptoms of depres-
sion, such as psychomotor retardation and somatic complaints.18

Older African Americans tend to deny sadness but are more likely to
report thoughts of death than older whites.19

In the domain of functional assessment, the willingness of older per-
sons from certain groups to report difficulty taking care of themselves
may be powerfully related to fear of admitting their dependence on
others. Observed differences in functional status across ethnic groups
may represent true differences but could represent measurement error
from the instrument used in the assessment of physical function.
Physical function assessment generally employs self-reporting instru-
ments that rely on the subjective response of patients. Performance-
based measures provide more objective measures of function but are
harder to carry out in the clinical setting and may not always relate di-
rectly to performance at home.20,21 The choice of method generally re-
lates to the clinician’s time constraints, training, and need for the most
reliable and valid information. A number of instruments are illustrated
and discussed in this book, but unfortunately, most of the instruments
have not been specifically assessed for their performance in older mi-
norities. An exception is the SF–36, whose reliability or reproducibility
has been found to be as high in minority groups as in whites,22 and
which appears to be valid for assessment of functional status in His-
panic Americans.23

Finally, literacy and the level of educational attainment may be im-
portant considerations in assessing older adults, especially ethnic mi-
norities who historically have had less opportunity to advance in
school. Older women, in particular, grew up in a period when it was un-
common for girls to finish high school and attend college. The associa-
tion of ethnic grouping with functional decline and other important
health outcomes may have more to do with the level of educational at-
tainment than race. At the age of 65 years, persons with 12 or more
years of schooling have an active life expectancy (i.e., life spent with-
out reported functional disability) that is 2 to 4 years longer than
older adults with less education, regardless of ethnicity.24 Closely tied
to educational level attained is literacy, or the ability to understand
and use written information. In one study of 144 African Americans
over the age of 65 years living in New York City, half had a reading
level that was below the eighth grade,25 suggesting that materials de-
signed for older persons must be evaluated for reading level. It remains
to be seen whether improved educational opportunities for persons
from ethnic minorities will result in older persons with diminished
rates of functional impairment when compared with the current co-
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hort of older persons. In clinical work, care should be taken to con-
sider the educational level of clients who may not be accustomed to
the type of questions that are asked in many functional and cognitive
tests.

Clinicians need not develop their own instruments for assessment of
depression, function, or other domains in order to assess properly older
adults from different ethnic groups. Instead, in interpreting results
from assessment, they should be aware that the reliability and validity
of instruments developed, for example, among urban hospitalized pa-
tients in the Northeastern United States, may not be applicable to a bor-
der community in rural South Texas. The selection of instruments and
other aspects of assessment should be tailored to the known demo-
graphic profile of the practice in which the questionnaires are to be
used. As researchers and clinicians become more aware of the cultural
context of assessment, it is hoped that more information will be avail-
able to make good decisions about geriatric assessment procedures that
are most appropriate to different ethnic groups.

ENHANCING COMMUNICATION WITH ETHNICALLY
DIVERSE OLDER ADULTS

The assessment of older adults who do not speak or read English
well and who have different worldviews and goals than those of the
health care professional can be a difficult and arduous task. Good
communication skills are required for interactions with all older
adults. However, social distance, racism, unconscious fears, and simi-
lar concerns on the part of patients and professionals may contribute
to additional problems in assessment and diagnosis of older adults
from varying ethnic groups.26 Early attention to building rapport will
go a long way to facilitating communication. In many cultures, such
as among Chinese and Mexican Americans, rapport begins through
exchange of pleasantries or chitchat before beginning the business of
medical history taking and physical examination.27,28 Older Hispanic
Americans often expect health care personnel to be warm and per-
sonal and express a strong need to be treated with dignity.29 As a sign
of respect, older persons should be addressed by their last names. Ges-
turing should be avoided because seemingly benign body or hand
movements may have adverse connotations in other cultures. Clini-
cians should take care to evaluate whether questions or instructions
have been understood, because some persons will nod “yes” while not
really comprehending. Because outright questioning of authority is
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taboo in some cultures, physicians should encourage the patient to
ask questions. He or she should tell the patient that even though
some things are not normally discussed, it is necessary to do so in or-
der to plan the best care.

ELICITING BELIEFS AND ATTITUDES ABOUT ILLNESS

When caring for older adults, the clinician should make an attempt
to elicit beliefs and attitudes about illness. Eliciting beliefs and atti-
tudes about illness that may be rather different from one’s own means
maintaining an accepting attitude and putting the family and patient
at ease that their ideas are valued in developing the care plan. The cli-
nician should ask the patient what he or she thinks is wrong or caus-
ing the problem, whether there may be some ways to get better that
doctors may not know about, what the patient has done to help the
problem, and whether anyone else has been asked to help with the
problem. To draw out beliefs about illness, the physician should ask
the patient what worries him or her most about the illness and why
the patient thinks that he or she is ill now.

Getting into the “assumptive world”30 of the patient is time well
spent. First, doing so provides useful information about over-the-
counter medications or home remedies that might interfere with
prescribed medicines. For example, older persons within traveling
distance of Mexico obtain pharmacologically active compounds that
are not always equivalent to medications bought in the United
States.31 In addition, traditional folk remedies play a central role in
health care for older Mexican Americans and Asian Americans.32 In
many cases, standard prescriptions may be more acceptable if tradi-
tional remedies can continue to be taken. Second, assessing cultural
beliefs about illness includes asking about diet. Dietary prescriptions
are often a component of traditional healing practices in Native
Americans.33 Third, failure to elicit ideas about illness can result in
poor communication, a lack of adherence to prescribed therapy, or
refusal to undergo tests or therapeutic procedures. For example, the
idea that illness is punishment for past deeds may inhibit participa-
tion in preventive or therapeutic procedures.34 Also, eliciting the pa-
tient’s ideas about illness and incorporating those into the treatment
plan can help to build a bridge of trust between clinicians and older
minority patients. Finally, asking and listening about the cultural
beliefs of the patient help to establish rapport and show respect for
the older person and can be one of the most interesting aspects of
caring for older adults.
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SELECTED DOMAINS OF GERIATRIC ASSESSMENT

Subsequent sections of this chapter highlight specific considerations
in the multidimensional evaluation of older persons from ethnic mi-
nority groups. Features of assessment relevant to ethnicity are covered.
Readers should refer to other chapters for further information regard-
ing assessments.

Functional Assessment

The functional ability of older African Americans declines more rap-
idly than other races. In the North Carolina Established Populations
for Epidemiologic Studies of the Elderly, 9.6% of African Americans
older than 65 years reported difficulty with two or more activities of
daily living, and 19% reported two or more difficulties with instru-
mental activities of daily living.35,36 Older African Americans were
40% more likely to have trouble getting around and 50% more likely
to be confined to their homes than whites,37 and the gap between
African Americans and whites appears to be widening.38 However, in
advanced age (the 9th and 10th decades of life), older African Ameri-
cans appear to function better than whites probably because only the
most hardy individuals survive.35 Hispanic Americans also have sig-
nificant burden of functional impairment as assessed by activities of
daily living and instrumental activities of daily living.39 Markides et
al.40 reported that functional impairment among Hispanic Americans
was related to specific medical conditions such as diabetes mellitus,
stroke, myocardial infarction, arthritis, and hip fracture. Functional
impairment caused by these medical conditions was greater in older
Hispanic Americans than in whites.40–43 Among Asian Americans,
comparative data on functional impairment and disability are insuffi-
cient to draw firm conclusions. Asian Americans of high socioeco-
nomic status or who came from earlier immigrant groups probably
have rates of disability that are similar to whites.44

Cognitive Assessment

One purpose of evaluating cognitive status in older persons is to de-
tect and manage dementia and delirium. Assessing older adults from
ethnic minorities for cognitive impairment, dementia, and delirium
presents a number of challenges, including finding suitable translators
when command of English is poor, understanding the variable beliefs
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related to cognitive loss with age in different cultures, approaching the
decision to institutionalize, and incorporating the ethical issues per-
taining to medical decision making.45 In this section, two commonly
used instruments to assess cognitive status with respect to ethnicity are
discussed: (1) the Folstein Mini-Mental State Examination (MMSE) and
(2) the Short Portable Mental Status Questionnaire (SPMSQ).

African Americans and persons with less than 8 years of formal educa-
tion tend to be falsely identified as possibly cognitively impaired when
using the MMSE.46–48 Typically, a cutoff score is employed as a way to
standardize assessment and determine when cognitive impairment is
significant. Among older African Americans, Hispanic Americans, and
persons with educational attainment less than high school, a lower
threshold score for determination of cognitive impairment has been rec-
ommended (less than 18 of a possible 30 points) to improve sensitivity
(82%) and specificity (99%) for the diagnosis of dementia.49,50 In other
words, a standard cutoff of 23 or less to determine cognitive impairment
tends to overestimate the number of African Americans and Hispanic
Americans with true impairment of cognitive function. Increasing func-
tional difficulty over time with decreasing MMSE scores was not found
among African-American women, suggesting that the MMSE may not be
a valid predictor of subsequent functional decline; this result is consis-
tent with the idea that the MMSE may misidentify older African Ameri-
cans as cognitively impaired.51 The Hispanic Established Populations for
Epidemiologic Studies in the Elderly indicated that when the standard
MMSE threshold score of 23 was used, 22.3% of Mexican-American
older adults were classified as cognitively impaired, but this high rate of
cognitive impairment may reflect lower educational attainment.52 The
National Institute on Aging has begun to address this issue with the de-
velopment of instruments for Spanish-speaking patients in the
Alzheimer’s Disease Cooperative Study. In addition to African Americans
and Hispanic Americans, Asian-American older adults also show decline
in the MMSE score for lower education and older age.53 The SPMSQ has
been specifically validated in older African-American and Hispanic-
American samples with excellent sensitivity and specificity.47,54,55 The
clock-drawing task is another tool in the assessment of cognitive func-
tion. Clock drawing seems to be less sensitive to culturally based bias.

Depression Assessment

Although the prevalence and incidence rates of depression in African
Americans appear to be lower than in whites,56 it is not clear the extent
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to which this relates to a tendency of older African Americans to report
somatic symptoms related to depression but not sadness.19 In clinical
samples, as many as 11% to 33% of older African-American patients
were found to be depressed.57 Little is known about depression rates in
older Hispanic Americans, who also present significant methodologic
problems when measuring depression.58 The lifetime prevalence of ma-
jor depression among Mexican-American adults in California was re-
ported to be 7.8%, but this study did not include adults over the age of
54 years.59 In other studies using symptom scales, rates of depression in
Mexican Americans were reported to be as high as 20% to 30%.60–62 Sui-
cide rates among older persons tend to be highest in white men and
lowest in African-American women. Older Chinese women have a sui-
cide rate that is estimated to be up to seven times higher than in white
women.44,63 Japanese women also have higher suicide rates than 
white women.44 Rates of suicide among older adults are also very high
in Eastern European countries.64–66

Because recognition of depression is problematic, standardized as-
sessment instruments have been developed. In most cases, little infor-
mation is available on how these instruments perform in older ethnic
minority groups. Here, two instruments with regard to ethnicity are
discussed: (1) the Centers for Epidemiologic Studies Depression Scale
(CES-D) and (2) the Geriatric Depression Scale (GDS). The CES-D is a
20-item questionnaire that is designed to measure depressive symp-
toms in multiethnic, community-based samples.67 Reliability esti-
mates for the CES-D are high, ranging from 0.84 to 0.92. Samples of
African Americans and other diverse groups have shown that the
CES-D can usefully measure depression.68 The CES-D has a sensitivity
of 75% in older African Americans and 94% in older whites.47,69,70

Recent tests of a new 10-item CES-D seem to have the same reliability
and validity as the 20-item version. The GDS has good sensitivity and
specificity in most samples, although it appears to have poorer per-
formance among African Americans than among whites.68–71 Among
Hispanic Americans, the GDS was also less sensitive to significant de-
pression.72,73

Social and Economic Issues in Assessment

Frequently, it is the family who brings the older patient to see the
doctor. Therefore, social environment plays an important part in the
health of older adults. The quality and density of the social environ-
ment are critical factors in maintenance of independent living at
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home. Adequate social support and interaction are significant predic-
tors of morbidity and mortality in older adults.74,75 Many cultures
have strong traditions of care for older family members. For example,
among Hispanic Americans, the concept is called familismo; for Japa-
nese families, filial piety and family obligation are called koko.29,34 Re-
sistance to accepting help from nonfamily members may reflect an
unwillingness to transfer these family obligations to health care pro-
fessionals. Families of older adults from ethnic minorities may have a
great need to participate in the care of their older relatives. African-
American caregivers report performing more caregiving activities and
caring for persons with greater functional and cognitive impairment
than did whites; however, white caregivers reported significantly
more burden.76 In addition to social support from the family, the
church and other nonfamily caregivers are important sources of social
and emotional support for older African Americans.77,78

At the same time, health care professionals should realize that car-
ing family members may shield their relative from intrusive questions
or procedures or may cover up deficiencies in the older patient’s per-
formance. Family members must be made aware that adequate assess-
ment of older adults requires that they must act as clear translators of
questions and answers, not only of assessment instruments, but also
in relationship to recommended treatment. Family members may be
able to suggest ways that the medical treatment can be integrated
with the cultural beliefs and practices of the older person.

Minority older adults tend to show greater levels of financial strain
than other races.79,80 Older minorities face “double jeopardy”; that is,
the combined effect of age and minority status leads to greater illness
burden and greater strain on financial resources.81–85 Also, the lack of
wealth accumulation leads to greater financial strain across genera-
tions. Physicians need to consider the financial constraints of older
minority patients when developing recommendations for treatment.
Although direct questioning about finances may be offensive to some
older adults, presenting the possibility of a less expensive but equally
effective treatment shows a depth of understanding that is often ap-
preciated by older persons.

Ethics in Medical Decision Making

Advance care planning and end-of-life discussions are important
components of geriatric assessment. Discussions with older minorities
about treatment in the event of serious or terminal illness are often
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more complex than with middle-class whites because ethnic, reli-
gious, and cultural differences are added to the mix. For example, the
core value of personal autonomy may not be as tightly held for some
minority groups. Mexican-American and Korean older adults rely
more heavily on family and physician input for end-of-life decisions
than might be typical for whites. For such persons, physicians will
have difficulty if they try to elicit a totally autonomous decision from
the patient. In addition, older minorities are more likely than whites
to prefer an aggressive treatment approach, often for fear of abandon-
ment. Even when older persons from minority groups prefer a pallia-
tive approach to care, they are less likely to have communicated this
to their physicians. Trust and comfort with a personal physician may
be two of the most important requirements that will enhance end-of-
life discussions.

CONCLUSION

Geriatric assessment is an important component of clinical practice.
Assessment can be carried out in a single visit or over a number of visits.
Because older ethnic minorities are bound to make up a large proportion
of patients in primary care, clinicians should pay special attention to the
cultural factors that modify aspects of assessment, including the suit-
ability of specific instruments. Combined with sensitivity to cultural is-
sues and clinical judgment, the health and function of all older adults
can be enhanced through careful considerations of the domains of geri-
atric assessment.
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4 

The Older Adult Driver

OLDER DRIVERS

An 84-year-old male is brought in by the family for further evalu-
ation of cognitive decline. The daughter relates a 2-year history of
short-term memory loss, with repetition, difficulty in naming, im-
paired ability to recall recent events, and geographic disorienta-
tion. Regarding the latter, he had been lost on two occasions while
driving in familiar areas. The daughter is concerned about his
safety behind the wheel given a recent accident. The patient has no
insight into his deficits. He has a history of osteoarthritis, coronary
artery disease, and hypertension. His medications include am-
lodipine and atenolol. On review of systems, he complains of neck
and lower back pain, daytime somnolence, and dizziness. His ex-
amination is nonfocal, but he does have severe limited neck range
of motion. His rapid pace walk reveals that he covers 20 feet in 12
seconds. His psychometric test profile reveals an abnormal clock-
drawing task and a Trails B test of 200 seconds.

This gentleman probably has dementia of the Alzheimer’s type,
which puts him at increased risk for a motor vehicle crash. His psy-
chometric profile also places him at increased risk, along with various
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co-morbidities. The recommendation to stop driving was resisted. The
family agreed to an on-the-road test by a driving rehabilitation spe-
cialist. It became obvious in traffic that the patient could not drive
safely, as he had no regard or attention for other vehicles. The occu-
pational therapist recommended no further driving. In the office
follow-up visit with the physician, the recommendation to stop
driving was given verbally and in writing to the patient and daughter.
An alternate means of transportation was discussed. The daughter
was available for assisting with the majority of his trips. The car was
removed from the premises. The patient eventually moved into an
assisted living environment.

The automobile is the most important source of transportation for
older adults. The ability to drive or be driven is crucial for older persons
to maintain an important link with society. Functional assessment,
which can include driving ability, is a key component for clinicians in-
volved in providing geriatric care. Clinicians should determine whether
their patients are currently driving, provide information on healthy
driving behaviors, assess medical conditions or physiologic variables
that place their patients at increased risk for a motor vehicle injury or
driving cessation, and intervene and treat medical illnesses that can im-
pair driving skills.

Some clinicians may be reluctant to address driving habits. However,
one could argue that impaired driving skills should not be viewed any
differently from the prevention, detection, and improvement of im-
paired mobility such as walking, which can also result in a fall or other
injury. Epidemiologic studies have identified risk factors for driving ces-
sation and motor vehicle crash or injury in older adults.1 There is still a
need to validate current risk factors and to determine whether modifi-
cation of the risk factors is a benefit to the patient or society. While
awaiting further investigation in this area, the clinician should not de-
lay in assessing or assisting older adults in an attempt to maintain or
improve driving skills. When driving retirement occurs, clinicians who
care for older adults should be ready to assist with suggestions for ac-
ceptable alternate modes of transportation.

BEHAVIORS AND CHARACTERISTICS 
OF OLDER DRIVERS

There will be a rapid increase in the number of older drivers on the
road in the next few decades. This can be attributed to the aging of
our driving population in the United States and especially to an in-
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crease in the number of older adult female drivers.2 It appears that
each new cohort of older drivers is increasing its average miles driven
per year but still drive fewer miles per year than other age groups.3

Older drivers report less driving at night or during adverse weather
conditions and avoid rush hour or congested thoroughfares. Al-
though female older drivers may drive fewer days and are more likely
to stop driving than men, some data suggest that this gender gap is
narrowing.4 Most importantly, functionally impaired older adults ap-
pear to restrict their exposure even further.5,6 Unfortunately, the per-
centage of the population that is actively driving decreases with each
decade.7

The traffic violation rate per licensed driver is increased for both the
younger and older driver.8 Older adults tend to be ticketed for making
improper left-hand turns, failure to yield, or missing stop or traffic
signs.9 These violations tend to reflect problems with attention and
complex traffic situations. Older drivers have been noted to take
longer to complete turns in intersections.10 In contrast, younger peo-
ple tend to have higher rates of violations for speeding, reckless driv-
ing, and driving while intoxicated. Older adult drivers (over 65 years
old) account for a very small percentage of the motor vehicle crashes
and injuries in comparison to other age groups because of fewer num-
bers of licensed drivers and reduced exposure. However, public safety
concerns about the driving performance of this group have been
raised by many studies that reveal an increased crash rate per mile
driven for drivers aged 70 years or more, but this finding may be af-
fected by the type of roadway. This crash rate has been attributed to
age-related changes in driving skills such as visual search and reaction
time,11 in addition to the presence of medical diseases.12 The actual
contribution of each of these factors to this increase in crash rate is
unknown. In addition, older adults have increased vulnerability in
crashes that result in more serious injuries to themselves, occupants,
and other cars when compared with other age groups.13,14 This is
probably related more to fragility than to an increased involvement in
crashes.15

Dementia may be one of the major medical illnesses that con-
tributes to the increased crash rate in older adults.16 This may not be
surprising given the prevalence of dementia of the Alzheimer’s type,
which doubles every 5 years over the age of 65 years.17 One study that
administered cognitive tests to older adults during driver license re-
newal revealed that a significant number of drivers over the age of 80
demonstrated some degrees of cognitive impairment.18 Studies in ter-
tiary referral centers have revealed an increased crash rate in drivers
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48 THE OLDER ADULT DRIVER

with dementia of the Alzheimer’s type in comparison with controls, al-
though there have been exceptions. Larger population-based studies
that are able to identify cognitively impaired drivers by brief cognitive
screens have found modest increases in crash rates in older adult driv-
ers.19 However, it is often difficult to find associations between cognitive
and visual impairment and crashes because of the infrequent occurrence
of these events, along with the reduction in the number of trips made
over time.

OLDER DRIVERS AT RISK FOR A MOTOR 
VEHICLE CRASH

Common diseases in older drivers that have been noted to affect
driving ability include, but are not limited to, visual impairment,20,21

diabetes mellitus,22 seizure disorders,23 Alzheimer’s disease,24 cere-
brovascular accidents,25 depression,26 cardiovascular disease,27,28 sleep
disorders,29 arthritis and related musculoskeletal disorders,30 and alco-
hol and drug use.31 More studies are needed to examine the effect of
multiple illnesses on the driving task.

Diseases should be graded as to their severity and ability to impact
on driving errors or the human factors. For instance, diabetes has a
potential to affect the three important domains of driving: (1) percep-
tion (e.g., from retinopathy or cataract), (2) cognition (e.g., from hy-
poglycemia), and (3) motor response (e.g., from neuropathy). Thus, a
clinician may have to make a determination as to the severity of the
disease and the impact on the intrinsic factors and weigh these find-
ings within the context of a patient who may have co-morbidities.
Doing so becomes more difficult in older drivers when one may be
dealing with multiple mild to moderate diseases (e.g., visual impair-
ment, mild cognitive impairment, and arthritis).

Diseases or syndromes that can impair consciousness, such as
angina, arrhythmias, diabetes, seizures, syncope, transient ischemic at-
tacks, cerebrovascular accidents, and arthritis, should be assessed for
severity to determine whether the disease has a potential to impact
driving. Polypharmacy is not uncommon in older adults. Many com-
mon medication classes have been studied and noted to either increase
the crash risk or to impair driving skills when assessed by simulators or
road tests. These include, but are not limited to, narcotics and benzo-
diazepines,32 antihistamines, antidepressants, antipsychotics, hyp-
notics, alcohol, and muscle relaxants. One study that focused on older
drivers noted that long-acting benzodiazepines are associated with in-
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creased crash rates.33 Another report suggests that a significant num-
ber of older adults may be driving while intoxicated or under the in-
fluence of other medications.34,35

Another approach to index crash risk in older adults is to perform
functional or physiologic measures.36 With increasing age and the
presence of age-related diseases, studies have documented a decline in
vision,37 hearing,38 and reaction time.39 Impairments in executive
function appear to correlate strongly with older adults with a history
of motor vehicle crashes.40 A decline has been noted in the functional
visual field or “useful field of view” with age, and this measure has
also been correlated with crash data in an older driver sample that was
screened to be at high risk for a crash.41 A brief computerized version
of the useful field of vision is available to clinicians. However, its
utility as an office screen or assessment tool awaits further studies to
determine its sensitivity, specificity, and positive predictive value in
additional settings such as outpatient medical clinics or other high-
risk cohorts of older drivers.

There is a growing consensus among clinicians and experts in the
field that many conditions and decrements in driving behaviors and
physiologic variables can impact driving and can easily be assessed by
clinicians.42–45 The interested clinician is referred to the website—
Counseling and Assessment of Older Driving—which describes the
ADReS (Assessment of Driving Related Skills) battery, which has the
potential to risk stratify older adults.46 Clinicians can check static vi-
sual acuity with the Snellen chart; hearing with the whisper test or
hand held audiometry; attention and reaction time with Trails A or B;
visual spatial skills with the clock-drawing task; and judgment, in-
sight, muscle strength, and joint range of motion with a physical
exam. Impairments in any of these variables should be assessed for
their etiologies, and a treatment plan should be developed. Referral to
a subspecialist may be in order. The ability of psychometric tests to
predict risk for crashes may diminish over time47 and may need to be
repeated for those older adults who continue to drive after a driving
assessment. The American Medical Association (AMA) website on
driving46 also describes a useful algorithm for assessing older adult
drivers and is shown in Figure 4–1.

Although physicians may have some reluctance in addressing driv-
ing issues in the office because of perceived liability risk and concern
over patient acceptance, many recognize the importance of assessing
driving skills.48 Clinicians should also incorporate an injury control
approach into their health maintenance practice for older adults. Im-
portant driving issues that the clinician should discuss with the older
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50 THE OLDER ADULT DRIVER

Physician’s Plan for Older Drivers’ Safety (PPODS)
 Is the patient at risk for medically impaired driving?
 Perform initial screen—

 • Observe the patient
 • Be alert to red flags
    – Medical conditions
    – Medications and polypharmacy
    – Review of systems
    – Patient’s or family member’s concern
 
 If screen is positive—
 
 • Ask health risk assessment/social history questions
 • Gather additional information

At risk Not at risk

Medical interventions Formally assess function (ADReS) Health maintenance

• For diagnosis and
   treatment

• Vision
• Cognition
• Motor function

• Successful Aging Tips
• Tips for Safe Driving
• Periodic follow-up

Deficit not resolved Deficit resolved

Refer to Driver Rehabilitation Specialist:
Is the patient safe to drive?

No Yes

Counsel and follow-up
• Explore alternative to driving
• Monitor for depression and social isolation
• Adhere to state reporting regulations

Figure 4–1 PPODS Chart. Source: Wang CC, Kosinski CJ, Schwartzberg JG, Shanklin AV.
Physician’s Guide to Assessing and Counseling Older Drivers. Washington, DC: National
Highway Traffic Administration; 2003. American Medical Association.
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driver include using a seat belt, limiting alcohol consumption, re-
fraining from using a cellular phone while driving, obeying the speed
limit, and enrolling in refresher courses, such as the Driving Safety
Program by the American Association of Retired Persons.

DRIVING RETIREMENT

Recent studies would indicate that older adults tend to drive fewer
miles when affected by illness that can impair their perception and cog-
nition.49 The clinician may at times have to recommend that his or her
patient stop driving, especially when a significant medical condition is
involved. Many older drivers have been driving longer than their physi-
cians have been practicing medicine. Hence, it is important for health
professionals to discuss these issues in a sensitive manner. The physician
can play an important role in enforcing driving cessation by encourag-
ing the patient’s acceptance of the situation. The physician should also
suggest alternative transportation resources. These discussions should be
documented in the patient’s chart. It should be noted that older adults
are often advised to stop driving becasue of health reasons but often
continue to drive despite this advice, especially in rural areas.

Public transportation systems50 may have reduced fares for senior
citizens. Because of restricted sites and the physical or cognitive limi-
tations in the older driver, these services are typically underused.
State- or local-sponsored services may provide door-to-door trans-
portation for older adults in large vans, many of which are equipped
with lifts. Local communities, societies, retirement centers, or local
church groups may use funds or volunteers to provide services to
physicians’ offices, grocery stores, and meetings.

Patients may refuse to stop driving despite advice from a family
member or a clinician. The patient may request a referral for another
opinion. This should be reserved for only questionable cases because
some evaluations (private or state) may be cursory or superficial. The
clinician may consider writing a letter to the state department of mo-
tor vehicles (DMV). The ethics and legal ramifications of this letter are
discussed in the last section of this chapter.

Special mention is made of the older adult driver who does not
have insight into his or her own illness, such as when he or she is suf-
fering from Alzheimer’s disease. Unfortunately, primary care physi-
cians may not recognize that their older adult patients who drive have
significant cognitive impairment.51 The spouse, family, physician, oc-
cupational therapist, and DMV may need to work together to keep
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those individuals judged to be unsafe from driving. In situations in
which the patient does not have insight into his or her driving limita-
tions, these efforts may include involving the police or DMV to confis-
cate the driver’s license or involving family members to remove access
to car keys, move the automobile off the premises, change door locks,
file down the ignition keys, or disable the battery cable. An elegant and
useful guide from the Hartford Insurance company should be available
in physicians’ offices to address this important issue and may be help-
ful to the driver with cognitive impairment and his or her spouse.52

Copies can be sent free of charge, and the order form is available on
the website. A list of helpful resources to patients, clinicians, and care-
givers is provided in Table 4-1.

ASSESSING DRIVING SKILLS

Many health professionals and organizations may assist in the edu-
cation, training, or assessment of the older driver. These include, but
are not limited to, subspecialists in the field of medicine (e.g., neurol-
ogy and cardiology), neuropsychologists, occupational therapists,
physical therapists, courses such as the Driver Safety Program from
the American Association of Retired Persons, the medical advisory
board of the state or driver improvement office, and insurance com-
panies. A driving simulator may also play a role in assessing driving
abilities,53 and some studies have indicated correlation with crash
risk54 but may not be available in many centers.

Road performance tests are yet another method for evaluating driv-
ing skills. Road tests have some limitations because they are often
scored subjectively, the road conditions may vary, and the tests may
be performed in a car on a driving course that is unfamiliar to the sub-
ject. However, road tests have been advocated by several authors as
the preferred method to assess driving competency,55 and impairment
in these tests has been correlated with an increase in future crash
risk.56 Occupational therapists, often based at rehabilitation centers,
may have specific training and experience in evaluating drivers with
medical impairments. The therapist may be able to assist in modifica-
tions to the vehicle that could enable its safe and timely operation.

The physical therapist can be an indispensable member of the driv-
ing rehabilitation team. Large studies on older adult drivers in the
community indicate that back pain, arthritis,57 and the use of pain
medications58 are associated with increased crash rates. Thus, limita-
tions in muscle strength caused by pain or disuse or restrictions in
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Table 4–1 Physician and Caregiver Resources for Older Drivers

Clinicians

American Occupational Therapy Association (AOTA)
www.aota.org/olderdriver

The Association for Driver Rehabilitation Specialists (ADRS)
www.aded.net

National Highway Traffic Safety Administration (NHTSA)
www.nhtsa.dot.gov

American Medical Association (AMA): Physician’s Guide to Assessing and Counseling
Older Drivers

www.ama-assn.org/go/olderdrivers

Mayo Clinic Health Information
www.mayo.edu/geriatrics-rst/driving.html

Administration on Aging (AOA)
www.granddriver.info

Insurance Institute for Highway Safety (IIHS)
www.iihs.org/safety_facts/state_laws/older_drivers_htm

DriveABLE
www.driveable.com

Educational Material and Courses for Older Drivers

AARP Driver Safety Program
www.aarp.org

Automobile Association of America (AAA)
www.csaa.com/home

AARP: Driving Safety Program
www.aarp.org/families/driver_safety

Family and Friends Concerned About an Older Driver
www.ntis.gov

Family Conversations with Older Drivers
www.thehartford.com

At the Crossroads: A Guide to Alzheimer’s Disease, Dementia, and Driving
www.thehartford.com

Alternative Transportation Options

AOA Edlercare
www.eldercare.gov

AAA Foundation for Traffic Safety
www.seniordrivers.org

American Public Transportation Association
www.apta.com

Community Transportation Association
www.ctaa.org

Local Agency on Aging
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range of motion of joints such as the hands, feet, and neck may play
an important role in driving impairment. Interventions to improve
muscle strength and joint function have the potential to improve
driving skills.

Even if medically impaired patients pass a road test, a question of
how closely to monitor the patient over time will always exist. Repeat
road tests can be expensive, but when drivers with Alzheimer’s disease
who pass road tests are followed longitudinally, skills can be expected
to decline in the presence of chronic disease.

ETHICAL, LEGAL, AND PUBLIC POLICY ISSUES

Patients and families do not always comply or agree with clinicians’
recommendations to stop driving. Physicians may simply decide to
document this refusal in the chart, as long as the opinion is given to
someone who has decision-making capacity. However, this situation
may justify a letter to the state’s DMV. The courts often require physi-
cians as one of the key players in keeping unsafe drivers off the road.59

This breach of confidentiality may be appropriate when performed in
the best interest of the community.60 Obviously, the state DMV will
ultimately have the final decision as to whether someone can remain
licensed to drive. Most states will follow the advice of the physician or
occupational therapist. Appeal processes exist for these situations,
however. The decision to report patients to the DMV varies depending
on personal practices and state requirements. Because the common
law and statutes vary among states, legal counsel should be obtained
to help guide the evaluation process and determine the regulations
that should apply for practices in each state. Some states such as Cali-
fornia require physicians to report specific medical conditions such as
dementia of the Alzheimer’s type.

FUTURE RESEARCH NEEDS AND CONCLUSIONS

Current research and studies on older drivers have focused on
methods to identify the medically impaired driver who is at risk for a
motor vehicle crash or at risk for driving cessation. A comprehensive,
step-by-step approach appears to be the most appropriate method to
assess older adult drivers when safety issues or functional impairment
have been raised or identified. Physicians should take an active role in
assessing risk for injury while driving. Referral to other professionals
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or organizations may be helpful in the evaluation and treatment
process as well as in the maintenance of the driving skills of older
adults. When driving retirement occurs, clinicians should monitor for
social isolation and depression and discuss transportation options
when appropriate. Programs that are available in Canada such as Drive-
ABLE61 are already available in some states and may be useful to assess
medical conditions or chronic medication use in older drivers.

Public policy efforts focused on the routine assessment of senior
drivers during license renewal are already occurring in some states.
In fact, questionnaires have indicated that older adults are willing to
undergo some tests to promote safer driving for the public but do
not reach consensus on which measures should be instituted.62 The
efficacy of routine screening measures during license renewal such
as vision tests and road tests are in question because in-person li-
cense renewal appears to be the only measure in the United States
noted to be associated with a decrease crash risk in older adults.63

However, road tests administered in other countries may be more ef-
ficacious and should be studied.64 More work is needed on the utility
of educational programs that have the potential to improve driving
skills.65–67 Research on the type of screening and the utility and fea-
sibility of the screening measures during license renewal to decrease
the crash rate is still needed.
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5

Enhancing Advance 
Directive Discussions Using 

the Values History

Geriatric assessment requires an examination of the present and
preparation for the future. Patients need to consider their
long-term care options, as well as health directives for a broad

array of interventions. This consideration is hinged on the input of
physicians. Physicians are responsible for addressing future health
concerns as part of their fiduciary responsibility for managing their
patients’ medical ailments, taking ownership of the task of initiating
discussions on advance directives. Unfortunately, many physicians
have been reticent in discussing advance directives or reluctant to re-
spect them when the appropriate time comes.1,2 Physicians are reluc-
tant to discuss advance directives because of their own discomfort, as
well as a perception that they will burden their patients and families
by the discussion.1 Further shortcomings in advance directives were
reflected in the SUPPORT study.2 This multicenter trial found that de-
spite discussions on end-of-life treatments that were integrated into
the medical care of hospitalized patients, stated preferences are not
routinely translated into physician’s orders.

Both living wills and the durable powers of attorney for health care
(DPA/HC) address preferences for future health care. The Patient Self-
Determination Act of 1990 intended to enhance use of these instru-
ments by requiring health care institutions that receive Medicare and
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Medicaid funds to ask patients if an advance directive has been
signed. Although studies revealed that signing rates increased, the
universal execution of the advance directive did not.3 Advance direc-
tives have a sound ethical foundation, but often they fail to assess or
acknowledge people’s values in their formulation, execution, and im-
plementation. People view their lives and health care as part of their
remembrances of loved ones lost and how their own mortality can be
influenced through the use of advance directives.

Doukas and McCullough proposed in the late 1980s to make this
process more systematic using an instrument that both assesses and ac-
knowledges the values of patients in end-of-life health care planning,
the Values History.4–7 The Values History enhances autonomy through
an intake of patient values and health care preferences that are to be
carried out when decision making by the patient is no longer possible.
The Values History facilitates communication by asking the patient to
identify values and preferences before the patient can no longer speak
for himself or herself. As such, the Values History is a valuable adjunct
in fulfilling the ethical foundation of the Patient Self-Determination
Act to inform patients about their right to refuse medical therapy (in-
cluding the use of advance directives).8 These values and preferences
are to be discussed first in the outpatient setting, with additional Val-
ues History discussions occurring with changes of health status. This
approach decreases the probability of encountering uncertainty about
the person’s preferences for end-of-life care. Addressing values and
preferences when discussing advance directives is an essential aspect of
geriatric care. The patient must be informed about not only advance
directives, but also the importance of their values and preferences.
These enable the physician and family to implement them. The Values
History eases this process by addressing relevant values that underlie
the informed consent process for these directives.

THE LIVING WILL

The living will is a written statement (or oral declaration as allowed
in applicable law) that documents a person’s competent decision to
withhold or withdraw artificial means of health care in circumstances
of terminal illness (and, in many states, irreversible comatose and veg-
etative states) when the person can no longer make decisions. The liv-
ing will allows the person to decide in advance which life-prolonging
therapies in the treatment of a terminal disease process and its com-
plications should not be administered. The individual is free to revoke
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the living will—even when he or she is later incapacitated. The instru-
ment cannot be revoked or interfered with by third parties (i.e., physi-
cians or family), provided that it has been executed according to the
procedures defined in applicable law. Veterans Health Affairs accepts
living wills on the basis of Veterans Health Affairs policy.

Sometimes the language of the living will is unclear about which par-
ticular medical procedures are to be refused. This lack of precision can
lead to misinterpretation of what the person has refused.9 Physician in-
terpretation of the person’s intent as well as his or her assessment of the
probability of recovery can shade the likelihood of advance directive
implementation.9 Furthermore, many states have a specific format for
the living will, designated by statute; however, the Cruzan case’s find-
ings make that point tenuous.10–12

Living wills are legally sanctioned instruments that allow the com-
petent person to exercise autonomous control over future medical
care in anticipation of future incapacity. The ethics and law of in-
formed consent doctrine require that patients be informed about
medically reasonable therapies and the alternative of no intervention
at all. Informed consent doctrine requires that patients have the right
to accept or refuse any therapy, and this right to accept or decline po-
tentially life-sustaining medical therapies can be indicated in a living
will. Thus, end-of-life treatment options should be discussed by doc-
tors with their patients, especially with older adults who may be faced
with end-of-life decisions. Living wills should be based on the pa-
tient’s values regarding terminal treatment and care. However, living
wills typically do not address those fundamental values that help
them articulate explicit end-of-life preferences. In order to understand
the patient’s reasoning and motivation in executing a living will,
more information is required than the instrument itself typically in-
cludes.

THE DPA/HC

The DPA/HC is a legal document that transfers the power of medical
decision making from the patient to an agent, who can be a relative or
other trusted individual when the patient lacks decision-making ca-
pacity. This agent is assigned to make health care decisions when that
person is incapacitated. The so-called durability conveys that the
power begins with and continues through the patient’s incapacity.
The agent should not be the physician, as there is the potential of
conflict of interest in the decision-making process. The DPA/HC takes
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effect at incapacity, not only in the narrow end-of-life confines of the
living will. Veterans Health Affairs and nearly all states provide for the
DPA/HC. The duty of the DPA/HC agent on the patient’s incapacity is
to consider the medically reasonable options and then select the op-
tion(s) that most closely adhere to the previously discussed or written
preferences of the individual. This process is called the substituted
judgment standard. If the patient’s preferences are not known, deci-
sions should be based on the patient’s best interests, that is, the best
interest standard. The DPA/HC is more flexible than the living will.
Although the living will avoids the potential burden of placing decision
making on another’s shoulders, the DPA/HC may be a better approach
because it can accommodate a wider spectrum of future medical condi-
tions and possible medical responses. Also, patients may feel more con-
fident in designating a DPA/HC to voice and enforce their interests
than in signing specific medical treatments or refusals. The main objec-
tion to the DPA/HC is whether the agent has a sufficient understanding
of all of the patient’s many health care preferences.13 Often patients are
reluctant to discuss their values, much less their specific preferences
about terminal care with their agent.

THE FAMILY COVENANT

The use of the family covenant has been advocated by one of the
authors (D.J.D.) and John Hardwig in end-of-life treatment advance
planning.14 The family covenant is a means by which a patient can se-
lect whom within the family and other intimates should be allowed
to be included in the information sharing and decision-making
processes in treatment selection both before and after incapacity. The
determination of who is to be included in this process is entirely
vested in the patient and should best reflect those persons of family
and/or acquaintance who can reflect reliably the values and treatment
preferences of the patient. This model transcends the narrow scope of
DPA/HC documents with an appreciation that families often are very
relevant in these decisions. Nevertheless, a physician cannot assume
that each person in the patient’s surroundings has a reliable under-
standing of the values of the patient. Thus, this model begins with an
agreement that endures over time concerning to whom information
should flow. The passage of time allows for the accumulation of trust,
thus strengthening the relationship and allowing for ongoing discus-
sion, deliberation, and decision making. The family covenant can
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then be used as a method to discuss advance directives and other
relevant advance care planning options, such as those discussed
previously.

THE VALUES HISTORY

The Values History (Appendix A) was first published in the literature
a decade and a half ago to identify better end-of-life health care values
and treatment preferences based on those values.6 The Values History
complements the living will and DPA/HC rather than replaces them.
The Values History first asks the individual to identify his or her values
and beliefs regarding terminal care, followed by considering end-of-life
treatment decisions in advance, given these values. By first articulating
end-of-life values, the patient’s perspective is better understood by the
patient, his or her family, and his or her physician. The intended effect
is to enhance communication as well as the implementation of the
treatment preferences when appropriate.

The Preamble

The preamble articulates the premise of the Values History: to sup-
plement the person’s advance directive(s). These values and prefer-
ences guide physicians when an individual without decision-making
capacity is terminally ill, irreversibly comatose, in a persistent vegeta-
tive state, or otherwise a qualified patient under applicable advance
directive law and the withholding or withdrawing of life-sustaining
measures is being contemplated. As with other advance directive in-
struments, the Values History is changeable and revocable as long as
the person is able to voice his or her preferences.

The Values Section

The person first identifies life values relevant to the treatment deci-
sions that must be made. The foundation to this section is a thought-
provoking query as to whether the length of life or the quality of life
is more important to the patient. Identifying those values most impor-
tant to him or her from a list of 13 common end-of-life values then
follows this first choice, as it may have great bearing on considering
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these values. Other values can be added to this list, as it is not in-
tended to be comprehensive, just a starting point for facilitating
communication. These identified values can then help the individual
formulate his or her treatment preferences toward end-of-life medical
care.

The Preferences Section

The Preferences Section contains a list of medical interventions,
with acute-care decisions first and then chronic-care treatment op-
tions. Many preference statements introduce the concept of a “trial of
intervention,” either limited by time or benefit. This approach allows
for a therapy to be used for a designated period of time or in order to
ascertain whether medical benefit is present and continued after a
therapy is initiated.

Discussing cardiopulmonary resuscitation (CPR) is fundamental in
considering end-of-life care, as withholding or stopping resuscitation
in dire circumstances will usually result in death. Many physicians,
hospitals, and importantly, patients presume that this medical therapy
will be provided. Code status is of particular importance in chronic
and critical illness where such decisions are increasingly relevant. Such
orders can also be used in out-of-hospital do not resuscitate orders, as
allowed in many states for patients in home and hospice care. Respira-
tor and endotracheal intubation discussions help to clarify the unify-
ing concept of advanced cardiac life support (ACLS) resuscitation—if
ACLS protocols are to be used, they must be used with established
standards. “Partial codes” are not condoned in one’s treatment prefer-
ences, as they may set up false hopes for treatment benefit where there
is none.

Each subsequent chronic care directive is based in the context of fu-
ture long-term recuperative or vegetative care. The chronic care treat-
ment options include total parenteral nutrition, intravenous hydration/
medication, all medications for the treatment of illnesses by other
routes (e.g., oral or by intramuscular injection), enteral feeding tubes,
and dialysis. The physician should make clear that pain medications
will always be prescribed as needed.

Preferences then follow addressing autopsy, proxy negation, and or-
gan donation. The investigation of the causes of death may be very
important for some, such that the option of autopsy helps to under-
stand genetic familial disease risks better. The person is given an op-
portunity to add any other medical preferences not otherwise ad-
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dressed. The unique and singularly helpful Proxy Negation directive
allows the individual to name those who are to be excluded from the
person’s health care decision making in the future. This preference is
useful when family members have a different philosophy or religious
belief regarding medical care or who have a conflict of interest. The
last directive encourages the person to consider a Gift of Life by filling
out a Uniform Donor Card (specific to the reader’s state), allowing for
the postmortem use of organs in transplantation, medical therapy,
and medical research or education. Families are encouraged to respect
this personal decision, as well as that of autopsy.

Clinical Use of the Values History

All competent geriatric patients should be offered the Living Will,
the DPA/HC, and the Values History. All three should therefore be part
of geriatric assessment. In the primary care office, preliminary ques-
tioning on end-of-life care should be initiated by the physician. This
discussion usefully begins with the DPA/HC designation, as it is often
an easier task to identify a proxy decision maker. This point is where
the family covenant can be introduced in order to identify boundaries
set by the patient on who should be included in discussions on med-
ical care and treatment decision. Often, this point in time is also when
the identification of the Proxy Negation is relevant. The next step
would be to discuss the living will in the context of future terminal ill-
ness or irreversible incapacity. When the patient signs (i.e., executes)
his or her living will and/or DPA/HC, this should be documented
within the medical record, with copies also placed in the medical
record, and an appropriate note discussing the conversations that led
to these decisions, as well as patient-expressed delineations of how
the family can or should have a place in their future health care. The
physician’s next step would be to introduce the Values Section of the
Values History.

Subsequently, the physician should discuss the preferences listed in
the Values History. These discussions should be rooted in the context
of the person’s own medical problems. For example, the physician
should explain the lack of benefit of CPR to someone with conditions
that generally reduce the chances of successful CPR. Generally, the
acute-care treatment options (e.g., CPR, intubation, and ventilation)
should also be discussed early with signature of the Values History to
demonstrate their consent to the document. The remainder of the
Values History can be discussed during follow-up visits as part of other
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health maintenance exams, with documentation of subsequent deci-
sions as they are articulated. Each treatment preference should be in-
dividually signed and dated as agreed to over time. The physician
should document these treatment preferences in the medical record
for that date. Treatment preferences are to be rooted in the patient’s
values from the Values Section, as well as other relevant concerns that
are likely to arise in discussion.

Values-based discussion allows for a more meaningful understand-
ing of the individual’s reasoning while also probing possible inconsis-
tent values. Also, any impediments to a person’s ability to formulate
an informed consent may be gleaned. The physician could thereby
help the person therapeutically to restore his or her decision-making
capacity. Throughout this evolving advance directive informed con-
sent process, the law and ethics of informed consent require the
physician to presume that persons are able to consent to these deci-
sions unless unable to do so. The burden of proof is on the physician
to establish and document in the medical record that the individual is
unable to make these decisions.

The Values History preserves respect for the patient by allowing the
DPA/HC agent as well as other identified family covenant members to
use the patient’s values and preferences in the event of future inca-
pacity. The patient should understand that the basis for this respect is
best secured in advance to help his or her significant others help him
or her in the future. If the individual has no advance directive or
proxy, the physician should inform him or her that signing them
would best ensure that his or her wishes would be carried out. Five
states (i.e., California, Delaware, Michigan, Missouri, and New York)
have had case law arise in which “clear and convincing” standards of
evidence (i.e., explicit written or oral declarations) were required be-
fore withholding or withdrawing life-prolonging care. Every patient
must understand that making no decision is a decision—in that treat-
ment against his or her own values may be imposed if no advance di-
rective is executed.

CASE VIGNETTE

Mr. Bob Jones comes into Dr. Zelda Smith’s office for an extended
appointment for assessment of his abilities now that he is wid-
owed and living alone at the age of 78 years. Dr. Jones asks Mr.
Smith whether he has an advance directive. He replies, “Yes, I have
a living will, and one of those Health Care Proxies (a DPA/HC),
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and my son John is the proxy.” Dr. Smith asks what John under-
stands about Mr. Jones’ end-of-life values and preferences. He
replies, “John will know what to do,” but that indicates that he
has never had any specific conversations on end-of-life treatment
as both he and his son have been a bit reticent about talking about
it. He also states that he has an estranged daughter, Betty, with
whom he has had no contact for 9 years, and they have sharply
different views on health, life, and religion.

Dr. Smith uses this opportunity to initiate a conversation about
advance directive values, with an emphasis on asking why Mr.
Jones had executed his advance directives. His responses regarding
the trauma of seeing his wife die then stimulates a discussion on
his own quality of life and other associated values. Dr. Smith dis-
cusses the Values History with Mr. Jones, who then completes the
Values Section and addresses several acute care preferences by ini-
tialing each and signing the form. Over the next two physician ap-
pointments, John joins Dr. Smith and Mr. Jones in discussing the
remainder of the Preferences Section. Mr. Jones also lists Betty in
the Proxy Negation so that she will not attempt to usurp John’s role
at some later date. All parties recognize how this discussion will
help in the future, and the completed copy of the form is placed in
is medical chart, with Mr. Jones keeping the original and his son
having a copy. This duplication allows for ready use in case of hos-
pitalization and to assist the proxy to help with decision making,
which in turn, will help Dr. Smith with the writing of orders in the
hospital.

Barriers in Using the Values History

Potential barriers may arise in using the Values History. First, as
noted previously, the physician may delay advance directive discus-
sions to the person until the “right time.”1 This delay of informed
consent can thereby prohibit decisions about future health care. Both
the physician and the patient can lose a valuable opportunity to dis-
cuss values regarding end-of-life care if the patient becomes ill and de-
cisions need to be made in the absence of helpful discourse on values
and preferences. Patient ambivalence or wariness in discussing ad-
vance directives can be a barrier to the Values History. Physicians
should attempt continued sensitive discussion, particularly regarding
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what may happen if no advance directive is ever signed, as noted pre-
viously. Family members can impede the Values History’s implemen-
tation if no attempt is made to engage them. A family member may
disagree with a patient’s refusal of medical therapies and attempt to
circumvent the refusal. In such circumstances, it is helpful to ac-
knowledge the family member’s concerns and values and to inform
him or her that advance directives are intended to safeguard the pa-
tient’s autonomy and dignity. The family covenant helps to identify
proactively the relevant family members in medical decision making,
as well as who should not be part of these discussions or subsequent
decisions. Such information, when documented in the medical
records, can help the patient and physician identify who has “stand-
ing” to speak for the patient when incapacity comes.

Legal Considerations

All states now have an advance directive statute (either living will,
DPA/HC, or both). Almost all of these statutes allow for directives to
be appended to them.10 If a state does not have a statute with this
stipulation, it is still prudent to append the Values History to an ad-
vance directive, as competent values and preferences will enhance the
legal evidence and moral clarity supporting the document. Organ do-
nation statutes vary according to jurisdiction, such that seeking the
applicable Organ Donor Card for the Department of Motor Vehicles
and attaching it to the Values History is strongly recommended.

CONCLUSION

The Values History is an important complement to formal advance
directives that helps to understand the patient’s living will and the
DPA/HC better. The Values History supplements, rather than replaces,
these advance directives. Thus, all parties can gain a deeper level of
meaning of what the patient wants in the future. The greatest utility
of the Values History is to facilitate discussion regarding basic health
care values and value-based preferences. A longitudinal conversation
best approximates the ethical preference that informed consent is a
process rather than an event.15 By using the Values History, the patient
can best safeguard his or her own future autonomy and dignity by
communicating core health values and translating these values into
preferences that the physician can implement when appropriate.
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Appendix A
The Values History

Patient name: 

This Values History serves as a set of my specific value-based directives
for various medical interventions. It is to be used in health care circum-
stances when I may be unable to voice my preferences. These directives
shall be made a part of the medical record and used as supplementary to
my living will and/or durable power of attorney for health care.

I. VALUES SECTION

Values are things that are important to us in our lives and our rela-
tionships with others—especially loved ones. There are several values
important in decisions about terminal treatment and care. This sec-
tion of the Values History invites you to identify your most important
values.

A. Basic Life Values

Perhaps the most basic values in this context concern length of life
versus quality of life. Which of the following two statements is the
most important to you?

1. I want to live as long as possible, regardless of the quality of
life that I experience.

2. I want to preserve a good quality of life, even if this means that
I may not live as long.

B. Quality-of-Life Values

There are many values that help us to define for ourselves the qual-
ity of life that we want to live. Review this list (and feel free to either
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elaborate on it or add to it), and circle those values that are most im-
portant to your definition of quality of life.

1. I want to maintain my capacity to think clearly.
2. I want to feel safe and secure.
3. I want to avoid unnecessary pain and suffering.
4. I want to be treated with respect.
5. I want to be treated with dignity when I can no longer speak

for myself.
6. I do not want to be an unnecessary burden on my family.
7. I want to be able to make my own decisions.
8. I want to experience a comfortable dying process.
9. I want to be with my loved ones before I die.

10. I want to leave good memories of me to my loved ones.
11. I want to be treated in accord with my religious beliefs and tra-

ditions.
12. I want respect shown for my body after I die.
13. I want to help others by making a contribution to medical ed-

ucation and research.
14. Other values or clarification of values above:

II. PREFERENCES SECTION

Some directives involve simple yes or no decisions. Others provide
for the choice of a trial of intervention. Use the values identified
above to explain why you made the choice you did. The information
will be very useful to your family, health care surrogate (or proxy),
and health care providers.

Initials/Date
1. I want to undergo cardiopulmonary resuscitation.

Yes
No

Why?
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2. I want to be placed on a ventilator. (Please note: If
you answer NO to CPR #1, then the default is NO on
this item as well, as this option is part of the treat-
ment of cardiopulmonary resuscitation.)

Yes
Trial for the time period of 
Trial to determine effectiveness using reason-
able medical judgment
No

Why?

3. I want to have an endotracheal tube used in order to
perform items 1 and 2. (Please note: If you answer
NO to CPR #1, then the default is NO on this item as
well, as this option is part of the treatment of car-
diopulmonary resuscitation.)

Yes
Trial for the time period of 
Trial to determine effectiveness using reason-
able medical judgment
No

Why?

4. I want to have total parenteral nutrition adminis-
tered for my nutrition.

Yes
Trial for the time period of 
Trial to determine effectiveness using reason-
able medical judgment
No

Why?
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5. I want to have intravenous medication and hydra-
tion administered; regardless of my decision, I un-
derstand that intravenous hydration to alleviate
discomfort or pain medication will not be withheld
from me if I so request them.

Yes
Trial for the time period of 
Trial to determine effectiveness using reason-
able medical judgment
No

Why?

6. I want to have all medications used for the treatment
of my illness continued; regardless of my decision, I
understand that pain medication will continue to be
administered, including narcotic medications.

Yes
Trial for the time period of 
Trial to determine effectiveness using reason-
able medical judgment
No

Why?

7. I want to have nasogastric, gastrostomy, or other en-
teral feeding tubes introduced and administered for
my nutrition.

Yes
Trial for the time period of 
Trial to determine effectiveness using reason-
able medical judgment
No

Why?
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8. I want to be placed on a dialysis machine.
Yes
Trial for the time period of 
Trial to determine effectiveness using reason-
able medical judgment
No

Why?

9. I want to have an autopsy done to determine the
cause(s) of my death.

Yes
No

Why?

10. I want to be admitted to the intensive care unit if
necessary. (Please note: If you answer NO to CPR #1,
then the default in some hospitals is NO on this item
as well, as refusing cardiopulmonary resuscitation
means you also refuse intensive care unit treatment.)

Yes
No

Why?

11. If I become a patient in a long-term care facility or if I
receive care at home and experience a life-threatening
change in health status, I want 911 called in case of a
medical emergency. (Add your state-required “At
Home DNR order” here, if applicable.)

Yes
No
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Why?

12. Other directives:

I consent to these directives after receiving honest disclosure of
their implications, risks, and benefits by my physician, free from con-
straints and being of sound mind.

Signature Date

Witness

Witness
13. Proxy negation:

I request that the following persons NOT be allowed to make deci-
sions on my behalf in the event of my disability or incapacity:

Signature Date

Witness

Witness
14. Organ donation:

Specific state version inserted/attached here
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6

Recognizing Mistreatment
in Older Adults

Elder mistreatment (EM) is a multifaceted clinical syndrome that
affects thousands of older adults each year. EM was previously
characterized primarily as assault of an older person, but it is

now clear that EM includes subcategories of actions and outcomes
that harm the well-being of the older person. In addition to physical
abuse, the subcategories of EM are sexual abuse, psychologic abuse, fi-
nancial abuse, and neglect, each of which result in decreased quality
of life and increased mortality for those who experience it. Best prac-
tice demands a thorough EM assessment for all older adults as part of
any geriatric health assessment. There are now several good screening
and assessment instruments in the literature,1–3 and to ensure that a
geriatric health assessment is complete and carefully documented,
one of these screening and assessment instruments should be used.
Progress in our understanding of risk for EM and appropriate care
planning depends on a systematic assessment and documentation of
the older adult.

Carla VandeWeerd, Adolfo Firpo, Terry Fulmer, Gregory J. Paveza, 
and Marguarette M. Bolton
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THE SCOPE AND CONSEQUENCES OF EM

EM, as defined by the National Research Council,3 is as follows: “El-
der Mistreatment refers to (a) intentional actions that cause harm or
create a serious risk of harm (whether or not harm is intended) to a
vulnerable elder by a caregiver or other person who stands in a trust
relationship to an elder or (b) failures by a caregiver to satisfy the el-
der’s basic needs or to protect the elder from harm.” It represents a se-
rious issue affecting thousands of older adults. In the most commonly
cited population-based study of older adults, Pillemer and Finkelhor4

found an overall prevalence of EM to be 32 older persons per 1,000 for
an annual prevalence of 700,000 to 1.2 million cases of EM in the
United States. The recently completed National Elder Abuse Incidence
Study5 also examined the overall incidence of EM and found that ap-
proximately 551,000 persons were identified as abused or neglected in
1996 and acknowledges that this number may be as high as 800,000.

There is a shared belief among experts in the field that the conse-
quences of EM are substantial. EM results in emotional difficulties
such as decreased self-esteem,6–10 depression,11,12 and feelings of inad-
equacy and self-contempt.8,9 It has been shown to result in family dis-
tress, impaired life functioning,12 and cognitive difficulties.6 It has
also been linked to health problems such as immunologic dysfunc-
tion,6,10–13 and increased mortality.14

EM research has been refined over the past decade, and emphasis has
been placed on understanding the subcategories of this phenomenon.
Researchers have begun to study individual or “component” forms of
EM and to identify specific risk factors for individual mistreatment
forms. Five categories of EM are generally distinguished:7,15–18 (1) phys-
ical abuse or aggression, (2) financial or material abuse, (3) psychologic
abuse or chronic verbal aggression, and (4) neglect, by self or caregiver
(this chapter addresses only neglect by the caregiver), and (5) sexual
abuse. Using specific subtypes of EM may have differing risk profiles
and may require differing forms of intervention.

EM ASSESSMENT

EM assessment is a complex process because the clinical syndrome
is still evolving in the research literature. No straightforward tests can
define EM quantitatively. An astute clinician must use an interdisci-
plinary approach to come to a decision as to whether EM is suspected
and what actions should be taken. This is difficult. Approaches to as-
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sessment are further complicated by differences in state laws19–21 and
the complex nature of familial relationships, which often discourage
the reporting of mistreatment, and alter the standards of acceptable
behavior.

Conceptual frameworks have been found to be useful for construct-
ing approaches to EM assessment. One such approach, the risk and
vulnerability model, developed by Rose and Killien,22 and first applied
to EM in 1994 by Frost and Willette,23 has been used to guide assess-
ment approaches (Figure 6–1).24 Risk refers to hazards or stressors in
the external environment to the older person that can contribute to
the likelihood of mistreatment, such as having a caregiver who is
emotionally unstable, whereas vulnerability refers to characteristics
within an older person, such as decreased cognitive status, that may
influence the likelihood of mistreatment. Such a framework helps
guide clinical thinking when approaching the EM assessment. Others
have used a public health/epidemiologic model, using constructs
from national data sets, including demographics and health con-
structs such as depressions, functional capacity, social support, and
cognitive capacity to frame the approach.4,16,25 In a field this young,
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Elder Psychological Status
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Financial Mistreatment

Neglect

Figure 6–1: A risk vulnerability model of EM.24
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each approach adds valuable new insights into how to best shape an
EM assessment.

Assessment indices for the individual forms of mistreatment have
begun to evolve, and assessment protocols and screening tools have
been developed to aid practitioners in their recognition of the sub-
types of EM.2,3

In the clinical setting, under no circumstances is the caregiver to be
present during the older person’s assessment for any kind of possible
EM. In order to assist in the examination, translation services should be
provided for those older persons who are not fluent in English and can-
not communicate effectively during their examination and history tak-
ing. The translator must be a paid interpreter without any relationship
to the older person or caregiver. If a suitable translator is not available,
a follow-up visit must be arranged when such services can be provided.
Ideally, the interpreter should be competent in the older person’s native
language, familiar with the older person’s cultural background, and
skilled in interpersonal relationships with older persons.

Ambivalent feelings toward caregivers or family members expressed
or inferred from the older adult’s answers and behavior during the in-
terview should be construed as indicators of mistreatment and should
be kept in the mind of the examiner throughout the interview and
physical examination and probed repeatedly with delicacy and gen-
tleness. It is most difficult to obtain an explicit accusation of any form
of mistreatment from an older person that feels vulnerable or at the
mercy of the caregiver and who is without reliable and trustworthy al-
ternatives to the limited support he or she is provided with.

Assessment of older persons showing confusion or signs of demen-
tia should be assessed with the assistance of a professional clinical
staff skilled in handling older persons with decreased mental capacity.
The gender of the clinician and/or assisting staff may be an important
consideration for effective and efficient assessment.

PHYSICAL ABUSE ASSESSMENT

Overview

Physical abuse results from any action of a caregiver that leads to
physical harm or injury of an older adult whose care is entrusted to
him or her. A widely accepted definition of physical abuse is the in-
fliction of physical pain or injury such as punching, slapping, push-
ing, or hitting an older adult.3,26
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Clinical Interview and History Taking

A reliable interview and examination for indicators of physical
abuse require safeguarding the privacy of the older person, who
should be approached and treated with respect and consideration
throughout the entire process. The caregiver should never be allowed
to be present during the assessment and should be requested to step
out of the room or the examination area.26

If an older adult, in a clinical interview, makes a complaint of abu-
sive behavior, it must be taken very seriously and must be referred to
social services for follow-up. The history should reflect a description
of the circumstances and situations in which abusive behavior was ex-
hibited by the caregiver, including the immediate preceding activities
in which the caregiver and older adult were engaged in before the
physical abuse was inflicted. Timing of such events and the circum-
stances under which it occurred are extremely important and help di-
rect the in-depth questioning about the clinical and social history of
the older person during the examination process.

Narratives about a caregiver’s abusive behaviors will most often oc-
cur when absolute privacy is provided to the older person and is iso-
lated from the caregiver. The older adult must be kept in comfortable
surroundings where support and reassurance of his or her privacy and
confidentiality of the examination are made explicit to him or her. Re-
assurances of privacy and confidentiality must be repeatedly commu-
nicated to the older adult at various times during the assessment
process and reinforced by the general environment, particularly the
examiner’s and staff’s sensitive behaviors reflecting genuine concern
and care for the well-being of the older person at all times.

Physical Examination for Signs of Physical Abuse

Physical abuse often results in signs that are easy to find during the
patient’s physical examination. The difficulty with assessment is not
to confuse physical signs of abuse with that of an accident or of clini-
cal presentations.

Just as a patient’s complaint of physical abuse by the caregiver mo-
bilizes a focused search for supporting evidence during the history
and physical examination, the process of assessment of findings dis-
closed by the patient’s physical examination requires each finding to
be considered in the context of the patient’s complete personal, so-
cial, and medical history and all other findings of the physical exam.
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The assessment of physical injuries requires a careful and conscien-
tious search for features indicating that they were inflicted on the pa-
tient by another person, with intent, and that they were the result of
repeated acts of physical abuse such as slapping, hitting, biting, burn-
ing, pushing, or other similar behavior.

Possible Indicators of Physical Abuse 
in the Medical Record

Signs of physical injury observed during physical examination are
recorded in the patient’s medical record. For this reason, all assess-
ments for EM, regardless of the results of the current physical exami-
nation and history of present illness, require a comprehensive review
of the patient’s past medical records. Ideally, recent and old medical
records should be available, obtained, and systematically reviewed by
highly trained clinical examiners such as physicians, pathologists,
nurses (particularly advance practice nurses), social workers, and clin-
ical pharmacists for indicators of any form of mistreatment, particu-
larly physical abuse.

Current clinical experience and existing knowledge confirm that
the most important indicators of physical abuse are obtained from the
review of medical records such as past documented bone fractures and
abnormal results of laboratory tests. Isolated findings by themselves
are insufficient to support a conclusion of physical abuse and demand
that each finding be analyzed in the context of the patient’s overall
situation and circumstance at the time of the finding. An assessment
of physical abuse from the findings in the older adult’s medical
records is based on the validation and documentation of abusive
events described by the patient during past medical history taking
and the documentation of recurrent similar injuries along the pa-
tient’s medical care trajectory, such as concurrent injuries, particularly
fractures or skin burns at different stages of healing, or the presence of
skin bruises at different stages of resolution (p. 269).27 Each event and
its circumstance provide a location in the time line of the older per-
son’s path of physical abuse and victimization by those trusted with
his or her care.

The assessment of physical abuse from clinical laboratory data is ex-
tremely difficult. However, laboratory findings may help toward a bet-
ter understanding of the events and circumstances of situations where
injury to the older person occurs and the caregiver’s explanation sug-
gests nonintentionality to harm. Although experimental evidence is
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lacking, logic applied to the current understanding and knowledge of
the effects of blood anticoagulating agents and the underlying physi-
ology of atrophic skin of advanced age suggest that extensive bruising
of the skin may be enhanced in patients on oral anticoagulant therapy.
In addition to laboratory tests for levels of anticoagulants, it is impor-
tant to keep in mind that disorders of blood coagulation can occur in
older patients, and most of them are detected by routine testing and
should be generally requested during a patient’s medical evaluation.

Risk Factors for Physical Abuse

The literature26,28,29 indicates that risk factors of suspected and docu-
mented cases of physical abuse are older adult isolation; diminished
mental capacity of the older person, as in dementia and Alzheimer’s
disease; and or difficulty with activities of daily living (ADL) and instru-
mental ADL. These factors establish and modulate the tension in the
existing and evolving relationship between the caregiver and the older
person. Factors believed to influence the behavior of the caregiver to-
ward mistreatment of the older adult include personal family stress, the
use or abuse of alcohol or drugs, and untreated psychiatric problems.26

Scope of Physical Abuse

Physical abuse has been documented in all ethnic, racial, social, eco-
nomic, and educational levels and in all social environments, including
urban and rural areas in all settings from the homes of older persons liv-
ing alone, family member or paid caregivers, daycare centers, community
centers, nursing homes, extended living facilities, clinics, and hospitals.26

In this regard, the documentation in the literature is extensive and is sup-
ported with solid and reliable empirical data.24,25,28–32 What is lacking is
the same level of empirical evidence demonstrating casual mechanisms
and conditions under which caregivers become abusive of those they are
charged to care for and the infliction of the kinds of injuries that are in-
dicative of older person abuse.

SEXUAL ABUSE ASSESSMENT

Sexual abuse results from behaviors by a caregiver that violate the
limits of propriety and sensitivity of an older person regarding his or
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her intimacy and sexuality. Rape is at one end of the spectrum of sex-
ual abuse and often involves violence and constitutes a special form
of physical abuse.33 Physical findings during the genital examination
may lead the clinician to raise questions about possible sexual abuse,
but unfortunately, genital examination of an older person is not usu-
ally performed as part of a routine physical examination.34,35

Less extreme forms of sexual abuse can be equally damaging to the
older adult and can be expressed by abnormal behavior of the older
adult and raise concerns of the examiner for sexual mistreatment as a
possible problem. Acculturation and socialization define the limits of
propriety of behaviors that bring the caregiver and the older person
into close intimate contact, and the perceptions of an older person in
activities such as toileting and dressing are highly influenced by their
age and culture. Inappropriate touching of an older adult by a care-
giver in ways that may be interpreted as sexual in nature by the older
person is based on their cultural norms and beliefs. Generally, these
are actions of the caregiver that have sexual connotations to the older
person and make them feel uncomfortable and as violating their dig-
nity and humiliating them. Such incidents often elicit significant anx-
iety in the older person along with embarrassment and shame that
leads to withdrawal, avoidance, or refusal to receive assistance with
ADLs. The nature of behaviors offensive to the sexual sensitivity of a
person is highly influenced and often determined by his or her culture
and belief structure.

Clinical Interview and History Taking

In no other aspect of the assessment should the general principles
of privacy, sensitivity, and behaviors indicative of caring and respect
be more important than when attempting to identify indicators of
sexual abuse. Sexuality is an extremely sensitive and private matter
that demands respect and gentleness for effective assessment and is,
perhaps, the most complex dimension of the assessment process. The
cultural background of the older person will influence the ease of a
sexually mistreated older person to describe behaviors perceived by
them as sexual in nature to the examiner.

The gender of the examiner, his or her cultural beliefs about sexual-
ity, and his or her perceptions of what constitute transgressions
against one’s own sexuality also play a role in the examiner’s ability to
expose and identify indicators of sexual abuse during the clinical in-
terview and history taking.
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Discovery of sexual mistreatment among the older population is
also hindered by the perceptions and beliefs of the examiner, clinical
staff, persons in the immediate social environment of the older per-
son, and his or her relatives, friends, and acquaintances. Ageist atti-
tudes of personnel involved in older adult assessment can become a
major barrier to the capacity to disclose mistreatment of an older
adult in general and of sexual abuse in particular.36

History taking should include questions about pain or soreness in the
genital area or anus or pain or discomfort when walking or sitting. Ask
about uncomfortable itching, a burning sensation, and a past history of
sexually transmitted diseases, fungal infections, or trichomonads. Any
positive answer should be followed by when and how these were dis-
covered, diagnosed, and treated. Ask the older person if he or she was
ever made to feel uncomfortable while being helped by the caregiver
during toileting, dressing, or other intimate or highly personal activities.
Did the patient ever feel that he or she was inappropriately touched or
made to feel ashamed or humiliated? How did it happen? Was this dis-
comfort communicated to the caregiver? What happened? How did the
caregiver react and respond to the concerns and feelings of the older
person?26 Other questions that may lead to suspicion of sexual mistreat-
ment include asking the older person whether he or she ever noticed
that his or her undergarments were torn, stained with blood, or felt wet
and sticky and could not remember how they became that way.

Physical Examination for Signs of Sexual Abuse

Complete assessment should include at least the external examina-
tion of the sex organs and the anus by a competent, properly trained
clinician. Bruising, blood, or lacerations are signs commonly indicative
of sexual abuse and require a complete gynecologic and rectal examina-
tion by a physician for evidence of sexual intercourse and lesions of
sexually transmitted diseases. The complete gynecologic examination
should include samples for Papanicolaou vaginal and cervical smears
and laboratory tests for sexually transmitted diseases.

The patient should be asked to walk across the room and to sit on a
hard-surfaced chair, and under very close direct observation, the ex-
aminer must look for signs of difficulty, pain, discomfort, or sensitivity
that is inconsistent with the physical examination. The undergar-
ments should also be examined for tearing, blood, or body fluids, and
the findings must be considered within the context of the overall ex-
amination and patient’s medical and social history.
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Risk Factors for Sexual Abuse

The same risk factors described for physical abuse apply to sexual
abuse and should be considered in the overall context of the older
person’s situation. The mechanisms by which these factors constitute
elements of risk to older persons are the same. Excessive dependency
on a caretaker, isolation of the older adult, untreated psychiatric prob-
lems in the family, the caregiver, or the older person have been com-
monly identified and felt to be related to sexual abuse of older persons
in all settings.24,36

PSYCHOLOGIC MISTREATMENT ASSESSMENT

Psychologic EM results from intentional or unintentional abusive
behaviors of a caregiver that provoke fear, anguish, or anxiety in an
older person and includes verbal abuse and humiliation.26

Common complaints of psychologically abused older persons in-
clude expressions of fear, difficulty sleeping, and excessive preoccupa-
tions, often over health, that are highlighted by imaginary illnesses or
diseases unsupported by the medical history and examination. Some
patients may complain of being unable to control some behaviors of
which they are aware. Compulsive behaviors may be described by a
relative, a caregiver, a provider, or an external observer but denied by
the older person during the clinical examination. A history of any
change in the level of tolerance of any kind of sensory stimulation, in-
cluding exaggerated reactions to touch and mood, may also indicate
psychologic abuse and can be detected during questioning about feel-
ings of sadness with or without crying and the circumstances under
which such feelings or emotions arise. Violence, aggression, obsti-
nacy, and screams by an older person can all be expressions of psy-
chologic abuse and should be considered indications for referral and
further evaluation.

Clinical Interview and History Taking

The older person may spontaneously express to the examiner feel-
ings of fear, and such confidence requires careful inquiry into the na-
ture of the patient’s fear with particular attention to the situations
and conditions under which it is experienced. Details about when,
where, and how are important for assessment and should be explored
during in-depth questioning of environmental factors that may influ-
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ence the experience of fear, anguish, or anxiety over personal safety
from harm from another person, or a situation perceived as of risk, or
if the emotional distress is the result of internal turmoil caused by ex-
cessive preoccupation over the older person’s life situation, loved
ones, or other issues. Such concerns are not necessarily indicative of
abuse, but the psychologic assessment must be analyzed along with
the context of past history, the social situation, and living environ-
ment of the older person and the caregiver.

Careful observation, listening, and sensitive questioning during the
interview are critical. Areas of questioning relevant to psychologic
processes include sleep history, particularly changes in the usual pat-
terns, repeatedly waking during the night, restlessness of sleep, and in-
ability to have a restful sleep. History or increased sensitivity to normal
or familiar stimuli in the environment of the older person, such as fear
of the dark, being left alone, and being touched, should also be noted.

While the examination is in progress, obsessive thoughts can be dis-
covered by general questions about the things that occupy the person’s
mind earlier in the day, yesterday, or during the week. General open
questions can be as follows: What things make you worry? Have you
been worrying about anything in particular now or over the past few
days? Obsessions are not always easy to detect, but phobias or excessive
fears triggered by specific objects can be detected. It should be noted
when phobic reactions are observed and if the older person expresses
fear or strong sensations of anxiety provoked by specific objects, ani-
mals, or insects and how they avoid such objects or situations.

Most older persons show high level of interest in their health status
and become preoccupied by symptoms that are new or recurrent, es-
pecially when medication or treatment was expected to resolve or
eliminate them and the symptoms still persist. All of these are normal
concerns. Obsessive preoccupation over illness and diseases that have
been ruled out by medical evaluation, particularly when these are re-
placed by new symptoms and complaints, constitutes hypochondria
and may be a patient’s subconscious response to psychologic distress
and a call for help and medical attention.

Physical Exam for Signs of Psychological Mistreatment

Physical signs that raise suspicion of possible psychologic abuse of
an older person include sucking, biting, rocking, repetitive, or com-
pulsive actions such as hand washing and exaggerated passive sub-
missive behavior in the presence of, or avoiding contact with, the
caregiver. In some cases, abusive or destructive behavior by the older
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person is an indicator of psychologic abuse and a reaction to anger or
frustration experienced by the older person who is being psychologi-
cally maltreated by a caregiver.3,26

A review of the medical record for a past history of attempted sui-
cide, medication overdose, episodes of depression, prolonged sadness
or withdrawal, changes in mood and disposition from an established
pattern indicative of changes in personality, loss or gain of weight,
missing appointments, and other variations in established patterns of
behavior must also be examined for underlying medical causes, and
after medical reasons are discarded, these should become possible in-
dicators of psychologic mistreatment.

Risk Factors for Psychologic Mistreatment

Factors that place an older adult at risk for psychologic abuse are the
same as in cases of physical abuse: isolation of the older person, un-
usual family stress, drug or alcohol addiction in the family, and un-
treated psychiatric problems of the caregiver. It also includes excessive
dependency of the older person on the caregiver, which can be due to
physical limitations of the older person as in marked decreased func-
tional capacity to perform ADLs and instrumental ADLs or a psycho-
logic dependency, which can be a sign of internal emotional factors of
mental deficiency.37–40

NEGLECT ASSESSMENT

Neglect results from the consistent failure of a caregiver to meet one
or more needs that are considered basic and necessary to maintain opti-
mal physical and mental function of an older person or to eliminate or
reduce possible risk of harm or injury while providing care.19,26,41 Dur-
ing the clinical interview and physical examination, older persons can
exhibit signs or report symptoms of physical or psychologic neglect (p.
10).26 Neglect of the caring responsibilities entrusted to a caregiver can
be intentional or unintentional. Unintentional neglect by caregivers can
be due to a lack of knowledge about how to provide the services needed
by the older person to satisfy his or her basic needs, a lack of awareness
about the existence of needs in older persons under their care, or a lack
of resources necessary to satisfy the needs of the older persons (p.10).26

Physical neglect refers to the deprivation of basic goods and services
to the older persons, such as food, water, maintenance care, and hy-
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giene. Other goods that are basic to the older adult are eyeglasses,
hearing aids, false teeth, walkers, or crutches. Failure to provide safety
precautions while caring for an older adult also constitutes physical
neglect. Psychologic neglect results from failure of a caregiver to pro-
vide social stimulation to a dependent older person. This includes
prolonged isolation of the older person or failing to provide him or
her with companionship, ignoring the older person when he or she
tries to communicate, or giving the older person the “silent treat-
ment.” Changes in routine, news, or information are also important
factors for the mental health and the general well-being of the older
population and failure to provide them as part of caring for the older
person also represents psychologic neglect (p. 11).26

Clinical Interview and History Taking

Decreased functional capacity evidenced by difficulty with ADLs
correlates inversely with vulnerability to older person neglect. The
clinical interview should include questions about the functional ca-
pacity of older persons in performing ADLs independently and if in
need of assistance the degree of help required and received from the
caregiver. The caregiver should be accessible and reliable in his or her
duties to provide support with the ADLs of an older person.42

During questioning, probe into more significant indicators of care-
giver neglect by asking older persons whether they were ever left alone
for prolonged periods of time or in situations in which they felt unsafe
such as in a park, near a stairway, or uncomfortably close to a heating
stove or in the sun. Has the older person ever been abandoned in an
emergency room after being taken there by someone else? The latter is
considered the most common form of abandonment and is an ex-
treme form of older person neglect that is sometimes discussed and
considered by some authors as a distinct type of EM.26

Poor nutrition can be expressed as anemia, complaints of tiredness,
and constant fatigue; however, these are also common symptoms of
cardiac disease, which should be initially considered and discarded.
Interview questions for assessment of neglected nutrition focus on ap-
petite, eating habits, and satisfaction with the quality and quantity of
food. In the emergency room, support staff often become aware and
comment about older persons who eat their food ravenously and
sometimes even ask for more. These observations may be important
and call for focused questioning about eating habits and the availabil-
ity of and quality of food and meals provided.42,43
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Failure to comply with medical care plans can be an important indi-
cator of care neglect. The older person must be questioned in detail, but
with sensitivity, about the reasons for missing appointments for follow-
up visits, rehabilitation therapy, and any difficulty in following instruc-
tions about taking their medications or using medical appliances.

Physical Examination for Signs of Neglect

Poor hygiene and dehydration are possibly the most common ex-
pressions of older person neglect seen at the emergency room26 and
must always be considered risk indicators of older person neglect. De-
hydration must be recognized and treated immediately because it is
commonly a compounding factor to the mental status of the older
person42,43 and complicates the interview. Malnutrition or low body
weight should be interpreted in the context of a detailed history of
changes in body weight, eating habits, and nutritional history. A re-
cent loss of weight may indicate malignancy and requires careful his-
tory and examination to exclude such a diagnostic possibility.

The examination may disclose findings indicative of unattended
health needs. The most common example offered in this category is
that of decubitus ulcers arising from inadequate turning and changing
in posture of an immobilized patient confined to a bed or wheel-
chair.44,45 Another example is the presence of contractures as a residual
of a cerebrovascular accident, which exceeded the anticipated degree
of disability from the estimated magnitude of the cerebral injury and
resulted from the lack of adequate physical and occupational rehabili-
tation during recovery from the acute illness.

Extreme withdrawal, infantile behaviors such as thumb sucking, in-
difference to the examination process, listlessness, or agitation indicat-
ing delirium may all indicate psychologic neglect or abuse and require a
referral for comprehensive psychologic assessment and repeated follow-
up visits. Assessment and a mental health management plan are re-
quired in these cases.40,46,47

Risk Factors for Neglect

Excessive dependency of an older person on a caregiver is perhaps
the most important and significant risk factor for older person ne-
glect,48–50 and it is influenced by multiple factors that may tip the
delicate balance in which the caregiver–older person relationship ex-
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ists. As the level of dependence increases, the demand for care from
the caregiver also increases, and in order to maintain an adequate
balance of need and care, these demands will require greater skills
and capacity of the caregiver. A totally dependent bedridden older
adult is more prone to becoming isolated because the caregiver must
come to him or her every time and is at high risk of developing decu-
bitus ulcers.

An older adult who is highly dependent on an adult child, with
multiple additional responsibilities from his or her work and family,
may become neglected despite the best efforts of the caregiver.51–53

This is especially real when an additional unexpected or unusual
stress emerges within the caregiver’s family or employment. Addic-
tion to alcohol or drugs of the caregiver, older person, or any family
member introduces additional significant stresses to the relationship
and is a well-recognized risk indicator of neglect and EM. Untreated
psychiatric problems of the older person, caregiver, or any family
member also pose additional and significant risk factors for neglect or
any other form of mistreatment.29

FINANCIAL ABUSE ASSESSMENT

Definitions of what constitutes financial abuse of an older adult
vary from state to state, but generally, financial abuse refers to the in-
appropriate use of an older person’s resources for personal gain.3,26,54

Examples of financial abuse include denying an older person access to
his or her money or preventing him or her from controlling his or her
assets;54,55 taking or misusing an older adult’s money or property with
or without their knowledge;54,56 cashing an older adult’s pension
checks without permission;54,57 providing true but misleading infor-
mation that influences the older adult over the use or assignment of
assets;54,58 negligently mishandling assets, including misuse by a fidu-
ciary or caregiver;54,58 misusing ATM or credit cards;54,59 forging or
forcing an older adult’s signature;54,56,57 overcharging for services that
are improperly done or not provided;54,59 and getting an older adult
to sign a deed, will, contract, or power of attorney through deception,
coercion, or undue influence.54,56,57

Financial abuse accounts for approximately 12% of all cases re-
ported to protective service agencies.5 Although the exact impact of fi-
nancial mistreatment can be difficult to assess, there is no doubt that
losing assets accumulated over a lifetime, or the control of one’s
money and property, can be devastating and result in significant prac-
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tical, physical, and mental health consequences,58 with impacts as se-
vere as though one were the victim of a violent crime.60 Being finan-
cially exploited may result in an inability to purchase needed medical
treatments, food, clothing, and shelter and to live one’s life indepen-
dently.61,62 It also can result in decreased self-esteem, depression, fear,
social isolation, and medical complications that can result in in-
creased mortality and death.54,63,64

In the assessment of these cases, one must keep in mind the com-
plicated nature of these transactions. It is often hard to determine
whether an older adult willingly turned over his or her assets to the
caregiver or was coerced in exchange for care, affection, and atten-
tion.58 Was this a result of well-intentioned but bad advice or action?
Was it intentional fraud and abusive conduct? A thorough history and
physical assessment are therefore needed to determine whether an
older adult has been the victim of financial mistreatment.54

Clinical Interview and History Taking

It is often difficult for experienced professionals to determine
whether financial mistreatment has occurred.54,58 Careful observa-
tion, listening, and sensitive questioning during the interview are
critical.26,54 Older adults should be questioned about their financial
circumstances so that an assessment regarding financial adequacy
can be made. Do they have the ability to meet their financial obli-
gations such as mortgage, medical care, food, clothing, and other
expenses, and can it be done without help of a caregiver? Careful at-
tention should be paid to the older adult who indicates shortage of
funds, a lack of awareness of his or her financial circumstance, or
who seems fearful or subdued during financial discussions. The
clinical interview should include questions regarding changes in fi-
nancial circumstance as evidenced through changes in behavior. In-
dicators of lifestyle changes such as a withdrawal from previously
established habits such as vacations, shopping, eating out, or depri-
vation of previously enjoyed activities or services may be indicative
of changes in standard of living and possible financial mistreat-
ment. A thorough social history and cognitive assessment should be
undertaken, and the level of suspicion for this type of abuse should
also be increased for older persons with cognitive impairment or for
those who appear socially isolated. These factors put the older per-
son at risk, as they predispose the older person to be trusting of
caregivers, relatives, and acquaintances.
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Physical Exam for Signs of Financial Abuse

Physical indicators of financial abuse need to be evaluated within
the context of the clinical interview and history taking. These indica-
tors may include evidence of emaciation such as loss of muscle tone,
loose skin, decreased skin integrity, as evidenced by skin dryness or le-
sions, and poor personal hygiene such body odor, bad breath, tooth
decay, brittle hair, and dirty clothes. An unkempt appearance, espe-
cially in a person previously meticulous, is indicative of an underlying
stress or lifestyle change, and particular attention should be paid to
integrating the clinical history to determine whether financial abuse
may be the root cause of these changes. Reappearance of previously
controlled conditions may also be indicative of financial abuse if suf-
ficient funds to purchase medications or treatments are unavailable.54

Risk Factors for Financial Abuse

Several characteristics have been identified as risk factors that may
predispose an older adult to an increased likelihood of financial
abuse. A lack of familiarity with financial matters;56,61 having assets to
be exploited;54,61 social isolation, loneliness, and recent loss of loved
ones;56,61,64 having family members who have unmet financial need
or substance abuse problems;56 being dependent;65 and being a victim
of other forms of abuse61 have been postulated to increase the likeli-
hood of financial abuse.

SCREENING TOOLS

It is essential to screen for EM and that it be part of the routine
health assessment for all geriatric patients, particularly those who are
unable to report it because of cognitive impairment or fear.66 The
American Medical Association26 recommended screening of geriatric
patients for abuse and neglect regardless of subjective complaint and
if physical signs are present. Several tools exist for the screening of
EM: the Indicators of Abuse Screen;67 the Hwalek-Sengstock Elder
Abuse Screening Test Revised;68 the Conflict Tactic Scale;69 and the El-
der Abuse Assessment Inventory (EAI).70 For a screening tool to be
useful, it must be accurate, easy and efficient to use, and useful in a
variety of clinical settings. The EAI (Figure 6–2) is useful across varied
clinical settings, including the emergency department, is easy to ad-
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General Assessment

  1.    Clothing

  2.    Hygiene

  3.    Nutrition
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1

1

1

1
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2

2

2

2
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3

3

3

3

Very Poor

4

4

4

4
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Assess

9999

9999

9999

9999

Usual Lifestyle

14.  Administration of 
       medications

15.  Ambulation

16.  Continence

17.  Feedings

18.  Maintenance of 
       hygiene

Totally
Independent

1

1

1

1

1
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2

2

2

2

2
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Dependent

3

3

3

3

3

Totally
Dependent

4

4

4

4

4

Unable to
Assess

9999

9999

9999

9999

9999

Neglect Assessment

  5.    Bruising
 
  6.    Contractures

  7.    Decubiti

  8.    Dehydration

  9.    Diarrhea

10.  Impaction

11.  Lacerations

12.  Malnutrition

13.  Urine burns/excoriations

No Evidence

1

1

1

1

1

1

1

1

1

Probably
No

Evidence

2

2

2

2

2

2

2

2

2

Probably
Evidence

3

3

3

3

3

3

3

3

3

Evidence

4

4

4

4

4

4

4

4

4

Unable to
Assess

9999

9999

9999

9999

9999

9999

9999

9999

9999

Figure 6–2 Clinical Screening for Elder Mistreatment: The Elder Abuse Assessment
Inventory (EIA).70,73
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Social Assessment

21.  Financial situation
 
22.  Interaction with family

23.  Interaction with friends

24.  Interaction with nursing 
       home personnel

25.  Living arrangement

26.  Observed relationship
       with care provider

27.  Participation in daily
       social activities

28.  Support systems

29.  Ability to express needs
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1
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1

1

1
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2

2

2

2

2

2

2

2
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3

3

3

3

3

3

3

3

3
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4

4

4

4

4

4

4

4
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9999
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Medical Assessment

30.  Duplication of similar
       medications (e.g., multiple
       laxatives, sedatives)
 
31.  Unusual doses of
       medication

32.  Alcohol/substance abuse

No 
Evidence

1

1

1

Probably
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Evidence

2

2

2
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3

3

3
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4

4

4
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Assess
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19.  Management of finances

20.  Family support

1

1

2

2

3

3

4

4

9999
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Totally

Independent
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Independent
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Dependent
Totally

Dependent
Unable to
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Figure 6–2 (continued) continues
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Emotional/Psychologic
Neglect    

37.  Older person states being
       left alone for long periods 
       of time
   
38.  Older person being 
       being ignored or given
       the “silent treatment”

39.  Older person states failure
       to receive companionship,
       news, changes in routine,
       and information  
 
40.  Subjective complaint of
       neglect

No
Evidence

1

1

1

1

Probably
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2

2

2

2
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3

3

3

3
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4

4

4

4
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1

1

1

1

2

2

2

2

3

3

3

3

4

4

4

4
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33.  Greater than 15%
       dehydration

34.  Bruises and/or trauma
       beyond what is compatible
       with alleged trauma

35.  Failure to respond to
       warning of obvious disease

36.  Repetitive admissions due
       to probable failure of 
       health care surveillance

Figure 6–2 (continued)
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Summary Assessments

41.  Evidence of neglect

42.  Evidence of physical abuse

43.  Evidence of psychologic
       abuse

44.  Evidence of financial abuse
   

No 
Evidence

1

1

1

1

Probably
No

Evidence

2

2

2

2

Probably
Evidence

3

3

3

3

  

Evidence

4

4

4

4

Unable to
Assess

9999

9999

9999

9999

Disposition

45.   Referral to social service

46.   Referral to other
        If yes, please specify

Yes

1

1

No

0

0

Figure 6–2 (continued)

minister, and offers an efficient method for organizing observations
relevant to a mistreatment judgment.71,72

CONCLUSION

Assessing EM is a complex phenomenon that is often influenced by
contextual factors of the caregiving/care-receiving relationship. Effective
assessment requires the integration of data from diverse sources, includ-
ing oral history, physical examination, and a knowledge of predisposing
risk factors. Multidisciplinary team assessment in which older adults are
evaluated by a team of geriatric professionals, including nurses, social
workers, pharmacists, and doctors, will likely have the most success rec-
ognizing and treating EM. Screening and assessment tools should be
used as a standard protocol in the overall geriatric health assessment in
order to organize and clarify the indictors of mistreatment.
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7

Cognitive Assessment

Many studies since Dr. Michael Shepherd and colleagues’ sem-
inal work, Psychiatric Illness in General Practice, published
over 30 years ago,1 have revealed that mental disorders were

common in the primary care setting but that individuals with these
disorders frequently went unrecognized, with adverse consequences
for them, their family, and the health care system. In the United
States, Regier et al. have called attention to the de facto mental health
services system composed of the general medical services and have
highlighted the need for understanding of how to integrate general
medical care and mental health care.2 Compared with younger per-
sons, older adults were most likely to receive mental health care from
the primary care sector, not from specialists in mental health.3 The
primary care setting remains particularly important for African Amer-
icans, who are more likely than white patients to obtain mental
health care from a primary care provider.4–7

Mental state assessment is pivotal in evaluating the health of older
persons. The accuracy of the medical and social history obtained from
an older person will depend on adequate mental and affective func-
tioning. Cognitive impairment predicts poor agreement between self-
reported and observer-rated measures of functioning.8 Assessment of
mental status is encouraged in order to detect unsuspected mental im-
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pairment and to provide a basis for comparison in future encounters.
Most practitioners who deal with older persons have had the experi-
ence of treating an older person who is seen by the casual observer to
be able to carry on a reasonably coherent conversation, but in whom
mental status testing reveals significant difficulties. The person may
be able to perform well in a job that has been held for many years as
long as the routine is not interrupted. In novel situations, the extent
of the deficit may become painfully evident to family or coworkers.
The family may not even be aware that behavioral changes are sec-
ondary to subtle intellectual deterioration.

Ample evidence reveals that cognitive impairment and psychiatric
disorder are often not recognized by health care professionals. Fully one
third of older patients admitted to a medical floor in one study of cog-
nitive status in older adults had significant mental impairment.9 Other
investigators demonstrated that in a 250-bed hospital affiliated with
Brown University only 14 of 65 patients (21%) with cognitive deficits
detected on the screening examination had documentation by the pa-
tients’ physicians that such deficits had been recognized. In only two
cases was a mental status examination a part of the patient’s record.10

Other studies have documented the failure of physicians to perform
mental status testing routinely on older patients. Significant propor-
tions of demented older persons were not diagnosed by their physicians
yet were identified by brief mental status screening examination as be-
ing impaired.11,12 Among patients evaluated by a psychiatrist before
discharge from medical or surgical wards, only 27% of patients with
mental impairment were diagnosed before discharge; most were be-
lieved to have moderate to severe impairment. In outpatient practice,
few patients with cognitive impairment are recognized without screen-
ing.13–15 Even among persons with diagnosed dementia whose family
members recognized memory problems, only half received a medical
evaluation.16,17 In primary care settings, 67% of persons with dementia
remained undiagnosed in one study.18 Physicians may also fail to rec-
ognize depression, alcohol abuse, and drug misuse in their patients.19

The recognition of mental impairment is of more than just academic
importance. Patients with abnormal scores on the screening examina-
tion had a greater chance of having episodes of confusion during the
hospitalization,10 after discharge,19 and postoperatively.20 Cognitively
impaired hospitalized patients are less stable with increased morbidity
and mortality,21,22 a risk of loss of independence,19,22–24 postoperative
complications,20 and behavioral difficulties.25

The discovery of cognitive impairment should prompt a search for an
etiology. The best hope of finding a reversible process may hinge on the
clinician’s early recognition. Behavioral or personality changes may be
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placed in context when mental impairment is found to be present.
Drugs that impair cognition should be avoided if possible. Specific
pharmacologic therapy may mandate early detection of dementia.26

For these reasons, it seems compelling to insist that mental status test-
ing be a part of routine procedure for all older patients, particularly at
the time of nursing home or hospital admission.10,15,27 In other cases,
clinical cues or “triggers” should prompt an assessment that may begin
with the use of assessment instruments discussed later in the chapter.

The Agency for Health Care Policy and Research (AHCPR) Guidelines
on Early Identification of Alzheimer’s Disease and Related Dementias
presented a number of examples of clinical cues that should prompt an
assessment of mental status, namely, difficulty learning and remember-
ing new information, difficulty handling complex tasks, an inability to
solve problems, trouble with spatial ability and orientation (e.g., driv-
ing), trouble finding the right words, and behavioral disturbances.28 The
guideline panel recommended that mental status testing be interpreted
in the context of functional status. Situations in which there is inconsis-
tent information on mental status and functional status (i.e., one, but
not both, is impaired) call for further neuropsychologic assessment and
possibly referral for diagnosis and evaluation of dementia. The compo-
nents of mental status and functional status discussed in this and the
next chapter, implemented with the instruments discussed, can assist in
the evaluation of older adults when the clinical cues for dementia, delir-
ium, depression, or other mental disturbances are present.

The failure of many physicians to perform mental status testing on
older individuals is unfortunate. Frequently, it is the person’s personal
physician who is best able to judge his or her competence, not a con-
sultant who does not have an ongoing relationship with the patient. A
periodic assessment of mental status in the chart can be valuable in
these circumstances, particularly if legal questions arise.29 Mental status
testing of asymptomatic older adults must be balanced by concerns
about falsely labeling the patient as demented. Poor performance on a
mental status assessment instrument can arise from many causes. De-
mentia is a syndrome, a constellation of symptoms and characteristics
that require clinical evaluation (discussed in more detail later in the
chapter).

THE MENTAL STATUS EXAMINATION

The mental status examination samples behavior and mental capa-
bility over a range of intellectual functions (Exhibit 7–1). The shorter
standardized examinations to detect cognitive impairment that are
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discussed later in this chapter attempt to crystallize the examination so
that a range of intellectual functions is tested by one or two questions
in each area. When the screening instrument detects impairment, fur-
ther examination is warranted. In clinical settings, this usually means
more detailed mental status testing to localize and define the problem.
When further characterization of the intellectual functioning is re-
quired, neuropsychologic testing may be in order. This becomes partic-
ularly salient when the individual’s cognitive strengths and weaknesses
must be delineated to make decisions about supervision and rehabilita-
tive services, in the differential diagnosis of dementia and depression,
or after stroke.30

Some health care professionals take the mental status examination
no further than asking a few questions about orientation, having the
person perform calculations, and requiring that he or she remember
three items. In some situations, however, a thorough assessment can
be crucial in an appropriate diagnosis and hence management. The
classic example is an individual with an intracranial hemorrhage who
is not making any sense and is mistakenly thought to be psychotic or
confused because a specific language disturbance is not recognized.
Granted, not every patient needs to be examined in precisely the way
described here, but the standard screening mental status instruments
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Exhibit 7–1 Components of the Mental Status Examination

Level of consciousness
Attention

Language
Fluency
Comprehension
Repetition

Memory
Short-term memory
Remote memory

Proverb interpretation
Similarities
Calculations
Writing
Constructional ability

Source:  Adapted with permission from RL Strub and FW Black. The Mental Status Examina-
tion in Neurology, pp 163–172, © 1980 FA Davis Company.
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discussed later in this chapter are short enough to be used in their en-
tirety to assist in identifying cognitive impairment.

The complete mental status examination encompasses an assess-
ment of the level of consciousness, attention, language, memory,
proverb interpretation, similarities (e.g., “how are an apple and an or-
ange alike?”), calculations, writing, and constructional ability (e.g.,
copying complex figures). A detailed overview of the mental status ex-
amination is provided by Strub and Black in The Mental Status Exami-
nation in Neurology.31

Higher Cognitive Functions

The interview should start with questions of significance to the pa-
tient, which also gauge his or her memory and may help allay anxiety.
Introductory statements that indicate interest in the older patient as a
person (e.g., occupation, children, grandchildren, and hobbies) also
indicate the patient’s current and previous level of mental and social
functioning. General appearance and grooming, posture, behavior,
speech, and word choice can speak volumes to the careful observer.32

The examiner should be wary of hearing and visual deficits that may
mimic cognitive impairment.

An older patient meeting the physician or nurse for the first time
may be anxious about the encounter. He or she may be coming to the
interview reluctantly or even coerced by family or neighbors. He or
she may worry that the physician or nurse is testing to see whether he
or she is “crazy.” Even in a nonthreatening environment, the inter-
view can cause anxiety, thereby resulting in apparent confusion, inac-
curate or incomplete reporting of information, and poor performance
on testing. There is fear of error, and the patient may become hesitant
to perform requested tasks. Disturbances of memory and intelligence
exhibited during the examination may be a reflection of psychic stress
and depression rather than dementia. It is wise to intersperse ques-
tions that are stressful or that focus on disability with others that are
not and to end the interview on a positive note.33

The higher cognitive functions that may be specifically tested in-
clude the patient’s fund of information and ability to reason ab-
stractly and perform calculations (Table 7–1). After some preliminary
questions about personal history are discussed, the patient may be
asked questions regarding current events in the news (e.g., “who is the
president now?”) or commonly known historical information (e.g.,
“when did World War II end?”) to assess the fund of information. In
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evaluating responses, it is critical to know the level of educational at-
tainment and whether English is the patient’s first language.

Assessment of insight and judgment has important implications for
considering driving skills and independence. Accidents and burns
may be more common among cognitively impaired persons with poor
insight and judgment.34 Observe the patient’s responses to mental sta-
tus testing and conversation to note whether statements belie a lack
of insight into deficits.34

Proverb testing and similarities shed light on the patient’s reasoning
ability, intelligence, and judgment. The examiner needs to be careful
that the patient is not repeating the meaning of a proverb from mem-
ory rather than reasoning what an abstract interpretation might be.
The Cognitive Capacity Screen9 and the Kokmen Short Test of Mental
Status,35 discussed later in the chapter, are examples of screening in-
struments that include a test of reasoning with similarities, a task re-
quiring the subject to think in abstract categories to discover how two
concepts are alike. An example of a similarity is this: “How are a poem
and a novel alike?” It has been suggested that the use of similarities is
better than the use of proverb testing for the assessment of abstraction
ability.36

The ability to perform calculations may be tested with serial 7s (i.e.,
“take 7 away from 100 and keep subtracting 7 from the answer all the
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Table 7–1 Higher Integrative Functions

Location Assessment

Frontal lobes Points finger each time the examiner makes a fist and makes a fist when
the examiner points

Temporal lobes Dominant: standard aphasia testing (spontaneous  speech, repetition,
comprehension, writing, and naming)

Nondominant: interprets affect (names affects shown in photos of faces
or conveyed in examiner’s voice)

Parietal lobes Dominant: names fingers, knows left and right, performs calculations on
paper, reading

Nondominant: constructs copy of matchstick figure made by the
examiner

Occipital lobes Matches colors and objects if unable to name them

Source: Adapted with permission from EC Shuttleworth, Memory Function and the Clinical Differentia-
tion of Dementing Disorders, Journal of the American Geriatric Society, Vol. 30, pp. 365–366, © Lippincott
Williams & Wilkins.
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way down”), serial 3s (i.e., “take 3 away from 20 and keep subtracting
3 from the answer all the way down”), or simple math problems. Cor-
rected mistakes should not be counted as errors. Calculation ability
also requires substantial memory and concentration ability. Occa-
sionally, patients who have difficulty with serial 7s will handle the
subtractions flawlessly if the problem is expressed in dollar terms
(i.e., “if you had $100 and took away $7, how much would you have
left?”).

Memory

Of all of the components of the mental status examination, memory
assessment most commonly engenders anxiety and understandably
so. It sometimes puts the patient at ease when the examiner prefaces
the evaluation, particularly when using a standard questionnaire, with
an explanation such as the following: “I’m going to ask you some
questions. Some are easy. Some may be hard. Please don’t be offended
because it’s the same routine I use for everyone.” The examiner should
give positive reinforcement during the examination with expressions
such as “that’s OK” or “that’s fine.”

Memory can be thought of as comprising three components. First
and most fleeting is immediate recall. This can be assessed with digit
repetition. Normal older persons can correctly recall five to seven dig-
its.37,38 The second component of memory is short-term memory,
ranging over a period of minutes to days. This is usually tested by ask-
ing the person to remember three to four objects or abstract terms and
then requesting him or her to recall them 5 or 10 minutes later after
an intervening conversation or other testing. Examples of words used
are “apple, table, penny”39 and “brown, honesty, tulip, eyedropper.”31

The memory of aphasic persons may be tested by asking them to re-
call where items have been hidden in the room. It has been suggested
that older persons do not use mnemonics when given a memory task
and that this in part accounts for their failure to recall items.38 Also,
there is some evidence for increased processing time in older persons,
and this may interfere with learning.40 A third component of memory
is remote or long-term memory. In one study, older adults were able
to recall 80% of a catechism that had been learned some 36 years
before.41

In general, older persons’ self-reports of memory difficulty correlate
poorly with objective measures of memory function. Not uncommonly,
persons who complain fervently of memory loss are depressed, whereas
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someone with Alzheimer’s disease may be oblivious to profound mem-
ory deficit. Early in the course of the disease, however, Alzheimer’s pa-
tients may complain of memory loss.42 Normal middle-aged or older
persons may complain of memory difficulties, but their memory symp-
toms fit what has been called benign senescent forgetfulness or, more
recently, age-associated memory impairment43,44 or aging-associated
cognitive decline.45,46 These patients may be aware of a problem and
apologize. They may not recall details of an experience, but certainly re-
member the experience itself. The forgetfulness fluctuates so that de-
tails not recalled at one time may be remembered at another.

Patients with a more significant memory loss often have accompa-
nying intellectual deficits. Kral referred to this as malignant memory
loss because the patients in his original series with this type of mem-
ory decline had greater mortality than a group who did not.44 Patients
with malignant memory loss not only forget details of an event but
may not recall the experience itself or may confabulate about forgot-
ten details.37,44

New nomenclature is emerging to describe the memory decline that
is associated with normal aging. It replaces the term “benign senescent
forgetfulness.” Some middle-aged and older persons exhibit memory
dysfunction caused by age in the routine tasks of daily life, such as
trouble remembering items on a shopping list or forgetting telephone
numbers. To fulfill the criteria for age-associated memory impairment,
the person must have objective evidence of impairment on a memory
function test, such as the Wechsler Associate Learning Subtest, but also
must have absence of dementia (the diagnosis of which would imply a
more global intellectual impairment), as evidenced by the Folstein
Mini-Mental State Examination (MMSE).43,47 Subjects with a family
history of Alzheimer’s dementia who met criteria for age-associated
memory impairment did not have evidence of altered glucose metabo-
lism.48 Criteria for aging-associated cognitive decline will stimulate
further developments on subthreshold dementia.48,49 The fourth edi-
tion of the Diagnostic and Statistical Manual (DSM-IV) includes research
criteria for mild neurocognitive disorder characterized by memory and
other cognitive impairment that is due to a general medical condition
but does not meet full criteria for dementia.50

Attention and Level of Consciousness

Before an examiner can test and comment on the higher intellec-
tual functions of the brain, including memory, some assessment (even
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if informal) must be made of the patient’s level of consciousness. Ob-
viously, functions such as orientation and memory cannot be tested
in a comatose patient.

Orientation to surroundings is a fundamental beginning to mental
status testing, but unfortunately, in routine clinical situations, the
mental status evaluation often ends there. Questions regarding orien-
tation to time, place, person, and situation are basic. Most people con-
tinually orient themselves by means of daily routines, clocks and
watches, calendars, news media, and social activities. Older persons,
on the other hand, particularly those living alone or in nursing
homes, may not experience these activities and, as a result, may have
poor orientation to time and events.33,51

After it is determined by observation that the person is alert enough
for mental status testing to proceed, his or her attentiveness is as-
sessed. Assessing attentiveness is important because a person who is
easily distracted and unable to attend to the examiner will have poor
performance on mental status testing solely because of inattention.
Special note must be taken of the person who is inappropriately dis-
tracted by environmental noise or talking in the hallway. In such a
case, a specific examination for attention deficit indicative of delirium
may be warranted. Tests of attention sometimes used include digit
repetition and the “A” test of vigilance. The length of a string of digits
able to be repeated immediately after presentation tends to remain
stable with age. A normal 90-year-old person should be able to repeat
four digits, perhaps even seven or eight, after the examiner.37 In the
“A” test, the patient is asked to tap the table when the letter “A” is
heard while the examiner presents random letters at a rate of one let-
ter per second. The examiner observes for errors of commission and
omission.

Neglect is a form of inattention in which the individual does not at-
tend stimuli presented from a particular side, and it occurs most com-
monly with nondominant hemisphere lesions (usually the right). The
examiner needs to avoid interviewing such a person from the ne-
glected side if communication is to be effective.

Language

Language should be observed and tested in a comprehensive mental
status examination.52 Spontaneous speech is observed during the ini-
tial interview. Does the patient make errors in words or grammatical
construction? Persons with dysarthria, who have difficulty in the me-
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chanical production of language, use normal grammar. Do spoken
words flow smoothly? Fluency is one of the features that is used to dif-
ferentiate the aphasias.

A simplified approach to aphasia divides the spoken language func-
tions to be tested into three areas: comprehension, fluency, and repe-
tition. Comprehension can be tested by asking the patient yes or no
questions. If there is doubt about the responses, the patient may be
asked to point to objects in the room. The task may be made more dif-
ficult by having him or her try to point to objects in a particular se-
quence or after the examiner has provided a description of the item
rather than the item’s name.

Fluency is a characteristic of speech that describes the rate and
rhythm of speech production and the ease in initiating speech. Pa-
tients may be asked to name objects and their parts, such as a wrist-
watch and its band, buckle, and face. Repetition is tested with easy
expressions (e.g., “ball” or “airplane”) progressing to more difficult
ones (e.g., “Methodist Episcopal” or “around the rock the rugged ras-
cal ran”).

The aphasias can be organized around the three characteristics of
comprehension, fluency, and repetition (Figure 7–1). The person in
whom the entire language neural substrate is destroyed, for example,
due to infarction and edema after a stroke, has a global aphasia and,
indeed, may be mute. All three language parameters are impaired in
such a case. After a period of recovery, some language function may
return.

Wernicke’s aphasia is characterized by impaired comprehension
and repetition. Speech is fluent but marked by paraphasia (i.e., words
or sounds that are replaced by other sounds, such as “wife” or “car”
for “knife”) and neologisms (i.e., nonsense words). Persons with this
type of aphasia have severe difficulty with comprehension and may
not even be aware that their own speech output is incoherent, which
can be a considerable obstacle in rehabilitation. The person with Wer-
nicke’s aphasia may describe a picture of a boy reaching into a cookie
jar this way: “It’s a barl, a boil, oh, you know, getting the thing, the
thing, it’s just the top, boy, you know.”

Persons with Wernicke’s aphasia may improve significantly in their
comprehension but continue to exhibit fluent speech with parapha-
sia. This condition is called conduction aphasia. The neurologic le-
sion in conduction aphasia may involve the arcuate fasciculus, the
connection between the anterior (motor) and posterior (sensory) lan-
guage areas. Persons with conduction aphasia usually do not demon-
strate the amount of verbal output noted in those with Wernicke’s
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aphasia. They may be able to read well for comprehension but can-
not read aloud.

Persons with an initial Wernicke’s aphasia may continue to improve
beyond a conduction type of aphasia (i.e., they will have better com-
prehension) and ultimately be left with an anomic aphasia. With
anomic aphasia, persons have difficulty finding words but show flu-
ent speech, good repetition, and good comprehension.

Patients with relatively preserved comprehension, impaired repeti-
tion, and severely limited verbal output consisting of mostly nouns
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Figure 7–1 Aphasia diagram: The three components of language function to be tested
are comprehension, fluency, and repetition. Aphasias depicted within the central circle
are the fluent aphasias. Source: Reprinted from J Gallo et al., Mental Status Assessment,
Handbook of Geriatric Assessment, 2nd ed., p. 19, © 1994 Aspen Publishers, Inc.
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and verbs (i.e., telegraphic speech) have Broca’s aphasia. Although
repetition is impaired, it may be clearer than the person’s sponta-
neous speech. Because his or her speech contains mostly nouns and
verbs, he or she may have difficulty with the expression “no ifs, ands,
or buts.” Broca’s aphasia involves an anterior brain lesion, and if the
nearby motor strip is affected, a concomitant hemiplegia occurs. The
person with Broca’s aphasia may describe a picture of a boy reaching
into a cookie jar this way: “Boy . . . yes, ah . . . jar, cookie.”

Patients with global aphasia, Wernicke’s aphasia, conduction apha-
sia, and Broca’s aphasia have impaired repetition ability in common.
There are rarer syndromes of aphasias, called transcortical aphasias, in
which repetition function is remarkably preserved out of proportion
to the disability in comprehension and fluency.

Isolation of the speech area is a transcortical aphasia that occurs
when a zone of infarction extends around the boundaries of the
speech areas so that they are isolated from the associative regions of
the brain. This may occur in so-called watershed infarcts because of hy-
potension and resultant ischemia in the “watershed” zone between the
areas of distribution of the anterior and middle cerebral arteries. Such
a lesion can also be found after carbon monoxide poisoning or pro-
longed hypoxia. Persons with isolation of the speech area can repeat
words and phrases perfectly, even words from foreign languages that
they have never heard. Their spontaneous speech is sparse and non-
fluent, and comprehension is impaired (see Figure 7–1).

Partial transcortical syndromes, isolating only part of the speech ap-
paratus, are probably more common than complete isolation of the
speech area. The anterior (i.e., transcortical motor) or posterior (i.e.,
transcortical sensory) language areas may be isolated from the associa-
tive cortices of the rest of the brain.

Comprehension is relatively preserved in persons with transcortical
motor aphasia. Their speech is similar to that of someone with Broca’s
aphasia, which is an aphasia that also involves anterior portions of
the cortex. Persons with transcortical sensory aphasia have fluent
speech and impaired comprehension, similar to those with Wernicke’s
aphasia. Both transcortical sensory aphasia and Wernicke’s aphasia in-
volve posterior portions of the cortex. The spontaneous speech of the
individual with transcortical sensory aphasia is filled with paraphasic
errors (i.e., word substitutions), but repetition is preserved. Sorting
out aphasia is easier when the three domains of fluency, comprehen-
sion, and repetition are kept in mind. Other language syndromes in-
clude reading difficulty only (i.e., alexia), alexia with writing difficulty
(i.e., agraphia), and Gerstmann’s syndrome (i.e., acalculia, agraphia,
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right/left disorientation, and finger agnosia or inability to name the
fingers).

Writing and Construction Ability

The components of the mental status examination discussed to
this point can smoothly follow the history interview because it is
primarily a verbal examination. At this point in the examination, the
patient may be presented with a blank sheet of paper for subsequent
tests.

The patient is asked to write his or her name at the top of the page.
Although the signature is usually overlearned and can be intact even
with writing difficulty for more complex tasks, this action acclimates
the patient to the idea that he or she is going to be asked to do some
writing, and the signature is a nonthreatening way to begin. Below
the signature, the patient is asked to write a complete sentence, per-
haps about the weather. While the person has the blank sheet of paper
and pen in hand, construction ability may be tested. The ability to re-
produce the line drawings of the examiner represents construction
ability. This can be a very sensitive test of parietal lobe damage and is
an early abnormality in dementia. Trouble with construction ability
is not something most persons will complain of specifically, but testing
constructional ability can be revealing. The testing begins with simple
figures such as a triangle or square and progresses to more complex
drawings such as a cube, house, or flowerpot. Mattis reminds us that
testing the ability to copy figures is not specific to dementia because
trouble with this test may reflect motor incoordination or apraxia.36

Asking the patient to draw a clock showing the numerals and time
(e.g., “10 minutes past 11 o’clock”) can act as a single item screen for
cognitive impairment. The examiner draws a large circle on a blank
sheet of paper and asks the patient to fill in the numbers as on a clock.
This task is thought to be a sensitive test of parietal lobe dysfunction.
Persons with primarily right or nondominant hemisphere dysfunc-
tion write the numbers correctly but plan poorly. Those with pri-
marily left or dominant hemisphere dysfunction have trouble writing
the numbers but execute the general plan of the clock correctly, per-
haps placing lines where the numbers should be. Clock drawing has
been used to screen for cognitive impairment53 as well as to follow
progression of diagnosed Alzheimer’s disease.54 Several scoring meth-
ods for the clock-drawing task are available.53–57 The examination of
higher integrative functions is summarized in Table 7–1.58
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DIFFERENTIAL DIAGNOSIS OF DEMENTIA

In considering the differential diagnosis of cognitive impairment,
the primary distinction that must be made by the clinician is among
dementia, delirium, or a specific neurologic deficit, such as aphasia or
amnesia. At the outset, it must be emphasized that older adults may
exhibit delirium superimposed on dementia. The aged central ner-
vous system may be especially vulnerable to dysfunction brought
about by metabolic disturbances. A decline in function of persons
with dementia should prompt a search for potentially reversible con-
ditions.

Dementia is a syndrome that is characterized by a loss of intellec-
tual capacity involving not only memory but also cognition, lan-
guage, visuospatial skills, and personality. All five components need
not be impaired, but they frequently are to varying degrees. Dementia
implies intellectual impairment in clear consciousness and may be
progressive, stable, or remitting. The term “organic mental disorder”
has been dropped in the DSM-IV.50 Criteria for several subtypes of de-
mentia are delineated in DSM-IV: dementia of the Alzheimer type,
vascular dementia, dementia caused by human immunodeficiency
virus, dementia caused by head trauma, dementia caused by Pick’s dis-
ease, dementia caused by Creutzfeldt-Jakob disease, dementia caused
by other general medical conditions, substance-induced persisting de-
mentia, and dementia caused by multiple etiologies.

Delirium is marked by clouding of consciousness, usually of acute
onset (i.e., in hours or days). Persons who are delirious may be agitated
or lethargic, and levels of activity may vary throughout the day. Agi-
tated delirium calls attention to the person, whereas that of those per-
sons who are quietly delirious may go unrecognized and unattended.
It cannot be overemphasized, however, that delirium is a syndrome,
not a diagnosis. The recognition of delirium, like fever, requires further
explanation.59 A standardized schedule to detect delirium has been
published,60 but short instruments that assess cognitive function may
serve this purpose as discussed later in this chapter.

After the clinician determines that global intellectual impairment is
present and consistent with dementia, a consideration of the specific
etiology is in order. Although the chance of finding a remedial condi-
tion seems remote, the list of diagnostic possibilities is so large and
the scope of the problem in an aging society is so great that dementia
and any concurrent conditions need to be assessed thoroughly.

The notion of searching for a “reversible” dementia (implying that
nothing can be done to help the person with an “irreversible” demen-
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tia) is only helpful in so far as it prompts a consideration of the myr-
iad causes of intellectual decline. In a study of 107 demented older
persons, 16 improved 6 months after their initial assessment.61 Eleven
were patients with “reversible” dementia, but they showed a deterio-
rating course typical of Alzheimer’s disease on further follow-up. The
five remaining patients with “irreversible” dementia who improved
did so after concurrent conditions, such as congestive heart failure,
depression, and anemia, were addressed. Classifying dementia as re-
versible (treatable) or irreversible (not treatable) may unnecessarily
compromise patient management. Instead, all demented persons
must be considered to be at increased risk for secondary treatable con-
ditions,61,62 not to mention that caregivers require attention in the
care of dementia patients.

One helpful scheme (Exhibit 7–2) that organizes the differential diag-
nosis of dementia and aids the clinician’s memory was suggested by
Cummings and Benson.63 By considering a hierarchy of clinical features,
the dementias can be systematically reviewed in the clinician’s mind.
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Exhibit 7–2 Classification of the Major Causes of Dementia Based on the Occurrence
of Features of Cortical and Subcortical Dysfunction

Cortical dementias
• Alzheimer’s disease
• Frontal lobe degeneration

Subcortical dementias
• Extrapyramidal syndromes

–Parkinson’s disease
–Huntington’s disease
–Progressive supranuclear palsy
–Wilson’s disease
–Spinocerebellar degeneration
–Idiopathic basal ganglia
calcification

• Hydrocephalus
• Dementia syndrome of

depression
• White matter diseases

–Multiple sclerosis
–Human immunodeficiency
virus encephalopathy

• Vascular dementias

–Lacunar state
–Binswanger’s disease

Combined cortical and subcortical
features

• Multi-infarct dementias
• Infectious dementias

–Slow-virus dementias
–General paresis

• Toxic and metabolic
encephalopathies
–Systemic illnesses
–Endocrinopathies
–Deficiency states
–Drug intoxications
–Heavy metal exposure

• Miscellaneous dementia
syndromes
–Post-traumatic
–Post-anoxic
–Neoplastic

Source:  Adaped with permission from JL Cummings and DF Benson, Dementia: A Clinical
Approach, Woburn, MA, Butterworth-Heinemann, © 1983.
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First, are the features consistent with a cortical dementia such as
Alzheimer’s or Pick’s disease? Alzheimer’s disease is characterized by
an insidious onset with a progressive deteriorating course. Typically,
memory is affected early on. Clinical criteria for the clinical diagnosis
of Alzheimer’s disease reported by McKhann et al. aid in the evalua-
tion of patients with dementia.64 Of course, a definite diagnosis of
Alzheimer’s disease requires histopathologic evidence obtained at au-
topsy, but a diagnosis of probable and possible Alzheimer’s disease can
be made clinically using the criteria set forth by the National Institute
of Neurological and Communicative Disorders and Stroke-Alzheimer’s
Disease and Associated Disorders Association Task Force on Alz-
heimer’s Disease. Probable Alzheimer’s disease may be diagnosed with
the following criteria:64

1. Dementia established by clinical examination and by the MMSE
or a similar examination

2. Deficits in two or more areas of cognition
3. Progressive worsening of memory and other cognitive functions
4. No disturbance of consciousness (to distinguish from delirium)
5. Onset most often after the age of 65 years
6. No systemic disorder or other brain disease that could account

for the findings

The diagnosis of Alzheimer’s disease is supported by progressive de-
terioration in specific functions such as language, impaired activities
of daily living, and evidence of cerebral atrophy on computed tomog-
raphy (CT) scan. DSM-IV criteria for dementia of the Alzheimer type
include multiple cognitive deficits (e.g., memory impairment, apha-
sia, apraxia, agnosia, and disturbance of executive function) and in-
terference with social and occupational roles (Exhibit 7–3).50

A scale developed as a tool to assist in the differential diagnosis of de-
mentia, specifically for the diagnosis of Alzheimer’s disease, is the In-
ventory of Diagnostic Clinical Features of Dementia of the Alzheimer
Type.65 A maximum score of 20 is possible, attained by persons with
uncomplicated dementia of the Alzheimer type. The higher scores (14
or greater) reflect greater consistency with the diagnosis of Alzheimer’s
disease and lower scores with other diagnoses.

In retrospective and prospective studies, the inventory was highly
accurate in differentiating persons with Alzheimer’s disease from
those who have dementia from another etiology. This inventory (Ex-
hibit 7–4) gives greater weight to loss of intellectual functions than to
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motor abnormalities. Atypical presentations of dementia of the
Alzheimer type or mixed diagnoses may fail to be identified because
of the absence of multiple areas of intellectual impairment assessed by
the inventory.65,66 The scoring scheme of the inventory reflects the
generally normal results of motor examination of persons with
Alzheimer’s disease and the early impairment of language and mem-
ory. Demented persons who present with signs or symptoms of a
movement disorder should suggest to the practitioner a diagnosis
other than primary degenerative (cortical) dementia.

Patients with Pick’s disease, the other primary cortical dementia,
have personality changes with poor judgment and social graces, but
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Exhibit 7–3 Diagnostic Criteria for Dementia of the Alzheimer Type

A. The development of multiple cognitive deficits manifested by both:
(1) memory impairment (impaired ability to learn new information or to re-

call previously learned information)
(2) one (or more) of the following cognitive disturbances:

(a) aphasia (language disturbance)
(b) apraxia (impaired ability to carry out motor activities despite intact

motor function)
(c) agnosia (failure to recognize or identify objects despite intact sensory

function)
(d) disturbance in executive functioning (i.e., planning, organizing, se-

quencing, and abstracting)
B. The cognitive deficits in criteria A1 and A2 each cause significant impairment

in social or occupational functioning and represent a significant decline from a
previous level of functioning.

C. The course is characterized by gradual onset and continuing cognitive decline.
D. The cognitive deficits in criteria A1 and A2 are not due to any of the following:

(1) other central nervous system conditions that cause progressive deficits in
memory and cognition (e.g., cerebrovascular disease, Parkinson’s disease,
Huntington’s chorea, subdural hematoma, normal-pressure hydro-
cephalus, or brain tumor)

(2) systemic conditions that are known to cause dementia (e.g., hypothy-
roidism, vitamin B12 or folic acid deficiency, niacin deficiency, hypercal-
cemia, neurosyphilis, or HIV infection)

(3) substance-induced conditions
E. The deficits do not occur exclusively during the course of a delirium.
F. The disturbance is not better accounted for by another Axis I disorder (e.g.,

major depressive disorder or schizophrenia).

Source: Reprinted with permission from the Diagnostic and Statistical Manual of Mental Dis-
orders, 4th ed. © 1994 American Psychiatric Association.
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Exhibit 7–4 Inventory of Diagnostic Clinical Features of Senile Dementia of the
Alzheimer Type

Mental Functions 0 1 2

Memory Normal or Recalls one or two of Disoriented, unable
forgetfulness that three words, spontaneous, to learn three words 
improves with cues incompletely aided in 3 min, recall not

by prompting aided by prompting

Visuospatial Normal or clumsy Flattening, Disorganized,
drawings, minimal omissions, unrecognizable
distortions distortions copies of models

Cognition Normal or Fails to abstract Fails to interpret
impairment of simple proverbs even simple proverbs
complex and has difficulty or idioms, acalculia
abstractions with mathematical
and calculations problems

Personality Disinhibition Appropriately Unaware or indifferent,
or depression concerned irritability not

uncommon

Language Normal Anomia, mild Fluent aphasia with
comprehension anomia, decreased
deficits comprehension

paraphasia

Motor Functions 0 1 2

Speech Mute, severely Slurred, amelodic, Normal
dysarthric hypophonic

Psychomotor Slow, long latency Hesitant responses Normal, prompt
speed to response responses

Posture Abnormal, flexed, Stooped or Normal, erect
extended, or mildly distorted
distorted

Gait Hemiparetic, Shuffling, Normal
ataxic, apractic, dyskinetic
or hyperkinetic

Movements Tremor, akinesia, Imprecise, Normal
rigidity, or poorly
chorea coordinated

Source: Adapted with permission from J Cummings and D Benson, Dementia of the
Alzheimer Type: An Inventory of Diagnostic Clinical Features, Journal of American Geriatric
Society, Vol. 34, pp. 12–19, © 1986, Lippincott Williams & Wilkins.
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with strikingly preserved memory, language, and visuospatial skills
early in the course of the dementia. Pathologic changes in Pick’s dis-
ease occur primarily in the temporal and frontal lobes of the brain.

Is there evidence of a halting progression to the disorder with
spotty mental status deficits associated with a history of hypertension
or strokes? Vascular dementia, which is thought to be the result of
strokes or cerebrovascular disease,67 may be more common than pre-
viously appreciated.68,69 Several lines of evidence now suggest that
cognitive impairment in older adults is associated with vascular le-
sions in the central nervous system, even without dementia.69–78

Some individuals exhibit changes of Alzheimer’s disease occurring in
the context of multiple infarcts (mixed dementia). Small infarcts,
strategically located, may be associated with increased vulnerability to
Alzheimer’s disease.79 Thus, the relationship between cardiovascular
disease risk factors, such as lipid and apolipoprotein profiles, demen-
tia, and stroke, is complex indeed.

Vascular factors have long been thought to influence mental
health in late life. For example, describing changes in the brains of
patients with dementing illness, one influential writer, Dr. Benjamin
Ball, wrote in 1881, “Localised softening caused the more severe
states of cognitive impairment.”80 Even as late as the 1960s, many of
the mental disturbances of late life were ascribed to atherosclero-
sis.80,81 The realization that most dementia appeared to be related to
neuropathologic changes described by Alzheimer in 1906 largely dis-
credited the notion of atherosclerotic dementia. Now recent evidence
has rekindled interest in the role of vascular factors in dementia,82 in-
cluding Alzheimer’s disease,83–85 and even in depression arising in
late life.86 Medicine is in the early stages in the investigation of how
cardiovascular disease risk factors, such as hypertension, diabetes,
high cholesterol, smoking, and atrial fibrillation, contribute to cogni-
tive impairment in late life.

In the clinical examination of the person with vascular dementia,
the practitioner should look for spasticity in the limbs, hyperreflexia,
plantar extensor reflexes, and an abnormal gait. The personality is rel-
atively preserved. The CT scan reveals evidence of infarcts in only half
of patients suspected of having vascular dementia.87 Criteria of DSM-
IV for vascular dementia are similar to the criteria for dementia of the
Alzheimer type except that focal neurologic signs and symptoms are
present or imaging studies reveal cerebrovascular disease.50

Senile dementia of the Binswanger’s type, described over 100 years
ago, is a type of vascular dementia more commonly recognized be-
cause of new imaging techniques, particularly magnetic resonance
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imaging.88 Patients with this type of dementia have an insidious onset
of dementia with gait disturbance, urinary incontinence, and neuro-
logic signs early in the course of the illness. Diagnostic criteria include at
least two of the following: hypertension or other known cardiovascular
risk factors; evidence of cerebrovascular disease; evidence of subcortical
features, such as abnormal gait or muscular rigidity; and subcortical at-
tenuation of white matter on brain scan.89 The pathologic condition re-
lates to infarctions in the white matter just below the cortex, resulting in
isolation of cortex from deeper structures. Risk factors (e.g., diabetes and
hypertension) for small artery disease may predispose persons to senile
dementia of the Binswanger’s type.90,91

Recognition of vascular dementia assumes particular importance
when considered with hypertension treatment or modification of
other cardiovascular risk factors. Some investigators believe there is a
“therapeutic window” within which blood pressure should be con-
trolled. When blood pressure was lowered below this optimal range,
the persons with vascular dementia exhibited further cognitive de-
cline.92 In contrast, persons who stop smoking benefit by showing less
cognitive decline.93 The Hachinski Ischemic Score (Exhibit 7–5) has
been devised to help distinguish vascular dementia from other types
of dementia. Persons with a score of 7 or more are said to be more
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Exhibit 7–5 Hachinski Ischemic Score

1. Abrupt onset (2)
2. Stepwise deterioration (1)
3. Fluctuating course (2)
4. Nocturnal confusion (1)
5. Relative preservation of personality (1)
6. Depression (1)
7. Somatic complaints (1)
8. Emotional incontinence (1)
9. History of hypertension (1)

10. History of strokes (2)
11. Evidence of associated atherosclerosis (1)
12. Focal neurologic symptoms (2)
13. Focal neurologic signs (2)

The score for each feature is noted in parentheses. A score of greater than 7 sug-
gests a vascular component to the dementia.

Source: Adapted with permission from VC Hachinski et al., Cerebral Blood Flow in Demen-
tia, Archives of Neurology Vol. 32, p. 634. Copyright © 1975, American Medical Association.
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likely to have vascular dementia or at least a vascular component to
their dementia.94 An extensive review of the literature by Liston and
LaRue led the authors to conclude that a low Hachinski Ischemic
Score could help exclude vascular dementia because ischemic lesions
severe enough to produce a dementia would be expected to be severe
enough to cause the associated neurologic changes and elevate the
score.94

Is there evidence of a movement disorder? Parkinson’s disease is a
subcortical process associated with a dementia. The person’s intellec-
tual processes seem to be “slowed” along with his or her movements.
Frequently, there is a superimposed depression. Subcortical dementias
classically are associated with abnormalities of the motor system, such
as stooped posture, increased muscle tone, and abnormal movements
and gait.63 Other subcortical dementias are associated with Hunting-
ton’s chorea, progressive supranuclear palsy, and Wilson’s disease. The
concept of cortical and subcortical types of dementia is not as clearcut
as it would seem. Some of the features generally reported to be char-
acteristic of one type may be found in the other, such as aphasia being
present in persons with subcortical dementia.95 Dementia with Lewy
bodies is characterized by pathology in the cortical region96 but re-
sults in features that include movement disorder. In people with Lewy
body dementia, deficits in memory and visuospatial ability occur as in
Alzheimer’s disease, but so do fluctuating cognition, recurrent visual
hallucinations, and motor features resembling Parkinson’s disease.97

Is there an affective component to the dementia? Persons who vig-
orously complain of memory impairment often are depressed (or have
early Alzheimer’s disease or both). Those suffering from dementia syn-
drome of depression, on close continued observation, may be able to
learn new facts and might give a detailed account of their memory
loss. Depression as a precursor of intellectual impairment is discussed
more fully later in this chapter.

Is the classic triad of normal pressure hydrocephalus present? Normal
pressure hydrocephalus is characterized by the triad of gait disturbance,
urinary incontinence, and dementia. Physical examination reveals
spasticity in the legs with hyperreflexia and plantar extension reflexes.
Of course, the classic triad need not be present. The CT examination
shows dilated ventricles, but there may be considerable overlap with
other dementias.98

Is there evidence of a toxic process? Prescription medications are
among the greatest offenders, but hidden alcohol abuse must be con-
sidered as well.99–104 Commonly used medicines (e.g., propranolol or
digoxin) may cause an altered mental state as the only side effect.
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Some medicines (e.g., the benzodiazepines) can precipitate a delirium
or seizures when discontinued.

Is there evidence of a metabolic abnormality? Electrolyte imbal-
ance, such as hyponatremia, can result in a confused mental state.
Calcium abnormalities can cause lethargy. Hypoxia or hypercarbia, as
could result from pulmonary or cardiac disease, may also cause con-
fusion.

Is there evidence of an endocrine abnormality? Testing for apathetic
hyperthyroidism or for occult hypothyroidism should be part of the
complete workup for dementia. Are the electrolytes suggestive of an ad-
renal problem? Is there evidence of a nutritional deficiency, such as defi-
ciency of thiamine, niacin, or vitamin B12? Thiamine deficiency, which
is associated with alcohol abuse, may result in Wernicke’s encephalopa-
thy or organic amnestic syndrome. Niacin deficiency is associated with
dementia. Vitamin B12 deficiency may result in psychologic changes
without concomitant macrocytosis.

Is there evidence of an infection such as meningitis? Of course, reli-
able diagnosis would require lumbar puncture. Lumbar puncture
probably is not very helpful applied indiscriminately to the diagnosis
of dementia; it should be reserved for specific circumstances, such as
acute deterioration with fever. Neurosyphilis is an unusual cause of
dementia today but can be present even with a negative rapid plasma
reagin test. Creutzfeldt-Jakob disease is a rapidly progressing dementia
caused by a slow virus and characterized by myoclonus in its late
stages and a burst–silence pattern on electroencephalography. De-
mentia secondary to human immunodeficiency virus is perhaps the
newest addition to the list. The acquired immune deficiency syn-
drome could be important to keep in mind, particularly when risk fac-
tors, such as sexual exposure to high-risk persons or the use of blood
products, are present.105,106

Are there focal neurologic signs suggestive of an intracranial process
such as a neoplasm or a chronic subdural hematoma? Is there a his-
tory of trauma followed by changes in mental state? A complete men-
tal status examination may reveal deficits that point to involvement
of an otherwise “silent” area of the brain. Cranial CT rarely may find a
mass lesion presenting as dementia when focal signs are absent.

Finally, is there more than one process occurring simultaneously?
Are there concurrent medical illnesses that could be more optimally
treated? In other words, is an overlying delirium resulting in deterio-
ration of the mental status with pre-existing dementia? Over 30% of
persons with dementia have more than one disorder contributing to
the persistence of the dementia.107 The need to consider alternative
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conditions rather than ascribing the changes to a deterioration of de-
mentia cannot be overemphasized when persons who carry a diagno-
sis of dementia have acute changes in their ability to function.

MENTAL STATUS ASSESSMENT INSTRUMENTS

Many short mental status screening instruments have been devised
to assist clinicians. Some screening instruments for intellectual func-
tioning were devised for the sole purpose of assessing mental status,
and others form part of a total instrument that includes measures of
functional status and/or psychiatric illness. Further information on
instruments to assess mental state may be found in the Geropsychology
Assessment Resource Guide108 and in Measuring Health: A Guide to Rating
Scales and Questionnaires.109 Instruments that are commonly endorsed
for clinical practice will be reviewed, bearing in mind that other
strategies are being developed to achieve the goals of a brief and accu-
rate scale to assess mental status (see Froehlich et al.,110 Solomon and
Pendlebury,111 and Lorentz et al.112).

The sensitivity and specificity of a test are used to assess performance
of the test at specific cut points. Sensitivity and specificity are charac-
teristics of tests that do not change with the prevalence of the disease in
a population. Simply stated, the sensitivity of a test is the proportion of
those persons with a disease who are detected by the test. Specificity is
the proportion of those who are free of disease who are identified as
such by the test. A related concept is the predictive value of a test result.
The predictive value of a positive test is the proportion of persons that
has a positive test and truly has the disease. The rest of the group, those
with a positive result but without disease, are considered to have false-
positive results. The predictive value of a negative test is the proportion
of persons who has a negative test and truly does not have the disease.
The rest of the group, those with a negative result but with the disease,
have false-negative results.

The predictive value of a test varies as the prevalence of the disease
in the population varies. The more common the disease is in the pop-
ulation to be tested, the greater is the predictive value of a positive
test, but as the predictive value of a negative test goes down, the num-
ber of false-negative results increases. This makes intuitive sense be-
cause it would seem that the more common the disease the more
likely it is that a positive test result is true. Conversely, it will be less
likely that a negative test represents a “true” negative. In a nursing
home, for example, where the prevalence of dementia is presumably
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higher than in the general population, the predictive value of a nega-
tive screening test is diminished compared with the value of a nega-
tive test in community-dwelling older adults.

In contrast is the case of a less common disease. The lower the
prevalence of the disease in the population to be tested the greater is
the predictive value of a negative test, but the predictive value of a
positive test goes down; the number of false-positive results increases.
Again, it would seem intuitive that the rarer a disease is, a positive test
is more likely to be wrong rather than truly indicating someone with
the rare illness.

In addition to simple detection of the demented state, the mental
status assessment instruments can stratify persons with regard to the
severity of dementia. Many of the instruments designed specifically
for this purpose also include some assessment of functional ability,
the dementia rating scales, discussed in Chapter 4. Because a score is
generated by some of the mental status assessment instruments dis-
cussed in this section, stratification is possible merely on that basis.
Mental status assessment instruments may exhibit threshold or ceil-
ing effects. In other words, persons beyond a certain level of severity
of dementia score the same despite some differences in degree. In a
population with a predominance of severely demented persons, for
example, an instrument would not be useful for following change if
all severely affected individuals performed equally poorly. By the
same token, in a population of relatively well older persons, an easy
test will be insensitive to mildly demented persons, who may be able
to perform well on it, whereas on a more discriminating test, they
would have difficulties. This is vividly illustrated by the case of a pa-
tient who studied for the MMSE. She was being admitted to a retire-
ment home and was disappointed when the physician did not ask her
“those questions” her friend had told her about. She had studied the
“answers” to the examination based on information from her friend,
who was a resident in the home.113

Folstein MMSE

The MMSE114 is one of the most widely employed tests of cognitive
function and is one of the best studied.115,116 Five cognitive functions
underlie the items in the MMSE: concentration, language, orienta-
tion, memory, and attention.117 Population-based norms are readily
available according to age and educational level.28,116 The MMSE con-
sists of two parts (Exhibit 7–6). The first part requires verbal responses
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only and assesses orientation, memory, and attention. The three
words used to test memory are left up to the examiner, leaving the
possibility that this question could vary in difficulty. The items “ap-
ple, table, penny” were used in the Epidemiologic Catchment Area
Program.116 In addition to serial 7s, the individual is asked to spell
“world” backward, and the best score may be taken for calculating the
total score. A “chess-move” strategy is used to score the “world” item
(i.e., the number of transpositions required to spell “DLROW” yields
the number of errors).118 The second part evaluates the ability to write
a sentence, name objects, follow verbal and written commands, and
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Exhibit 7–6 The Folstein Mini-Mental State Examination (MMSE)

Maximum
Score Orientation

5 What is the (year) (season) (date) (day) (month)?
5 Where are we (state) (county) (town) (hospital) (floor)?

Registration
3 Name three objects: one second to say each. Then ask the patient

all three after you have said them. Give one point for each correct
answer. Repeat them until he or she learns all three. Count trials
and record number.

Attention and calculation
5 Begin with 100 and count backward by 7 (stop after five answers).

Alternatively, spell “world” backward.

Recall
3 Ask for the three objects repeated above.

Language
2 Show a pencil and a watch and ask the patient to name them.
1 Repeat the following: “No ifs, ands, or buts.”
3 A three-stage command: “Take a paper in your right hand, fold it

in half, and put it on the floor.”
1 Read and obey the following: (show written item)

CLOSE YOUR EYES
1 Write a sentence.
1 Copy a design (complex polygon).
30 Total score possible

Source: “Mini-mental state.” a practical method for grading the cognitive state of patients
for the clinician. Journal of Psychiatric Research, 12(3):189–198, © 1975, 1998 Mini Mental
LLC. The copyright in the Mini Mental State Examination is wholly owned by the Mini
Mental LLC, a Massachusetts limited liability company. For information about how to ob-
tain permission to use or reproduce the Mini Mental State Examination, please contact John
Gonsalves, Jr., Administrator of the Mini Mental LLC, at 31 St. James Avenue, Suite I,
Boston, Massachusetts 02116—(617)587-4215.
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copy a complex polygon. The maximum score is 30. The test is not
timed. A telephone version of the MMSE is available for special pur-
poses.119

In the original work with the MMSE, normal older persons scored a
mean of 27.6. Patients with dementia, depression with cognitive im-
pairment, and affective disorders formed a continuum with the mean
scores for these groups of 9.7, 19, and 25, respectively. Not only did
the demented persons score the lowest and the depressed ones the
highest, but after treatment for depression, the depressed persons
with cognitive impairment showed improvement in their scores. The
demented individuals had no change, as would be expected.114

The MMSE was administered to patients undergoing cranial CT
scanning referred from neurologic and psychiatric services at the Uni-
versity of Iowa. Patients whose CT scan showed no cerebral atrophy
had a mean score of 26.4. Those with focal brain lesions scored 25.3,
which was not significantly different from the group without atrophy.
Patients with atrophy alone had a mean score of 18.0. Thus, the
MMSE correlates to some degree with structural changes in the
brain.120

Although one report failed to show a difference in sensitivity be-
tween the MMSE and the Short Portable Mental Status Questionnaire
(SPMSQ),121 others have suggested that the sensitivity of the MMSE is
better than that of the SPMSQ,122,123 with an ability to pick up cogni-
tive impairment closer to 90% rather than 50% (Table 7–2). The sensi-
tivity of an instrument such as the MMSE, which, unlike the SPMSQ,
tests recent memory, written and spoken language, and construction
ability (drawing), in addition to orientation, would be expected to be
better because a broader range of intellectual functions is sampled.

In any case, when the MMSE reveals that the individual is im-
paired, additional diagnostic testing and mental status examination
are indicated to define the disorder further, as would be true for any
brief screening instrument. This is an acceptable practice in general
medical settings using the MMSE as part of a routine screen of older
persons.13

The sensitivity of the MMSE was 76% when 126 patients on neuro-
surgical and neurologic wards were tested, and a cutoff score of 23
was used to differentiate impaired from normal patients.124 The
mean age of these patients was 49.9. Patients with bilateral hemi-
spheric damage or with left hemispheric damage scored around 23,
whereas control subjects and patients with right hemispheric damage
scored around 28. Thus, the instrument detects left hemispheric dys-
function better than it does right hemispheric dysfunction. This
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asymmetrical detection of dysfunction was also shown to be true for
the Cognitive Capacity Screen, to be discussed later in this chapter.125

In the study of Dick et al., there was excellent agreement between the
results of the MMSE and those of the Wechsler Adult Intelligence
Scale.124 Dropping the cutoff score to 20 or 21 decreased the sensitiv-
ity of the instrument but allowed a greater number of normal persons
to be classified correctly.

There is some question as to the adjustment of scores on mental status
screening instruments based on the educational level of the subject. A
low score may imply more severe intellectual impairment among per-
sons with high educational attainment. As the education level increases,
one expects the specificity of an instrument to rise; an abnormal test re-
sult probably really is abnormal because one would expect better per-
formance from an educated person. Conversely, sensitivity goes down as
educational level increases; a “normal” or “negative” test result occurs in
an impaired person. For example, the sensitivity of the MMSE was
93% in a population with less than an eighth-grade education but fell
to 71% for the individual with more than eight grades of school-
ing.123,126 Psychometric studies of the MMSE have not revealed strong
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Table 7–2 Sensitivity, Specificity, and Predictive Value of the Folstein Mini-Mental State
Examination (MMSE)

Predictive value of a
positive test is
60%–93%

Predictive value of a
negative test is
77%–95%

False positive

Agrees

Specificity is
approximately 90%

Score indicates
impairment

Score indicates no
impairment

Agrees

False negative

Sensitivity is
50%–87%

Clinical Examination
Consistent with

Dementia

Clinical Examination
Not Consistent
with Dementia

A cutoff score of 24 is used to indicate dementia.

Sources: Adapted from Journal of Neurology, Neurosurgery, and Psychiatry, © 1984, Vol. 47, pp. 496–499,
with permission from the BMJ Publishing Group; Psychological Medicine, Vol. 12, No. 2, pp. 397–408, ©
1982; Journal of the American Geriatric Society, Vol. 28, No. 38, pp. 381–384, © 1980, Lippincott Williams
& Wilkins.
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differential functioning of specific items according to educational 
status.127,128

Lower scores may occur among patients with less education who
are not demented.116,129 Normative data on the MMSE based on age
and educational attainment were provided by Crum et al.116 and in
the report from AHCPR.28 Among persons with 0 to 4 years of educa-
tion, a cutoff point of 19 represents the 75th percentile (in other
words, 75% of community-dwelling adults with 0 to 4 years of edu-
cation would score below 19 on the MMSE). Corresponding cutoff
points are for persons with 5 to 8 years of schooling, 23 and below;
for 9 to 12 years of schooling, 27 and below; for schooling at the col-
lege level and beyond, 29 and below.116 The person should be asked
how much schooling he or she has had to assist in interpreting
scores. It should be remembered that the MMSE and other mental
status instruments serve as only one component in assessment of de-
mentia, along with criteria in Exhibit 7–3.

Short Portable Mental Status Questionnaire

One of the simpler tests widely used to assess mental status is the
SPMSQ developed by Pfeiffer.130 This test comprises 10 questions deal-
ing with orientation, personal history, remote memory, and calcula-
tions (Exhibit 7–7). The Kahn-Goldfarb Mental Status Questionnaire131
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Exhibit 7–7 Short Portable Mental Status Questionnaire (SPMSQ)

1. What is the date today?
2. What day of the week is it?
3. What is the name of this place?
4. What is your telephone number? (If the patient does not have a phone: What

is your street address?)
5. How old are you?
6. When were you born?
7. Who is the president of the United States now?
8. Who was the president just before that?
9. What was your mother’s maiden name?

10. Subtract 3 from 20 and keep subtracting 3 from each new number you get, all
the way down.

Source: Adapted with permission from E. Pfeiffer, A short portable mental status question-
naire for the assessment of organic brain deficit in elderly patients, Journal of the American
Geriatric Society, Vol. 23, pp. 433–441, © 1975, Lippincott Williams & Wilkins.
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is also a 10-item instrument; it is the prototype of short mental state
examinations and is similar to the SPMSQ.

The final error score of the SPMSQ is modified by various factors.
The number 1 is subtracted from the error score if the person has less
than a high school education. More than three errors would identify
the person as impaired. In the administration of this test, the exam-
iner must keep in mind that the date must be exact, the birth date
must be exact, the mother’s maiden name does not require verifica-
tion, and calculations must be done in their entirety and correctly.

A questionnaire such as this is compact, is easy to use, and requires
no special materials. It would appear to meet the minimal criteria for
face validity, being a mental status examination covering orientation,
remote memory, and calculation. There is no task to assess short-term
memory. How well the instrument performs for the assessment of
cognitive functioning in clinical situations needs to be determined.
Compared with a neuropsychiatric examination, how does the
SPMSQ fare?

To evaluate the SPMSQ, it is necessary to return to the statistical con-
cepts of sensitivity, specificity, and the predictive value of a positive or
negative test discussed previously. When administered to community-
dwelling older adults, the specificity is found to be better than
90%.121,132 The sensitivity, the ability of the test to detect impairment,
is not as great and may be as low as 50%.121 This means that although
90% of normal older persons are identified correctly as not impaired,
as few as half of the demented persons are detected. Thus, there are
few false-positive results but many false-negative results. In another
study, the sensitivity was found to be 82%, but the SPMSQ could not
clearly differentiate mildly impaired from normal older persons.133

Other studies have found good performance of the SPMSQ in clinical
settings.134,135 Fillenbaum et al. examined the performance of the
SPMSQ in a large community sample of older adults, finding that
SPMSQ scores were less affected by ethnicity and educational level
when scoring adjusted for these factors.136

If one wished to be sure to detect as many cases of dementia as pos-
sible for further assessment, more stringent test requirements might
be used. Fewer errors than the recommended four would then be ac-
ceptable as indicating a positive test. This was suggested in a Finnish
study, which demonstrated that by using three errors as indicative of
a positive test, sensitivity increased from 76% to 86%.132

Unlike the sensitivity and specificity, the predictive value of a positive
and of a negative test result will vary depending on the prevalence of
cognitive impairment in the study or practice population. In published
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data,121,130 the predictive value of a positive test is around 90%; that of a
negative test is 70% to 80%. Thus, in older populations, a positive test,
indicating impairment, has a 90% probability of being correct, whereas
a negative test has about an 80% chance of being correct (Table 7–3).

Put another way, of those who are determined to be impaired by
their score on the SPMSQ, 90% are indeed found to be impaired by a
“gold standard,” namely, a complete mental status examination and
psychiatric evaluation. The predictive value of a normal (i.e., nega-
tive) SPMSQ is about 80% in a community-dwelling population of
older persons; 20% will have detectable cognitive impairment on
more thorough testing. In a nursing home setting, where the preva-
lence of dementia is presumably higher, the predictive value of a neg-
ative test falls to around 70%; thus, 30% with a satisfactory score do
not have normal cognitive functioning.

The SPMSQ is entirely verbal and easy to memorize. The clinician
may consider supplementing the SPMSQ with the written parts of the
mental status examination (e.g., signing name, writing a sentence,
and drawing) discussed earlier in this chapter, particularly if the in-
strument is used as a periodic screening assessment of mental status. A
more complete examination would be done if the SPMSQ detects in-
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Table 7–3 Sensitivity, Specificity, and Predictive Value of the Short Portable Mental Status
Questionnaire (SPMSQ)

Predictive value of a
positive test is up to
90%

Predictive value of 
a negative test is 
70%–80%

False positive

Agrees

Specificity is
approximately 90%

Score indicates
impairment

Score indicates no
impairment

Agrees

False negative

Sensitivity is
50%–82%

Clinical Examination
Consistent with

Dementia

Clinical Examination
Not Consistent
with Dementia

Four errors are used as a cutoff score to indicate dementia.

Sources: Data from the Journal of the American Geriatric Society, Vol. 23, pp. 433–441, © 1979; Vol. 27,
pp. 263–269, © 1979; Vol, 28, pp. 381–384, © 1980, Lippincott Williams & Wilkins.
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tellectual impairment or if the presenting complaint is related to con-
fusion or personality change. In either case, knowledge of the prior
performance of the individual is clearly of value.

Orientation and Nonorientation Items

The SPMSQ and the MMSE rely heavily on questions of orientation.
As indicated by the low sensitivity of both tests, the common practice
of using orientation-type questions to screen for dementia may miss
as many as half of such persons. A brief example illustrates this pitfall
of using an interview heavily weighted toward orientation-type ques-
tions: A 66-year-old woman presented at the request of her family be-
cause of difficulty with memory. The patient’s daughter stated that on
several occasions the patient had forgotten the names of some family
members and friends. The patient was still driving, keeping her check-
book, cooking, and performing the usual activities of daily living. Her
SPMSQ score was 10 (no errors). Further mental status testing revealed
she could not recall three items, copy a simple diagram, or write an or-
ganized sentence. Thus, orientation-type questions alone failed to
identify a problem. Had just the SPMSQ been given, the intellectual
deficits would have remained undetected.

Klein et al. reported on the sensitivity and specificity of various
components of the MMSE.137 The components of the examination
were divided into two broad categories: orientation items (i.e., does
the person know the day, month, year, city, and hospital?) and
nonorientation items (i.e., can the person subtract 7 serially from
100, spell the word “world” backward, and recall three items after 5
minutes?).

Items of orientation had uniformly low sensitivity. Demented per-
sons not uncommonly were oriented and therefore would have been
missed by the unwary examiner using this type of question exclu-
sively. Examiners need to recall that low sensitivity means that a low
proportion of those with dementia is actually detected by the test. On
the other hand, nonorientation items were highly sensitive in detect-
ing dementia, but because many normal older persons also encoun-
tered difficulty with these items, the specificity was low. Recall that low
specificity means that a low proportion of normal persons is identified
as “normal” by the test. The clinical importance of this distinction be-
tween orientation and nonorientation items lies in interpreting the
answers to the items (Table 7–4). The individual who knows where he
or she is and the date may still be intellectually impaired.
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Cognitive Capacity Screen

A 30-question Cognitive Capacity Screen138 was used in the detection
of “organic brain syndromes” in patients with medical illness (Exhibit
7–8). Those patients with scores of less than 20 (maximum score of 30)
were more likely to meet clinical criteria for dementia. A low test score
could reflect a condition other than dementia, of course, such as a low
educational level. Conversely, a high test score would not exclude the
possibility of a focal abnormality. Most psychiatric patients tested scored
greater than 20 on the test. The scale is a bit more cumbersome than the
SPMSQ or the MMSE but includes some areas not tested by others, such
as abstraction ability (Questions 18 and 19 deal with similarities).

A high proportion of hospitalized patients given the Cognitive Ca-
pacity Screen were found to be impaired, as indicated by a score of less
than 20. The same study found that 11 patients in the control group
(18%) also scored less than 20; however, when these patients were ex-
amined carefully, only one met the criteria for dementia.139 The in-
vestigators did not examine the patients with a normal score to see
whether any demented patients were missed.
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Table 7–4 Sensitivity and Specificity of Orientation and Nonorientation Items of the Mental
Status Examination

Item Sensitivity (%) Specificity (%)

Orientation items
Day 52.8 91.7
Month 56.9 96.5
Year 51.4 98.6
City 15.3 100.0
Hospital 20.8 100.0

Nonorientation items
Serial 7s (to 79) 97.2 50.0
“World” spelled backward 94.4 61.8
Recall of all three items 97.2 43.1
Recall of at least two items 80.6 74.3
Serial 7s (to 79) or “world” backward and 100.0 49.3
recall of at least two items

Source: Reprinted with permission from LE Klein et al., Univariate and multivariate analyses of the men-
tal state examination, Journal of the American Geriatric Society, Vol. 33, pp. 483–488, © 1985, Lippincott
Williams & Wilkins.
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Exhibit 7–8 Cognitive Capacity Screen

1. What day of the week is this?
2. What month?
3. What day of the month?
4. What year?
5. What place is this?
6. Repeat these numbers: 8 7 2.
7. Say them backward.
8. Repeat these numbers: 6 3 7 1.
9. Listen to these numbers: 6 9 4. Count 1 through 10 out loud, then repeat 6 9 4.

(Help if needed. Then use numbers 5 7 3.)
10. Listen to these numbers: 8 1 4 3. Count 1 through 10 out loud, then 

repeat 8 1 4 3.
11. Beginning with Sunday, say the days of the week backward.
12. 9 plus 3 is?
13. Add 6 (to the previous answer or “to 12”).
14. Take away 5 (“from 18”).

Repeat these words after me and remember them; I will ask for them later:
HAT, CAR, TREE, TWENTY-SIX.

15. The opposite of fast is slow. The opposite of up is _________ .
16. The opposite of large is _________ .
17. The opposite of hard is _________ .
18. An orange and a banana are both fruits. Red and blue are both _________ .
19. A penny and a dime are both _________ .
20. What were those words I asked you to remember? (HAT)
21. (CAR)
22. (TREE)
23. (TWENTY-SIX)
24. Take away 7 from 100, then take away 7 from what is left and keep going: 100

minus 7 is ____ .
25. Minus 7 ____ .
26. Minus 7 ____ . (Write down answers; check correct subtraction of 7)
27. Minus 7 ____ .
28. Minus 7 ____ .
29. Minus 7 ____ .
30. Minus 7 ____ .

Total correct (maximum score: 30) ____ .

Source: Reproduced, with permission from: J Jacobs et al., Screening for organic mental
syndromes in the medically ill, Annals of Internal Medicine, © 1977; 86: pp. 40–46, American
College of Physicians.
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On a neuropsychologic service, the Cognitive Capacity Screen had a
sensitivity of 49% and a specificity of 90%.125 The sensitivity was in-
creased when the examination was combined with a Memory for De-
signs test, which identified the patients with right hemispheric lesions
missed by the Cognitive Capacity Screen. It was suggested that the
Cognitive Capacity Screen misses right hemispheric lesions (only two
of the seven patients with such lesions were detected by the test). Pa-
tients with diffuse brain injury may be easier to detect with screening
instruments because patients with focal lesions may have deficits that
the test does not elicit.125

The propensity to miss structural lesions was emphasized in a study
comparing results on the Cognitive Capacity Screen with those found
on neurologic examination. The sensitivity in consecutive admissions
to a neurologic service was 73%; the specificity was 90%.138 The pre-
dictive value of a positive test was 93%; that of a negative test was
67%. Of nine patients with a false-negative test, five were found to
have a moderate degree of dementia, and all nine had focal (or multi-
focal) cerebral disease such as brain tumor or abscess. Seven of these
patients had obvious neurologic deficits, such as hemiparesis.

Kokmen Short Test of Mental Status

The Kokmen Short Test of Mental Status attempts to sample a wide
range of intellectual tasks, including some not tested by the SPMSQ
and the MMSE, such as abstraction.35 This assessment instrument (Ex-
hibit 7–9) was given to 93 “nondemented” patients on a general neu-
rologic consult service and to 87 demented persons living at home.
The latter group included 67 individuals with Alzheimer’s disease.
When a score of 29 points or less was used to classify a patient as de-
mented (total maximum score is 38), the sensitivity to detect demen-
tia was 95.5%, and the specificity was 91.4%. The Kokmen Short Test
of Mental Status as well as the next instrument to be discussed was in-
cluded with others as recommended tools in the AHCPR guidelines on
Alzheimer’s disease.28

Orientation-Memory-Concentration Test

A six-item Orientation-Memory-Concentration (OMC) Test (Exhibit
7–10) with weighted items has shown that 90% of older persons with-
out mental impairment have a weighted error score of 6 or less.140
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Exhibit 7–9 The Kokmen Short Test of Mental Status

Orientation
Full name, address, building, city, state, day of the week or month, month, year.

Score one point for each correct response.
Maximum: 8

Attention
Digit repetition (start with five, go to six and then seven if correct). Record the

best performance and score the number of digits repeated forward correctly.
Maximum: 7

Learning
Remember the following: apple, Mr. Johnson, charity, tunnel. Give a maximum

of four trials to learn all words and record the number of words learned and the
number of trials to learn them. Score one point per word learned but subtract one
less than the number of trials to do so from the number of words learned.

Maximum: 4

Arithmetic calculation
Do the following: 5 times 13, 65 minus 7, 58 divided by 2, and 11 plus 29. Score

one point for each correct answer.
Maximum: 4

Abstraction
How are the following alike? An orange and a banana, a horse and a dog, a table

and a bookcase. Score one point for each definitely abstract answer.
Maximum: 3

Information
Who is the President now?
Who was the first President?
How many weeks are there in a year?
Define “island.”
Score one point for each correct answer.

Maximum: 4

Construction
Draw the face of a clock showing 11:15 and copy a picture of a three-dimensional

cube (which the patient may view while copying). Score, for each drawing, two
points for an adequate conceptual drawing, one for a less than complete drawing,
and zero if the patient is unable to perform the task.

Maximum: 4

Recall
Recall the four items from the learning task. Score one point for each word recalled.
Maximum: 4

Source: Adapted with permission from E Kokmen et al, Mayo Clinics Proceedings, Vol. 62, pp.
282–283, © 1987, Mayo Foundation.
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Weighted error scores of 10 or more were consistent with the presence
of dementia in most patients. The memory phrase and the months
backward questions are among the first items to be answered wrong as
dementia develops. The OMC Test certainly is an example of a test
that is short and convenient for use by the primary care practitioner.
In a comparison with the SPMSQ, the OMC Test performed favorably
but identified more older persons as cognitively impaired.136 Test
scores from this short instrument were highly correlated to scores
from the longer MMSE and may be highly suitable for use in primary
care settings.141–143

Category Fluency

The test of category fluency, or the set test, is a simple test in which
one asks the person to name as many items as he or she can in each of
four sets or categories.144 The four sets are fruits, animals, colors, and
towns. A maximum of 10 is allowed in each set for a maximum score
of 40. The test is not timed. A score of less than 15 is abnormal, and
80% of demented older persons scored in this range. Conversely, no
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Exhibit 7–10 Orientation-Memory-Concentration Test

Maximum
Items Error Score Weight Total

1. What year is it now? 1 ________ � 4 _________
2. What month is it now? 1 ________ � 3 _________

Memory phrase. Repeat this phrase after me:
John Brown, 42 Market Street, Chicago

3. About what time is it? (within one hour) 1 ________ � 3 _________
4. Count backward from 20 to 1. 2 ________ � 2 _________

5. Say the months in reverse order. 2 ________ � 2 _________
6. Repeat the memory phrase. 5 ________ � 2 _________

Total score: _________

Score one point for each incorrect response; maximum weighted error score
equals 28. Over 90% of normal elders have a weighted score of 6 or less. Scores
greater than 10 are suggestive of mental impairment.

Source: American Journal of Psychiatry, Vol. 140, p. 739, 1983. Copyright © 1983, the Amer-
ican Psychiatric Association. Reprinted by permission.
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one with an affective disorder scored less than 15, and only 2 of 146
ostensibly normal older persons did so (1%). This certainly compares
favorably with the tests outlined earlier.

The value of the set test was demonstrated in a University of Iowa
study.145 Simply stated, eight psychologic tests were given to a group
of normal older persons and to a group with the diagnosis of demen-
tia. The investigators then proceeded to determine which tests best
differentiated the two groups. Two items stood out in discrimination
ability. One was the ability to remember designs, and the other task
was a variation of the set test (i.e., the production of a list of words be-
ginning with a given target letter). Presented as a “school-type” test in
the examination of the nervous system, the set test would seem to be
less likely to offend most older patients. Category fluency is some-
times considered a measure of executive functioning, that is, indica-
tive of frontal lobe functioning.

Clock-Drawing Task

In the clock-drawing task, the individual is presented with a pen
and a piece of paper on which a 4- to 6-inch circle is drawn and asked
to write the numbers and draw the hands of the clock to show “10
past 11.” Although there are several versions of the clock-drawing
task (e.g., differing in whether the circle outline is provided or must
be drawn by the person and the time to be represented), the clock-
drawing task may be useful in eliciting some signs of cognitive im-
pairment and assessing persons with dementia.53–59,146–148 The
clock-drawing task no doubt taps into multiple cognitive and motor
functions rather than attempting to assess specific domains, such as
memory, and serves as a practical method of screening and assess-
ment that is acceptable to most people. Patients with left-sided hemi-
spheric damage may tend to get the “gestalt” of the clock correct
(e.g., there are lines at the 12, 3, 6, and 9 o’clock positions, but no
numbers) because of language deficits. Right-sided lesions may result
in clocks with readable numbers that are grouped all to one side.
Clocks drawn by persons with Alzheimer’s disease may exhibit all of
these and other features, such as perseveration (repetition of the
same number all around the clock).

A qualitative evaluation of changes noted by reviewing the dated
drawings in the medical record will be sufficient in most clinical appli-
cations. However, investigators have provided scales to rank the drawing
for completeness and correctness54 or to rate specific components of the
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clock drawn and combine the ratings into a score. The clock-drawing in-
terpretation scale recommended by Mendez et al.55 falls into this latter
category (Exhibit 7–11). Other scoring methods are found in other
sources.56,57,148,149 Simplified and more objective methods than the
Mendez scoring criteria have been suggested,57,148 but none is standard.

Persons with Alzheimer’s disease and other dementias score signifi-
cantly worse than older adults without dementia,53–55and when a
scoring threshold is used, the clock-drawing task shows good sensitiv-
ity and specificity in comparison with a diagnosis of dementia.57 The
clock-drawing task was found to be highly sensitive and specific for
moderate to severe cognitive impairment in a large representative
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Exhibit 7–11 Clock-Drawing Interpretation Scale

Ask the patient to draw a clock and indicate the time as “ten after eleven.”  Score
one point for each item.
1. There is an attempt to indicate a time in some way.
2. All marks or items can be classified as part of a closure figure, a hand, or a sym-

bol for clock numbers.
3. There is a totally closed figure without gaps (closure figure).

Score only if symbols for clock numbers are present.
4. A “2” is present and is pointed out in some way for the time.
5. Most symbols are distributed as a circle without major gaps.
6. Three or more clock quadrants have one or more appropriate numbers: 12–3,

3–6, 6–9, and 9–12 per respective clockwise quadrant.
7. Most symbols are ordered in a clockwise or rightward direction.
8. All symbols are totally within a closure figure.
9. An “11” is present and is pointed out in some way for the time.

10. All numbers 1–12 are indicated.
11. There are no repeated or duplicated number symbols.
12. There are no substitutions for Arabic or Roman numerals.
13. The numbers do not go beyond the number 12.
14. All symbols lie about equally adjacent to a closure figure edge.
15. Seven or more of the same symbol type are ordered sequentially.

Score only if one or more hands are present.
16. All hands radiate from the direction of a closure figure center.
17. One hand is visibly longer than another hand.
18. There are exactly two distinct and separable hands.
19. All hands are totally within a closure figure.
20. There is an attempt to indicate a time with one or more hands.

Source:  Adapted with permission from MF Mendez et al., Development of scoring criteria for
the clock-drawing task in Alzheimer’s disease, Journal of the American Geriatric Society, Vol. 40, pp.
1095–1099, © 1992, Lippincott Williams & Wilkins.
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sample of adults aged 75 years and older.150 Poor scores were associ-
ated with increased rates of death after 5 years of follow-up. Unfortu-
nately, the clock-drawing task may not be immune to an effect of the
level of educational attainment of the patient. Mean scores of patients
with more education were higher than scores of persons with less
than 9 years of schooling.146 There is a need for more standardization
of the administration and scoring of the clock-drawing task. This task
may be thought of as a supplement to other mental status assessment
instruments such as the MMSE.148

SUMMARY OF MENTAL STATUS ASSESSMENT

Assessing the mental status of patients is important, especially on
initial workup for an older adult admitted to a hospital or nursing
home and whenever behavior, mental status, or level of functioning is
a cause for concern. Changes in mental state can be more confidently
assessed when a baseline has been established. Assessment of mental
status must be considered within the context of the individual’s func-
tional status, the physical examination (especially vision and hearing),
the history from an informant, and the total clinical picture. Mental
status questionnaires can be used in combination with the written
parts of the mental status examination to provide a record of perfor-
mance for the medical chart; the record can then be used for following
the progression of cognitive impairment or as a baseline assessment.
Some persons will need more careful delineation of mental status and
would benefit from formal neuropsychologic testing, particularly
when presentation or course does not follow expected patterns.
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8

Depression Assessment

Mood is to affect as climate is to weather.1 The mood disorders
include major depression, dysthymia, and bipolar (manic-
depressive) disorder. Publication of Diagnosis and Treatment

of Depression in Late Life: Results of the NIH Consensus Development
Conference called attention to depression in late life in primary care
by including a chapter highlighting the primary care setting.2 The
Consensus Panel update on depression in late life continued to em-
phasize the importance of the primary care sector for older adults who
are depressed.3 Clinical Practice Guideline for the Detection, Diagnosis,
and Treatment of Depression in Primary Care, published by the Agency
for Health Care Policy and Research, pointed out that the course of
major depression, as well as other poorly characterized mood distur-
bances, among older persons is not well understood.4 The Institute of
Medicine’s report, The Second Fifty Years: Promoting Health and Prevent-
ing Disability, observed that a better definition of depression in older
adults would facilitate effective studies of depression in late life in the
community.5 Finally, Healthy People 2000, a report from the Depart-
ment of Health and Human Services, acknowledged the role that the
primary care sector plays in maintaining good health of older per-
sons.6 Clearly, if intervening in depression and suicide in late life is
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possible, primary care physicians and other health professionals in
primary care are in a position to do so.7–9

Clinical and epidemiologic studies using symptoms scales, similar
to the ones discussed in the following sections, show that the preva-
lence of depression increases with age, whereas epidemiologic studies
using the standard criteria show a decrease in prevalence of depres-
sion with age.10 At the same time, suicide rates increase with age.11

Thus, depression in older persons presents a paradox; depression
prevalence in epidemiologic studies decreases with age, whereas sui-
cides increase with age. Although many factors contribute to suicide
in the aged, it seems that (1) the criteria for major depression are not
age specific, (2) medical problems and functional impairment con-
tribute to preoccupation with death and suicide, and (3) hopelessness,
not sadness, may be more pertinent in predicting suicide risk.

Older persons may not feel comfortable raising concerns of a psy-
chologic nature to their physicians. An older person may believe that
it is an imposition on the physician’s time that should be occupied
with “real” problems. The primary care provider, who has an intimate
knowledge of the older person and family, should assess the person
for the possibility of depression. Asking about feelings indicates that
feelings are appropriate subjects for discussion and are not a waste of
time. Older adults may view a psychologic problem as a sign of weak-
ness, as something to be ashamed of or as meaning that they are
“crazy.”12 For all of these reasons, the presentation of depression may
be quite different in older adults than in younger persons, discussed at
length elsewhere.13,14

Some studies indicate that screening for depression may be useful
because recognition by the physician leads to attention to the prob-
lem and treatment or referral.15–17 German et al.,18 working in a gen-
eral medical outpatient setting, screened patients of all ages using the
General Health Questionnaire (GHQ). Feedback on a randomized
group of patients was given to the physicians in training consisting of
the GHQ score and its interpretation. Patients were examined 6
months later. The screening procedure resulted in a significantly in-
creased rate of detection when compared with major depression only
for the patients aged 65 years and older (63% recognition among the
patients for whom the doctor received feedback of GHQ score vs. 41%
for the patients for whom no feedback was given). There was a trend
toward greater efforts to manage depression among the group for
whom the doctor received feedback.18 The use of a screening diagnos-
tic questionnaire may increase recognition, but recognition may be
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less clearly tied to treatment in older persons than in younger per-
sons.19 These studies add evidence to the argument that screening for
depression may be worthwhile among older persons in general med-
ical outpatient settings, and the notion of screening deserves further
investigation. However, it seems likely that to improve treatment will
require more intensive intervention than the use of assessment in-
struments in screening mode.

The diagnostic features of a major depressive episode are delineated
in the fourth edition of the DSM-IV of the American Psychiatric Associ-
ation and are reproduced in Exhibit 8–1.1 These symptoms of depres-
sion should be sought in the complete evaluation, but especially when
mental impairment is a consideration or in the setting of significant life
events in which loss is a theme (e.g., bereavement or recent diagnosis of
cancer). Has the individual felt “blue” or “down in the dumps?” The
question “How are your spirits with everything that is going on with
you?” may open a discussion related to depression. Has he or she lost
interest in activities that were enjoyed previously? How is his or her
“energy level?” How well is the person sleeping? Is he or she eating?
Does he or she feel useless or like life is not worth living? Does the fam-
ily give the history that its loved one has withdrawn from usual activi-
ties? Is he or she using alcohol, sedatives, or tranquilizers to excess?

Anxious, somatic, or hypochondriacal complaints without sadness
in older adults felt to be clinically depressed have been observed by
experienced clinicians.20,21 Feelings of helplessness22 and hopeless-
ness23 may play a more central role in depression among older per-
sons than younger persons. Other aspects of depression that may be
characteristic for older adults are not included in the standard criteria
(e.g., perceived cognitive deficit24 or irritability25). Anxiety symptoms
may accompany depression, persisting even after depression has im-
proved.26 Fogel and Fretwell20 observed that because many depressed
older adults do not complain of depression, a diagnosis of depression
emphasizes a symptom that does not speak to the illness experience
of the older person.

An older adult with numerous somatic complaints may be de-
pressed but may deny feeling blue. It may then be hard to convince
him or her and the family that depression is the diagnosis because
mood disturbance is denied by the individual. The family may misin-
terpret depressive symptoms as grouchiness, hostility, laziness, or
merely complaining.12,27 Hypochondriasis may serve as a plea for
help, to displace anxiety, as a manifestation of unresolved guilt, and
as a way to manipulate the environment.28 In community samples,
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the dysphoria/anhedonia criterion for major depression was less likely
to be endorsed by persons 65 years of age and older for the 1 month
before interview, even adjusting for differences caused by the level of
the symptoms of depression and for characteristics thought to influ-
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Exhibit 8–1 Diagnostic Criteria for a Major Depressive Episode

A. Five (or more) of the following symptoms have been present during the same 
2-week period and represent a change from previous functioning; at least one of
the symptoms is either (1) depressed mood or (2) loss of interest or pleasure.

Note: Do not include symptoms that are clearly due to a general medical
condition, or mood-incongruent delusions or hallucinations.
(1) depressed mood most of the day, nearly every day, as indicated by either sub-

jective report (e.g., feels sad or empty) or observation made by others (e.g., ap-
pears tearful). Note: In children and adolescents, can be irritable mood.

(2) markedly diminished interest or pleasure in all, or almost all, activities most
of the day, nearly every day (as indicated by either subjective account or ob-
servation made by others).

(3) significant weight loss when not dieting or weight gain (e.g., a change of
more than 5% of body weight in a month), or decrease or increase in ap-
petite nearly every day. Note: In children, consider failure to make ex-
pected weight gains.

(4) insomnia or hypersomnia nearly every day.
(5) psychomotor agitation or retardation nearly every day (observable by oth-

ers, not merely subjective feelings of restlessness or being slowed down).
(6) fatigue or loss of energy nearly every day.
(7) feelings of worthlessness or excessive or inappropriate guilt (which may be

delusional) nearly every day (not merely self-reproach or guilt about being
sick).

(8) diminished ability to think or concentrate, or indecisiveness, nearly every
day (either by subjective account or as observed by others).

(9) recurrent thoughts of death (not just fear of dying), recurrent suicidal
ideation without a specific plan, or a suicide attempt or a specific plan for
committing suicide.

B. The symptoms do not meet criteria for a Mixed Episode.
C. The symptoms cause clinically significant distress or impairment in social, oc-

cupational, or other important areas of functioning.
D. The symptoms are not due to the direct physiological effects of a substance

(e.g., a drug of abuse, a medication) or a general medical condition (e.g., hy-
pothyroidism).

E. The symptoms are not better accounted for by Bereavement, i.e., after the loss
of a loved one, the symptoms persist for longer than 2 months or are charac-
terized by marked functional impairment, morbid preoccupation with worth-
lessness, suicidal ideation, psychotic symptoms, or psychomotor retardation.

Source: Reprinted with permission from the Diagnostic and Statistical Manual of Mental Dis-
orders, Fourth Edition. © 1994, American Psychiatric Association.
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ence the reporting of symptoms, such as gender and level of educa-
tional attainment.29 This raises the possibility that the criteria in use
for major depression may not be uniformly valid across all age
groups.30 The person who denies sadness may yet have significant de-
pression.14–31

Although depression seems to decrease with age in some studies,
hopelessness seems to increase with age. This is important because
hopelessness, rather than dysphoria, seems to be an important con-
comitant of suicidal ideation and suicide.32,33 Community surveys
that permit direct age comparisons of the level of hopelessness are
uncommon, but employing the Beck Hopelessness Scale, Greene
found a clear and statistically significant trend to increasing levels of
hopelessness with advancing age in Dublin among 396 community
residents.34 This dovetails with the work showing that dysphoria is
less likely to be endorsed by persons aged 65 years and older29 because
it means that to identify older persons at risk for depression and sui-
cide, the physician must consider cognitions related to hopelessness
and subsyndromal distress. In other words, the older person must be
asked about feelings of helplessness and hopelessness in the context
of physical illness, paying close attention to depression and thoughts
of death in these circumstances. Suicide risk may be increased among
older persons who live alone or who are male, are recently bereaved,
or have a history of psychiatric disorders, including drug or alcohol
abuse.

Depression can affect performance on mental status tests. When
cognitive impairment is suspected, depression should be considered.
The person with the appearance of cognitive impairment secondary to
depression remains oriented and with coaxing can perform cognitive
tests. Clues that dementia may be secondary to depression include re-
cent onset and rapid progression, a family history of depressive disor-
ders, a personal history of affective disorders, and onset of the disorder
after the age of 60 years.34 A more valuable concept regards depression
as frequently coexisting with dementia: patients can be diagnosed
with both Alzheimer’s dementia and depression.35 An observer-rated
scale specifically for depression in dementia, the National Institute of
Mental Health (NIMH) Dementia Mood Assessment Scale, is avail-
able.36 Persons found to have some cognitive impairment with accom-
panying depression may be at risk for developing dementia.37,38 A
plausible estimate is that 20% of individuals with Alzheimer’s disease
suffer from a major depressive syndrome.39,40 Treatment with antide-
pressants may be the only way to prove that a concomitant depression
exists.2,41,42 Treatment of depression could improve cognitive deficits
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that are mistakenly ascribed to a primary degenerative dementia and
improve overall functioning.43

The relationship of physical illness and medication effects to depres-
sion is particularly important for older adults because physical illness
and medication use are more common with advancing age. Depression
may be a direct manifestation of a physical disorder or medication,
may be a reaction to the diagnosis of a chronic illness, or may coexist
in a person with physical illness. For example, stroke is especially likely
to result in depression if certain brain regions are injured.44 Depression
in persons with cardiovascular disease, on the other hand, may arise as
a reaction to functional limitations or to anxiety over sexual issues.
The classic lesion associated with depression is carcinoma of the pan-
creas. Other conditions are pernicious anemia (even without mega-
loblastic changes or anemia); hypothyroidism; hyperthyroidism;
parathyroid and adrenal disease; chronic subdural hematoma; un-
treated congestive heart failure; systemic vasculitis; infections such as
hepatitis, influenza, and encephalitis; drug toxicity from drugs such as
propranolol and diazepam; and alcoholism.45–48

An argument can be made that some standardized instrument be
used to screen older persons for affective disorder (especially in rela-
tionship to stressful life events such as institutionalization) in the
same way that tests can be used to assess cognitive impairment.49 The
instrument might be used to assess the mood of caregivers who them-
selves are older.50 When older adults express hopelessness, anxiety, or
unexplained somatic complaints or the score on a brief measure indi-
cates possible depression, the criteria of the depression syndrome
should be sought (see Exhibit 8–1). At the same time, significant de-
pression may occur in persons who do not fulfill these criteria.14,31

The following sections discuss several brief instruments that can be
used to uncover depression or psychologic distress.

DEPRESSION SCALES

Symptom scales can be useful to screen for depression or general psy-
chologic distress. Consideration must be given to two dimensions
when trying to define depression: symptom patterns and severity.
Symptom pattern refers to the type of symptoms that form the items of
the scale (e.g., somatic complaints, hopelessness, or irritability). When
items in a scale are summed to obtain a score, the implicit assumption
is that the symptoms are given equal weight. Persons with higher scores
are assumed to be more depressed, but this does not necessarily account
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for the severity of symptoms being experienced. Although clinical
judgment remains paramount, the scales can assist in determining
whether the person is making satisfactory progress or needs further as-
sessment or referral. Finally, when scales are used, the time frame for
the assessment, such as “in the past 2 weeks,” should be specified.

Geriatric Depression Scale

The Geriatric Depression Scale (GDS) has been recommended for
clinical use by the Institute of Medicine5 and is included as a routine
part of comprehensive geriatric assessment in A Core Curriculum in
Geriatric Medicine.51 Introduced almost 2 decades ago,52 the GDS is
finding increasing use in research on depression in older adults.

The GDS is a questionnaire consisting of 30 items to be answered
“yes” or “no,” a considerable simplification over scales that use a five-
category response set (Exhibit 8–2). The questionnaire is scored by as-
signing one point for each answer that matches the “yes” or “no” in
the parentheses after the written question. A score of 10 or 11 is usu-
ally used as the threshold to separate patients into depressed and non-
depressed groups.

The GDS was devised by choosing from 100 statements felt by the
investigators to relate to seven common characteristics of depression
in later life.52,53 In particular, the 100 items could be grouped a priori
into several domains: (1) somatic concern, (2) lowered affect, (3) cog-
nitive impairment, (4) feelings of discrimination, (5) impaired moti-
vation, (6) lack of future orientation, and (7) lack of self-esteem.52

Based on administration of the items to 46 depressed and normal
older adults, the best 30 items were selected by noting their correla-
tion to the total score (the total number of the 100 items present). So-
matic symptoms such as anorexia and insomnia did not correlate
highly with the total score and were dropped from the final instru-
ment. The GDS was then administered to 20 normal older persons
and 51 older persons who were in treatment for depression to evalu-
ate the performance of the new 30-item instrument. Using a cutoff
score of 11 or above to designate depressed individuals, the test was
84% sensitive and 95% specific for the diagnosis of depression.52 Sub-
sequent studies have demonstrated the value of the GDS.54–60

Persons with dementia were excluded from formative studies of the
GDS, but Brink was the first to suggest that the GDS may have uncer-
tain validity in the presence of dementia.61 Insensitivity of the GDS
to dementia was suggested by a study of older adults from a compre-
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hensive evaluation clinic.62 A total of 72 persons with Alzheimer’s
disease were compared with 70 cognitively intact persons. Overall,
the GDS was found to be useful in the detection of depression, but
for a demented group, the GDS performance was no better than
chance. For those with dementia, there was no cutoff that yielded a
sensitivity and specificity greater than 65%. Another study by Burke
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Exhibit 8–2 Geriatric Depression Scale

1. Are you basically satisfied with your life? (no)
2. Have you dropped many of your activities and interests? (yes)
3. Do you feel that your life is empty? (yes)
4. Do you often get bored? (yes)
5. Are you hopeful about the future? (no)
6. Are you bothered by thoughts that you just cannot get out of your head? (yes)
7. Are you in good spirits most of the time? (no)
8. Are you afraid that something bad is going to happen to you? (yes)
9. Do you feel happy most of the time? (no)

10. Do you often feel helpless? (yes)
11. Do you often get restless and fidgety? (yes)
12. Do you prefer to stay home at night, rather than go out and do new things? (yes)
13. Do you frequently worry about the future? (yes)
14. Do you feel that you have more problems with memory than most? (yes)
15. Do you think it is wonderful to be alive now? (no)
16. Do you often feel downhearted and blue? (yes)
17. Do you feel pretty worthless the way you are now? (yes)
18. Do you worry a lot about the past? (yes)
19. Do you find life very exciting? (no)
20. Is it hard for you to get started on new projects? (yes)
21. Do you feel full of energy? (no)
22. Do you feel that your situation is hopeless? (yes)
23. Do you think that most persons are better off than you are? (yes)
24. Do you frequently get upset over little things? (yes)
25. Do you frequently feel like crying? (yes)
26. Do you have trouble concentrating? (yes)
27. Do you enjoy getting up in the morning? (no)
28. Do you prefer to avoid social gatherings? (yes)
29. Is it easy for you to make decisions? (no)
30. Is your mind as clear as it used to be? (no)

Score one point for each response that matches the yes or no answer after the
question.

Source: Adapted from Journal of Psychiatric Research, Vol. 17, JA Yesavage and TL Brink, Devel-
opment and Validation of a Geriatric Depression Screening Scale: A Preliminary Report. ©
1983, with permission from Elsevier Science.
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et al.63 did not show any difference in performance with cognitive
impairment. In this study, the diagnoses were obtained prospectively
(i.e., after the GDS was administered). The authors explain the dis-
crepancy between the studies as caused by differences in the case as-
certainment. Despite memory impairment, demented persons in
this particular study were often consistent in their responses to ques-
tions about depression; however, persons with dementia may deny
symptoms of depression in the same way that they deny memory
difficulties.64

Kafonek et al.65 studied the GDS at an academic nursing home. Of
169 eligible admissions, 134 gave consent for the study, and 70 com-
pleted the examination. Residents were classified with regard to de-
pression by a psychiatrist using the criteria of the third edition of the
Diagnostic and Statistical Manual (DSM-III) and were blinded to the re-
sults of the GDS. By clinical examination, 59% of the residents were
demented, 19% were delirious, and 21% were depressed. Using a cutoff
of 13/14, the GDS was 47% sensitive and 75% specific for the diagnosis
of depression for the residents as a group. Importantly, the investigators
found that GDS sensitivity was markedly diminished in the subset that
scored less than 24 on the Mini-Mental State Examination (MMSE). In
the current study, sensitivity dropped from 75% in the resident subset
scoring normally on the MMSE to 25% in the subset scoring in the ab-
normal range. In other words, the GDS may not be suitable for detect-
ing depression in the presence of dementia, which is a common type
of impairment in nursing homes.

Finally, Parmelee et al.66 examined 708 persons with a mean age of
84 years and found that 43% had symptoms of depression, 12% meet-
ing criteria for major depression, even in the face of cognitive impair-
ment. The article sets forth very clearly the thorough attempts made
at verifying diagnostic accuracy and reasons for nonparticipation. The
GDS showed good agreement with observer ratings of depression
whether or not there was dementia. The investigators felt that the
GDS gave reliable data as long as cognitive deficits were not so severe
as to preclude comprehension of the questions.

A short version of the GDS has been published.67 The 15 ques-
tions of the shorter version are 1–4, 7–9, 10, 12, 14, 15, 17, and
21–23. Scores of 5 or more may indicate depression, according to
the authors. Eighty-one volunteers from a continuing-care commu-
nity and a foster grandparent program were randomized to receive
either the long GDS form or the short GDS form and 2 weeks later
the alternative instrument.68 The correlation coefficient for the
scores on the two instruments was 0.66, indicating very high agree-
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ment. Using the GDS short form, Cwikel and Ritchie69 interviewed
285 community respondents aged 65 years and older, and a subset
of 71 was examined by a clinician. A preliminary study of 20 cases
and 20 controls showed that the threshold of 6/7 had the best sen-
sitivity and specificity. Using a threshold of 6/7, the sensitivity was
72%, and specificity was 57% for a DSM-III diagnosis of major de-
pression. Persons without formal education were more likely to
score in the depressed range on the GDS short form. It remains to
be seen how specific the GDS is to geriatric depression and how spe-
cific to depression as opposed to general psychologic distress; how-
ever, the GDS can be usefully applied in general medical settings. In
using the GDS, it must be remembered that potentially important
signals of depression in older people are not included in the GDS,
such as sleep disturbance, somatic symptoms, and appetite distur-
bance with weight loss.

Zung Self-Rating Depression Scale

The Zung Self-Rating Depression Scale comprises 10 positive and 10
negative statements (Exhibit 8–3).70 The statements are answered with
the following phrases: “a little of the time,” “some of the time,” “a
good part of the time,” or “most of the time.” The responses are
scored from 1 to 4 in such a way that a higher score indicates greater
depression. The score may be expressed as a percentage of 80, which is
the maximum score attainable.

The Zung Self-Rating Depression Scale has been validated for a
university outpatient psychiatric population.71,72 Older persons ap-
parently score higher than other groups.73 In one study, community-
dwelling older adults without psychiatric impairment had a score
similar to that which would be considered borderline for the popu-
lation as a whole.74 Eighty-eight percent of patients with the diagno-
sis of depression by psychiatric examination had a score of 50 or
greater, and 88% of patients who were not depressed had a score less
than 50.73,75

In a study that compared the Zung Self-Rating Depression Scale
with psychiatric examination, the sensitivity was 77%, and the speci-
ficity was 82%. The predictive value of a positive test (for this study, a
cutoff of 60 was used) was 65%; for a negative test, it was 89%.76 The
Zung scale contains more physical symptoms than other scales, and
older adults, even when not depressed, tend to score higher than
younger adults.73
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The GHQ

The GHQ is a 60-item self-administered instrument whose purpose
is to detect the presence of a psychiatric disorder.77 A scaled version
has been devised consisting of 28 items testing four general categories
(seven questions each) that include somatic symptoms, anxiety and
insomnia, social dysfunction, and depression (Exhibit 8–4). The GHQ
is unusual among assessment questionnaires in that it was developed
specifically for use in the primary care setting and has been used
throughout the world.

Using the GHQ, respondents rate the presence of anxious and de-
pressive symptoms over the past few weeks into one of four cate-
gories: “not at all” (coded 1), “no more than usual” (coded 2), “more
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Exhibit 8–3 The Zung Self-Rating Depression Scale

1. (�) I feel downhearted and blue.
2. (�) Morning is when I feel the best.
3. (�) I have crying spells or feel like it.
4. (�) I have trouble sleeping at night.
5. (�) I eat as much as I used to.
6. (�) I still enjoy sex.
7. (�) I notice that I am losing weight.
8. (�) I have trouble with constipation.
9. (�) My heart beats faster than usual.

10. (�) I get tired for no reason.
11. (�) My mind is as clear as it used to be.
12. (�) I find it easy to do the things I used to.
13. (�) I am restless and can’t keep still.
14. (�) I feel hopeful about the future.
15. (�) I am more irritable than usual.
16. (�) I find it easy to make decisions.
17. (�) I feel that I am useful and needed.
18. (�) My life is pretty full.
19. (�) I feel that others would be better off if I were dead.
20. (�) I still enjoy the things I used to do.

Statements are answered “a little of the time,” “some of the time,” “a good part
of the time,” or “most of the time.” The responses are given a score of 1 to 4,
arranged so that the higher the score, the greater the depression: the statements
designated with (�) are given “1” for response “most of the time,” while those
with (�) are given a “4” for “most of the time”

Source: Reprinted with permission from WWK Zung, A Self-Rating Scale, Archives of General
Psychiatry, Vol. 12, p. 65. © 1965, American Medical Association.
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than usual” (coded 3), or “much more than usual” (coded 4). Good-
child and Duncan-Jones78 recommended a modified scoring method
in which certain symptoms rated “no more than usual” are consid-
ered positive responses, reasoning that the GHQ may otherwise fail to
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Exhibit 8–4 Items from the Scaled US Version of the General Health Questionnaire
(GHQ)

A. Somatic symptoms
A1. Been feeling in need of some medicine to pick you up?
A2. Been feeling in need of a good tonic?
A3. Been feeling run down and out of sorts?
A4. Felt that you are ill?
A5. Been getting any pains in your head?
A6. Been getting a feeling of tightness or pressure in your head?
A7. Been having hot or cold spells?

B. Anxiety and insomnia
B1. Lost much sleep over worry?
B2. Had difficulty staying asleep?
B3. Felt constantly under strain?
B4. Been getting edgy and bad-tempered?
B5. Been getting scared or panicky for no reason?
B6. Found everything getting on top of you?
B7. Been feeling nervous and uptight all the time?

C. Social dysfunction
C1. Been managing to keep yourself busy and occupied?
C2. Been taking longer over the things you do?
C3. Felt on the whole you were doing things well?
C4. Been satisfied with the way you have carried out your tasks?
C5. Felt that you are playing a useful part in things?
C6. Felt capable of making decisions about things?
C7. Been able to enjoy your normal day-to-day activities?

D. Depression
D1. Been thinking of yourself as a worthless person?
D2. Felt that life is entirely hopeless?
D3. Felt that life isn’t worth living?
D4. Thought of the possibility that you might do away with yourself?
D5. Found at times you couldn’t do anything because your nerves were too bad?
D6. Found yourself wishing you were dead and away from it all?
D7. Found that the idea of taking your own life kept coming into your mind?

There are four responses for each question: score 1 for either of the two answers
consistent with depression and 0 for the other two.

Source: Adapted with permission from DP Goldberg and VF Hiller, A Scaled Version of the
General Health Questionnaire. Psychological Medicine, Vol. 9, No. 1, pp. 139–145. © 1979,
Cambridge University Press.
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detect chronic distress in persons screened for psychologic distress in
general medical settings.

In a British general practice, using a score of 4 or 5 as a cutoff, with
higher scores indicating psychiatric illness, the scale has an 88% sensi-
tivity (i.e., 88% of respondents with a psychiatric disorder are correctly
classified) and an 84% specificity (i.e., 84% of the normal respondents
are correctly classified).79 Similar results were obtained in an American
practice; when compared with the examination of a psychiatrist who
did not know the result of the GHQ, the sensitivity was 86% with a
specificity of 77%.80

As mentioned previously, the use of a screening instrument to de-
tect depression in primary medicine can be valuable to increase
awareness of depression in primary care practices.81 In contrast to ex-
pectations, older persons as a group did not have any more somatic
symptoms on the scale than did the younger subjects. Despite the use
of idioms such as “strung up” and “keyed up,” the GHQ appears to be
sensitive to both anxiety and depression in outpatients, has been used
all over the world, and is very well-studied.15,82–91

Beck Depression Inventory

The Beck Depression Inventory (BDI) is an instrument that ad-
dresses 21 characteristics of depression: mood, pessimism, sense of
failure, satisfaction, guilt, sense of punishment, disappointment in
oneself, self-accusations, self-punitive wishes, crying spells, irritability,
social withdrawal, indecisiveness, body image, function at work, sleep
disturbance, fatigue, appetite disturbance, weight loss, preoccupation
with health, and loss of libido.92,93 Graber and Toth94 and Gallo et al.95

illustrated versions of the instrument. The BDI is administered by an
interviewer, although it has been adapted for use as a self-administered
instrument. Individual items are scored as 0, 1, 2, or 3. As reported in a
study by Beck et al.,96 a score of greater than 21 was indicative of severe
depression, with about 75% sensitivity and 92% specificity; the value of a
positive test in that sample (only 5% of subjects were over 55 years of
age) was 75%, and that of a negative test was 92%. Compared with the
DSM-III criteria for depression, the instrument was 100% sensitive (no
missed cases) and 90% specific when a cutoff score of 10 was used to in-
dicate depression in an adult sample with a mean age of about 40 years.97

Older adults participating in a psychiatric inpatient program were
administered the BDI with good results. Using a score of 11 or greater
as indicative of depression, the instrument had 93% sensitivity and
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81% specificity. The predictive value of a positive test was 93%.98

Medically ill older adults over the age of 60 years were administered
the BDI on referral to a geriatric clinic. At a cutoff point of 10, the BDI
was 89% sensitive and 82% specific when compared with a standard-
ized diagnostic interview.56

In a study involving 526 patients in a primary care medical setting,
a threshold score of 13 was used as indicative of depression; with this
cutoff score, the sensitivity was 79%, and the specificity was 77% for
all age groups.99 The authors suggested using a cutoff score of 10 de-
spite the greater number of false-positive results in order to avoid
missing any cases of depression. In another study, a cutoff score of 10
was used for a group of 31 older medical outpatients; the BDI proved
to be 89% sensitive and 82% specific as regarded in the detection of
depression.57 In a study sample with a prevalence of depression esti-
mated at about 12%, using 10 as a cutoff score was found to miss few
depressed patients.49

A short version of the BDI (i.e., the 21 items are reduced to 13) was
shown to identify cases of depression as well as the longer instrument.
The self-administered 13-item BDI takes 5 minutes to complete. The
questions are identical to those in the larger instrument except that
the order of the responses is reversed—the patient reads the most neg-
ative statements first. Scores of 5 to 7 are consistent with mild depres-
sion; scores of 8 to 15 indicate a moderate depression, and scores of 16
or greater show severe depression.93

The number of responses for each item in the Beck instruments is a
source of potential confusion to the older patient, especially when
some degree of mental impairment is present. As is the case with
other instruments, older persons with numerous somatic complaints
and difficulties may answer the items in such a way as to reflect these
multiple physical complaints, rather than depression. The value of a
positive test could be considerably lower in a primary care population
where the prevalence of major depression would presumably be lower
than in a psychiatric practice.49 This is not necessarily a disadvantage
as long as the examiner is prepared to confirm results by clinical in-
terview. A short version of the BDI was recommended for use in pri-
mary care by the Depression Guidelines Panel.4

Center for Epidemiologic Studies Depression Scale

The Center for Epidemiologic Studies Depression Scale (CES-D) (Ex-
hibit 8–5) was developed by the Center for Epidemiologic Studies at
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the NIMH for use in studies of depression in community sam-
ples.100–102 The CES-D contains 20 items. Respondents are asked to re-
port the amount of time they have experienced symptoms during the
past week by choosing one of the following phrases: “rarely or none
of the time”—less than 1 day—score 0; “some or a little of the time”—
1 to 2 days—score 1; “occasionally or a moderate amount of time”—3
to 4 days—score 2; “most or all of the time”—5 to 7 days—score 3.
Typically, a threshold of 17 and above is taken as defining “case-
ness,”103 although higher cutoff points (e.g., 24 and above) have been
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Exhibit 8–5 Center for Epidemiologic Studies Depression Scale

Instructions for questions: Below is a list of the ways you might have felt or
behaved. Please tell me how often you have felt this way during the past week.

Rarely or none of the time (less than 1 d)
Some or a little of the time (1–2 d)
Occasionally or a moderate amount of the time (3–4 d)
Most or all of the time (5–7 d)

During the past week:
1. I was bothered by things that usually don’t bother me.
2. I did not feel like eating; my appetite was poor.
3. I felt that I could not shake off the blues even with help from my family or

friends.
4. I felt that I was just as good as other people.
5. I had trouble keeping my mind on what I was doing.
6. I felt depressed.
7. I felt that everything I did was an effort.
8. I felt hopeful about the future.
9. I thought my life had been a failure.

10. I felt fearful.
11. My sleep was restless.
12. I was happy.
13. I talked less than usual.
14. I felt lonely.
15. People were unfriendly.
16. I enjoyed life.
17. I had crying spells.
18. I felt sad.
19. I felt that people dislike me.
20. I could not get “going.”

Source: Reprinted from the Center for Epidemiologic Studies, National Institute of Mental
Health.

Gallo_CH08_153-174  8/1/05  5:32 PM  Page 167



suggested.104 Among patients in a medical setting, an inordinate
number of false positives were generated with higher thresholds on
the CES-D, but a higher threshold of 27 was associated with greater
specificity.105 The CES-D did not seem to be biased by somatic com-
plaints in a large community survey of persons aged 55 years and
older.106 Zimmerman and Coryell called attention to the lack of corre-
lation to DSM-IV criteria and proposed a revision that would include
criteria such as suicidal ideation and psychomotor agitation or retar-
dation,107 and modifications of the CES-D are in development.14
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9

Substance Use 
and Abuse Assessment

Substance use examination in clinical settings aids in the detection
of substance abuse/dependence (i.e., alcohol use, drug misuse, and
nicotine use) and provides screening for risky substance use pat-

terns (current or past) for the prevention of possible abuse/dependency
problems and/or identification of potential interactions with other
mental and physical health conditions. The gold standard for assessing
substance misuse is a comprehensive diagnostic interview and/or the
Addiction Severity Index,1 but both are lengthy in duration. As an al-
ternative, brief screening tools can be used. The AUDIT-C, MAST-G/
SMAST-G, and CAGE appear to be the most sensitive tools for assessing
and differentiating types of substance use in the older population.
However, new developments need to provide a more efficient and
comprehensive process for detecting substance problems for the grow-
ing older adult population.

Substance use is a reversible risky health behavior. Assessing sub-
stance use in the geriatric population is extremely salient considering
the unique characteristics of this population. It is well known that the
geriatric population is a group with heightened physical and mental
disability;2 consequently, it is matched with exposure to multiple treat-
ments in various forms (i.e., therapy, prescription medication, herbal,
and radiation). In addition, it has also been well documented that im-
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proper substance use (i.e., alcohol, drugs, and tobacco) can increase
the incidence of co-morbidities3 and interfere in the treatment
process,4 therefore increasing medical complexity and costs. Regard-
less, there is a significant prevalence of substance misuse in the older
population. Various studies have indicated that within the older popu-
lation 19.1% are at-risk drinkers, and 8.9% are heavy drinkers,5 54.2%
are moderate drinkers,4 10.2% reported cocaine use, 8.3% reported
heroin use, 3.1% reported sedative use, 2.3% reported marijuana use,3

21.2% were using prescription drugs not advised for geriatric patients,6

and on average, 16% smoked tobacco.7

Considering that several ubiquitous goals for older adults are the
compression of morbidity (delaying onset of disease), physical and
mental independence, and prevention of premature mortality, it is
relevant to identify and formulate screening and assessments that
can indicate substance misuse to prevent further morbidity in this
segment of the population. The focus on this chapter is to introduce
substance use screening and assessment tools for alcohol, drug, and
tobacco misuse that have been used and documented in the current
literature. It will be apparent in this review that some areas, such as
alcohol assessments, have been much more established and empiri-
cally tested, whereas others, such as drug and tobacco assessments,
still require further scientific inquiry to benefit the geriatric popula-
tion accurately. It will also be apparent that there are not many de-
vices for specific use in the geriatric population.

Before introducing substance abuse criteria and screening/assessment
tools, it is salient to discuss briefly the benefit and purpose of substance
use screening and assessment in clinical settings. An obvious reason is
the detection of substance abuse/dependence (i.e., alcohol use, drug
misuse, and nicotine use), a disease in itself that can have extremely
negative physical and mental health consequences, especially if left un-
treated. However, a less obvious reason for screening is to identify risky
substance use patterns (current or past) for the prevention of abuse/
dependency problems and/or identification of potential interactions
with other mental and physical health conditions. Given that any use
of nicotine or an illicit substance should lead to an intervention, the
distinctions between at-risk use, dependence, and nonproblematic use
are of concern exclusively with alcohol consumption. Heavy drinking,
even in the absence of abuse and dependence, can be detrimental to
the care of older adults; however, moderate drinking may be associated
with certain health benefits. For instance, alcohol can have negative in-
teractions with many medications commonly used by older persons
and can have detrimental impacts on health and psychologic distress.8

At-risk drinking is described in more detail later in the chapter.
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It is also important to recognize past problems with alcohol or other
substances as relevant to the current care of an older adult. Although
it is not clear whether all patients should be screened for past prob-
lems, patients should be asked about past problems with substances at
some point in routine care. Past problems can have a negative impact
on the incidence and/or treatment for physical and mental illnesses
or even be a risk factor for abuse/dependence.9 Some evidence sug-
gests that past substance problems can affect an individual’s ability to
adapt to new environments,10 depression levels,9 and brain atrophy.11

Screening will provide a better indication of the patient’s history and
identify past substance use for understanding individual risks for cer-
tain health complications.

CLASSIFICATION

According to Diagnostic and Statitical Manual (DSM-IV) criteria, sub-
stance abuse is categorized by 12 months of one or more of the fol-
lowing symptoms: recurrent substance use resulting in (1) a failure to
fulfill major obligations at work, school, or home; (2) situations in
which it is physically hazardous; (3) legal problems; and (4) persis-
tent or recurrent social or interpersonal problems caused or exacer-
bated by the effects of the substance. Substance dependence requires
specific classifications for alcohol, amphetamines, cannabis, cocaine,
hallucinogens, inhalants, nicotine, opioids, phencyclidine, sedatives/
hypnotics/anxiolytics, and polysubstance use. These classifications
are universal and hence applicable to the entire population regardless
of age, sex, and race. Although these criteria were validated in younger
individuals, some criteria may be less applicable to older adults (i.e.,
school, driving, or work). This does not exclude older adults from hav-
ing dependency; however, the criterion may simply make it harder for
older adults to reach abuse/dependence status. It is also important to
understand that within the DSM criteria there are no specific quantity
limits incorporated with the diagnosis of substance use; the criteria
merely focus on the presence of specific scenarios/outcomes.

Experts in the field of geriatric addiction have defined substance use
disorders, emphasizing a broader public health view of identification
to include at-risk drinking as well as substance abuse/dependence.
Most investigators and clinicians with expertise in the field define at-
risk use by measuring the quantity and frequency of the substance
consumed over a defined period. Instruments such as a 5- to 7-day
diet record or a quantity and frequency index are easily administered
and provide discrete information about substance use. In addition, us-
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ing the same methods, researchers have gone ahead and determined
risky and/or hazardous criteria levels to identify individuals who are
at-risk of developing more severe abuse/dependency problems for al-
cohol consumption (i.e., averaging two drinks a day). The quantity
and frequency of use may be inadequate in identifying how sub-
stances affect a patient psychodynamically, socially, physiologically,
or functionally, especially across age groups.

ALCOHOL CONSUMPTION

The US Preventive Task Force has recently recommended alcohol
screening and behavioral counseling for all adults in primary care set-
tings.12 The criteria they have recommended for defining the limits of
moderate drinking for young and middle-aged adults is two standard
drinks or less per day for men and one drink or less per day for women
and persons older than 65 years of age.13 Therefore, developmentally,
male adults need to cut down on their drinking as they age in order
not to be considered a risky drinker. The two universal assessment
tools mentioned as the most popular were Alcohol Use Disorders
Identification Test (AUDIT)14 for screening and CAGE (feeling the
need to Cut down, Annoyed by criticism, Guilty about drinking, and
need for an Eye-opener in the morning)15 for differentiating types of
drinkers (i.e., at-risk, dependent). The CAGE is particularly useful in
identifying alcohol dependence but is less sensitive to identification
of at-risk drinking. The methods used for screening should be directly
related to the goals and availability for follow-up of positives. In other
words, if the clinical staff has the capacity to complete brief interven-
tions and prevention services, then the goal of screening should be to
identify at-risk and alcohol dependent patients. In this instance, the
CAGE may not be appropriate. Additionally, the US Preventive Task
Force specified screening tools for pregnant women and adolescents;
however, there was no mention for a precise tool to assess alcohol
problems in the geriatric population.

Alternative assessment tools that have been used in the field are the
AUDIT Consumption (AUDIT-C)16 for screening, Michigan Alco-
holism Screening Test (MAST),17 Shortened Michigan Alcoholism
Screening Test (SMAST),18 Brief Michigan Alcoholism Screening Test
(BMAST),19 Michigan Alcoholism Screening Test Geriatric Version
(MAST-G),20 Shortened Michigan Alcoholism Screening Test Geriatric
Version (SMAST-G),21 and two questions from the Cyr and Wartman22

for identifying problem drinking. The MAST-G and SMAST-G are the
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only assessment tools mentioned that have been specifically designed
to concentrate on the geriatric population. In addition to these stan-
dardized tools, the Alcohol-Related Problems Survey (ARPS) was re-
cently developed to assess alcohol use in connection with individual
lifestyle factors. Evidence shows that ARPS is able to differentiate
harmful, hazardous, and nonhazardous drinking in a geriatric sam-
ple23 in the context of health status.

AUDIT and AUDIT Consumption

AUDIT is comprised of 10 questions: 3 regarding alcohol frequency,
3 regarding alcohol dependence, and 4 regarding the consequences of
alcohol use. Summation of the unevenly weighted (i.e., 0–4) re-
sponses equaling 8 or more is indicative of alcohol abuse problems.

AUDIT-C is comprised of three questions regarding alcohol fre-
quency and patterns of alcohol consumption. Summation of the un-
evenly weighted (i.e., 0–5) responses equaling four or more for men/
three or more for women is indicative of alcohol use problems.

CAGE

CAGE stands for Cut down, Annoyed, Guilty, and Eye-opener.
There are four detailed yes/no questions. They are as follows: (1) Have
you ever felt you should cut down on your drinking? (2) Have people
annoyed you by criticizing your drinking? (3) Have you ever felt bad
or guilty about your drinking? (4) Have you ever had a drink first
thing in the morning to steady your nerves or to get rid of a hang-
over? Affirmations of two of these questions are indicative of an alco-
hol abuse problem.

MAST, SMAST, BMAST, MAST-G, and SMAST-G

MAST is comprised of 24 yes/no questions; it was developed to
measure alcohol abuse and dependence. Summation of the unevenly
weighted (i.e., 1–5) responses equaling 5 or more is indicative of alco-
hol abuse problems. Therefore, affirmation of one heavily weighted
score (i.e., 5) or a fewer lightly weighted scores could be indicative of
alcohol problems. As a screening instrument, the MAST is consider-
ably long and may not be adequate in certain populations. Therefore,
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a number of different versions of the MAST have been created, includ-
ing two short versions (SMAST and BMAST) and a specific version for
geriatric populations (MAST-G and SMAST-G). The SMAST-G (Appen-
dix) is one of the two single tests validated within a geriatric popula-
tion. This test is comprised of 10 yes/no questions and was developed
to measure alcohol abuse and dependence in an older population.
Summation of the evenly weighted responses (i.e., 1) equaling 2 or
more may be indicative of alcohol problems.

Cyr and Wartman (2 Questions)

These two questions are as follows: (1) Have you ever had a drinking
problem? (2) When was your last drink? An individual is defined as hav-
ing an alcohol abuse problem if they self-report as ever having a drink-
ing problem and respond that their last drink was within 24 hours.

ARPS

This self-report test is comprised of 60 items. There are 14 items that
assess medical and psychiatric conditions, 12 items that assess symp-
toms of disease, 1 item on smoking behavior, 17 items on medication
use, 6 items on physical functioning and health status, 2 items on fre-
quency and quantity of alcohol use, 2 items on episodic drinking, 4
items on symptoms of alcohol abuse and dependence, 1 item on
drinking and driving, and 1 item on gender. Harmful, hazardous, and
nonhazardous classifications were based on a collaborative assessment
of drinking pattern and health conditions.

All of these tests have their own sensitivities and specificities, with
none serving as a gold standard specified for the geriatric popula-
tion.1 There have been some indications that the SMAST-G and
CAGE individually and in combination are best suited for the geri-
atric population when compared with MAST and AUDIT24,25 for iden-
tifying abuse/dependence. Another study has indicated that CAGE in
combination with MCV-�GT (biological marker test) may be the best
indicator of alcohol misuse in the geriatric population.5 Because of
incongruence in diagnosis between quantity–frequency questions,
binge drinking questions, AUDIT, CAGE, and questions of lifetime
consumption, it was suggested that a collaboration of measures may
be most effective for evaluating alcohol misuse in the geriatric popu-
lation, at least until an optimal assessment is established.26 However,
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the practicality and efficiency of this recommendation may be highly
questionable considering the short amount of time available in clini-
cal visits. Ideally, screening is conducted in a staged process, with
positive screens leading to a formal assessment, which then deter-
mines the intervention approach.

Because there is not always sufficient time during a single clinical
visit to assess all of the health needs of an older adult, computerized
technology has been shown possibly to improve efficiency in the
medical care system. The Computer Alcohol-Related Problems Survey
(CARPS) is a computerized program that is used to evaluate self-
reported alcohol behaviors and simultaneously provide patients with
health education. This computerized assessment tool was found to
distinguish effectively between hazardous, harmful, and binge drinkers
in a geriatric population.27 Most geriatric patients were able to complete
CARPS while sitting in the waiting room for their appointments, thus
possibly stimulating discussion about their substance use in their up-
coming appointment. Ironically, most patients indicated that they
have never spoken about alcohol with their physician (78%), which
makes this not only a resourceful tool but one that incorporates a ne-
glected area and could possibly stimulate discussion during office visits.
In support of the clinical providers, there has been some indication that
new problem drinkers may not accurately recall physician conversa-
tions in reference to alcohol behaviors.28 Therefore, geriatric patients
showing new symptoms of problem drinking should be provided
with clear and concise recommendations to treat or prevent alcohol
problems.

It is salient to assess alcohol behaviors of geriatric patients, whether
using a short self-report or a multidimensional assessment. Unrecog-
nized alcohol problems could lead to physical and mental withdrawal
syndromes, liver/digestive system complications, pancreatitis, thi-
amine deficiency, neuropathy, dementia, and cardiomyopathy, in ad-
dition to negative social consequences.29 Because this population has
a higher likelihood of suffering from additional health conditions, as-
sessing and then treating alcohol misuse can reduce the incidence of
further co-morbidity and premature death and possibly improve the
quality of life for geriatric individuals.

DRUG USE

In the geriatric population, there are two types of drug misuse: illicit
drug use30 and medication misuse.31 Illicit drug use is categorized in a
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similar manner to the way it is categorized in other age groups, being
defined as an improper use of illegal chemical substances such as
cannabis, cocaine, hallucinogens, inhalants, opioids, and phencycli-
dine. Medication misuse can be defined as (1) not following the
dosage recommendations by overmedicating or undermedicating
oneself, (2) taking medication without the intention to treat a health
condition, and/or (3) taking medications as prescribed but without
well-defined goals, leading to use without defined efficacy.

The gold standard for assessing illicit drug misuse is a comprehen-
sive diagnostic interview.1 An alterative to the diagnostic interview
could be the Addiction Severity Index,32 but both are lengthy. Because
of the time constraints during clinical visits, the CAGE and MAST
have been altered for the purposes of assessing illicit drug use.1 How-
ever, there is no specified instrument for use in the geriatric popula-
tion only. Nevertheless, a modified version of the CAGE, to assess for
drug abuse for medications and drugs, was found to differentiate suc-
cessfully older individuals with alcohol misuse and drug misuse and
those without any substance abuse problems.33

Modified CAGE

As in the original CAGE assessment, CAGE stands for Cut down, An-
noyed, Guilty, and Eye-opener; however, it is modified to include as-
pects of drug use. There are four detailed yes/no questions. They are 
as follows: (1) Have you ever felt you should cut down on your 
drinking/drug use? (2) Have people annoyed you by criticizing your
drinking/drug use? (3) Have you ever felt bad or guilty about your drink-
ing/drug use? (4) Have you ever had a drink first thing in the morning to
steady your nerves or to get rid of a hangover/drug use? Affirmations of
two of questions are indicative of an abuse problem.

MAST

This test is comprised of 24 yes/no questions and was developed to
measure alcohol abuse and dependence. Summation of the unevenly
weighted responses (i.e., 1–5) equaling 5 or more was indicative of al-
cohol abuse problems. Therefore, affirmation of one heavily weighted
score (i.e., 5) could be indicative of abuse problems. However, to assess
drug use, drinking language is substituted with language describing il-
licit drug use.
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Objective assessments of illicit drug use employ toxicologic tests
(i.e., radioimmunoassay, enzymatic immunoassay, fluorescence polar-
ization immunoassay, thin-layer chromatography) of urine or blood
specimens.34 The sensitivity of these methods is dependent on the
time lapse between illicit drug use and testing. It is ideal for the time
lapse to be as short as possible for the most accuracy in identifying
drug use. In addition, medications such as prescribed opiates may
make interpretation of results difficult due to toxicology sensitivity to
medication interactions. Therefore, considering that geriatric individ-
uals are the greatest consumers of medication, objective toxicology
tests may be less beneficial and accurate.

There seems to be no quick and easy assessment tool for identifying
medication misuse. The tools that are currently available require com-
prehensive medication reporting as well as manual or computerized
contrast/comparison to expert recommendations. One source for as-
sessing medication misuse is drug utilization reviews (DURs).35 DURs
provide standards and criteria for proper drug use; however, these lists
are designed for specific purposes and contexts. Therefore, DURs can
vary from one institution to the next and are not necessarily always
applicable to geriatric patients. A more common and universal tool
for assessing improper prescription drug use in older persons is the
Beers’ List.36,37 This listing categorizes drugs that are improper for use
specifically in the older population. The Medication Appropriateness
Index is another assessment tool that has also been used as another
catalog for prescription drug accuracy for the older population.38

DURs

DURs are expert consensus opinions for defining medication stan-
dards and/or explicit criteria for a single drug, class of drugs, or groups
of drugs. These can be unique to context (i.e., health maintenance or-
ganizations, pharmacies, governmental agencies). For example, the
Medicaid program uses DURs that have been developed for the Health
Care Financing Administration.39

Beers’ List

Beers’ List is a national guideline for physicians and pharmacists
that serves the geriatric population. The list consists of criteria defin-
ing medications that generally should be avoided in geriatric patients,
regardless of setting.
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Medication Appropriateness Index

The Medication Appropriateness Index uses implicit criteria to
judge the appropriateness of medication prescribing, using the criteria
to evaluate each medication individually. It measures the magnitude
of inappropriate prescribing for most dimensions of drug use that are
clinically relevant.

An alternative to these classification lists is a computerized system
known as pharmaceutical benefit manager. This program can identify
poor prescription patterns in an efficient automated approach. How-
ever, the geriatric population has limited access to such resources be-
cause of its exclusion in Medicare drug programs.40

Regardless of which tool is used to assess medication misuse, the
first step to assessing prescription drug misuse is to have an accurate
assessment of prescription drugs currently in use by a single geriatric
individual. One obvious method would be computer records of all
drugs recommended/prescribed, provided samples of, filled and pur-
chased at pharmacies, and submitted to insurance plans. However,
the problem is that individuals can have multiple clinicians prescrib-
ing medications, sometimes providing prescription samples to their
patients, with several participating pharmacies and insurance cover-
ages that most likely do not work in partnership.

Therefore, an alternative method to collecting accurate medication
data may be simply to ask the individual for a list of medications that
he or she is currently taking. However, errors may result from changes
in memory associated with aging; therefore, a geriatric individual’s rec-
ollection of his or her medications may be vulnerable to respondent
accuracy.41 The Brown Bag method could be an alternative approach
to assessing proper medication use.42,43 This method requires the indi-
vidual to place all of his or her medications in current use into a bag to
bring them to a certain location where the medications are recorded.
At that time, details concerning their dose and adherence can be re-
viewed. The Brown Bag method can resolve individual recall inaccu-
racy for medications and overcome the lack of collaboration in the
medication bureaucracies. However, this method may be exceedingly
inappropriate in clinical visits but may be a method to pursue outside
of clinical visits, yet in the realm of primary care.

It is salient to assess the drug misuse, both illicit drug use and med-
ication misuse, behaviors of geriatric patients. With the exception of
the modified versions of MAST-G and CAGE, the currently available
tools are comprehensive but time consuming and could require mul-
tiple resources.
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TOBACCO USE

Tobacco assessments are imperative considering that the US Preven-
tive Task Force recommends tobacco cessation counseling for all persons
who use tobacco products.1 There is a significant portion of geriatric
smokers who believe that geriatric populations are too old to quit to-
bacco use, that they no longer suffer from the negative consequences of
tobacco use, or that they cannot benefit from the cessation of tobacco
use.44 Therefore, tobacco assessments in the geriatric population are still
salient.

Because of the lack of a scientific tobacco assessment tool produced
or used for the geriatric population, an obvious method would be a
simple counsel during clinical visits to assess for tobacco-related be-
haviors. When a geriatric patient indicates smoking, clinicians should
recommend cessation treatment immediately.45

It is salient to assess the tobacco behaviors of geriatric patients even
if the only probable tool is a brief question asking whether they
smoke. Tobacco use is the leading cause of premature death compared
with other health behaviors, such as inadequate diets and activity pat-
terns, alcohol use, microbial agents, toxic agents, firearms, sexual be-
haviors, motor vehicle accidents, and illicit use of drugs.46 Smoking
has also been linked to the cause of lung cancer by stimulating abnor-
mal cellular growth in the lungs47 and cardiovascular diseases by cer-
tain cardiovascular risk factors, for example, a lack of physical exercise
and obesity.48 Because this population has a higher likelihood of suf-
fering from additional conditions, assessing and then treating tobacco
misuse can reduce the incidence of further co-morbidity and prema-
ture mortality and possibly improve the quality of life for geriatric in-
dividuals.

BARRIERS TO THE USE OF SUBSTANCE
USE ASSESSMENTS

The diagnostic assessments described for substance use disorders
rely greatly on self-reported behavioral symptoms. Given that denial,
as well as individual opinions regarding professional help, plays such
a prominent role in the pathology of substance use disorders for the
patient, information obtained by self-report probably underestimates
any problems associated with substance use as well as the quantity
and frequency of use. Mentioned previously, people’s ability to re-
member past events or report past average consumption may deterio-
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rate with advancing age. Outside of having more assessments tools
tailored for the geriatric population, there is a need for more assess-
ment tools that overcome patient memory inaccuracy, sensitivity, and
denial concerns.

Geriatric individuals may not be assessed for substance use issues
because clinicians may think it is a nonexistent problem. Substance
abuse is a noteworthy problem for geriatric populations. There is sub-
stantial evidence alluding to a considerable number of geriatric pa-
tients with indications of alcohol misuse, illicit drug use, medication
drug misuse, and tobacco use. Additionally, it is expected that with
the increase in the geriatric population, caused by baby boomers
reaching old age, there will be an estimated 2.5-times greater preva-
lence of older adults in need of substance use treatment.49

Clinicians may also fail to assess their geriatric patients for sub-
stance use issues because they may think their patient would not be
willing to change. This is not true considering the evidence showing
that substance use treatment programs are effective in older adults.50 Be-
cause the geriatric population is a specialized group with unique
cohort and individual effects, treatments need to be implemented
accordingly. There has been some indication that there is a greater
likelihood of change in substance use behaviors when age-specific
interventions are facilitated.51 Along the same lines, another barrier
could be the idea that it is too late for geriatric patients to avoid neg-
ative health consequences by changing substance misuse behaviors.
However, there is no scientific indication that geriatric populations
are too old to achieve some health benefits from treatment of their
substance use.

Finally, based on the review of substance use assessments, clinicians
may have some difficulty finding proper assessment tools for their
geriatric population. It is obvious that a need exists to have more as-
sessments that are tailored to assess substance use in the geriatric pop-
ulation. In addition, there has been some evidence that not enough
treatment facilities have been designed to serve specifically the geri-
atric population.52 Having less than ideal assessment tools and a need
for more treatment facilities could inadvertently cause hesitation for
clinical substance use assessments in geriatric populations. This is also
a major problem considering that the older population in the United
States is growing rapidly. The US Census Bureau estimates by the year
2020, 18% compared with a current 12% of the population will be
over the age of 65 years.53 As the percentage of older persons nearly
doubles over the next 25 years, the need for prevention, assessments,
and treatment of substance use disorders and associated conditions
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will also grow. Considering that there is currently a weakness in this
area, as the geriatric population grows, so will the severity of not hav-
ing the appropriate treatment facilities and assessment tools.

CONCLUSIONS/RECOMMENDATIONS

In every substance use assessment, it is first necessary to start by ask-
ing whether the patient drinks/uses illicit drugs or medications/uses
any form of tobacco. In the case of substance use, further assessment
is necessary to determine the level of severity for this behavior. In the
case of no use, the patient should be asked about any past problems
with substances. This will provide a better indication of the patient’s
history and his or her level of risk.

Despite the need for better screening/assessment tools to identify
substance issues in older persons, it is still tremendously relevant to
screen geriatric patients for substance use with the tools and knowl-
edge currently available. The MAST-G or SMAST-G (Appendix) and
CAGE appear to be most sensitive tools for assessing and differentiat-
ing types of substance use in older adults. However, new develop-
ments may provide a more efficient process to detecting substance
problems in the older population. The ARPS and the CARPS are both
multidimensional tools that incorporate substance use within the
context of other health conditions and health behaviors. The strength
of CARPS, however, is the fact that it not only assesses substance use
in an efficient manner, but it also offers an educational health com-
ponent. Indirectly, CARPS has also been shown to stimulate substance
use conversation positively within primary care clinical visits.

It is recommended that not only do more assessments need to be
developed and validated for use in the geriatric population, but these
tools should incorporate the ideas of multidimensionality (i.e., incor-
porate alcohol, illicit drug use, medication misuse, and smoking). In
addition, there is a need for temporal efficiency for ease of use in clin-
ical visits and waiting rooms, maybe even in nonmedical locations.
Incorporation of an educational component could provide a final pro-
gression, which may lead to self-initiation of substance use treatment.
In order for this scientific development to be completely fruitful, cli-
nicians need to ensure screening of their geriatric patients.
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Appendix 191

Appendix
MAST-G

1. After drinking, have you ever noticed an increase in your heart
rate or beating in your chest?

2. When talking with others, do you ever underestimate how much
you actually drank?

3. Does alcohol make you sleepy so that you often fall asleep in
your chair?

4. After a few drinks, have you sometimes not eaten or been able to
skip a meal because you didn’t feel hungry?

5. Does having a few drinks help you decrease your shakiness or
tremors?

6. Does alcohol sometimes make it hard for you to remember parts
of the day or night?

7. Do you have certain rules for yourself that you won’t drink be-
fore a certain time of the day?

8. Have you lost interest in hobbies or activities you used to enjoy?
9. When you wake up in the morning, do you ever have trouble re-

membering part of the night before?
10. Does having a drink help you sleep?
11. Do you hide your alcohol bottles from family members?
12. After a social gathering, have you ever felt embarrassed because

you drank too much?
13. Have you ever been concerned that drinking might be harmful

to your health?
14. Do you like to end the evening with a nightcap?
15. Did you find your drinking increased after someone close to you

died?
16. In general, would you prefer to have a few drinks at home rather

than go out to social events?
17. Are you drinking more now than in the past?
18. Do you usually take a drink to relax or calm your nerves?
19. Do you drink to take your mind off your problems?
20. Have you ever increased your drinking after experiencing a loss

in your life?
21. Do you sometimes drive when you have had too much to drink?
22. Has a doctor or nurse ever said he or she was worried or con-

cerned about your drinking?
23. Have you ever made rules to manage your drinking?
24. When you feel lonely, does having a drink help?

Scoring: If the person answered “yes” to five or more questions, re-
sponses are indicative of an alcohol problem.

Gallo_CH09_175-192  8/1/05  5:32 PM  Page 191



Appendix
SMAST-G

1. When talking with others, do you ever underestimate how much
you actually drink?

2. After a few drinks, have you sometimes not eaten or been able to
skip a meal because you didn’t feel hungry?

3. Does having a few drinks help decrease your shakiness or
tremors?

4. Does alcohol sometimes make it hard for you to remember parts
of the day or night?

5. Do you usually take a drink to relax or calm your nerves?
6. Do you drink to take your mind off problems?
7. Have you ever increased your drinking after experiencing a loss

in your life?
8. Has a doctor or nurse ever said that he or she was worried or con-

cerned about your drinking?
9. Have you ever made rules to manage your drinking?

10. When you feel lonely, does having a drink help?

Scoring: If the person answered “yes” to two or more questions, en-
courage a talk with the doctor.
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10

Activities of Daily Living
and Instrumental Activities
of Daily Living Assessment

The preservation of function has become a prominent theme in
geriatrics.1,2 The emphasis has appropriately changed from an
exclusive concern with delaying mortality to a focus on avoid-

ing morbidity, that is, to preserving function3,4 and extending active
life expectancy.5 Functional status captures the concept of quality of
life in ways that an emphasis on medical diagnoses does not.6,7 Func-
tional assessment is the key to understanding the impact of medical
illness on the older person and family and is the cornerstone of geri-
atric rehabilitation.8,9 The typical catalog of medical problems is not
sufficient to answer questions about functional capability, such as the
ability to dress or use the toilet. Brief methods are emphasized in this
chapter to encourage ongoing functional assessment in the office and
in other settings.

FOCUS ON FUNCTION

Functioning in daily life may be examined on several levels. Perfor-
mance in social and occupational roles comprises one level.10,11 The
tasks demanded every day, such as driving or using public transporta-
tion, comprise another. Activities necessary for persons in a modern
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society such as using the telephone or automatic teller machine are
commonplace. On another plane are the personal care tasks, such as
dressing, bathing, and toileting. Older adults and others who have
difficulty with these tasks must compensate for the disability.

The capacity to function independently is poorly described by the
constellation of medical diseases alone. Performance on mental status
testing does not necessarily predict functional status.12,13 Similarly,
the severity of disease as measured by standard laboratory tests does
not necessarily imply disability. Functional status should be assessed
directly and independently of medical and laboratory abnormalities
or cognitive impairment.

A 70-year-old woman with diabetes mellitus, hypertension, and con-
gestive heart failure was hospitalized for urinary incontinence. Uro-
logic studies were normal, and the patient was discharged home in her
husband’s care. Two weeks later, she was again admitted for “mental
status changes” because she was noted to be increasingly disoriented
and incontinent. Her daughter related slow intellectual impairment
over the course of at least a year. Mental status testing revealed global
intellectual deficits in orientation, memory, calculations, and visuo-
spatial skills. Review of the chart from the previous hospitalization
showed no documented mental status examination with which to
compare findings. It was believed the patient had Alzheimer’s disease
with superimposed delirium secondary to medication.

Specific functional loss in older adults is not determined by the lo-
cus of disease—urinary incontinence may not indicate disease con-
fined to the urinary tract. Because of the family’s difficulty in caring
for this patient, she required nursing home care. In a situation with
better functional ability or social support, she may have been able to
stay at home. Thus, the problem list alone did not give all of the in-
formation needed to make recommendations.

Cognitive impairment does not necessarily imply an inability to
perform enough activities to maintain independent living. Scores on
the Short Portable Mental Status Questionnaire (SPMSQ) were only
weakly correlated to the ability of older adults to care for themselves.
Of 32 persons with moderate to severe impairment on the SPMSQ, 9
were living completely independently, and another 10 needed assis-
tance with only dressing.14 This observation is borne out by experi-
ence. Severely impaired persons may perform quite well in a familiar
home setting.

Functional assessment can help the practitioner focus on the per-
son’s capabilities, and when there is a change, appropriate resources
can be rallied and a search for medical illness initiated. The sometimes
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delicate state of homeostasis makes the older adult vulnerable to dis-
ability from a variety of sources. Going beyond the medical model is
critical because medical or psychiatric illness may present as a non-
specific deterioration in functional status. It is not enough to enumer-
ate the medical problems and treat them in isolation. When a medical
illness is diagnosed, how it affects the older person’s functional capac-
ity must always be considered. Conversely, the person’s functional
status must be considered in formulating the treatment plan.

Consider an 83-year-old man who lives alone and has a history of
paraplegia since an early age with confinement to a wheelchair, os-
teoarthritis, scoliosis, atrial fibrillation with controlled ventricular re-
sponse on digoxin, a suprapubic catheter for a neurogenic bladder,
cataracts, and poor dental hygiene with full dentures. This patient’s
mental status is normal. Despite his physical limitations and medical
problems, he lives in his home alone with the periodic visits from his
niece and visiting nurses. Suppose one knew that this person was not
able to transfer from his wheelchair to the toilet or to the bed or that
he was incapable of taking his medication properly. One can see how
difficulty in one of these areas might change the situation and temper
one’s judgment about a person’s ability to reside at home. Except for
walking, this person’s functional status is good.

The multitude of medical, social, and psychologic challenges pre-
sented by the older adult can overwhelm health care professionals.
They should attack small problems with major consequences first.
Ameliorating problems that interfere with safe driving and ambula-
tion would be an important focus for intervention. Among the ill-
nesses or complaints presented by the older person, which one or two
are presenting the most difficulty in terms of functional capacity? For
example, cataracts might present more difficulty with eating, shop-
ping, and meal preparation than osteoarthritis. The physician should
look closely at the less serious although treatable conditions that con-
tribute to disability. Correction of minor problems could enhance the
person’s quality of life. Something as simple as modifying the diuretic
drug dosing schedule to obviate the need for evening and nightly
trips to the bathroom may enhance the sleep of the older person and
his or her caregiver.

Asking about driving habits and accidents is an important inquiry
but also signals that more basic tasks, such as shopping, dressing, and
bathing, are probably adequately performed. Driving is given special
attention in a separate chapter. Difficulties with the telephone or im-
proper use of medications may signal cognitive impairment15 or de-
pression.16
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The information from functional assessment has an important,
practical role in advising and counseling clients and their families and
in following clients after significant medical events.10 A functional
scale has been used to predict the need for institutionalization (at
least on a temporary basis) after hip fracture.17 This scale consists of
components assessing physical health (e.g., vision, hearing, and men-
tal status), ambulatory ability, daily activities, social situation (e.g.,
lives alone, with spouse, or in nursing home), and disabilities (e.g., in-
continence, paralysis, amputation, decubitus, and contracture). The
Functional Rating Scale for the Symptoms of Dementia, discussed
later, is also an example of a functional assessment questionnaire that
evaluates the need for nursing home placement in the patient with
dementia.18 The Determination of Need Functional Assessment is an
example of a rating scale that has been specifically developed to eval-
uate the risk for nursing home placement and to assist with care plan-
ning for community-based services.19,20

Functional ability is prognostic of mortality. For example, a retro-
spective study compared persons who died within 1 year of placement
in a nursing home with those who survived. The latter group was found
to be more independent, especially in bathing and dressing.21 Mortality
was also associated with poor functioning after hospitalization.22 The
inability to perform tasks such as traveling, shopping, meal prepara-
tion, housework, and handling money predicts mortality as well.23,24

An inability to perform simple tasks such as carrying a bag of groceries
predicts further functional decline25 and institutionalization.26

A person’s home can speak volumes about the performance of activ-
ities of daily living (ADLs). How well arranged is the home for bathing
and toileting? Are there obvious safety hazards (e.g., frayed wires, ash-
trays near the bed, slippery floors or rugs, and firearms stored in the
home of a person with dementia)? How well does the older person ma-
neuver about the home (i.e., transfer and ambulation)? How well are
nutritional needs met (i.e., food in the refrigerator, shopping, and
cooking)? How well is the home maintained (i.e., shelter, cleanliness,
and clutter)? In addition to the other benefits of home visits, such as
the assessment of social support available to the patient, there is also
less need for secondhand information about the functional ability of
the older adult.27,28

Functional impairment can be listed independently of the problem
list in the problem-oriented medical record. For example, two persons
with rheumatoid arthritis may differ in their abilities to eat. The
physician would then list “difficulty with feeding” independently of
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the medical diagnosis of rheumatoid arthritis. This helps quantify
functional impairment and alerts other clinicians to the implications
of the functional impairment (in this case, a problem with nutrition).

A complete problem-oriented medical record, listing functional as
well as undefined problems, organizes them and helps establish prior-
ities for solution. Seen as “building blocks,” efforts to assist the patient
are cumulative because some problems are selected for immediate at-
tention, whereas others are worked on gradually. Medical diagnosis
remains important, but functional assessment keeps the problems in
perspective and provides a complementary viewpoint. Functional im-
pairment should prompt a timely and thorough search for cognitive
impairment, depression, substance abuse, adverse medication effects,
and sensory impairment.7

Functional assessment can be a positive force in caring for older
adults. Because so much professional training focuses on the negative
aspects of age and its losses, taking care to determine functional ca-
pacity compels health professionals to see evaluation in a positive
light. Despite multiple diseases, the patient functions well. How well
does he or she function in his or her own environment? What adap-
tations and concessions have been made to make up for deficiencies?
Finally, how can professionals and other caregivers promote and initi-
ate adaptations to allow the most independent, fulfilling life possible?
This is a taste of the kinds of issues facing clinicians who may use
some of the instruments discussed later in this chapter to facilitate
thinking along these lines.

THE COMPONENTS OF FUNCTIONAL STATUS

A systematic approach to each domain of geriatric assessment, in-
cluding functional assessment, is desirable. The items generally agreed
on as composing functional assessment are the ADLs and the instru-
mental ADLs (IADLs), although other categorizations are possible.29

The ADLs are the functions that are fundamental to independent liv-
ing, such as dressing and bathing. The IADLs include more complex
daily activities, such as using the telephone, housekeeping, and manag-
ing money. Statistical methods applied to self-report data on difficulty
with activities resulted in similar groupings consisting of (1) activities
related to mobility and exercise such as walking, (2) complex tasks such
as paying bills and shopping, (3) self-care activities such as toileting,
and (4) upper-extremity tasks such as grasping and reaching.30 Driving
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and sexual functioning are other important arenas to consider in func-
tional assessment and are discussed in other chapters.

Evaluation of functional status is not limited to the assessment of
specific activities and tasks, although that is the emphasis here. As-
sessment may also include significant happenings in a person’s life or
family that have a bearing on the health status or situation (events of
daily living), demands placed on the person from within or from the
family and society (demands of daily living), the nature of the physi-
cal environment (environment of daily living), and the person’s val-
ues and beliefs that determine decisions and responses regarding
health care (values and beliefs in daily living).31,32

ADLs

Just as is true for mental status testing instruments, ADL scales may
have ceiling or threshold effects.33 In other words, if the activities cho-
sen for assessment are too easy, many persons will do well on the scale;
thus, a prominent ceiling effect occurs. Such an ADL scale may be use-
ful for assessing or defining frail older persons, but most community-
dwelling older adults would be able to perform the activities on the list
without much trouble.34 Asking about driving and IADLs is apt to be
more fruitful in functional assessment of ambulatory older persons.

The term “frailty” has been used to describe older adults whose
management of day-to-day tasks is tenuous. The definition of frail
has been couched in functional terms to describe those persons who
need help performing ADLs,35,36 with effects on behavior and quality
of life.37 A dynamic model assumes that it is the balance between as-
sets and deficits that determines frailty; the assets and deficits are
components of geriatric assessment, such as caregiver burden, re-
sources, attitudes, and health status.38 A change in status on one do-
main may tip the balance into frailty. Frail older adults may rely
heavily on neighbors or family to perform routine jobs that fully in-
dependent persons do for themselves. Frailty implies health condi-
tions that require frequent hospitalizations, medication, and visits to
physicians’ offices.

Ideally, practitioners need a set of questions that is quick and easy to
administer periodically to detect older adults who are beginning to 
experience difficulty in the activities usually associated with indepen-
dent living. Something similar to the Apgar score used to evaluate
newborns might be desirable for this purpose. Details regarding the use
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of indexes of function and measurement theory can be found else-
where.1,33,39–43 Further theoretical considerations can be found in the
Institute of Medicine Report Disability in America.44 In the next section,
specific instruments used to assess ADLs and IADLs are discussed.

Katz Index of Activities of Daily Living

A basic schedule to assess ADLs, published in 1963, is the Katz Index
of ADL, which includes bathing, dressing, toileting, transfer, conti-
nence, and feeding (Exhibit 10–1).45 It provides a framework for as-
sessing the ability to live independently, or if deficiencies are found, it
is the focal point for remediation. A person dependent in a single ac-
tivity might need assistance at isolated times of the day, such as for
bathing, but more help might be needed by persons dependent on as-
sistance in many activities.

A three-tiered scale for the ADL is found to be more reliable and is
reproducible even when scored by personnel with minimal training.
The three-point scale might consist of the ratings “independent,”
“semi-independent” (needs a part-time assistant), and “dependent,”
rather than a checklist with four or five gradations defining how
much assistance is required.46

Considering the basic ADL items in evaluation of an older person
has several important advantages. For one, focusing on functional
abilities allows matching of services to needs. For example, someone
requiring assistance in only bathing may be maintained indepen-
dently with an aide to perform the task once a week. In addition, key-
ing in on specific tasks allows interventions to be more focused. In
dealing with difficulty in dressing, a caregiver might try putting pic-
ture labels on drawers, grouping items that belong together, and tak-
ing the individual by the hand and starting the desired action as a
cue. In other cases, multiple areas of dependence would make it clear
that it is not possible to provide the necessary help to continue the
multiple ADLs that keep the person at home.45,47,48

Subjective estimates of disease severity or mere use of a diagnostic
label may not be as helpful as an emphasis on functional assessment.
An individual with rheumatoid arthritis may have major functional
deficits that could be improved with physical therapy, appliances, or
the provision of help with key ADLs such as bathing. In the care of a
patient after a stroke, following his or her progress on ADLs is useful.49

In addition to matching services to needs, persons unable to perform
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Exhibit 10–1 Katz Index of Activities of Daily Living

1. Bathing (sponge, shower, or tub)
I: receives no assistance (gets in and out of tub if tub is the usual means of

bathing)
A: receives assistance in bathing only one part of the body (such as the back

or a leg)
D: receives assistance in bathing more than one part of the body (or not

bathed)

2. Dressing
I: gets clothes and gets completely dressed without assistance

A: gets clothes and gets dressed without assistance except in tying shoes
D: receives assistance in getting clothes or in getting dressed or stays partly

or completely undressed

3. Toileting
I: goes to “toilet room,” cleans self, and arranges clothes without assistance

(may use object for support such as cane, walker, or wheelchair and may
manage night bedpan or commode, emptying it in the morning)

A: receives assistance in going to “toilet room” or in cleansing self or in 
arranging clothes after elimination or in use of night bedpan or com-
mode

D: doesn’t go to room termed “toilet” for the elimination process

4. Transfer
I: moves in and out of bed as well as in and out of chair without assistance

(may be using object for support such as cane or walker)
A: moves in and out of bed or chair with assistance
D: doesn’t get out of bed

5. Continence
I: controls urination and bowel movement completely by self

A: has occasional “accidents”
D: supervision helps keep urine or bowel control; catheter is used, or is 

incontinent

6. Feeding
I: feeds self without assistance

A: feeds self except for getting assistance in cutting meat or buttering bread
D: receives assistance in feeding or is fed partly or completely by using tubes

or intravenous fluids

Abbreviations:  I, independent; A, assistance; D, dependent

Source: From Katz S, et al. Studies of illness in the aged: The index of ADL, activities of daily
living scale, JAMA, Vol. 185, p. 915. © 1963, American Medical Association.
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one or more of these ADLs may be at risk for hospitalization or nurs-
ing home placement.

Barthel Index

The Barthel Index has also been used to assess ability for self-care,
but the items are weighted to account for the amount of physical as-
sistance that would be required if the individual is unable to carry out
the function. In one study in a rehabilitative setting for patients with
neuromuscular disorders, the Barthel Index was used to document
improvement. Patients who did not improve their score during reha-
bilitation were believed to have poor potential for recovery.50

A modified Barthel Index has been devised and, when used to assess
the need for home health services, correlated to the number of activi-
ties the person was able to do independently.42,51 Persons scoring less
than 60 on the modified Barthel Index (Table 10–1) were able to per-
form no more than 10 of the defined ADL and IADL tasks. A score of
less than 60 was especially associated with the need for help in feed-
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Table 10–1 Modified Barthel Index

Independent Dependent

Intact Limited Helper Null

Drink from cup/feed from dish 10 5 0 0
Dress upper body 5 5 3 0
Dress lower body 5 5 2 0
Don brace or prosthesis 0 0 �2 0
Grooming 5 5 0 0
Wash or bathe 4 4 0 0
Bladder incontinence 10 10 5 0
Bowel incontinence 10 10 5 0
Care of perineum/clothing at toilet 4 4 2 0
Transfer, chair 15 15 7 0
Transfer, toilet 6 5 3 0
Transfer, tub or shower 1 1 0 0
Walk on level 50 yd or more 15 15 10 0
Up and down stairs for one flight or more 10 10 5 0
Wheelchair 50 yd (only if not walking) 15 5 0 0

Source: Adapted with permission from Fortinsky RH et al. The use of functional assessment in 
understanding home care needs. Med Care. Vol. 19, No. 5, p. 491. © 1981, JB Lippincott Company.
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ing, bathing, grooming, dressing, toileting, transferring, doing house-
work, and preparing meals.51 The modified Barthel Index may be a
good indicator of the need for support in ADLs.

IADLs

In addition to the ADLs, another set of activities required for inde-
pendent living is the IADLs.52,53 These activities are the more complex
and demanding skills of using the telephone, traveling, shopping,
preparing meals, doing housework, taking medicine properly, and
managing money (Exhibit 10–2). The IADLs may emphasize tasks tra-
ditionally performed by women, especially for the current cohort of
older persons.54 This bias notwithstanding, these chores are required
daily activities for most persons, and if someone is unable to perform
them, the tasks must be performed by a caregiver.

The IADLs have been distilled into five items, which form a simple
screening test to determine who may require a more comprehensive
assessment.23 The five items concern travel, shopping, meal prepara-
tion, housework, and handling money (Exhibit 10–3). The five-item
IADL scale has some interesting features.

First, as mentioned previously, the inability to perform these tasks is
correlated to mortality. Second, when the items are arranged verti-
cally, knowing a person can pass or perform one item indicates that
person can pass or perform all items below it on the scale but none of
the items listed above it. For example, when rated from the most diffi-
cult to the least difficult, the five items are ordered: housework, travel,
shopping, finances, and cooking.23,55

This five-item scale can demonstrate change as well, which may
identify who needs help, and might be administered on a scheduled
basis for all older patients in a primary care practice. For example, con-
sider a 63-year-old woman presenting for routine examination and re-
newal of blood pressure medications. Last year she had no difficulties
getting places, shopping, preparing meals, doing housework, or han-
dling money. Today she admits some recent trouble managing her
checkbook and reluctantly relates her worries about declining memory
and lack of concentration. The Folstein Mini-Mental State score is nor-
mal. On further questioning, vegetative symptoms of depression are
found. The items of ADLs and IADLs translate readily into services.
Knowledge of the ability of clients to perform various tasks becomes an
indicator of what services might be needed. For example, nursing care,
personal care, continuous supervision, meal preparation, or home-
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Exhibit 10–2 Instrumental Activities of Daily Living

1. Telephone
I: able to look up numbers, dial, receive, and make calls without help

A: able to answer phone or dial operator in an emergency, but needs special
phone or help in getting number or dialing 

D: unable to use the telephone

2. Traveling
I: able to drive own car or travel alone on bus or taxi

A: able to travel, but not alone
D: unable to travel

3. Shopping
I: able to take care of all shopping with transportation provided

A: able to shop, but not alone
D: unable to shop

4. Preparing meals
I: able to plan and cook full meals

A: able to prepare light foods, but unable to cook full meals alone
D: unable to prepare any meals

5. Housework
I: able to do heavy housework (like scrub floors)

A: able to do light housework, but needs help with heavy tasks
D: unable to do any housework

6. Medication
I: able to take medications in the right dose at the right time

A: able to take medications, but needs reminding or someone to prepare it
D: unable to take medications

7. Money
I: able to manage buying needs, write checks, pay bills

A: able to manage daily buying needs, but needs help managing checkbook,
and paying bills

D: unable to manage money

Abbreviations:  I, independent; A, assistance; D, dependent 

Source: Adapted with permission from Duke University Center for the Study of Aging and
Human Development, The Multidimensional Functional Assessment Questionnaire, ed. 2, pp.
154–156, 157–162, and 169–170. © 1978, Duke University at Durham, North Carolina.

Gallo_CH10_193-240  8/1/05  5:34 PM  Page 203



maker assistance may be required because of recent hospitalization or
illness.56

Combined IADL and ADL Assessments

Several instruments have been developed that combine both ADL
and IADL domains. Although combined ADL and IADL instruments
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Exhibit 10–3 The Five-Item Instrumental Activities of Daily Living (IADL) Screening
Questionnaire 

1. Can you get to places out of walking distance:
l Without help (can travel alone on bus, taxi, or drive your own car)
0 With some help (need someone to help you or go with you when travel-

ing) or are you unable to travel unless emergency arrangements are made
for a specialized vehicle such as an ambulance?

– Not answered

2. Can you go shopping for groceries or clothes (assuming you have transportation):
1 Without help (taking care of all your shopping needs yourself, assuming

you have transportation)
0 With some help (need someone to go with you on all shopping trips), or

are you completely unable to do any shopping?
– Not answered

3. Can you prepare your own meals:
1 Without help (plan and cook meals yourself)
0 With some help (can prepare some things but unable to cook full meals

yourself), or are you completely unable to prepare any meals?
– Not answered

4. Can you do your housework:
1 Without help (can scrub floors, etc.)
0 With some help (can do light housework but need help with heavy work),

or are you unable to do any housework?
– Not answered

5. Can you handle your own money:
1 Without help (write checks, pay bills, etc.)
0 With some help (manage day-to-day buying but need help with managing

your checkbook and paying your bills), or are you completely unable to
handle money?

– Not answered

Source: Adapted with permission from G Fillenbaum, Screening the Elderly: A Brief 
Instrumental Activities of Daily Living Measure, Journal of the American Geriatric Society, Vol.
33, pp. 683–706, © 1985, Lippincott Williams & Wilkins.
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have generally been developed for specific purposes, they may have
broader utility because the combined spectrum of behaviors is ad-
dressed. An instrument that combines both ADLs and IADLs in a sin-
gle evaluation was developed by Paveza et al.19,20 for use by persons
working in community care settings. It has features that permit the
practitioner to separate impairment on a behavior from the need for
assistance with that same behavior. The developers of this instrument
argue that not unlike the relationship of diagnosis to level of need for
functional assistance, impairment in and of itself does not necessarily
suggest the level of other personal assistance that an impaired older
person may require. The need for assistance is based not only on im-
pairment, but also on what assistive devices may be in use and what
support systems may already be providing help.19,20 The practitioner
needs to consider help already in place when determining what addi-
tional assistance to request. Moreover, by focusing on the broad spec-
trum of behaviors, the evaluator can more easily place the older adult
on a continuum of care and can even estimate the likelihood that he
or she is at risk for institutionalization.19,20

Determination of Need Assessment

The Determination of Need Assessment (DONA) is an ADL and
IADL combined assessment designed by Paveza et al.57 as part of a
Medicaid waiver project (Exhibit 10–4). As such, this instrument was
designed with the needs of the community-based practitioner in
mind and approaches the assessment of functional status from a
unique perspective. The DONA separates functional incapacity or im-
pairment from the need for assistance. The authors argue that these
are really separate phenomena, one dictated by the inability to per-
form a behavior based on some physical, emotional, or cognitive
problem and the other by what assistance may already be in place or
adaptations that the older adult may have already made to accommo-
date for the specific disability.

Furthermore, the scale defines levels of impairment on a multiple-
point scale in which impairment can range from none to mild, moder-
ate, or severe. The DONA also distinguishes these levels of impairment
from the behaviors that the ratings are to evaluate. The need for assis-
tance is placed on a similar 4-point scale that primarily asks the evalu-
ator to consider the degree to which the person is at health risk if no
additional help above the current level of functioning is provided.19,20

The diversity in the construction of this scale allows the person doing
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Exhibit 10–4 Determination of Need Functional Assessment

Case Comments: Identify resources, and describe 
Level of Unmet Need special needs and circumstances that should be 

Function Impairment for Care taken into account when developing a care plan.

1. Eating 0   1   2   3 0   1   2   3

2. Bathing 0   1   2   3 0   1   2   3

3. Grooming 0   1   2   3 0   1   2   3

4. Dressing 0   1   2   3 0   1   2   3

5. Transferring 0   1   2   3 0   1   2   3

6. Incontinence 0   1   2   3 0   1   2   3

7. Managing money 0   1   2   3 0   1   2   3

8. Telephoning 0   1   2   3 0   1   2   3

9. Preparing  meals 0   1   2   3 0   1   2   3

10. Laundry 0   1   2   3 0   1   2   3
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11. Housework 0   1   2   3 0   1   2   3

12. Outside home 0   1   2   3 0   1   2   3

13. Routine health 0   1   2   3 0   1   2   3

14. Special health 0   1   2   3 0   1   2   3

15. Being alone 0   1   2   3 0   1   2   3

Box A: subtotal column A, items 1–6 Box A Box B Box B: subtotal column B, items 1–6

Box C: subtotal column A, items 7–15 Box C Box D Box D: subtotal column B, items 7–15

Box E: subtotal box A and box C Box E Box F Box F: subtotal box B and box D

Box G Box G: subtotal box E and box F

Source: Paveza G, et al. A Brief Assessment Tool for Determining Eligibility and Need for Community-Based Long-Term Care Services. Behav Health
Aging. Vol. 1, pp. 121–132, © 1990, Springer Publishing Company, Inc., New York 10012. Used by permission.
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the evaluation to discuss both function and assistance on various lev-
els from the behavior specific to a global combined assessment. An-
other important aspect of this instrument is that it was normed against
a Medicaid-supported institutional population. Thus, the authors
noted in their discussion of this instrument that if a person scores 15
or above on the impairment section of this instrument that he or she
is similar in level of functional impairment to the most disabled two
thirds of an institutional sample. Such a result suggests that the person
is at high risk for institutionalization and should definitely be consid-
ered for community-based services.19,20 Because it was specifically de-
veloped for use in community-based, long-term care programs, its
qualities can be particularly useful when thinking about community
care for the older adult.

Medical Outcomes Study Short Form 36

The Short Form 36 (SF-36) represents eight health concepts: physical
functioning, role disability caused by physical health problems, bodily
pain, general health perceptions, vitality, social functioning, role dis-
ability caused by emotional problems, and general mental health (Ex-
hibit 10–5).58 The scientific literature pertaining to the use of the SF-36
in studies of older adults was recently reviewed by McHorney,59 who
concluded that, generally speaking, the SF-36 scales were predictive of
mortality and hospitalization over the course of a 2-year follow-up.
Correlation between SF-36 subscales was similar in cognitively im-
paired older subjects as in cognitively intact subjects. The SF-36 has
been employed in studies of outcome of patient care58–62 and appears
to be reliable and valid even in frail older adults.63

PERFORMANCE ASSESSMENT OF FUNCTION

Consider the source of information about functional impairment.64

Persons may perceive their level of functioning to be at a higher level
than the evaluation of nurses familiar with them would suggest. Assum-
ing the nurses’ evaluations were the most accurate, clients overrated
their functional status, whereas families underrated it.65 Self-ratings
were found to reflect most closely the direct observations of research
staff.66 Pincus et al.67 found that self-reports on a simple questionnaire 
of functional status were significantly correlated to objective measures
of physical impairment in rheumatoid arthritis. In the Framingham
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Exhibit 10–5 Medical Outcomes Study SF-36

Instructions: This survey asks for your views about your health. This informa-
tion will help keep track of how you feel and how well you are able to do your
usual activities. Answer every question by marking the answer as indicated. If you
are unsure about how to answer a question, please give the best answer you can.

1. In general, would you say your health is:
(Circle one)

Excellent  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1
Very good . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2
Good  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3
Fair  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
Poor  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5

2. Compared to 1 year ago, how would you rate your health in general now?
(Circle one)

Much better now than 1 year ago  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1
Somewhat better now than 1 year ago  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2
About the same now as 1 year ago  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3
Somewhat worse now than 1 year ago  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
Much worse now than 1 year ago  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5

3. The following items are about activities you might do during a typical day.
Does your health now limit you in these activities? If so, how much?

(Circle one number on each line)

Yes, Yes, No, Not
Limited Limited Limited

Activities a Lot a Little at All

a. Vigorous activities, such as running, 1 2 3
lifting heavy objects, or participating in 
strenuous sports

b. Moderate activities, such as moving a 1 2 3
table, pushing a vacuum cleaner, 
bowling, or playing golf

c. Lifting or carrying groceries 1 2 3

d. Climbing several flights of stairs 1 2 3

e. Climbing one flight of stairs 1 2 3

f. Bending, kneeling, or stooping 1 2 3

g. Walking more than a mile 1 2 3

h. Walking several blocks 1 2 3

i. Walking one block 1 2 3

j. Bathing or dressing yourself 1 2 3

continues
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Exhibit 10–5 continued

4. During the past 4 weeks, have you had any of the following problems 
with your work or other regular daily activities as a result of your physical
health?

(Circle one number on each line)

Yes No

a. Cut down on the amount of time you spent 1 2
on work or other activities

b. Accomplished less than you would like 1 2

c. Were limited in the kind of work or other activities 1 2

d. Had difficulty performing the work or other 1 2
activities (for example, it took extra effort)

5. During the past 4 weeks, have you had any of the following problems with
your work or other regular activities as a result of any emotional problems
(such as feeling depressed or anxious)?

(Circle one number on each line)

Yes No

a. Cut down on the amount of time you 1 2
spent on work or other activities

b. Accomplished less than you would like 1 2

c. Didn’t do work or other activities as 1 2
carefully as usual

6. During the past 4 weeks, to what extent has your physical health or emo-
tional problems interfered with your normal social activities with family,
friends, neighbors, or groups?

(Circle one)
Not at all  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1
Slightly  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .2
Moderately  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .3
Quite a bit  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .4
Extremely  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .5

7. How much bodily pain have you had during the past 4 weeks?
(Circle one)

None  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1
Very mild  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .2
Mild . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .3
Moderate . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .4
Severe  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .5
Very severe  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .6
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8. During the past 4 weeks, how much did pain interfere with your normal
work (including both work outside the home and housework)?

(Circle one)
Not at all  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1
A little bit  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .2
Moderately  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .3
Quite a bit  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .4
Extremely  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .5

9. These questions are about how you feel and how things have been with you
during the past 4 weeks. For each question, please give the one answer that
comes closest to the way you have been feeling. How much of the time dur-
ing the past 4 weeks

(Circle one number on each line)

All of Most A Good Some A Little None 
the of the Bit of of the of the of the 

Time Time the Time Time Time Time

a. Did you feel full of pep? 1 2 3 4 5 6

b. Have you been a very 1 2 3 4 5 6
nervous person?

c. Have you felt so down 1 2 3 4 5 6
in the dumps that nothing 
could cheer you up?

d. Have you felt calm 1 2 3 4 5 6
and peaceful?

e. Did you have a lot of energy? 1 2 3 4 5 6

f. Have you felt downhearted 1 2 3 4 5 6
and blue?

g. Did you feel worn out? 1 2 3 4 5 6

h. Have you been a happy person? 1 2 3 4 5 6

i. Did you feel tired? 1 2 3 4 5 6

10. During the past 4 weeks, how much of the time had your physical health or
emotional problems interfered with your social activities (like visiting with
friends, relatives, etc)?

(Circle one)
All of the time . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1
Most of the time  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .2
Some of the time  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .3
A little of the time  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .4
None of the time  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .5

continues
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follow-up, older residents did not seem reluctant to assent to functional
limitations when compared with limitations noted on observation.68 In
clinical settings, physicians should use information from both the client
and the caregiver. Is the activity performed? Could the activity be per-
formed if necessary? Because data from self-report of function predict
mortality, it is obvious that self-report information is very valuable.

Because direct observation of the client is desirable to confirm infor-
mation given by the client or caregiver about functional status, a num-
ber of instruments have been developed.69–71 Measures that appear to
be adequate for primary care practice, however, are few.72 One early per-
formance test used props much as does the Denver Developmental
Screening Examination for children. Example items included drinking
from a cup, lifting food on a spoon to the mouth (props: spoon and
candy), making a telephone call, brushing teeth (prop: toothbrush),
and telling the time.73 Performance tests focusing on manual dexterity
predict the need for formal support services and appear to be unaffected
by age or educational level74–77 but require specialized equipment.

Simple tests are sometimes used to assess functional status. In the
“get up and go,” the older person is timed while he or she rises from a
chair, walks a given distance, turns, and sits down.78,79 Impaired per-
formance may identify older persons who are at risk of falling.80 In
functional reach, the distance that the person can extend the arm is
measured.81 The observation of performance may produce a more ac-
curate assessment of capability than relying on report of function

212 ADL AND IADL 

Exhibit 10–5 continued

11. How TRUE or FALSE is each of the following statements for you?
(Circle one number on each line)

Definitely Mostly Don’t Mostly Definitely
True True Know False False

a. I seem to get sick a little easier 1 2 3 4 5
than other people

b. I am as healthy as anybody I know 1 2 3 4 5

c. I expect my health to get worse 1 2 3 4 5

d. My health is excellent 1 2 3 4 5

Source: Courtesy of Quality Metric, Inc., Lincoln, Rhode Island.
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from the clients or caregivers. At the same time, the addition of per-
formance measures increases the time required for assessment and
may not tap all pertinent domains.82

Physical Performance Test

The Physical Performance Test permits direct assessment of per-
formance on a set of basic tasks that simulate the ADLs.83,84 The Phys-
ical Performance Test consists of

1. Writing a sentence
2. Simulated eating
3. Lifting a book and putting it on a shelf
4. Putting on and removing a jacket
5. Picking up a penny from the floor
6. Turning 360 degrees
7. Walking
8. Climbing stairs

Explicit instructions for administrating and scoring are provided. Bed
mobility, transfer skills, standing up from a chair, standing balance, step-
ping up one step with a handrail, and walking are the activities rated in
another performance measure suitable for hospitalized older patients.85

Direct Assessment of Functioning Scale

The utility of the Direct Assessment of Functioning Scale (DAFS)69 is
that it was developed specifically for use in working with persons who
are demented. As such, it can assist with understanding what areas of be-
havior are affected by the dementia. Moreover, given the findings by
Freels et al.86 that for many demented persons the ADLs are not lost un-
til well into the later stages of the disease, an instrument that is sensitive
to early stages of dementia can help practitioners target interventions.

The DAFS was developed by Lowenstein et al.69 out of concern
that many of the functional assessment instruments rely on self-
report rather than direct observation. As noted previously, there is
some tendency when using self-report data for an impaired person
to overestimate his or her functional abilities, but when the report is
obtained from an informant, particularly a family member, the func-
tional status is underestimated. The DAFS, as its name implies, re-
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quires the direct measurement and observation of a number of be-
haviors, including ADLs and IADLs, as well as some measure of cog-
nitive functioning.

Because this instrument requires the use of both props and obser-
vation by the examiner, the DAFS is best suited for an office environ-
ment. However, its unique aspects make it particularly suited for use
with demented persons, particularly those with Alzheimer’s disease.
Indeed, it is the strong relationship to both the Blessed Dementia
Rating Scale and the Mini Blessed Dementia Rating Scale that makes
the DAFS a useful instrument when working with persons who have
already been diagnosed or are currently undergoing evaluation for
dementia. Moreover, the ability to distinguish nondepressed and
nondemented older adults from depressed or demented ones makes
the DAFS a practical assessment for inclusion in a diagnostic
workup.69 Furthermore, the demonstrated ability to track changes
adequately in functioning over time suggests that, unlike some in-
struments, the DAFS does not have an appreciable ceiling or floor ef-
fect and can, therefore, assist the practitioner with monitoring
changes in older persons’ functioning over time.

CASE STUDY: ASSESSMENT OF ADLs

History

Mrs. Jones was a 72-year-old white woman who was recently wid-
owed. She had a history of hypertension, treated with an angiotensin-
converting enzyme inhibitor and a mild diuretic, and osteoarthritis,
especially of the lower back, treated intermittently with a non-
steroidal anti-inflammatory drug. She lived alone in her own home.
A 48-year-old working, married daughter lived in the same town and
visited on the weekends to run errands and do some light house-
keeping. An unmarried son lived in a larger city some 400 miles
away.

Since her bereavement some 4 months ago, the woman, who did
not drive, had been socially isolated, especially because she was unable
to attend her usual functions, such as church meetings and bridge
club. Her daughter was quite concerned because of her mother’s lack of
appetite and neglect of personal care. On questioning, Mrs. Jones ad-
mitted to early morning awakening, a lack of appetite, weight loss, and
crying spells. There was no prior history of depression, but the woman
was thought to be depressed as part of her grief reaction.

214 ADL AND IADL 

Gallo_CH10_193-240  8/1/05  5:34 PM  Page 214



The daughter was able to rearrange her schedule in order to provide
transportation to the bridge club and to church. Counseling was
arranged to help her cope with the grieving process. Participating in
Meals on Wheels was suggested as a means to increase her social con-
tact, but Mrs. Jones refused. Overall, these efforts mitigated some of
her feelings of depression, and she improved considerably over the
next several months.

Follow-Up

She remained at the same functional level, receiving assistance from
her daughter, with her son keeping in touch by phone and helping
out financially, until, at the age of 77 years, Mrs. Jones sustained a hip
fracture after slipping on the ice on the way to her mailbox. She was
hospitalized with a fracture of the left femoral neck and made a good
recovery after insertion of a pin to stabilize her hip. She spent 2
months in a nursing home receiving physical therapy and rehabilita-
tion and kept her spirits up with the thought of returning home. She
was discharged home where she ambulated with a walker.

To accommodate her, the bedroom was moved downstairs, a com-
mode was placed at her bedside, nightlights were obtained, and a
ramp to eliminate the need for stairs to the outside was installed. Her
movement, however, was more severely limited. Her daughter contin-
ued to provide help with shopping and housework and was able to
enlist the help of the postal carrier as a daily check on Mrs. Jones’
well-being.

Present Condition

Three years later, Mrs. Jones is now 80 years old. Her daughter, at
the age of 56 years, is hospitalized for a myocardial infarction and will
not be able to keep up the same level of help. At least temporarily, she
will no longer be available to assist her mother in shopping, house-
keeping, laundry, meal planning and preparation, and bathing or to
provide emotional support. Mrs. Jones does not wish to leave her
home, but some of these activities are not getting done.

When her son visits, he is surprised and a little angry at the “condi-
tion Mom is in,” although he keeps it to himself, considering his sis-
ter’s recent heart attack. He believes Mrs. Jones should be immediately
placed in a protective environment. Because Mrs. Jones is adamant
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about staying home, her son makes a compromise agreement with her
to allow a live-in housekeeper. Although he tries to find a satisfactory
live-in helper, he cannot find one who is satisfactory to both Mrs.
Jones and him.

Resolution

Because her son must return to work and the daughter is unable to
care for her mother, Mrs. Jones reluctantly agrees to nursing home
placement in an intermediate care facility, at least on a trial basis. The
risk factors for nursing home placement in this case included living
alone, old age, lack of a caregiver, and impaired mobility.

DEMENTIA RATING SCALES

A combination of mental status questions, ADL, and IADL items
are sometimes blended into a score used to quantify the severity of
dementia, a common clinical problem in geriatric practice. The de-
mentia rating scales may be considered a hybrid type of instrument.
Dementia rating scales have been used not only to identify dementia
but also to quantify it, that is, to assign a stage or degree of severity.
One example is the Blessed Dementia Score (Exhibit 10–6), which
can be correlated to pathologic changes seen in brains of demented
older persons at autopsy.87 Many of these scales might be used in
clinical practice, particularly if the practice includes a significant
number of demented patients. The ideal dementia rating scale
should be short and easy to score, just like the mental status screen-
ing instruments, to facilitate its use in clinical practice. The rating
instrument should allow some quantification of dementia with a
few differentiating points to categorize the severity of dementia. It
would also be helpful if the practitioner could use it to follow the
progression of the dementing illness. Several of these instruments
are discussed in this section.

Functional Dementia Scale

A brief instrument to assess the severity of dementia is the Moore
Functional Dementia Scale.88 This questionnaire (Exhibit 10–7) can be
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given to family members in either written or oral form. The ques-
tionnaire gives results that quantify the dementia as well as provide a
“review of systems” (or more accurately “review of symptoms”) con-
cerning the problems of dementia. No published guidelines on

Dementia Rating Scales 217

Exhibit 10–6 Blessed Dementia Score

1. Inability to perform household tasks
2. Inability to cope with small sums of money
3. Inability to remember short lists of items
4. Inability to find way outdoors
5. Inability to find way about familiar streets
6. Inability to interpret surroundings
7. Inability to recall recent events
8. Tendency to dwell in the past
9. Eating:

Messily, with spoon only
Simple solids, such as biscuits (2 points)
Has to be fed (3 points)

10. Dressing:
Occasionally misplaced buttons, etc
Wrong sequence, forgets items (2 points)
Unable to dress (3 points)

11. Sphincter control:
Occasional wet beds
Frequent wet beds (2 points)
Doubly incontinent (3 points)

12. Increased rigidity
13. Increased egocentricity
14. Impairment of regard for feelings of others
15. Coarsening of affect
16. Impairment of emotional control
17. Hilarity in inappropriate situations
18. Diminished emotional responsiveness
19. Sexual misdemeanor (de novo in old age)
20. Hobbies relinquished
21. Diminished initiative or growing apathy
22. Purposeless hyperactivity

Total score _______

Scores range from 0 to 27; the higher the score, the greater the degree of demen-
tia.  Each item scores 1 except the items noted.  A second part, the Information
Score, contains items testing orientation and memory. 

Source: Adapted with permission from Blessed G, et al. The Association Between Quantita-
tive Measures of Dementia and Senile Changes in the Cerebral Grey Matter of Elder Subjects.
Br J Psychiatry. Vol. 114, pp. 797–811, © 1968, The Royal College of Psychiatrists.
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whether the scale shows change with time are available. It would be of
interest to know if, beyond a certain score, more persons require nurs-
ing home placement. Perhaps one would then give certain undesir-
able or difficult characteristics higher weight, such as incontinence,
which is often an especially troublesome problem.

Revised Memory and Behavior Problems Checklist

The Revised Memory and Behavior Problems Checklist assesses the
frequency of observable problem behaviors and, on a separate dimen-
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Exhibit 10–7 Functional Dementia Scale

1. Has difficulty in completing simple tasks on own, such as dressing, bathing,
doing arithmetic

2. Spends time either sitting or in apparently purposeless activity
3. Wanders at night or needs to be restrained to prevent wandering
4. Hears things that are not there
5. Requires supervision or assistance in eating
6. Loses things
7. Appearance is disorderly if left to own devices
8. Moans
9. Cannot control bowel function

10. Threatens to harm others
11. Cannot control bladder function
12. Needs to be watched so does not injure self, such as by careless smoking,

leaving the stove on, or falling
13. Destructive of materials within reach, such as breaks furniture, throws food

trays, or tears up magazines
14. Shouts or yells
15. Accuses others of doing him or her bodily harm or stealing his or her posses-

sions when you are sure the accusations are not true
16. Is unaware of limitations imposed by illness
17. Becomes confused and does not know where he or she is
18. Has trouble remembering
19. Has sudden changes of mood, such as gets upset, angered, or cries easily
20. If left alone, wanders aimlessly during the day or needs to be restrained to

prevent wandering

Each item is rated by the caregiver as follows: none or little of the time, some of
the time, a good part of the time, or most or all of the time. 

Source: Moore J, et al. A Functional Dementia Scale, Vol. 16, p. 503, © 1983, Dowden Pub-
lishing Company, Inc. Reproduced with permission from The Journal of Family Practice.
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sion, the caregiver’s response (Exhibit 10–8).89–91 The frequency of the
behavior is rated using the following phrases: (1) never, (2) not in the
past week, (3) one to two times in the past week, (4) three to six times
in the past week, or (5) daily. The degree to which each behavior upsets
the caregiver is rated by the caregiver on a five-point scale: (1) not at all,
(2) a little, (3) moderately, (4) very much, and (5) extremely. The assess-
ment of caregiver distress is an advantage when considering disturbing
behaviors sometimes associated with dementia. The development of
depression in caregivers is predicted primarily by their subjective evalu-
ations of circumstances rather than objective measures of function of
the older person.92

Functional Rating Scale for the Symptoms
of Dementia

The Texas Tech Functional Rating Scale for the Symptoms of De-
mentia is a questionnaire devised to predict who may require nurs-
ing home placement.18 According to the investigators, this is a brief
dementia scale that measures severity, shows change, and may be
valuable in predicting when nursing home placement is necessary
(Exhibit 10–9). The concept that persons reaching a certain level of
functional disability require nursing home placement is attractive
because such objective measures are generally lacking in assessment
for long-term care.

Scores on the Functional Rating Scale for the Symptoms of De-
mentia range from 0 (not demented) to 42. Persons were tested over
a 2-year period every few months and were divided at the start of the
study into two groups: (1) those with scores above 21 and (2) those
with scores below 21. Persons with a score of greater than 21 had an
average of 7 months until nursing home placement occurred, and
those with scores of 21 or less did not require nursing home place-
ment for an average of 18 months. Scores at the time of admission 
to the nursing home were about the same for both groups (i.e.,
about 32).18

Three items on the Functional Rating Scale for the Symptoms of De-
mentia were especially predictive of nursing home placement. If two
of the three were present, 83% of these patients were in a nursing
home before the next evaluation. The items were incontinence of
bowel and bladder, inability to speak coherently, and inability to
bathe and groom oneself. The investigators who developed this in-
strument suggested that scores above 30 may indicate a need for nurs-
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Exhibit 10–8 Revised Memory and Behavior Problems Checklist

The following is a list of problems patients sometimes have. Please indicate if any of these problems have occurred during the past
week. If so, how much has this bothered or upset you when it happened? Use the following scales for the frequency of the prob-
lem and your reaction to it. Please read the description of the ratings carefully.

FREQUENCY RATINGS: REACTION RATINGS:
0 = never occurred 0 = not at all
1 = not in the past week 1 = a little
2 = 1 to 2 times in the past week 2 = moderately
3 = 3 to 6 times in the past week 3 = very much
4 = daily or more often 4 = extremely
9 = don’t know/not applicable 9 = don’t know/not applicable

Please answer all the questions below. Please circle a number from 0–9 for both frequency and reaction.

Frequency Reaction

1. Asking the same question over and over. 0 1 2 3 4 9 0 1 2 3 4 9

2. Trouble remembering recent events (e.g., items in the newspaper or on TV). 0 1 2 3 4 9 0 1 2 3 4 9

3. Trouble remembering significant past events. 0 1 2 3 4 9 0 1 2 3 4 9

4. Losing or misplacing things. 0 1 2 3 4 9 0 1 2 3 4 9

5. Forgetting what day it is. 0 1 2 3 4 9 0 1 2 3 4 9

6. Starting, but not finishing, things. 0 1 2 3 4 9 0 1 2 3 4 9

7. Difficulty concentrating on a task. 0 1 2 3 4 9 0 1 2 3 4 9

8. Destroying property. 0 1 2 3 4 9 0 1 2 3 4 9

9. Doing things that embarrass you. 0 1 2 3 4 9 0 1 2 3 4 9
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10. Waking you or other family members up at night. 0 1 2 3 4 9 0 1 2 3 4 9

11. Talking loudly and rapidly. 0 1 2 3 4 9 0 1 2 3 4 9

12. Appears anxious or worried. 0 1 2 3 4 9 0 1 2 3 4 9

13. Engaging in behavior that is potentially dangerous to self or others. 0 1 2 3 4 9 0 1 2 3 4 9

14. Threats to hurt oneself. 0 1 2 3 4 9 0 1 2 3 4 9

15. Threats to hurt others. 0 1 2 3 4 9 0 1 2 3 4 9

16. Aggressive to others verbally. 0 1 2 3 4 9 0 1 2 3 4 9

17. Appears sad or depressed. 0 1 2 3 4 9 0 1 2 3 4 9

18. Expressing feelings of hopelessness or sadness about the future (e.g., 0 1 2 3 4 9 0 1 2 3 4 9
“Nothing worthwhile ever happens,” “I never do anything right”).

19. Crying and tearfulness. 0 1 2 3 4 9 0 1 2 3 4 9

20. Commenting about death of self or others (e.g., “Life isn’t worth living,” “I’d 0 1 2 3 4 9 0 1 2 3 4 9
be better off dead”).

21. Talking about feeling lonely. 0 1 2 3 4 9 0 1 2 3 4 9

22. Comments about feeling worthless or being a burden to others. 0 1 2 3 4 9 0 1 2 3 4 9

23. Comments about feeling like a failure or about not having any worthwhile 0 1 2 3 4 9 0 1 2 3 4 9
accomplishments in life.

24. Arguing, irritability, and/or complaining. 0 1 2 3 4 9 0 1 2 3 4 9

Source: Courtesy of Dr. L. Teri, © 1992, Seattle, Washington.
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Exhibit 10–9 Functional Rating Scale for the Symptoms of Dementia

Instructions
1. The scale must be administered to the most knowledgeable informant avail-

able. This usually is a spouse or close relative.
2. The scale should be read to the informant one category at a time. The informant

is presented the description for behavior in each category. The informant is
read each of the responses beginning with zero response. All responses should
be read before the informant endorses the highest number response that best
describes the behavior of the patient.

3. When responses have been obtained for each category, the circled numbers
from each category are summed to give an overall score for functional rating
of symptoms of dementia.

Circle the highest number of each category that best describes behavior during
the past 3 months.

Eating
0 Eats neatly using appropriate utensils
1 Eats messily, has some difficulty with utensils
2 Able to eat solid foods (e.g., fruits, crackers, and cookies) with hands only
3 Has to be fed

Dressing
0 Able to dress appropriately without help
1 Able to dress self with occasionally mismatched socks, disarranged buttons, or

laces
2 Dresses out of sequence, forgets items, or wears sleeping garments with street

clothes, needs supervision
3 Unable to dress alone, appears undressed in inappropriate situations

Continence
0 Complete sphincter control
1 Occasional bed wetting
2 Frequent bed wetting or daytime urinary incontinence
3 Incontinent of both bladder and bowel

Verbal communication
0 Speaks normally
1 Minor difficulties with speech or word-finding difficulties
2 Able to carry out only simple, uncomplicated conversations
3 Unable to speak coherently

Memory for names
0 Usually remembers names of meaningful acquaintances
1 Cannot recall names of acquaintances or distant relatives
2 Cannot recall names of close friends of relatives
3 Cannot recall name of spouse or other living partner

Memory for events
0 Can recall details and sequences of recent experiences
1 Cannot recall details or sequences of recent events
2 Cannot recall entire events (e.g., recent outings or visits of relatives or friends)

without prompting
3 Cannot recall entire events even with prompting

Gallo_CH10_193-240  8/1/05  5:34 PM  Page 222



Dementia Rating Scales 223

Mental alertness
0 Usually alert, attentive to environment
1 Easily distractible, mind wanders
2 Frequently asks the same questions over and over
3 Cannot maintain attention while watching television

Global confusion
0 Appropriately responsive to environment
1 Nocturnal confusion on awakening
2 Periodic confusion during daytime
3 Nearly always quite confused

Spatial orientation
0 Oriented, able to find and keep his or her bearings
1 Spatial confusion when driving or riding in local community
2 Gets lost when walking in neighborhood
3 Gets lost in own home or in hospital ward

Facial recognition
0 Can recognize faces of recent acquaintances
1 Cannot recognize faces of recent acquaintances
2 Cannot recognize faces of relatives or close friends
3 Cannot recognize spouse or other constant living companion

Hygiene and grooming
0 Generally neat and clean
1 Ignores grooming (e.g., does not brush teeth and hair, shave)
2 Does not bathe regularly
3 Has to be bathed and groomed

Emotionality
0 Unchanged from normal
1 Mild change in emotional responsiveness—slightly more irritable or more pas-

sive, diminished sense of humor, mild depression
2 Moderate change in emotional responsiveness—growing apathy, increased

rigidity, despondent, angry outbursts, cries easily
3 Impaired emotional control—unstable, rapid cycling or laughing or crying in

inappropriate situations, violent outbursts

Social responsiveness
0 Unchanged from previous, “normal”
1 Tendency to dwell in the past, lack of proper association for present situation
2 Lack of regard for feelings of others, quarrelsome, irritable
3 Inappropriate sexual acting out or antisocial behavior

Sleep patterns
0 Unchanged from previous, “normal”
1 Sleeps, noticeably more or less than normal
2 Restless, nightmares, disturbed sleep, increased awakenings
3 Up wandering for all or most of the night, inability to sleep

Source: Reprinted with permission of Hutton JT, et al. Predictors of Nursing Home 
Placement of Patients with Alzheimer’s Disease. Texas Med. Vol. 7, No. 81, p. 41, © 1985
Texas Medical Association.
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ing home placement.18 If the physician can say that most persons
reaching a certain level of disability require nursing home placement,
it may help alleviate family guilt. Of course, such a scale should be
used only in the context of other relevant medical, social, psycho-
logic, and economic data.

Global Deterioration Scale

Another approach to the problem of assessing the severity of cogni-
tive impairment uses a clinical staging system. In Alzheimer’s disease,
three stages have been commonly recognized. First, a forgetfulness
stage occurs, in which memory problems and impaired visuospatial
skills predominate. Then a confusional stage ensues, in which lan-
guage and calculations are affected, with some changes in personality.
Finally, a dementia stage develops in which intellectual functions are
severely deteriorated.93

The Global Deterioration Scale (GDS) for Primary Degenerative De-
mentia is one such staging system (Exhibit 10–10).93 The person’s
stage is related to prognosis, and as expected, the more advanced the
stage, the worse is the prognosis. For example, in the older adult with
mild cognitive decline (stage 3), the prognosis is primarily benign, at
least over a 4-year period. Persons in early stages may actually have
aging-associated cognitive decline. On the other hand, when cogni-
tive decline is severe (stage 6), one third of the persons have died after
4 years, and most have been placed in institutions.

The stages of the GDS correlate with results of the Mini-Mental
State Examination (MMSE). Patients with GDS stage 4, indicating
mild Alzheimer’s disease, scored from 16 to 23 on the MMSE.94 In-
dependent validation of the MMSE set a cutoff score of 24 to detect
dementia.95–97 Persons at more impaired stages of the GDS had cor-
respondingly lower scores on the MMSE.94 Several recent articles
have questioned the utility of this scale. These articles have noted
that the functional deterioration proposed in the GDS is actually
much more heterogeneous in the population than the scale sug-
gests.98,99 Some investigators contend that both families and practi-
tioners may be better served by staying with the broader concepts of
mild, moderate, and severe dementia based on neuropsychologic
testing and then describing the actual levels of functional impair-
ment and behavioral disturbance rather than trying to place a sin-
gle value on the level of deterioration.98,99

224 ADL AND IADL 
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Exhibit 10–10 Global Deterioration Scale for Primary Degenerative Dementia with 
4-Year Prognosis Data

Stage 1: No cognitive decline

Stage 2: Very mild cognitive decline

The patient complains of memory loss, especially forgetting where ob-
jects were placed or familiar names. There is no objective evidence of
memory deficit in the clinical interview and no deficits in employment
or social situations.

Prognosis: Benign in 95% over a 4-year period.*

Stage 3: Mild cognitive decline (early confusion)

Memory loss is evident on testing. Decreased ability to remember names
of new acquaintances. Coworkers are aware of memory problems. Gets
lost in travel. Associated anxiety or denial.

Prognosis: >80% show no further decline in 4 years.*

Stage 4: Moderate cognitive decline (late confusion)

Trouble concentrating on a task. Lessened knowledge of personal his-
tory, current events, and recent events. Trouble with travel and finances.
Remains oriented to time and place. Denial is a prominent defense
mechanism.

Prognosis: In 4 years, one fourth show no change, one fourth are worse
but at home, one fourth are in institutions, and one fourth are dead.*

Stage 5: Moderately severe cognitive decline

The phase of dementia. Unable to recall major events of current life. Dis-
oriented to time and place. Occasionally dresses improperly but feeds
and toilets independently.

Prognosis: After 4 years, most are worse.*

Stage 6: Severe cognitive decline

Incontinent. Sleep-wake cycle disturbances. Personality changes. Forgets
even the names of close relatives and spouse.

Prognosis: One third are dead in 4 years; two thirds are in institutions.*

Stage 7: Very severe cognitive decline

Late dementia, with no speech or psychomotor skills.

*The 4-year prognosis data are from Psychiatric Annals (1985;15:319–322),
Copyright © 1985, Charles B Slack Inc.

Source: American Journal of Psychiatry, Vol. 139, pp. 1136–1139, 1982. Copyright © 1982,
American Psychiatric Association.  Reprinted by permission. Psychiatric Annals, Vol. 15, pp.
319–322, © 1985, Charles B. Slack Inc.
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Functional Assessment Staging of Alzheimer’s Disease

The GDS has been expanded into a more elaborate staging system
called the Functional Assessment Staging of Alzheimer’s Disease
(FAST).100,101 Stages 1 through 5 of the FAST correspond exactly to stages
1 through 5 of the GDS. Stages 6 and 7 of the GDS have been subdivided
into five and six substages, respectively, in the FAST (Exhibit 10–11).

This hierarchical arrangement accomplishes several objectives.
First, when cognitive deficit yields only baseline or zero scores on a
mental status examination, further delineation of severity is possible
when stages are employed. Second, and more important clinically,
when the patient experiences difficulty that seems to vary with the
expected sequence for Alzheimer’s disease, the clinician can consider
a treatable condition in the differential diagnosis, rather than ascrib-
ing a new change to a progression of Alzheimer’s disease.

Consider a 75-year-old man whose wife relates that he has trouble
dressing but still picks out his clothes. Because picking the appropriate
items should be lost before difficulty dressing (stage 5 vs. stage 6a), the
clinician might consider superimposed depression or stroke as precipi-
tating the trouble, rather than a worsening of the underlying dementia.
Similarly, a 60-year-old woman who complains of inability to handle
personal finances, but is able to function well in a demanding job may
be depressed rather than have Alzheimer’s disease. Here stage 4 (per-
sonal finances) appearing before stage 3 (working) is the clue to the di-
agnosis of depression. Another example of the clinical utility of FAST
is premature development of urinary incontinence, suggesting the

Exhibit 10–11 Functional Assessment Staging of Alzheimer’s Disease 
Symptomatology and Differential Diagnostic Considerations

FAST Differential Diagnosis
FAST Characteristic Stage If FAST Stage Is Early

No functional decrement 1
subjectively or objectively

Complains of forgetting location of objects 2 Anxiety neurosis
Subjective work difficulties Depression
Decreased functioning in demanding 3 Depression
work settings evident to coworkers Subtle manifestations

Difficulty traveling to new locations of medical pathology
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Decreased ability to perform 4 Depression
complex tasks (e.g., planning Psychosis
dinner, shopping, or personal Focal process
finances) (e.g., Gerstmann)

Requires assistance selecting attire 5 Depression
May require coaxing to bathe properly

Difficulty dressing properly 6a Arthritis
Sensory deficit
Stroke
Depression

Requires assistance bathing (fear of bathing) b Same as 6a
Difficulty with mechanics of toileting c Same as 6a

Urinary incontinence d Urinary tract infection
Other causes

Fecal incontinence e Infection
Malabsorption syndrome
Other causes

Vocabulary limited to one to five words 7a Stroke
Other dementing disorder
(e.g., space-occupying
lesion)

Intelligible vocabulary lost b Same as 7a
Ambulatory ability lost c Parkinsonism

Neuroleptic-induced or other
secondary extrapyramidal
syndrome

Creutzfeldt-Jakob disease
Normal pressure
hydrocephalus

Hyponatremic dementia
Stroke
Hip fracture
Arthritis
Overmedication

Ability to sit lost d Arthritis
Contractures

Ability to smile lost e Stroke
Ability to hold up head lost f Head trauma
Ultimately, stupor or coma Metabolic abnormality

Overmedication
Other causes

Source: Reprinted with permission from Geriatrics, Vol. 41, No. 4, © 1986, p. 34. Copyright
by Advanstar Communications Inc. Advanstar Communications Inc. retains all rights to
this material.
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Exhibit 10–12 Clinical Dementia Rating Scale (CDR)

Questionable
Healthy Dementia Mild Dementia Moderate Dementia Severe Dementia
CDR 0 CDR 0.5 CDR 1 CDR 2 CDR 3

Memory

Orientation

Judgment,
problem solving

No memory loss or
slight inconsis-
tant forgetfulness

Fully oriented

Solves everyday
problems well,
judgment good
in relation to
past performance

Only doubtful
impairment in
solving prob-
lems, similarities,
differences

Moderate difficulty
in handling com-
plex problems; 
social judgment
usually maintained

Severely impaired
in handling
problems, 
similarities,
differences; social
judgment usually
impaired

Unable to make
judgments or
solve problems

Some difficulty with
time relationships,
oriented for place
and person at
examination, 
but may have
geographic
disorientation

Usually disoriented
in time, often to
place

Orientation to
person only

Mild consistent
forgetfulness;
partial recollec-
tion of events;
“benign”
forgetfulness

Moderate memory
loss, more marked
for recent events;
defect interferes
with everyday
activities

Severe memory
loss; only highly
learned material
retained; new
material rapidly
lost

Severe memory
loss; only
fragments
remain
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Note: Score each item as 0.5, 1, 2, or 3 only if impairment is due to cognitive loss.

Source: Adapted with permission from The British Journal of Psychiatry, Vol. 140, pp. 566–572, © 1982, The Royal College of Psychiatrists.

Community affairs

Home, hobbies

Personal care

Independent
function at
usual level in
job, shopping,
business and
financial affairs,
volunteer and
social groups

Only doubtful 
or mild
impairment, 
if any, in these
activities

Unable to function
independently at
these activities
though may still
be engaged in
some; may still
appear normal to
casual inspection

No pretense of
independent

function
outside home

No significant
function in
home outside
of own room

Requires much 
help with 
personal 
care; often
incontinent

Requires assistance
in dressing,
hygiene, keeping
of personal effects

Needs occasional
prompting

Fully capable of self-care

Only simple
chores
preserved; very
restricted
interests,
poorly
sustained

Mild, but definite
impairment of
function at home;
more difficult
chores abandoned;
more complicated
hobbies and
interests
abandoned

Life at home,
hobbies,
intellectual
interests well
maintained or
only slightly
impaired

Life at home,
hobbies,
intellectual
interests well
maintained
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presence of a urinary tract infection. Finally, premature loss of speech
in an otherwise uncomplicated setting of Alzheimer’s disease may sug-
gest focal cerebral pathology such as an infarction.100,101

Clinical Dementia Rating Scale

The Clinical Dementia Rating Scale (CDR) was found to correlate
to results of the SPMSQ and to the Blessed Dementia Score, but the
CDR was able to differentiate a greater number of degrees of severity
over the range of dementia (Exhibit 10–12). For example, persons in
CDR 2 scored 8.4 on the SPMSQ and in CDR 3 an indistinguishable
8.7.102 The CDR correlates with screening tests of cognitive function
such as the SPMSQ103 and has good reliability.104 The CDR corre-
lates more strongly than do tests of mental status with functional
impairment.12,105

The clinical stage assigned depends on the pattern of the answers to
the questions on the rating scale form (Figure 10–1). The best descrip-
tion of the patient in each of six domains is checked off or circled on
the rating scale form. The six areas to be evaluated are memory, orien-
tation, judgment and problem solving, community affairs, home and
hobbies, and personal care. The CDR scale can be employed for the as-
sessment of older demented patients in primary care practice to have
a standard form to use to assess severity of dementia.

The shaded areas in Figure 10–1 show the defined range into which
the scores must fall in order to be assigned a specific CDR stage. Mem-
ory is considered the primary category, and if at least three other cate-
gories are given the same score as memory, then the rating is the same
as the rating that describes the memory function. Otherwise, if three
or more secondary categories are given a score greater or less than the
memory score, the rating is the score of the majority of the secondary
categories. If the secondary assessments lie to either side of the mem-
ory score, the rating is the same as the memory score.102 Alternative
algorithms for scoring the CDR have been devised to diminish the in-
fluence that the memory assessment has on the final CDR score.106

ASSESSMENT FOR LONG-TERM CARE

Various facets of assessment and instruments whose use helps
maintain consistency and a systematic approach are reviewed in this
book. It is hoped that assessment of areas such as performance of
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Shaded areas indicate defined range within which scores of individual subjects must fall to be 
assigned a given CDR.

M = Memory; O = Orientation; JPS = Judgment and problem solving; C = Community affairs;
HH = Home, hobbies; PC = Personal care.

Instructions for assigning the CDR are as follows:

Use all information and make the best judgment. Score each category (M, O, JPS, C, HH, PC) as 
independently as possible. Mark in only one box, rating each according to subject’s cognitive 
function. For determining the CDR, memory is considered the primary category; all others are 
secondary. If at least three secondary categories are given the same numerical score as memory, then 
CDR = M. If three or more secondary categories are given a score greater or less than the memory 
score, CDR = score of majority of secondary categories, unless three secondary categories are 
scored on one side of M and two secondary categories are scored on the other side of M. In this last 
circumstance, CDR = M.

When M = 0.5, CDR = 1 if at least three of certain others (O, JPS, C, HH) are scored 1 or greater 
(PC not influential here). If M = 0.5, CDR cannot be 0; CDR can only be 0.5 or 1. If M = 0, CDR = 
0 unless there is slight impairment in two or more secondary categories, in which case CDR = 0.5.
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EXAMPLES

OF INDIVIDUAL RATINGS

Figure 10–1 How to determine level of dementia using the CDR scale.
Source: Adapted with permission from The British Journal of Psychiatry, Vol. 140, pp.
566–572, © 1982, The Royal College of Psychiatrists.
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ADLs helps achieve some congruity between needs and resources. An
algorithm that provides an overview of long-term care assessment has
been suggested by Williams and Williams (Exhibit 10–13).107

Levels of care to be provided depend on the amount of medical,
ADL, or social help required. There is a continuum from acute hos-
pitalization to the skilled nursing facility to the intermediate care fa-
cility to domiciliary care to the person’s own home. The algorithm is
essentially a hierarchy based on mental state and the ability to per-
form ADLs and IADLs, as well as the need for special medical inter-
ventions, such as provision of oxygen.

If the issue is nursing home placement, precipitating factors should
be kept in mind.108,109 Why is nursing home placement being con-
sidered at this time? If a precipitating factor is relieved, can the per-
son be cared for at home? Is the precipitating factor a change in the
person’s functioning in a specific ADL? Has the coping ability of a key
caregiver become diminished? Thorough physical assessment and
documentation of mental status are essential. Issues of guilt and the
restructuring of family roles should not be neglected if the decision is
finally made that nursing home placement is the most appropriate
course of action.109

The primary care practitioner is in an excellent position to assess the
older person’s mental status and ability to perform ADLs and IADLs.
When decline is noted, it alerts the practitioner to search for a cause.
Perhaps help is no longer available to perform some necessary function.

Recommendations about resources prescribed or changes in routine
can be made to accommodate the loss. The line may be crossed when
it is no longer possible to provide enough assistance to keep the per-
son functioning adequately at home, and then alternative arrange-
ments such as nursing home placement can be recommended.

CASE STUDY: ASSESSMENT FOR LONG-TERM CARE

History

Mr. Smith was a fit 78-year-old white man who lived with his 67-
year-old wife in their own home. He exhibited considerable memory
impairment thought to be Alzheimer’s disease, scoring 5 of 10 on the
SPMSQ. He had no major physical problems. He performed ADLs with
some coaxing from his wife (e.g., bathing, dressing when she lays out
his clothes, and feeding himself). He had occasional lapses in judg-
ment, such as wandering and urinating at inappropriate places or

232 ADL AND IADL 
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Exhibit 10–13 Algorithm for Deciding Need for Long-Term Care

I. 1. Is the patient medically unstable?
2. Is the patient mentally unstable to the extent of being a danger to himself

or herself or others?

NO (continue below) YES � ACUTE HOSPITAL

II. 1. Is the patient totally disoriented chronically?
2. Is the patient immobile (i.e., always requires human assistance in loco-

motion)?
3. Does the patient have need of special therapy (e.g., intravenous line, tra-

cheostomy, oxygen, or ostomy)?
4. Does the patient require total supervision?
5. Does the patient require total ADL care?

NO (continue below) YES � SKILLED NURSING
FACILITY

or
HOME IF SUPPORT

AVAILABLE

III. 1. Does the patient have intermittent disorientation or wandering?
2. Does the patient fluctuate in ADL ability?
3. Does the patient require a structured environment—some supervision?
4. Does the patient require special therapeutics (e.g., complex diet, complex

medication schedule, close monitoring)?

NO (continue below) YES � INTERMEDIATE LEVEL
FACILITY

or
HOME IF SUPPORT

AVAILABLE

IV.  Can the patient do all of the following:
1. Feed self 7. Plan meals
2. Bathe 8. Use transportation
3. Dress 9. Use telephone
4. Use the toilet without help 10. Handle finances
5. Change position 11. Manage medications
6. Shop

NO (continue below) YES � HOME

V. Are resources available to meet these needs?

NO � DOMICILIARY CARE YES � HOME WITH SUPPORT

Source: Reprinted with permission from the  Journal of the American Geriatric Society, Vol. 30,
No. 7, p. 73, Lippincott Williams & Wilkins.
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times. The couple had no children. The man’s sister-in-law lived sev-
eral blocks away. A next-door neighbor provided assistance with shop-
ping and transportation to the physician’s office for years. In addition,
the neighbor had been a source of social interaction for the man’s wife.
Mr. Smith’s behavior made it difficult for Mrs. Smith to do some of the
things that she used to do for relaxation. She found a woman in the
neighborhood to sit with Mr. Smith so that she could run errands and
obtain some time for herself for respite.

Follow-Up

Over the years, Mr. Smith’s memory worsened, and catastrophic re-
actions increased in frequency and intensity. He hallucinated and
talked to himself in the mirror. He frequently did not recognize his
wife, which of course disturbed her. Mr. Smith’s physician helped Mrs.
Smith realize that she had become socially isolated, depressed, and
even more preoccupied with her husband’s care than in years past. In-
terviewing Mrs. Smith, the physician rates Mr. Smith’s behavior ac-
cording to the Texas Tech Functional Rating Scale for the Symptoms
of Dementia. His score was 30. On occasion, the physician in similar
circumstances has used the Moore Functional Dementia Scale as a
questionnaire for the family member while the patient was being ex-
amined.

Resolution

Because of Mr. Smith’s deteriorating ability to perform ADLs, in-
creasing confusion, and catastrophic reactions, including wandering,
the physician recommends nursing home placement. The physician
anticipates guilt and depression in Mrs. Smith and plans to counsel
her to deal with the loss of the husband she knew.

CONCLUSION

The use of instruments to assess the functional status of older per-
sons is an area that physicians frequently neglect. For the older adults,
however, functional assessment is critical because the ability to re-
main independent may hinge on the ability to perform ADLs.1,9 The
focus on functional needs puts the emphasis on what is important to
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the person. How can the person maximize functioning at home and
in the community? The functional status directs attention to the
health and support services required and the possible alternative set-
tings or levels of care.110

A systematic approach to functional assessment is helpful because it
provides a task-specific framework to check that the person can per-
form (or has help performing) the tasks that are required to live inde-
pendently, such as toileting or preparing meals. In fact, problems
found in these areas should be listed alongside the patient’s medical
problems, thereby yielding a clear picture of his or her difficulties,
which can then be organized to find a solution. As Weed suggested,
creating such a problem list may help the clinician find hitherto un-
recognized correlations among physical, mental, and functional
spheres.111 The comprehensive problem-oriented medical record
keeps the constellation of medical diagnoses, undiagnosed condi-
tions, and problems of daily living to the fore.
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11

Social Assessment

Social assessment, like medical, mental health, and functional
assessment, is a critical element of any comprehensive geriatric
assessment.1 Social assessment for older patients has multiple

dimensions that include but are not limited to the sources of formal
and informal help available to the older person from their social
networks. With more than 80% of all care delivered by family care-
givers,2 the social assessment will frequently require an assessment
of the older person and his or her caregivers.

In addition to assessing the social support of the client and the pri-
mary caregiver, the financial, environmental, and spiritual dimen-
sions must be assessed, as well as the client’s health and long-term
care coverage. By using a multidimensional assessment, the practi-
tioner will be able to identify potential risks or issues ranging from
older person neglect and mistreatment to premature or unnecessary
institutionalization.

Social assessment is essential to a comprehensive assessment because
it provides information that is vital to understanding the contextual
reality of the client’s life. This permits either the individual assessor or
the geriatric assessment team to develop an effective and appropriate
care plan that addresses current and future risks to the geriatric client
and his or her caregiver. However, although the importance of the so-

Carmen Morano and Barbara Morano

241

Gallo_CH11_241-272  8/1/05  5:53 PM  Page 241



cial assessment is well established, great inconsistency exists in the ex-
act dimensions that should be included, who performs this part of the
assessment, and how the information is gathered.

The social assessment may be the most time-consuming element of
a comprehensive assessment. It may easily take the team or indepen-
dent practitioner as long or longer to complete the social part of the
assessment as it does to complete the medical or functional assess-
ment. However, without such a complete assessment, the capacity to
plan for care will be adversely affected. Although there is no special
sequence that needs to be followed in conducting a social assessment,
it is important that it is completed in a standardized way. The needs of
the client, family, agency, and practitioner will dictate how it is con-
ducted. All of the information discussed in this chapter constitutes
the basics of a comprehensive social assessment.

ASSESSMENT OF SOCIAL SUPPORT

For many older adults, life is immeasurably enhanced by their rela-
tionship with their families. Similarly, the life of many families is im-
measurably enhanced by their involvement with an older parent,
grandparent, and great-grandparent. The benefits of this type of inter-
generational relationship are reciprocal. Older members of the family
may give gifts and financial aid or assist with domestic chores such as
housekeeping or regular or intermittent child care. Currently, more
than 2.5 million grandparents are raising their grandchildren.3 In ad-
dition to assisting with a variety of tasks, older family members also
provide a sense of membership and connectedness4 as well as a sense
of life cycle to younger members.

On the other hand, younger family members provide companion-
ship, care management, nursing, transportation, and a source of pride
to older members. The current cohort of adult children who find
themselves caring for older parents can be actively engaged with their
own family and work responsibilities, to those in the growing cohort
who are themselves at retirement age or older. One fourth of all care-
givers are 65 to 74 years of age, and 10% are over the age of 75 years.3

One in 10 persons over the age of 65 years has a child who is at least
65 years of age.5 Not uncommonly, the caregiver is a woman in her
60s caring for a mother in her 90s. Trends toward smaller families and,
hence, fewer adult children to serve as caregivers, as well as the in-
creasing participation of women in the workplace, further strain the
support system for the older person.
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The assessment of the social situation, particularly of the support
available to the person unable to perform independently all of the ac-
tivities of daily living (ADLs), is significantly intertwined with the is-
sues surrounding nursing home placement. Numerous studies indicate
that the presence of a caregiver is the most important factor in the dis-
position of older patients from the hospital.6–12 A clinic at the Univer-
sity of Wisconsin assessed persons with Alzheimer’s disease who were
living in the community at the time of assessment. Those who eventu-
ally had to be placed in a nursing home did not differ from the others
in their ability to perform ADLs or in health status. The major precipi-
tating reason for placement was the lack of a willing caregiver.8 Despite
myths to the contrary, families continue to provide help for their older
members, sometimes stretching financial and emotional resources to
the limit.

The support system of older adults is comprised of three compo-
nents: the informal network, the semiformal support system, and for-
mal supports.13,14 Informal supports are provided by family and
friends; semiformal support refers to the support provided by neigh-
borhood organizations such as churches or senior citizen centers.13

Formal supports include financial (Social Security, Supplemental So-
cial Security), medical (Medicare, Medicaid), as well as social welfare
agencies and private fee-for-service providers.

Informal supports are generally accessed by the older persons them-
selves and are often based on a number of factors. Proximity to the
care receiver, cultural beliefs about who is the most appropriate person
to help, prior relationships, and the availability of the caregiver are just
a few of the determining factors. The informal network is traditionally
thought of as the constellation of social relationships that provide not
only social interaction and discourse, such as daily phone contact, but
also assistance with chores such as transportation to the physician’s of-
fice or to the grocery store. Although the informal social network is the
constellation of a person’s social relationships, social support is the ac-
tual help (i.e., financial, emotional, or otherwise) that the social net-
work provides.15 Persons in the social network may or may not be
helpful (i.e., provide social support).

For example, although a son lives nearby to a parent, this does not
ensure that adequate support is being provided for an older widowed
mother. Neighbors who deal with the older person on a daily basis
may form the helping network that performs chores or errands for
her. At times, the family may be unaware of the extent of the help
provided by this natural helper network; indeed, the older person
may not fully comprehend it.16 The postal carrier who sees to it that
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the mail is picked up, the grocery clerk who helps with bags, and
neighbors who bake and share their cooking and company are ex-
amples of natural helpers. In rural communities, informal helpers
may acquire considerable importance because of geographic isola-
tion and reluctance to participate in formal programs.17 Some rural
older persons are not comfortable receiving even informal assistance
unless they have accumulated social credit, that is, they have helped
others.18

Semiformal supports such as church groups, neighborhood organi-
zations, and clubs are also important sources of social support for
older adults. For many of these kinds of support, the older adult will
usually have had some prior relationship with the organization and
must take the initiative to gain access to services and might require
encouragement or assistance to do so from health professionals or
family members. Unfortunately, some older adults resist using this
type of support because of a genuine concern for how their need for
assistance will be perceived.

Finally, there is the formal support system that consists of public
and private social welfare and social service agencies and the public
and private health care delivery agencies. These programs play an im-
portant role in the social and physical well-being of older persons, es-
pecially in a mobile, industrialized society in which children move far
from their parents. Unfortunately, the adequate funding of these for-
mal public support programs is becoming more and more problematic
for local, state, and federal agencies. A large body of evidence indi-
cates that there is significant variation in the availability of these ser-
vices from one region to another, as well as variation in who uses
them. Race, ethnicity, gender, and the availability of an informal care-
giver are just a few of the factors that have been found to predict use
of formal services. Although the use of private fee-for-service social
service models (i.e., private geriatric care management) is limited to
those with adequate resources, their use will continue to grow in im-
portance as more consumers purchase long-term care insurance.

Professionals who are providing care for older people should famil-
iarize themselves with the available support and get a sense of what in-
formal, formal, and semiformal help the older persons have employed
in the past and what the experience was like. This latter question will
help to explain the client’s willingness or resistance to accessing
needed support.

The assessment of social support can be conducted in a structured
manner through the use of a variety of instruments that have been
tested over time or through a more informal means by asking a series
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of questions aimed at gathering information about who provides help
and support to both the older adult and the caregiver. The most fruit-
ful method for providing the practitioner with the desired informa-
tion may be a combination of a structured assessment instrument and
open-ended questions.

If the practitioner believes that the use of a formal scale would ei-
ther be too time consuming or inappropriate, a number of options are
available. Kane19 has recently suggested that the minimum assess-
ment of a person’s social network should consist of three questions:
(1) whether the person has anyone he or she can contact when the
person needs help and who that person is, (2) how many relatives
other than children the person feels close to and with whom he or she
has contact at least once a month, and (3) how many friends the per-
son feels close to and has contact with at least once a month. Al-
though these questions certainly would provide some sense of the size
of the social network and whether at least one person could be
counted on for assistance, social support might more critically be seen
as not only the numbers of persons, but also the willingness of those
persons to provide assistance when needed.19,20

One scale that can be considered for assessment of social support is
the Lubben Social Network Scale (Exhibit 11–1).21 This scale, through
a series of 10 questions representing five categories (family network,
friends network, confidant relationships, helping others, and living
arrangements), seeks information about the nature of the client’s so-
cial support system. The score is obtained by adding up the scores on
each of the 10 items, with a possible range of scores from 0 to 50. A
score below 20 indicates a risk for limited social network. An espe-
cially low score in any of the five categories will also provide impor-
tant information that could be explored further with the client. This
instrument can be used equally well with the client and the caregiver
to provide a broad-based picture about the size of the support network
and its availability to assist with care and decision making.

Another formal assessment instrument is the Norbeck Social Sup-
port Questionnaire,20,22 which has been shown to have strong con-
struct validity. Moreover, it has been demonstrated to have utility for
measuring social support not only with caregivers, but also for the
clients themselves. This instrument’s subscales likewise permit the
determination of the areas in which a person perceives adequate so-
cial support and those areas in which the person perceives social sup-
port is lacking. The scale permits the ascertainment of information
about complex social networks, including the actual perceived
sources of support. Furthermore, this measure of social support has
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Exhibit 11–1 Lubben Social Network Scale (LSNS)

FAMILY NETWORKS

1. How many relatives do you see or hear from at least once a month (note:
include in-laws with relatives)?

0 � zero 3 � three or four
1 � one 4 � five to eight
2 � two 5 � nine or more

2. Tell me about the relative with whom you have the most contact. How
often do you see or hear from that person?

0 � zero 3 � three or four
1 � one 4 � five to eight
2 � two 5 � nine or more

3. How many relatives do you feel close to? That is, how many of them do you
feel at ease with, can talk to about private matters, or can call for help?

0 � zero 3 � three or four
1 � one 4 � five to eight
2 � two 5 � nine or more

FRIENDS NETWORKS

4. Do you have any close friends? That is, do you any friends with whom you
feel at ease, can talk to about private matters, or can call on for help? If so
how many?

0 � zero 3 � three or four
1 � one 4 � five to eight
2 � two 5 � nine or more

5. How many of these friends do you see or hear from at least once a month?

0 � zero 3 � three or four
1 � one 4 � five to eight
2 � two 5 � nine or more

6. Tell me about the friend with whom you have the most contact. How often
do you see or hear from that person?

0 � � monthly 3 � weekly
1 � monthly 4 � a few times a week
2 � a few times a month 5 � daily
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CONFIDANT RELATIONSHIPS

7. When you have an important decision to make, do you have someone you
can talk to about it?

Always Very Often Often Sometimes Seldom Never
5 4 3 2 1 0

8. When other people you know have an important decision to make, do they
talk to you about it?

Always Very Often Often Sometimes Seldom Never
5 4 3 2 1 0

HELPING OTHERS

9a. Does anybody rely on you to do something from them each day (e.g.,
shopping, cooking dinner, doing repairs, cleaning house, providing child
care, etc.)?

NO—if no, go on to 9b.
YES—if yes, 9 is scored 5 and skip to 10

9b. Do you help anybody with things like shopping, filling out forms, doing
repairs, and providing child care?

Always Very Often Often Sometimes Seldom Never
5 4 3 2 1 0

LIVING ARRANGEMENTS

10. Do you live alone or with other people (note: include in-laws with the
relatives)?

5 Live with spouse
4 Live with other relatives or friends
1 Live with other unrelated individuals (e.g., paid help)
0 live alone

TOTAL LSNS SCORE
SCORING
The total LSNS score is obtained by adding up scores from each of the 10
individual items. Thus, total LSNS scores can range from 0 to 50. Scores on each
item were anchored between 0 to 5 in order to permit equal weighting of the 10
items. It is suggested that a score below 20 indicates risk for limited social
networks.

Gallo_CH11_241-272  8/1/05  5:53 PM  Page 247



been linked to life stress indicators, suggesting that the low social
support scores are likely to be predictive of high stress and high
scores low stress. As has already been noted, it is this stress that puts
many older adults at risk for institutionalization. Also, as is discussed
in detail later in this chapter, stress has been linked to older person
mistreatment as well.23

ASSESSMENT OF CAREGIVER BURDEN
AND SATISFACTION

Ample research has found that the task of caregiving can be de-
manding and onerous to the caregiver and results in both negative
and positive outcomes. Research suggests a clear link between the
caregiver’s perceived burden and the risk of depression among care-
givers.24,25 Furthermore, caregiver depression, particularly among
those caring for family members with Alzheimer’s disease, has been
linked to increased risk of older person abuse.26 These risks suggest
that it is crucial for the practitioner to assess carefully for caregiver
perception of burden in addition to the actual tasks being provided.

Caregiver burden has long been recognized as a mulitdimensional
construct.25,27,28 The potential sources of caregiver burden have also
been conceptualized into three primary components.29 The first deals
with the impairment of the older adult, including assessing the ability
to perform ADLs, sociability, disruptive behavior, and mental status.
Second, the tasks that correspond to the older adult’s needs are rated
as difficult, tiring, or upsetting. Dealing with bowel or bladder incon-
tinence, for example, would probably be considered more difficult,
tiring, and upsetting than assisting with meals. Finally, the impact of
the behaviors and associated tasks on the caregiver’s life is assessed.
For example, having to care for an older family member may result in
a change of job, quitting or turning down a promotion, or redefined
family relationships.29

Although the severity of symptoms, degree of impairment, and the
length of time one has been providing care alone may be a poor pre-
dictor of the degree of caregiver stress,30 the occurrence of problem-
atic behaviors by the care receiver and the caregivers perception or
appraisal of his or her situation are two of the prime predictors of
caregiver burden.31

A number of instruments can be used to assess the caregiver’s bur-
den, as well as the caregiver’s appraisal of the situation. Instruments
such as the Caregiving Hassles Scale32 and the Zarit Burden Inter-
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view33 can be used to assess the degree or amount of care the caregiver
provides. One of the most often used scales to measure the caregivers
perception of burden is the Lawton Scale of Appraised Burden.27,34

The Caregiver Burden inventory28 is a multidimensional scale that
measures five domains (time, developmental, physical, social, and
emotional) of burden that can be especially helpful in completing a
comprehensive assessment of caregiver burden. Each domain includes
five items (except physical burden, which has four) that enable the
practitioner to assess specific sources of potential burden, as well as an
overall measure of caregiver burden (Exhibit 11–2).

For many caregivers, the provision of care to a loved one can result
in feelings of life satisfaction,35 uplifts,36 and mastery.37 The care-
giver’s perceived satisfaction, or what is termed caregiving gain,38 has
been linked with positive outcomes.35 Just as burden is a risk factor to
burnout and older person maltreatment, satisfaction is an important
protective factor that can mediate the effects of burden. The scale de-
veloped by Lawton27 is a short 5-item scale that can be used to mea-
sure appraisal of satisfaction.

Both caregiver burden and satisfaction are often linked with the
caregiver’s coping capabilities and perception of mechanisms he or
she can use to assist in handling the stresses inherent in the caregiv-
ing situation.39 Ample evidence suggests that a caregiver who uses a
problem-focused type of coping style will fare significantly better than
those caregivers who use an emotion-focused coping style. It is useful
for the clinician to seek information about the coping style, including
the use of a variety of techniques that have been described by Pearlin
and Schooler,40 Pearlin and Skaff,41 and Stephens et al.42 Although not
always recognized as part of the social assessment, a number of scales
can identify the caregivers type of coping style.

Given the increased physical burden of caregiving and that many
caregivers are over the age of 65 years,5 assessing the physical well-
being of the caregiver has practical value as well. The caregiver with
cardiovascular problems, arthritis, or chronic back problems cannot
be expected to do heavy lifting in the course of caring for an impaired
older person. This emphasizes again the need to consider the func-
tional status of older caregivers. In one survey, one third of caregivers
rated their health as fair or poor.5 Other investigators showed that
caregivers had three times as many stress-related symptoms and used
more psychoactive drugs than similar control subjects.25

In addition to assessing burden and coping styles, the clinician might
wish to expand the caregiver assessment into other areas that are likely
to affect the caregiver’s ability to provide useful care. Although this may
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Exhibit 11–2 Novak and Guest Caregiver Burden Inventory

Please circle the number that best reflects your experience.

Not at all descriptive 0
Somewhat descriptive 1
Descriptive 2
Somewhat descriptive 3
Very descriptive 4

Score

1. My care receiver needs my help to 0 1 2 3 4
perform many daily tasks.

2. My care receiver is dependent on me. 0 1 2 3 4

3. I have to watch my care receiver 0 1 2 3 4
constantly.

4. I have to spend to help my care receiver 0 1 2 3 4
with many basic functions.

5. I don’t have a minute’s break from my 0 1 2 3 4
caregiving chores.

Time Dependence Burden Score

1. I feel that I am missing out on life. 0 1 2 3 4

2. I wish I could escape from this situation. 0 1 2 3 4

3. My social life has suffered. 0 1 2 3 4

4. I feel emotionally drained because of 0 1 2 3 4
caring for my care receiver.

5. I expected that things would be different 0 1 2 3 4
at this point in my life.

Developmental Burden Score

1. I’m not getting enough sleep. 0 1 2 3 4

2. My health has suffered. 0 1 2 3 4

3. Caregiving has made me physically weak. 0 1 2 3 4

4. I’m physically tired. 0 1 2 3 4

Physical Burden Score Score*

Score

Score
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Please circle the number that best reflects your experience.

Not at all descriptive 0
Somewhat descriptive 1
Descriptive 2
Somewhat descriptive 3
Very descriptive 4

Score

1. I don’t get along with other family 0 1 2 3 4
members as well as I used to.

2. My caregiving efforts aren’t appreciated 0 1 2 3 4
by others in my family.

3. I’ve had problems with my marriage. 0 1 2 3 4

4. I don’t do as good a job at work as I 0 1 2 3 4
used to.

5. I feel resentful of other relatives who could 0 1 2 3 4
but do not help.

Social Burden Score

1. I feel embarrassed over my care receiver’s 0 1 2 3 4
behavior.

2. I feel ashamed of my care receiver. 0 1 2 3 4

3. I resent my care receiver. 0 1 2 3 4

4. I feel uncomfortable when I have friends 0 1 2 3 4
over.

5. I feel angry about my interactions with 0 1 2 3 4
my care receiver.

Emotional Burden Score

Total Burden Score

*Because this subscale only has four items, use a multiplier of 1.5 to determine a raw score
that is equivalent to the other five-item subscales.

A score of greater than or equal to 10 on any subscale indicates a potential area of caregiver
burden.

Score

Score
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lengthen the process, if conducted by a coworker or ancillary worker,
this part of the assessment may be conducted while the physician is
completing other parts of the assessment. Areas of caregiver assessment
that should also be considered included a formal assessment for depres-
sion, as well as one of the caregiver’s social support system, mental 
status, and functional status. Caregiver depression can increase the care-
giver’s sense of hopelessness in coping with the caregiving experience. It
is also possible that while the primary client may describe a reasonable
support system, the caregiver may describe a very different one. When
this is the case, the physician needs to view the caregiver as fragile and
in need of strengthening through the infusion of external services. Of
equal importance is taking the time to check the mental and functional
status of the caregiver. Clinical experience with caregivers of persons
with Alzheimer’s has shown caregivers who are as cognitively impaired
as and sometimes more than the family members diagnosed with the
disease. Such a caregiver, particularly when a spouse, is often simply bet-
ter at hiding the problem than the diagnosed family member. This kind
of caregiving situation could easily result in both persons suffering from
lack of care. A similar possibility exists if the clinician fails to assess the
functional ability of the caregiver. Again, clinical experience has demon-
strated that it is not unusual to have a caregiver that has equal or greater
functional impairment than the primary client.

Although the need for assessing these may appear obvious, clinical
experience suggests that these areas are often overlooked. Unad-
dressed, these issues may affect the ability of the caregiver to provide
care, thereby resulting in a more rapid institutionalization of the pri-
mary client and medical compromise and premature placement of the
caregiver.

ASSESSMENT OF OLDER PERSON MISTREATMENT

Although it is likely that older persons have been mistreated
throughout history, only recently have health and mental health
providers and the legal system teamed up in an effort to heighten social
awareness of the problem of older person abuse and neglect.43 Account-
ing for this change in the last half of the 20th century is not only the
increased numbers of the older population, but also a willingness by
providers and society to intervene within the privacy of the family.
Older adults are vulnerable to mistreatment because they are more
likely to be suffering from physical and cognitive impairments, which
necessitate a reliance on caregivers and family members for basic needs.
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It is critical that the health care provider understand the extent and
seriousness of older person mistreatment. The National Elder Abuse
Incidence Study (NEAIS)44 indicated that approximately 450,000
older adults living in noninstitutional settings were abused or ne-
glected in 1996. The study also suggests that if the number of older
adults who self-neglect are included the number increases to over
500,000, an increase of 150% since 1986. The most common form of
older person maltreatment that is reported and substantiated is ne-
glect, which comprises almost one half of all reported cases.44 Al-
though these numbers may seem to suggest that abuse is a rare event,
the NEAIS suggests that many older adults who are abused and ne-
glected never come to the attention of the authorities.44 It is esti-
mated that less then one fifth of all cases of older person mistreatment
are reported and that less than half of those cases are substantiated.44

This study also found that only 16% of the abusive situations are re-
ferred for help—84% remain hidden. Although a few studies estimate
that between 3% and 5% of the older population has been abused, the
Senate Special Committee on Aging estimates that there may be as
many as 5 million victims every year.44

Currently, all 50 states and most US territories have either adult
protection statutes or older person abuse statutes. However, report-
ing is not mandated in every state, with seven states relying on vol-
untary reporting to identify cases of older person mistreatment.43

These laws are specifically designed to assist with providing needed
social services to older adults who are the victims of mistreatment.
Although it is true that in some states these statutes are part of the
criminal code in which punishment of the abuser is of equal con-
cern, in almost all states in which there are criminal protective
statutes, there are also statutes whose purpose is to help provide
needed assistance to the older adult who may be the victim of such
mistreatment.

Another problem facing reporting is the lack of uniform definitions
of older person abuse and neglect. Although physical abuse is more
clearly defined, emotional and/or psychologic abuse is more subjec-
tive. Many professionals question whether self-neglect should be in-
cluded in the estimates of the problem. The definitions established by
the 1987 amendments to the Older Americans Act include the follow-
ing in defining maltreatment: physical abuse (including sexual abuse),
emotional or psychologic abuse, financial exploitation, neglect by
others, and self-neglect.

Although still in its infancy, research in the field of older person
abuse and neglect has provided useful information regarding how to
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identify those at risk for abuse and neglect. Most often, those at risk
are among the more physically vulnerable who are often dependent
on family members for physical care.45 Other studies suggest that the
most vulnerable are women36 and that abuse is equally divided be-
tween spouse caregivers and child caregivers.23,46 More recently, sev-
eral studies have suggested that the prevalence of violence may be
greater in families providing care to a member with Alzheimer’s dis-
ease.26,47,48 Moreover, these articles also suggest there are some unique
factors that place persons suffering from Alzheimer’s at greater risk for
violence. These included depression, living arrangement, burden,
years of care, hours of care per day, and whether the caregiver was the
object of violence from the primary client.26,47,48 It is important to re-
member that this work focuses on those older adults who are living in
the general community. Little work has been done on the presence of
violence and neglect in institutional settings. Yet many of the older
adults that health care providers see are living in just such situations.

As with other aspects of social assessment, assessment of older per-
son mistreatment may be accomplished with the use of formal instru-
ments or modifications of formal instruments. The abuse assessment
instrument developed by Fulmer and Wetle49 quickly assesses patients
presenting in an emergency department setting. This instrument pro-
vides the health care provider with the types and range of questions
that he or she needs to ask.

The importance of completing some type of older person mistreat-
ment screening is no less important in settings other than the emer-
gency room (i.e., home health, social service, and care management).
The Elder Abuse Screen (see Exhibit 11–3) is a short questionnaire that
can be administered by social workers and other nonhealth providers
that will help to identify an increased potential for current and future
older person maltreatment.

Assessment of older person mistreatment for many health providers
constitutes a number of ethical dilemmas. Because state laws require
reporting suspected older person mistreatment, providers are con-
cerned that doing so may damage the doctor–patient bond. Although
this concern is understandable, failure to assess for older person mis-
treatment increases the risk of premature institutionalization and in
some cases premature death. Additionally, although the state has 
the responsibility to offer an intervention to prevent future abuse, the
older adult is not required under law to accept those services. The eth-
ical dilemma faced by a provider when an older adult refuses services
is determining whether that older adult is capable of making deci-
sions to refuse services. If the patient has the cognitive ability to make
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an informed choice and refuses services, the older person’s decision
must stand. However, if there is some question about capacity, addi-
tional action must be taken.

Regardless of the setting, the practitioner must ensure that adequate
and appropriate referral is made to either adult protective services or
another social service agency capable of providing the needed inter-
ventions. The health care provider must understand, just like the vic-
tim, that mistreatment rarely just stops, nor does it stop with some
counseling.50,51 Bringing an end to maltreatment requires consistent
and ongoing intervention in almost all cases.

ECONOMIC ASSESSMENT

Complaints that a patient brings to the physician’s office can be a di-
rect result of economic factors. Weight loss may occur when a patient
cannot afford proper nutrition or dentures that fit. Medical compro-
mise can occur when an older person fails to take prescribed medica-
tion or alters the dose because of financial considerations. The clinician
may or may not use formal screening instruments; however, without
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Exhibit 11–3 The Elder Abuse Screen

1. Is the client alert and oriented?
2. What is the physical appearance of the client and caregiver?

a. Personal hygiene
b. Clothing

3. How does the client interact with the identified caregiver?
a. Observe verbal and nonverbal communication between the client and

identified caregiver.
b. Does the client exhibit anxiety when the caregiver is present?
c. Are the verbal statements of the caregiver consistent with what you are

observing?
4. Does the caregiver appear anxious about your visit/meeting?
5. Does the caregiver cooperate with your request to have some private time

with the client?
6. What type of supports does the caregiver have?
7. How often does the caregiver get a break from his or her caregiving

responsibilities?
8. How often does the client get out of the home to attend doctors’

appointments or other activities?
9. How are the finances of the client managed?

10. Are there other persons who regularly come in contact with the client?
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assessing financial factors, the care plan or recommended therapy
may be impractical. This part of the geriatric assessment deserves at-
tention to prevent financial exploitation and the unintentional dissi-
pation of assets as well as minimizing future barriers to accessing
long-term care.

An economic assessment needs to include an evaluation of personal
income and assets, as well as health insurance. The clinician may feel
uncomfortable asking clients about financial status. Clues, such as the
condition of the clothing, personal hygiene, as well as the condition
of teeth, could indicate that economic difficulty is sometimes over-
looked or attributed to other causes. A home visit may provide a more
comprehensive picture of the economic status of the older adult than
is possible elsewhere. Although the focus and depth of the questions
that need to be asked will vary depending on the presenting situation,
the instrument developed by Fillenbaum52 (Exhibit 11–4) provides a
useful guide to complete an economic assessment.

A rough indication of the adequacy of financial resources is the abil-
ity to spend money on small luxuries. Living on fixed incomes makes
it difficult to juggle unexpected expenses. Out-of-pocket expenses for
health care may cut significantly into the older adult’s ability to use
money for other purposes. As public long-term care supports dimin-
ish, self-paid health care, including chronic care in the home, will be-
come much more common. According to Campsi et al. (p. 12),53 “The
amount of cash spent on care is higher now than it was before the en-
actment of Medicare and Medicaid.” Although the total assets of the
older person, such as a paid-for house, may be substantial, these assets
may not be available to pay day-to-day bills. A home may have fallen
into disrepair because taxes and maintenance costs have increased. If
income is low, the older adult may choose deprivation rather than sell
a familiar house. Consequently, what the older person once thought
was an adequate savings for his or her later years may no longer even
pay the bills.

Many older persons who need financial help do not receive it sim-
ply because they are unaware of where or how to receive it. In addi-
tion to a bureaucracy that can be overwhelming, some older persons
may be poorly educated, even illiterate, or have such a poor com-
mand of the English language that they lack knowledge of or the abil-
ity to access available assistance. For those who might have the
knowledge and ability to access assistance, the stigma of public assis-
tance keeps some older people from even making an inquiry about ac-
cessing it.
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Exhibit 11–4 Economic Resources Assessment Scale of the Older Americans
Resources and Services Multidimensional Functional Assessment Questionnaire

1. Are you presently employed full-time, part-time, retired, retired on
disability, not employed and seeking work, or not employed and not
seeking work? Or are you a full-time student or a part-time student?

2. What kind of work have you done most of your life?
3. Does your spouse work or did he or she ever work?
4. Where does your income (money) come from (i.e., yours and your spouse’s)?

Earnings from employment
Income from rental, interest from investments, etc.
Social Security (but not Supplemental Security Income)
Veterans Administration Benefit
Disability payments not covered by Social Security, Supplemental Security

Income, or the Veterans Administration
Unemployment compensation
Retirement pension from job
Alimony or child support
Scholarships or stipends
Regular assistance from family members
Regular financial aid from private organizations and churches
Welfare payments
Other

5. How much income do you and your spouse have in a year?
6. How many persons live on this income (i.e., it provides at least half their

income)?
7. Do you own your own home?
8. Are your assets and financial resources sufficient to meet emergencies?
9. Are your expenses so heavy that you cannot meet the payments? Can you

barely meet the payments, or are your payments no problem to you?
10. Is your financial situation such that you believe you need financial

assistance or help beyond what you are already getting?
11. Do you pay for your own food, or do you get any regular help with costs of

food or meals?
12. Do you believe that you need food stamps?
13. Are you covered by any kinds of health or medical insurance?
14. Please tell me how well you think you and your family are now doing

financially as compared with other persons your age—better, about the
same, or worse.

15. How well does the amount of money you have take care of your needs—
very well, fairly well, or poorly?

16. Do you usually have enough to buy little extras, that is, those small
luxuries?

17. Do you believe that you will have enough for your needs in the future?

Source: Reprinted with permission from Fillenbaum G, Multidimensional Functional Assess-
ment of Older Adults: The Duke Older Americans Resources and Services Procedures. Hillsdale, NJ:
Lawrence Erlbaum Associates; 1988:130–135.
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Health insurance is both a long-term care planning resource and an
immediate defense against the high cost of health care. There are four
categories of health insurance in the United States: Medicare, Medic-
aid, private health insurance, and long-term care insurance.

MEDICARE

Medicare, the government health insurance program for the older
person and the disabled, is primarily an acute-care coverage system.
Medicare pays about 75% of hospital bills, 55% of physician bills, and
only 2% of nursing home bills. Part A of Medicare pays for 90 days of
hospitalization and the first 20 days of skilled nursing facility care.
The next 80 days of rehabilitative care are partially covered. After that,
the resident uses personal resources, which at current nursing home
costs would rapidly deplete all but the most wealthy person’s re-
sources.

Part B pays for physician services up to 80% of “reasonable charges”
as determined by the program (after an annual deductible). Physicians
who accept “assignment” are paid directly by the program and agree
to accept the sum as final payment.54 Medicare is not a provider of
long-term coverage.

Medicare Part D, which is legislated to go into effect in 2006, will
provide limited coverage of medications for Medicare beneficiaries.
Unfortunately, as this text is going to press, it is still not certain
whether this legislation will remain as originally drafted or undergo
substantial changes before taking effect. As the legislation was crafted,
Medicare beneficiaries will become eligible to participate in a variety
of plans that would cover approximately $1,400 of the consumer’s
first $5,000 in medication expenses. The projected monthly premium
for this coverage will be approximately $35.00.

MEDICAID

Medicaid is a joint federal and state means tested health care and
long-term care insurance available to those who fall within certain in-
come and asset limitations. Many states also allow middle-income cit-
izens to acquire Medicaid in community settings under “Medicaid
Waiver” home and community-based programs. Eligibility require-
ments differ from state to state. More recently, many states have at-
tempted to control the costs of the various Medicaid programs by

258 SOCIAL ASSESSMENT

Gallo_CH11_241-272  8/1/05  5:53 PM  Page 258



moving those covered by Medicaid into a number of managed care
programs. The success and the future of this trend remain less than
clear.

PRIVATE HEALTH INSURANCE

Many older patients are also covered by a supplemental policy
through a private company. The supplement, also known as a Medigap
policy, may pay for health care costs not covered by Medicare. These
policies cover some or all of the charges not paid for by Medicare, de-
pending on the type of policy selected. As would be expected, the
more coverage provided, the higher the monthly premiums are. Pri-
vate insurers, including Health Maintenance Organizations (HMOs)
and Preferred Provider Organizations (PPOs), may also be the primary
payer for those Medicare beneficiaries who have elected coverage un-
der the Medicare�Choice program. This has come to be known as
“Managed Care Medicare.” Private health insurance, whether man-
aged care or fee-for-service/indemnity plans, is not long-term care in-
surance, but rather a subsidy for medical treatment and acute care.

LONG-TERM CARE INSURANCE

Long-term care insurance is the newest type of health insurance
that specifically provides benefits for chronic care services, including
personal care assistance, nursing home care, or assisted living. Policies
differ with respect to coverage limits and options. Premiums are cal-
culated based on policy choice and age of applicant. Typically, those
over 80 years old may find the premiums prohibitive and not a good
investment.

Planning for retirement and ensuring that appropriate arrange-
ments are made are each a field in their own right.55 For most persons,
income falls after retirement, but at the same time, retirees expect that
their standard of living will not change. Indeed, this is the desirable
goal toward which retirement planning strives. It is estimated that
about 64% of preretirement income would be needed from interest
and dividend income, pensions, and Social Security in order to main-
tain the same living standard as before retirement.56

Older adults constitute a largely untapped resource. This is true
from an economic perspective as well as from a personal and societal
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one. The care of some frail older adults might be partially provided by
healthy older people with special training. Teachers’ aides and foster
grandparent are other roles for retirees. Retired adults might choose to
continue working, performing tasks (not yet paying full market
wages).57 Because many older adults can expect to live 1 to 2 decades
after retirement, such options could provide more opportunities for
the productive use of time.

Retirement in the future will reflect changing careers, mobility of
the workforce, flexible work hours, shortened workweeks, and favor-
able attitudes toward work and retirement. In some settings, retire-
ment is gradually phased in, as the older adult has a shorter and
shorter workweek. Some older workers may remain as temporary con-
sultants. Mental and physical functioning may be maintained
through the pursuit of volunteer activities and hobbies, which health
professionals should actively encourage.

Anticipatory guidance with regard to the use of time, maintaining
self-esteem, attitudes toward household tasks, and the moderate use of
alcohol and tobacco may be useful to the retiree. Dr. Gene Cohen, for-
mer Director of the National Institute on Aging, suggested that older
adults develop a “social portfolio” containing four compartments: (1)
group active (activities that involve others actively, such as tennis or
travel), (2) group passive (such as discussion groups centered around
movies or books), (3) individual active (walking and gardening are ex-
amples), and (4) individual passive (such as reading, woodworking, or
knitting). Then when occupational roles wane, the older adult is ready
with a portfolio of other activities that keep the mind and body active.

ASSESSMENT OF THE ENVIRONMENT

A health care provider needs to be aware of problems in the client’s
environment that may limit his or her ability to carry out a care plan.
The goals of the environmental assessment are to promote mobility,
reduce the likelihood of falling, ensure continued independence, and
improve the quality of life. In many cases, the assessment of the home
brings out problems that are not readily apparent during an office in-
terview.58 A thorough environmental assessment should include such
issues as the condition of the living arrangements, the nature of the
neighborhood, including the physical infrastructure, and the trans-
portation system.

It is well established that when given a choice, most older adults
would prefer to remain in their home.59 Yet for someone whose mo-
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bility is compromised and whose sight and hearing may be im-
paired, the home environment can be a help or a hindrance. “The
architecture of chronic care brings new meaning to the famed
Chicago architect Louis Sullivan’s dictum that ‘form follows func-
tion.’”60 Environmental assessment and modification can promote
mobility and reduce the likelihood of falling. Falling is the leading
cause of death in women and the fourth leading cause of death in
men between 65 and 85 years of age. It is the leading cause of death
for men and women over the age of 85 years.61 The percentage of
falls among community-dwelling older adults increases from 25% at
the age of 70 years to 35% after the age of 75 years.61 One fourth of
older adults who sustain a hip fracture die within a year.61 These and
other statistics have resulted in the Elder Fall Prevention Act of 2003,
sponsored by US Senators Michael B. Enzi and Barbara A. Mikulski,
which seeks to reduce falls among older Americans.

Steel et al.58 noted that there is a prima facie belief that under-
standing the environment is critical when working with older adults.
At the same time, they noted that little attention has been paid 
to best implement such an evaluation. Using a checklist is a time-
efficient and comprehensive method for assessing environmental
needs. The Home Safety Checklist (Exhibit 11–5) is one tool that can
be used to ascertain potential hazards.62 Moreover, although several
instruments are available for assessment of the home,58 few instru-
ments cover such issues as the physical infrastructure of the house, its
foundation, and the sidewalks around the home, as well as available
transportation systems. Several environmental modifications are an
important but complex issue that may be tied to finances, personal
preferences, adaptations, and the ability to get the work completed.
Other practical matters to consider include whether the older com-
munity dwelling adult takes a bus for transportation, carries heavy ob-
jects, or has pets.

SPIRITUAL ASSESSMENT

A systematic approach to spiritual assessment can be a key feature
to understanding the overall well-being of an older adult. In that the
aging process is often accompanied by a time of introspective reflec-
tion, an evaluation of one’s accomplishments, meaning, and purpose,
spiritual assessment could take on added importance. Recent litera-
ture related to spirituality and aging also noted the associations be-
tween intrinsic religiosity and spiritual well-being with hope and
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Exhibit 11–5 Home Safety Checklist

This checklist is used to identify fall hazards in the house. After identification,
hazards should be eliminated or reduced. One point is allowed for every no
answer. A score of 1 to 7 is excellent, 8 to 14 is good, 15 or higher is hazardous.

Housekeeping Yes No

1. Do you clean up spills as soon as they occur?
2. Do you keep the floors and stairways clean 

and free of clutter?
3. Do you put away books, magazines, sewing 

supplies, and other objects as soon as you are 
through using them?

4. Do you store frequently used items on shelves and
never leave them on the floor or stairways?

Floors
5. Do you keep everyone from walking on freshly 

washed floors before they are dry?
6. If you wax floors do you apply 2 thin coats and 

buff each thoroughly or else use a self-polishing, 
nonskid wax?

7. Do all nonsmall rugs have nonskid backings?
8. Have you eliminated small rugs and carpets at 

the tops and bottoms of stairways?
9. Are all carpet edges tacked down?

10. Are rugs and carpets free of curled edges, worn 
spots, and rips?

11. Have you chosen rugs and carpets with short, 
dense pile?

12. Are rugs and carpets installed over good-quality, 
medium-thick pads?

Bathroom
13. Do you use a rubber mat or nonslip decals on the 

tub or shower?
14. Do you have a grab bar securely anchored over 

the tub or on the shower wall?
15. Do you have a nonskid rug on the bathroom floor?
16. Do you keep soap in an easy-to-reach receptacle?

Traffic Lanes
17. Can you walk across every room in your home 

and from one room to another without detouring 
around furniture? ___ ___

18. Is the traffic lane from your bedroom to the 
bathroom free of obstacles? ___ ___

19. Are telephone and appliance cords kept away from 
areas where people walk? ___ ___
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Yes No

Lighting
20. Do you have light switches near every doorway? ___ ___
21. Do you have enough good lighting to eliminate 

shadowy areas? ___ ___
22. Do you have a lamp or light switch within easy 

reach from your bed? ___ ___
23. Do you have night-lights in your bedroom and in 

the hallway leading from your bedroom to your 
bathroom? ___ ___

24. Are all stairways well lighted? ___ ___
25. Do you have a light switches at both the tops and 

bottoms of stairways? ___ ___

Stairways
26. Do securely fastened handrails extend the full 

length of the stairs on each side of stairway? ___ ___
27. Do rails stand out from the walls so that you can 

get a good grip? ___ ___
28. Are rails distinctly shaped so you are alerted when 

you reach the end of the stairway? ___ ___
29. Are all stairways in good condition, with no 

broken, sagging, or sloping steps? ___ ___
30. Are all stairway carpeting and metal edges securely 

fastened and in good condition? ___ ___
31. Have you replaced any single-level steps with 

gradually rising ramps and made sure such steps 
are well lighted? ___ ___

Ladders and Step Stools
32. Do you have a sturdy step stool that you use to 

reach high cupboard and closet shelves? ___ ___
33. Are all ladders and step stools in good condition? ___ ___
34. Do you always use a step stool or ladder that is 

tall enough for the job? ___ ___
35. Do you always set up your step stool or ladder in a 

firm, level base that is free of clutter? ___ ___
36. Before you climb a ladder or step stool, do you 

always make sure that it is fully open and that 
the stepladder spreaders are locked? ___ ___

37. When you use a ladder or step stool, do you face 
the steps and keep your body between the side rails? ___ ___

38. Do you avoid standing on top of a step or climbing 
beyond the second step from the top of the ladder? ___ ___

continues

Gallo_CH11_241-272  8/1/05  5:53 PM  Page 263



264 SOCIAL ASSESSMENT

Exhibit 11–5 continued

Yes No

Outdoor Areas
39. Are the walks and driveways in your yard and 

other areas free of breaks? ___ ___
40. Are lawns and gardens free of holes? ___ ___
41. Do you put away garden tools and hoses when 

they’re not in use? ___ ___
42. Are outdoor areas kept free of rocks, loose boards, 

and other tripping hazards? ___ ___
43. Do you keep outdoor walkways, steps, and porches 

free of wet leaves and snow? ___ ___
44. Do you sprinkle icy outdoor areas with de-icers as 

soon as possible after a snowfall? ___ ___
45. Do you have mats at doorways for people to wipe 

their feet?
46. Do you know the safest way of walking when you 

can’t avoid walking on a slippery surface? ___ ___

Footwear
47. Do your shoes have soles and heels that provide 

good traction? ___ ___
48. Do you wear house slippers that fit well and don’t 

fall off? ___ ___
49. Do you avoid walking in stocking feet? ___ ___
50. Do you wear low-heeled oxfords, loafers, or good-

quality sneakers when you work in your house or 
garden? ___ ___

51. Do you replace boots or galoshes when their soles 
or heels are worn too smooth to keep you from 
slipping on wet or icy surfaces? ___ ___

Personal Precautions
52. Are you always alert for unexpected hazards, such 

as out-of-place furniture? ___ ___
53. If young grandchildren visit, are you alert for 

children playing on the floor and toys left in 
your path? ___ ___

54. If you have pets, are you alert for sudden 
movements across your path and pets getting 
underfoot? ___ ___

55. When you carry bulky packages, do you make 
sure that they don’t obstruct your vision? ___ ___

56. Do you divide large loads into smaller loads 
whenever possible? ___ ___
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positive mood states63 and the positive correlation between religious
well-being with social support and hope.64 Gerwood et al.65 noted
that spirituality is also related to positive high scores on the Purpose-
in-Life Test, which may therefore be a clinically useful indicator for
spiritual well-being.

Spiritual assessment encompasses a broad range of concepts that
has different meanings as well as different degrees of importance.
Consequently, it is important to obtain from the older adult what
spirituality means to him or her. Maas et al.66 have proposed a defini-
tion for spiritual distress as well as summarized ideologic factors and
defining characteristics that can help guide the clinician in conduct-
ing a spiritual assessment. Kelly67 has defined spiritual distress as a
feeling of despair or alienation related to religious, moral, or other be-
liefs/values. Possible reasons for spiritual distress noted in that work
include the following:

• Disruption in usual religious activity
• Personal and family disasters
• Loss of significant others
• Behaviors in contrast to society/cultural norms

Yes No

57. When you reach or bend, do you hold onto a firm 
support and avoid throwing your head back or 
turning it too far? ___ ___

58. Do you always use a ladder or step stool to reach 
high places and never stand on a chair? ___ ___

59. Do you always move deliberately and avoid 
rushing to answer the phone or doorbell? ___ ___

60. Do you take time to get your balance when you 
change position from lying down to sitting to 
standing? ___ ___

61. Do you hold onto grab bars when you change 
position in the tub or shower? ___ ___

62. Do you keep yourself in good condition with 
moderate exercise, good diet, adequate rest, and 
regular medical check-ups? ___ ___

63. If you wear glasses, is your prescription up-to-date? ___ ___
64. Do you know how to reduce injury in a fall? ___ ___
65. If you live alone, do you have daily contact with 

a friend or neighbor? ___ ___
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Exhibit 11–6 Spiritual Assessment Scale

Strongly Strongly
Agree Agree Neutral Disagree Disagree

1. In the future, science will be 1 2 3 4 5
able to explain everything.

2. I can find meaning in times 1 2 3 4 5
of hardship.

3. A person can be fulfilled 1 2 3 4 5
without pursuing an active 
spiritual life.

4. I am thankful for all that has 1 2 3 4 5
happened to me.

5. Spiritual activities have not 1 2 3 4 5
helped me become closer to 
other people.

6. Some experiences can be 1 2 3 4 5
understood through one’s 
spiritual beliefs.

7. A spiritual force influences 1 2 3 4 5
the events in my life.

8. My life has a purpose. 1 2 3 4 5

9. Prayers do not really change 1 2 3 4 5
what happens.

10. Participating in spiritual 1 2 3 4 5
activities helps me forgive 
other people.

11. My spiritual beliefs continue 1 2 3 4 5
to evolve.

12. I believe there is a power 1 2 3 4 5
greater than myself.

13. I probably will not re-examine 1 2 3 4 5
my spiritual beliefs.

14. My spiritual life fulfills me in 1 2 3 4 5
ways that material possessions 
do not.

15. Spiritual activities have not 1 2 3 4 5
helped me develop my 
identity.

16. Meditation does not help me 1 2 3 4 5
feel more in touch with my 
inner spirit.
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Strongly Strongly
Agree Agree Neutral Disagree Disagree

17. I have a personal relationship 1 2 3 4 5
with a power greater than 
myself.

18. I have felt pressure to accept 1 2 3 4 5
spiritual beliefs that I do not 
agree with.

19. Spiritual activities help me 1 2 3 4 5
draw closer to a power greater 
than myself.

20. When I wrong someone, I 1 2 3 4 5
make an effort to apologize.

21. When I am ashamed of 1 2 3 4 5
something I have done, I tell 
someone about it.

22. I solve my problems without 1 2 3 4 5
using spiritual resources.

23 I examine my actions to see 1 2 3 4 5
whether they reflect my values.

24. During the last week I prayed (check one)
� 10 or more times
� 7 times
� 4 times
� 1–3 times
� 0 times

25. During the last week I meditated (check one)
� 10 or more times
� 7 times
� 4 times
� 1–3 times
� 0 times

26. Last month I participated in spiritual activities with at least one other
person (check one)
� more than 15 times
� 11–15 times
� 6–10 times
� 1–5 times
� 0 times

Source: Hatch RL, et al. The Spiritual Involvement and Beliefs Scale, Development and Test-
ing of a New Instrument, Vol. 46, No. 6, pp. 476–486, © 1988, Dowden Publishing Com-
pany, Inc. Reproduced with permission from The Journal of Family Practice.
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Defining characteristics of spiritual distress are noted to be

1. Feeling separated or alienated from the deity
2. Dissatisfaction with personal past or present
3. Depression
4. Crying
5. Self-destructive behavior or threats
6. Fear
7. Feelings of abandonment
8. Feelings of hopelessness67

A number of spiritual assessment instruments are available in the
literature.68 An example is shown in Exhibit 11–6. Assessment tools
elicit information related to the following key concepts:66

1. The older person’s concept of God or deity
2. Religious practices
3. Beliefs about spirit and hell
4. Values and meaning of life
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12

Physical Assessment

The earlier chapters have discussed comprehensive history taking,
including considerations of ethnicity and cultural sensitivity by
the clinician and mental status assessment, functional assess-

ment, social assessment, and values assessment. In addition, the tradi-
tional medical history would include a chief complaint, any primary
difficulties or symptoms that are troubling the patient at the time of the
visit. A history of present illness would follow, documenting the time
course and evolution of the symptoms. A family health history for her-
itable risks and a social history for occupational (e.g., asbestos) and be-
havioral (e.g., tobacco, alcohol, sexuality) health exposure would also
be included. Finally, a concise but comprehensive head-to-toe review of
body systems would follow to identify additional symptoms.

A comprehensive history is essential, as it helps focus the physical ex-
amination. A complete, exhaustive physical examination would take
over an hour to perform. For example, a neurologic exam (which for-
mally assessed judgment and cognition; the 12 cranial nerves individu-
ally; sensation, including sharp, soft touch and temperature over all
extremities, trunk and face; strength of all extensor and flexor muscles
as well as trunk, neck, and face muscles; evaluation of nystagmus; a
thorough funduscopic exam, etc.) alone could take an hour. Therefore,
the examiner must perform a brief examination of each body system,
with more in-depth examination of those systems where the history has
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focused attention. The same would be true of additional diagnostic test-
ing (blood tests, x-rays and scans, electrocardiogram (EKG), electroen-
cephalogram (EEG), and many others) where the physician faces almost
limitless choices for further evaluation. Such testing is focused and di-
rected by the finding on history and further on physical examination.
However, a brief examination of all body parts and systems is necessary.

Increasing rates of disease and infirmity with advancing age require
a greater vigilance on the part of the examiner to discover abnormali-
ties and to judge the relevance for a particular patient (separating
pathologic processes from aging processes). The assessment process is
complicated because the presenting symptom in the older person is
often nonspecific—a signal that something is amiss somewhere but
not necessarily in the system expected. Dysfunction in any organ sys-
tem may manifest as deteriorating mental status, for example, so that
pneumonia (respiratory), appendicitis (gastrointestinal), or congestive
heart failure (cardiac) cause confusion (central nervous system). The
physical examination of the older person therefore needs to be as
complete and systematic as time allows, particularly at the time of ad-
mission to the hospital or nursing home or before surgery.1,2

Frequently, the precise sequence and timing of the examination
must be modified when dealing with an older person because of im-
paired hearing, sight, comprehension, or mobility. Rather than rush
through the history and physical examination, it may be better to
complete the entire process over two or more visits, along with an as-
sessment of other domains. Unfortunately, physicians, if anything,
may spend less time with older patients than with younger ones.3

What makes examination of older persons different, then, is not the
content of the examination, but rather the need to develop an approach
that does the older adult justice without undue discomfort or embar-
rassment. The approach must patiently take into account the older
adult’s impaired special senses or diminished mobility and must con-
sider his or her slowed response time in answering questions. The physi-
cian must respectfully allow concerns that the person thinks are most
important to be expressed. Caregivers and family may have concerns
that need to be addressed within this context as well. Indeed, the chief
complaint may be formulated by the family rather than by the person
being examined.

COMMUNICATION AND RAPPORT

The clinician must use the information obtained in the history
telling about cultural background, cognitive, sensory, and other phys-

274 PHYSICAL ASSESSMENT

Gallo_CH12_273-318  8/1/05  5:54 PM  Page 274



ical disabilities to perform a culturally sensitive physical examination.
Because older persons frequently have impaired communication skills
as a result of illness or lack of schooling, the examiner must pay spe-
cial attention to communication issues in history taking and physical
examination. When introducing himself or herself, the physician
must take special note of communication problems. For many older
adults, English may be a second language; consequently, the examiner
must keep in mind that the person may have difficulty in providing
or understanding information during the interview. A hearing prob-
lem may be easily disguised and can result in misunderstanding if not
recognized. Someone who is hearing impaired may respond to ques-
tions inappropriately, and an erroneous evaluation could result. If the
individual uses a hearing aid, the volume of both the hearing aid and
the examiner’s voice must be adjusted. The physician should speak
clearly and articulate rather than shout.

Eye contact, handshake, the use of last name, and physical contact
are the rudiments of good communication with all persons but partic-
ularly for older adults. Eye contact is important to establish a relation-
ship. Prolonged eye contact can seem like staring, however, and in
some cultures, eye contact is believed to be inappropriate. Addressing
the individual by the last name is a sign of respect. Most of today’s
older adults grew up in a time when one would not think of address-
ing an older person or the physician by his or her first name. Using
the last name is no barrier to friendliness; professional caregiving rela-
tionships are not less loving and warm as a result of using the last
name. Many older persons appreciate a touch on the hand or shoul-
der. Done in a sincere and caring manner, a touch may allay some of
the anxiety associated with a trip to the physician’s office or with a
home visit by a nurse or social worker.

Speak to the older adult directly, not through others who may have
accompanied him or her to the visit. For all but the most cognitively
impaired, the clinician should talk to the caregiver only with the per-
mission of the individual. The family members may appreciate some
time alone with the practitioner to express their concerns without feel-
ing embarrassed by the older person’s presence. A natural time for this
to occur is while the person undresses in preparation for the physical
examination. The environment of the encounter must be comfortable
with a minimum of noise, distractions, and interruptions. Provide the
patient and family with a brief explanation and description of what is
to be accomplished during the visit and subsequent visits (if the evalu-
ation is to be spread out over several visits).

The writings of Viktor Frankl and others suggested that having
meaning and purpose in life contributes to a healthy life.4–6 At times
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when older persons experience loss of health, family and friends,
vocation, or home, they are more apt to succumb to depression, al-
coholism, hypochondriasis, or other disorders. The physician can
contribute to hope by asking about what offers meaning in the pa-
tient’s life. Meaning may derive from seeing a grandchild get married
or to be assured that an adult child’s marriage is stabilized. Feeling con-
nected to family, neighborhood, or a faith community can support
meaningfulness. In assessing older patients, the physician can dis-
creetly and noncoercively enter these areas. By raising hope related to
certain circumstances (i.e., that with appropriate social supports the
person may be able to remain at home rather than be admitted to a
nursing home), the physician may facilitate healing and increase moti-
vation to improve. Practitioners rarely enter the areas of religious or
spiritual beliefs, which are often thought to be taboo. However, in
completing the history, practitioners might ask the older person the
following questions (avoiding a coercive or intrusive tone):7–9 What
role does religion play in your life? Are you a member of a faith com-
munity? Do you participate actively with this community? Spirituality
is discussed in more detail in Chapter 11. Asking questions pertaining
to meaning and purpose, as well as spiritual and religious issues, can
open up a dialog that will benefit the patient and enhance his or her
relationship with the doctor.

EXAMINATION OF OLDER ADULTS WITH DEMENTIA

The physical examination of the person with Alzheimer’s disease
poses special challenges because the person may not be able to pin-
point what is wrong. Mental impairment severely limits the ability of
many to express themselves. One danger is that mental deterioration
will be automatically ascribed to Alzheimer’s disease, and a reversible
superimposed factor might consequently be overlooked. Therefore,
the physical examination of the older person with mental impair-
ment needs to be particularly thorough. Not only may a person with
Alzheimer’s disease have communication difficulties, but he or she
may not be cooperative. Because of memory difficulties, the individ-
ual may need to be gently but firmly reminded of what is expected.
These persons may be extraordinarily restless. A firm and reassuring
touch, such as in holding the hand or a shoulder, giving clear and
simple, one-step requests, and maintaining eye contact, may forge the
necessary links to communication and cooperation. Often, the pres-
ence of a family member or friend can have a calming, orienting effect
on the person being examined.
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HISTORY TAKING

During the initial examination, an older person might present to the
practitioner a barrage of complaints and difficulties. The family might
inform the practitioner of problems of which their relative is unaware.
The physical and laboratory evaluation may uncover yet other undis-
closed problems. The practitioner could easily begin to feel frustrated
and overwhelmed. Where to begin? What is important to address now,
and what can wait? Just collecting adequate data with which to make a
decision, let alone implementing a treatment plan, can be difficult
within the time constraints of a primary care practice. At the initial in-
terview, it is probably best to attend to the specific problem, if there is
one, be it medical or social, that prompted the evaluation,10 with careful
listing of other problems that may be addressed at subsequent visits.

Although some older persons are reluctant to give information to
the interviewer, others are more than willing to share, at length, nu-
merous irrelevant incidents that happened long ago. Without show-
ing disinterest or disrespect, the interviewer must strive to help the
person focus on the issues at hand. Functional assessment helps to di-
rect the clinician’s initial efforts to the solution of the problems that
have a direct impact on the ability to perform the tasks of daily living.

The trouble is that there often are multiple chief complaints or the
chief complaint is unclear (e.g., “Mom just doesn’t seem herself”), or
the chief complaint does not fit the usual mold (e.g., “Mom just doesn’t
cook anymore”). The physician should use good problem-oriented
medical records to help sort things out over time. Although not all of
the “problems” recorded will be addressed in a single visit, spelling
them out, even if expressed as undifferentiated medical problems or
functional difficulties, helps to organize the problems. For older people,
this is particularly important because the “parsimony of diagnosis” rule
may not apply—several diseases (and their treatments) may coexist and
interact. By keeping track of diagnosed and undifferentiated medical,
social, and functional problems in this way, each visit will build on the
information and rapport obtained in previous encounters. The physi-
cian should negotiate with the patient and family regarding which
problems are the most salient to be addressed at each visit.

Although it is generally a good idea to use open-ended questions
to obtain information (and older adults are no exception), it is
sometimes necessary to supply the older person with specific words
to choose from to help describe the problem. For example, “De-
scribe your chest pain” is open-ended; “Was the pain sharp, stab-
bing, dull, or crushing?” may help the older individual to describe
the pain. Older adults have the reputation of answering yes to all of
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the questions in the review of systems. Still, there are problems that
may otherwise remain hidden unless specifically asked about by the
examiner. Ham11 has identified several: sexual dysfunction, depres-
sion, incontinence, musculoskeletal stiffness, alcoholism, hearing
loss, and dementia. A suggested review of systems is presented in
Exhibit 12–1. Some problems such as dyspnea may not be new, but
rather altered in quality or frequency. The older person may always
have had trouble on the stairs with shortness of breath, but now
must rest three times instead of negotiating the stairs without rest-
ing.12 Such a change in the degree of disability will be discovered by
the careful interviewer.

Trying to confirm the diagnosis of every abnormality in every case
may not be in the patient’s best interest. The physician–patient rela-
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Exhibit 12–1 Geriatric Review of Systems

General Weight change Genitourinary Incontinence
Fatigue Dysuria
Falls Nocturia
Anorexia Hematuria
Anemia Sexual
Poor nutrition functioning

Special senses Visual changes Musculoskeletal Morning
Cataract stiffness
Hearing changes Joint pain
Imbalance Joint swelling
Vertigo Limitation of

Mouth and teeth Dentures movement
Denture discomfort Neurology Memory
Dry mouth problems

Respiratory Cough Headaches
Hemoptysis Syncope
Dyspnea Gait

Cardiovascular Chest pain on exertion Sensory 
Orthopnea function
Ankle edema Sleep disorders
Claudication Transient focal

Gastrointestinal Dysphagia symptoms
Melena Voice changes
Change in stool caliber Psychiatric Depression
Laxative use Alcoholism
Constipation Anxiety

Source: Reprinted from J. Gallo, Ed., Physical Assessment, Handbook of Geriatric Assessment,
2nd ed., pp. 151, © 1994, Aspen Publishers, Inc.
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tionship may be undermined if it depends solely on discovering re-
versible disease, rather than on optimal management of chronic disor-
ders. Older adults often have multiple chronic illnesses that, although
incurable, have aspects that can be modified to enhance function and
limit discomfort.13,14 Of course, a balance must be struck. The clinician
must not be too quick to assume the symptoms are fully explained by
the most serious, advanced, or chronic disease. Less serious but treat-
able conditions may contribute to disability. Blind pessimism is un-
warranted and can be counterproductive.

OVERVIEW OF THE PHYSICAL EXAMINATION

The physical assessment really begins when the physician first meets
the patient and observes how he or she behaves and how well the pa-
tient is dressed and groomed. Much information is taken in during the
first 10 seconds in the room with the patient. Does the person seem
well nourished or thin and emaciated? Does he or she move about eas-
ily or unsteadily and unbalanced? How easily does the person arise
from a chair to the examining table? During the history taking, the
physician should observe the patient for involuntary movement, cra-
nial nerve dysfunctions, and difficult respiration. The physician
should also listen for the pace and clarity of speech.

The examination should require as few changes in position as possi-
ble. With the patient seated, the head, eyes, ears, nose, throat, neck,
heart, lungs, joints, and neurologic examinations follow in turn. The
patient is then positioned supine for examination of the abdomen,
peripheral pulses, breasts, genitalia, and inguinal regions. The patient
can then be turned to the lateral decubitus position for rectal exami-
nation. Finally, the patient is brought to a standing position so that
orthostatic blood pressure and pulse changes can be detected. Balance
and gait can then also be tested.

COMPONENTS OF THE EXAMINATION

Pulse

The measurement of vital signs, temperature, and height and
weight has been basic to physical assessment for centuries. The Chi-
nese methods of diagnosis, thousands of years old, include question-
ing, feeling the pulse, and observing the voice and body. The radial
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artery is convenient for determining the heart rate. When the pulse is
irregular, it is further characterized as regularly irregular or irregu-
larly irregular. A regularly irregular pulse may indicate consistently
dropped beats, as in a second-degree atrio-ventricular (A-V) block,
or added beats, such as with premature ventricular contractions. An
irregularly irregular pattern often represents atrial fibrillation but
can also be caused by very frequent premature ventricular or atrial
contractions. Palpation of the carotid pulse with simultaneous aus-
cultation of the heart is helpful in timing murmurs or other sounds
emanating from the heart.

Blood Pressure

Blood pressure is ideally taken with the patient both supine and
standing, especially if he or she is taking medication for hypertension.
Some fall in the systolic blood pressure is fairly common in older per-
sons, particularly in those with chronic disease or those on medica-
tion.15 In one study of orthostatic blood pressure, after 1 minute of
quiet standing, 24% of 494 persons over the age of 65 years sustained
a fall of 20 mm Hg or more in systolic blood pressure. Five percent had
decreases of 40 mm Hg or more.16 When older patients without risk
factors for postural hypotension (such as chronic disease or medica-
tion use) were tested, only 8 of 125 persons (6.4%) had a 20 mm Hg or
greater fall in systolic blood pressure on standing.17

The fall in blood pressure on standing can be exaggerated if the
blood volume is low or if the reflex orthostatic mechanisms are im-
paired because of age or medication. Even mild volume depletion sec-
ondary to diuretics can result in marked postural hypotension in
older adults, although no such change occurs in younger subjects.18

The balloon of the blood pressure cuff should encircle about two
thirds of the arm’s circumference. If the person is obese, a wide cuff is
used because a smaller cuff may overestimate the blood pressure. Pal-
pation of the cuff pressure at which the radial pulse disappears is a
way to check the accuracy of the auscultated systolic blood pressure.

The Korotkoff sounds are listened for with the bell of the stetho-
scope pressed lightly over the brachial artery. The pressure at which
the sounds are first heard is the systolic pressure. The sounds may be-
come muffled before they disappear, but the point at which the
sounds are no longer heard is the diastolic pressure. Occasionally, an
auscultatory gap is found, in which the sounds disappear only to reap-
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pear again at a lower pressure. If the auscultatory gap is not recog-
nized, the diastolic pressure may be erroneously recorded as higher
than its true value, or the systolic pressure may be erroneously
recorded as lower than its true value. Cuffs should be inflated to at
least 200 mm Hg, and the examiner should continue to listen until a
pressure of 50 is reached to avoid this error.

Atherosclerosis may result in misleading blood pressure readings.
The blood pressure reading may vary from one arm to the other be-
cause atherosclerosis involvement may be slightly asymmetrical. Stiff
peripheral arteries may result in spuriously high readings. William
Osler used a simple maneuver to detect its presence. Osler’s maneu-
ver is performed by inflating the blood pressure cuff above systolic
pressure and then palpating the radial or brachial artery. If the pulse-
less artery is palpable, the true intra-arterial blood pressure reading
may be lower than the blood pressure obtained by auscultation. Per-
sons whose arteries remained palpable (Osler positive) when the cuff
was inflated above systolic pressure had a blood pressure reading
taken by auscultatory methods that was 20% higher than the intra-
arterial measured pressure.19 Some subjects had a diastolic cuff read-
ing of 120 or 100 mm Hg while a simultaneous intra-arterial pressure
was 80 mm Hg. Such persons with pseudohypertension might be erro-
neously diagnosed as hypertensive. Perhaps older hypertensive persons
are particularly susceptible to the adverse effects of antihypertensive
drugs because this overestimation and overtreatment of blood pressure
occur.19

Antihypertensive drugs can sometimes be withdrawn from older
adults without the return of hypertension. For example, of 169 pa-
tients withdrawn from therapy in one study, 51 patients had blood
pressure increases immediately, and medication was reinstituted. Of
the 118 remaining patients, 43 (25% of the original group) were still
normotensive 1 year later, 16 required treatment for hypertension, 34
were treated with diuretics for congestive heart failure or angina pec-
toris, and 12 were lost to follow-up.20 This evidence should not deter
appropriate treatment of hypertension in older adults. Studies of older
subjects have demonstrated reduction in cardiovascular mortality and
stroke with treatment.21–24

Isolated systolic hypertension is defined as a blood pressure of
greater than 160 mm Hg systolic, whereas the diastolic blood pressure
remains less than 90 mm Hg. Isolated systolic hypertension is quite
common and is estimated to be present in 20% of persons over the
age of 80 years and in about 13% of those aged 70 to 79 years.25 Iso-
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lated systolic hypertension will not be found in up to one third of
cases when the blood pressure measurement is repeated.26 Although
believed by many in the past to represent a normal phenomenon in
older adults, sustained isolated systolic hypertension is associated
with an increased risk of stroke and cardiovascular risk, even in the
older population.27–31 Reduction of the cardiovascular risk may not be
the only benefit of hypertension control. When the systolic blood
pressure was controlled so that the measurement fell between a win-
dow of 135 to 150 mm Hg, cognitive improvement was noted in per-
sons with vascular dementia.32

Low blood pressure may be associated with some additional risk in
older people,30 namely, exposing the older person to falling hazard
and injury. The condition may be only evident if the person is exam-
ined for orthostatic changes in blood pressure. Low blood pressure
should prompt a search for a remedial condition such as overmedica-
tion, heart failure, or Addison’s disease.33

Respirations

After assessment of the pulse and blood pressure, the respirations
are observed and counted to assess their rate and depth. Observe for
use of accessory muscles of respiration and for retraction in the supra-
clavicular fossae. During the history taking, does the person have to
interrupt speaking to catch his or her breath? The usual rate in adults
is about 12 to 18 breaths per minute.

Temperature

Older adults are less able to maintain normal body temperature
when stressed by heat or cold. Also, older adults frequently do not
have a normal febrile response to infections. Pneumonia may present
without fever, for example, as was observed by Osler, who remarked,
“In old age, pneumonia may be latent, coming on without chill.” In-
deed, older persons are prone to hypothermia even from mildly cool
ambient temperatures. Body temperatures of less than 95°F may not
be readable on some thermometers, and those caring for older adults
ideally use special thermometers that register the lower temperatures.
Medications that interfere with the thermoregulatory mechanism,
such as tranquilizers, antihypertensives, vasodilators, and antidepres-
sants, as well as ingestion of alcohol, put the older person, who may
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already have numerous predisposing chronic conditions, at increased
risk for hypothermia.

Height, Weight, and Nutrition

Older persons are at increased risk of malnutrition because of inap-
propriate food intake, social isolation, disability, and chronic medical
conditions and medications.34 Good nutritional status underlies ade-
quate functioning and a sense of well-being. Height and weight are
initial elements of the nutritional assessment. Four components of
the nutritional assessment can be remembered as ABCD: A for an-
thropometric measurement such as height and weight, B for bio-
chemical parameters such as serum albumin and the hemoglobin, C
for clinical assessment (medical history, physical examination, and
other domains discussed in this book), and D for dietary history, such
as the content and adequacy of the diet and the use of nutritional
supplements.

Although measurement of weight is standard for every patient en-
counter, measuring the height is not. Measurement of height is neces-
sary to interpret the person’s weight. Height may be estimated using
landmark measurements on arms and legs.35 Serial height measure-
ments may be useful. Recording serial height measurements in an aging
woman who has a vertebral compression fracture due to osteoporosis
may reveal loss of height and kyphosis from other asymptomatic frac-
tures or bone loss. Therapy might then become more aggressive to
prevent further bone loss (e.g., hormonal therapy). Serial height mea-
surements may also increase the person’s awareness of osteoporosis
and improve compliance with regimens of calcium, vitamin D, and, if
prescribed, hormonal replacement.

The body mass index (BMI) can be calculated to improve interpreta-
tion of the height and weight. To calculate BMI, divide the weight of
the person in kilograms by the square of the height in meters. Because
1 kg is equivalent to 2.2 lb, the person’s weight in pounds must be di-
vided by 2.2 to convert the weight to kilograms. Similarly, because 
1 m equals 39.4 in, the person’s height in inches must be divided by
39.4 to convert the height to meters. For example, a 72-year-old
woman weighs 154 lb and is 5 ft 6 in (66 in). Her weight is 70 kg
(154/2.2), and her height is 1.68 m (66/39.4). Her BMI is then calcu-
lated as 70/(1.68 � 1.68) � 24.8. Clinical Guidelines of the National
Heart, Lung, and Blood Institute in cooperation with the National In-
stitute of Diabetes and Digestive and Kidney Diseases, working with
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many other professional organizations, defined overweight as a BMI
between 25 to 29.9 and obesity as 30 and higher.36

Biochemical parameters that are useful for assessing nutritional sta-
tus include the hemoglobin count, serum albumin, and serum choles-
terol level. A reduced serum albumin (lower than 4 g/dL) may be a
significant indicator of malnutrition. Clinical assessment of nutri-
tion includes notation of changes in weight. Change in weight is an
important parameter to follow in hospitalized or institutionalized
patients who may be at increased risk of malnutrition.37 Loss of sub-
cutaneous fat, muscle wasting, and edema on physical examination
may signal chronic malnourishment.38

The last component of the nutritional assessment is signified by a
“D,” the dietary history.34,36 How does the person obtain and prepare
meals? Does the daily diet contain appropriate proportions of food
from the Food Guide Pyramid’s five food groups: bread, cereal, rice,
and pasta (6 to 11 servings); vegetables (3 to 5 servings); fruit (2 to 4
servings); milk, yogurt, and cheese (2 to 3 servings); and meat, poul-
try, fish, dried beans, eggs, and nuts (2 to 3 servings); fats, oils, and
sweets (sparingly)? Does the person take any nutritional supplements,
such as multivitamins? Does he or she take any medication that af-
fects appetite or nutrients? Does he or she have a special diet, such as
a diabetic diet, or does the person’s diet contain an unusual amount
of alcohol, sweets, or fried foods? Consider the ABCD components
when assessing nutritional status.

Skin

Assessment of the skin should occur as other areas are examined,
and the patient is disrobed. Changes in skin condition are generally
believed to constitute the quintessential mark of aging itself. Older
adults generally have less subcutaneous fat, and consequently, the
skin is thinner, especially on the dorsa of the hands and on the fore-
arms. Elasticity is lost, and the skin turgor is routinely diminished,
even in patients who are adequately hydrated. Wrinkling and creasing
occur, resulting in “crow’s feet” at the corners of the eyes and lines on
the forehead. Because older adults often have decreased sweat and se-
baceous gland production, dry skin is a common finding. The ten-
dency toward dryness can be exaggerated by disease (hypothyroidism)
or medication (such as antidepressants with significant anticholiner-
gic effects). Dry skin contributes to conditions such as nummular
eczema and “winter itch.”
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The normal skin changes that occur in aging include the development
of hyperpigmented macular lesions called senile freckles or lentigines,
sometimes called age or liver spots. Cherry hemangiomas, small red or
violet growths, are most often seen on the trunk or extremities and are
very common. Skin tags are fleshy soft growths, typically with a pedicle,
and are frequently ignored unless injured by clothing or jewelry.

Seborrheic keratoses are pigmented lesions with a waxy or greasy sur-
face that have a stuck-on appearance and generally occur on the trunk
and face. Seborrheic keratoses may become secondarily infected. Early
lesions could resemble melanoma or other conditions.

Solar lentigo is a brown, flat lesion that is believed to be related to
chronic exposure to sunlight. Solar lentigo is to be distinguished from
lentigo maligna, which is an insidious flat lesion with irregular borders
and a distinct variegated color that may include flecks of black. It is
believed to represent melanoma in situ; raised areas may represent in-
vasion into the dermis. Doubt about the nature of any lesion should
be resolved by biopsy or excision.

Actinic keratoses occur on sun-exposed areas of the skin. The lesions
are usually multiple and scaly, enlarging slowly over many years.
Some can develop into squamous cell carcinoma, and a sudden spurt
of growth in a senile keratosis should raise that possibility. A cuta-
neous horn is a very proliferative hyperkeratotic form of senile ker-
atosis in which the hyperkeratosis resembles a horn. Such lesions can
become quite large.

Basal cell carcinoma is the most common cancer of the skin. Fortu-
nately, basal cell carcinomas only rarely metastasize. Over 90% occur on
the head and neck and may take the form of an ulcer or a nodule. A
characteristic feature of the ulcerative type is a firm, rolled border. One
65-year-old woman had such a lesion behind her ear for 6 months that
she ascribed to irritation from her glasses. Squamous cell carinoma has the
potential for metastasis, and sometimes regional lymphadenopathy is
found. Typically, these lesions arise on sun-exposed areas, especially the
face, and are hard and fixed. The lesion eventually becomes erythema-
tous and scaling, initially resembling an actinic keratosis. Unchecked,
however, squamous cell carcinoma and basal cell carcinoma, although
eminently treatable, may be devastating and curative excision may be
disfiguring. Early diagnosis and treatment are essential.

Nummular eczema is generally seen in the winter and is characterized
by coin-shaped areas, resembling ringworm, on the arms and legs that
may become secondarily infected. The lesions are intensely pruritic
and chronic. The etiology of nummular eczema is unknown, but the
low indoor humidity of winter dries the skin and intensifies the itch.
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Seborrheic dermatitis also affects older adults. Seborrhea symmetri-
cally involves the scalp, face, and body folds with scaly indistinct
macules and papules. These lesions are often greasy and sometimes
pruritic. Seborrheic dermatitis is particularly common in persons with
Parkinson’s disease. Psoriasis affects all age groups. The characteristic
lesions in psoriasis are the scaly patches that typically involve the
scalp, elbows, and knees. Psoriasis may also cause pitting of the nails
and may be associated with arthritis.

Herpes zoster causes a painful eruption in the distribution of a periph-
eral nerve. After a primary infection that causes chickenpox, the virus
remains dormant, possibly for decades, until it erupts as shingles. The
pain may precede the rash, causing confusion with other conditions.
The classic rash of grouped vesicles on an erythematous base in a der-
matomal distribution is diagnostic. Herpes zoster involving the first
branch of the trigeminal nerve can involve the eye, resulting in corneal
scarring. A clue that this is occurring is the presence of vesicles at the tip
of the nose. Unfortunately, pain often persists in the involved area even
after the lesions have resolved.

Clues to physical abuse of an older adult may come from the exami-
nation of the skin. Bruises and welts on the chest, shoulders, back,
arms, or legs, perhaps in various stages of healing, can be found in such
cases. Unusual patterns, such as bruises that are clustered, might reflect
the use of an instrument or a hand or even biting. Lacerations and abra-
sions on the lips, eyes, or parts of the face may be associated with infec-
tion. Hemorrhages beneath the scalp may have resulted from hair
pulling. Of course, frail older persons will be more prone to injuries
from falls as well, making detection of real abuse more difficult. In ad-
dition, many older persons also bruise easily due to capillary fragility or
poor nutrition. In any case, the possibility that such abuse is occurring
should be considered when the pattern of injury does not fit the history
obtained.39–42

Decubitus Ulcers

Impaired mobility puts the older adult at risk for the development of
decubitus ulcers, or pressure sores. Other risk factors include malnutri-
tion, dehydration, anemia, cardiovascular disease, edema, and urinary
or fecal incontinence.43 A pressure ulcer can develop over a short period
of time (e.g., as a result of several hours of surgery). Constant vigilance is
required to prevent the development of pressure ulcers in institutional-
ized or hospitalized older adults.44 Recurrent or extensive decubiti in
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older adults might signal abuse or neglect. Patients with decreased mo-
bility, especially older patients admitted to the hospital or nursing
home, should be evaluated for risk of decubiti using a standard assess-
ment tool such as that shown in Exhibit 12–2.45 Once present, treat-
ment should be based on stage of ulceration, and measures to prevent
further development of pressure sores should be instituted.43 Removing
pressure from the involved area is essential. Adequate nutrition and vi-
tamin supplements, along with excellent wound care, are also required.

Hair and Nails

Among the most notable indicators of age are changes in the color
and distribution of hair. Hair color becomes gray or whitened. Pro-
gressive thinning of all body hair, including hair of the axillae and pu-
bis, occurs with age. The growth of facial hair in older women can
sometimes be quite distressing, but measures to reduce the problem,
such as depilatory agents, can be recommended. A lack of hair on the
lower extremities may indicate diminished peripheral circulation but
is often a normal finding in older adults. The nails are frequently af-
flicted by onychomycosis, a chronic fungal condition of the nail. The
thickened, brittle, and crumbling nail is difficult to treat and is a com-
mon problem for neglected persons living alone.

Head

The patient is examined in the sitting position starting with the head
and working down. The head and skull should be examined for evi-
dence of trauma, especially in cases of delirium or sudden changes in
level of consciousness. Besides palpation for tenderness and deformity
of the skull, the temporal artery is examined for tenderness. Changes in
the skull that are characteristic of Paget’s disease should be sought, such
as frontal bossing or an increase in hat size. Temporal arteritis (or giant
cell arteritis) is a condition in which the temporal arteries become ten-
der and may lose their pulsations. This disorder may present as a
headache that is unilateral and classically temporal. There may be dim-
ness of vision. Temporal arteritis is an important condition to recognize
because if untreated it can lead to blindness. Fever and elevated white
blood cell count may occur. The sedimentation rate is markedly in-
creased in advanced cases. Symmetrical pain and weakness of shoulders
and hips can accompany temporal arteritis (polymyalgia rheumatica).
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Exhibit 12–2 Braden Scale for Predicting Risk of Pressure Ulcers

Patient’s Name Evaluator’s Name Date of 
Assessment

Sensory perception
Ability to respond
meaningfully to
pressure-related
discomfort

Moisture
Degree to which
skin is exposed to
moisture

1. Completely limited:
a. Unresponsive (does
not moan, flinch, or
gasp) to painful stimuli,
due to diminished level
of consciousness or seda-
tion,

OR
b. Limited ability to feel
pain over most of body
surface.

1. Constantly moist:
Skin is kept moist almost
constantly by perspira-
tion, urine, etc. Damp-
ness is detected every
time patient is moved or
turned.

2. Very limited:
a. Responds only to
painful stimuli. Cannot
communicate discomfort
except by moaning or
restlessness,

OR
b. Has a sensory impair-
ment that limits the abil-
ity to feel pain or discom-
fort over 1⁄2 of body.

2. Moist:
Skin is often but not al-
ways moist. Linen must
be changed at least once
a shift.

3. Slightly limited:
a. Responds to verbal
commands but cannot al-
ways communicate dis-
comfort or need to be
turned,

OR
b. Has some sensory im-
pairment that limits abil-
ity to feel pain or discom-
fort in 1 or 2 extremities.

3. Occasionally moist:
Skin is occasionally
moist, requiring an extra
linen change approxi-
mately once a day.

4. No impairment:
Responds to verbal com-
mands. Has no sensory
deficit that would limit
ability to feel or voice
pain or discomfort.

4. Rarely moist:
Skin is usually dry; linen
requires changing only at
routine intervals.

Activity
Degree of physical
activity

1. Bedfast:
Confined to bed.

2. Chairfast:
Ability to walk severely
limited or nonexistent.
Cannot bear own weight
and/or must be assisted
into chair or wheelchair.

3. Walks occasionally:
Walks occasionally dur-
ing day but for very short
distances, with or with-
out assistance. Spends
majority of each shift in
bed or chair.

4. Walks frequently:
Walks outside the room
at least twice a day and
inside room at least once
every 2 hours during
waking hours.
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Mobility
Ability to change
and control body
position

Nutrition
Usual food intake
pattern

1. Completely immobile:
Does not make even
slight changes in body or
extremity position with-
out assistance.

1. Very poor:
a. Never eats a complete
meal. Rarely eats more
than 1⁄3 of any food of-
fered. Eats 2 servings or
less of protein (meat or
dairy products) per day.
Takes fluids poorly. Does
not take a liquid dietary
supplement,

OR
b. Is NPO1 and/or main-
tained on clear liquids or
IV2 for more than 5 days.

2. Very limited:
Makes occasional slight
changes in body or ex-
tremity position but un-
able to make frequent or
significant changes inde-
pendently.

2. Probably inadequate:
a. Rarely eats a complete
meal and generally eats
only 1⁄2 of any food of-
fered. Protein intake in-
cludes only 3 servings of
meat or dairy products
per day. Occasionally will
take a dietary supple-
ment,

OR
b. Receives less than op-
timum amount of liquid
or tube feeding.

3. Slightly limited:
Makes frequent though
slight changes in body or
extremity position inde-
pendently.

3. Adequate:
a. Eats over 1⁄2 of most
meals. Eats a total of 4
servings of protein (meat,
dairy products) each day.
Occasionally will refuse a
meal, but will usually
take a supplement if of-
fered,

OR
b. Is on a tube feeding or
TPN3 regimen, which
probably meets most nu-
tritional requirements.

4. No limitations:
Makes major and fre-
quent changes in posi-
tion without assistance.

4. Excellent:
Eats most of every meal.
Never refuses a meal.
Usually eats a total of 4
or more servings of meat
and dairy products. Occa-
sionally eats between
meals. Does not require
supplementation.

Friction and shear 1. Problem:
Requires moderate to
maximum assistance in
moving. Complete lifting
without sliding against
sheets is impossible. Fre-
quently slides down in
bed or chair, requiring fre-
quent repositioning with
maximum assistance.
Spasticity, contractures, or
agitation lead to almost
constant friction.

2. Potential problem:
Moves feebly or requires
minimum assistance.
During a move, skin
probably slides to some
extent against sheets,
chair, restraints, or other
devices. Maintains rela-
tively good position in
chair or bed most of the
time but occasionally
slides down.

3. No apparent problem:
Moves in bed and in
chair independently and
has sufficient muscle
strength to lift up com-
pletely during move.
Maintains good position
in bed or chair at all
times.

Total score
1NPO: Nothing by mouth. 2IV: Intravenously. 3TPN: Total parenteral nutrition.
Source: Courtesy of Barbara Braden and Nancy Bergstrom. Copyright © 1988. Reprinted with permission.

G
a
l
l
o
_
C
H
1
2
_
2
7
3
-
3
1
8
  8

/
1
/
0
5
  5

:
5
4
 P
M
  P

a
g
e
 2
8
9



Eyes

After the cranium is assessed, the eyes are examined. Age-related
changes in the eyes include darkening of the skin around the orbits,
crow’s feet, slower pupillary light reflex (which still, however, ought
to be equal bilaterally), decreased tearing, and decreased adaptation to
the dark. The older person, perhaps because of diminished pupil size
and increased thickness and opacity of the lens, needs more illumina-
tion to compensate than someone younger.

The structures surrounding the eye itself are inspected first. Xan-
thomas are fat deposits sometimes seen in the skin near the eyes and
may be associated with elevated levels of blood lipids. Loss of the lat-
eral third of the eyebrows, although a classic sign of hypothyroidism,
may be a normal finding in some older persons. On each eyelid, the
examiner will find a central, relatively rigid tarsal plate that, in ad-
vancing age, may become lax, leading to ectropion (eversion of the
lids), thereby exposing the eyes to drying and infection. The margin
of the lid may roll backward toward the eye as well so that eyelashes
brush against the cornea, causing entropion.

The sclera is normally white but is uniformly yellow in patients
with jaundice. In older persons, the periphery of the sclera may be
yellow because of deposits of fat showing through thinned scleral
membranes. Pingueculae are thin fatty structures that usually lie later-
ally on the eyeball. They may increase in size with advancing age but
are benign and generally cause no problem with vision. The conjunc-
tiva, or lining of the eye, can become inflamed or infected. This is a
common eye problem in older adults, particularly because they are
prone to having dry eyes. Such drying may predispose them to infec-
tion of the conjunctiva by bacterial or viral agents. Conjunctivitis is
associated with a red eye and purulent discharge, but discomfort is
minimal. A painful red eye may signal iritis, glaucoma, or an abrasion.

Arcus senilis is a striking finding in some older persons. Initially a
thin line that is limited to the upper portion of the eye, it becomes
thicker and denser and completely encircles the cornea. Although ar-
cus is found with other stigmata in persons with familial hypercho-
lesterolemia, many persons with arcus will have normal cholesterol
levels. Arcus senilis is a very common finding in persons 65 years old
and older.

The lens of the eye produces new fibers throughout life, but none is
lost. These accumulate in the center of the lens, increasing its density
and contributing to the development of senile cataracts that are gen-
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erally bilateral. The lens loses its elasticity with advanced age so that
the eye is more farsighted (presbyopia). Before ophthalmoscopy, the
person’s visual acuity is checked for reading and distance, with and
without glasses. The pupils may react more sluggishly to light but
should be equal in size. Many disorders may cause asymmetry of the
pupils, including central nervous system lesions and diabetes; drugs
can have this effect as well. After iridectomy, the pupil is irregular. The
extraocular muscles are checked for full range of motion: up and
down, left and right.

Ophthalmoscopic examination of each eye should begin by focus-
ing on the most anterior structures first and then working back to the
retina. A cataract may be best visualized by focusing on the lens with
an ophthalmoscope. A cataract appears as an opaque or a black area
against the orange reflection from the retina. The precise significance
of the cataract depends on how much it interferes with the person’s
vision, function, and work.

Increased lens opacity with advancing age allows less light to pass
to the retina than at younger ages. The 60-year-old retina receives
only a fraction of the amount of light as the 20-year-old retina. Im-
proved lighting may be all that is required to allow an older person to
read small print, such as that in a telephone directory or the newspa-
per. Provision of excellent lighting in waiting and examination rooms
is essential.

Examination of the retina with the ophthalmoscope requires some
practice. The normal fundus reveals the optic disc, the macula, and ar-
teries and veins. Pigment in the retina usually corresponds to skin pig-
mentation. The normal optic disc is frequently outlined by pigment.
In older adults with hypertension or arteriosclerosis and sometimes in
normal older adults, so-called copper-wire changes caused by thicken-
ing of the arteriolar walls may be seen. As the vessel walls become
more thickened, the vessels appear white or silver. Nicking, or nar-
rowing, of venules by crossing arterioles becomes evident as the
process continues. Exudates, hemorrhages, and cotton-wool spots
may also be seen on the retina as a result of hypertension or diabetes.

Macular degeneration is a major cause of visual disability in older
persons. The macula, the region of the retina with the sharpest acuity,
is affected. Visual acuity is decreased, but peripheral vision is pre-
served. Special studies by an ophthalmologist may be required to
make the diagnosis of senile macular degeneration.

In glaucoma, the intraocular pressure is elevated, and there is con-
traction of the visual field. On ophthalmoscopic examination, the op-

Components of the Examination 291

Gallo_CH12_273-318  8/1/05  5:54 PM  Page 291



tic cup, which is a depression in the optic nerve as it emerges on the
retina, is accentuated. The visual field of the person with Alzheimer’s
disease is contracted when compared with that of persons who were
demented from other causes. This may significantly alter the de-
mented person’s perception of the environment.46

Ears

After the practitioner examines the eyes, the otoscope is used to ex-
amine the ears. Painless nodules on the pinnae of the ears could be
basal cell carcinomas, rheumatoid nodules, or even gouty tophi. Com-
mon changes seen with age include increased ear lobe length, hair
growth in the canal, and accumulation of cerumen. Loss of hearing
that is due to problems with the external ear includes impacted ceru-
men, external otitis, or a foreign body. External otitis can be due to al-
lergic reactions or irritation due to hearing aids. Malignant otitis ex-
terna is a Pseudomonas infection that involves the ear canal and
presents as granulation tissue at the juncture of bone and cartilage.

The normal tympanic membrane is gray or pink with a light reflex
produced by its cone shape. The malleus, which is the first of the three
small bones in the inner ear, can be seen indenting the membrane,
pointing posteriorly. The tympanic membrane may be thickened in
the older person (tympanosclerosis), possibly as a result of scarring
from prior infections. Effusions occur in relationship to eustachian
tube dysfunction, as in allergy or upper respiratory tract infection.

Hearing is assessed during the history-taking session but can be
grossly gauged by such techniques as whispering words in the per-
son’s ear. Hearing loss may, for the sake of simplicity, be divided into
conductive loss and sensorineural loss. Conductive hearing loss im-
plies interference in the conduct of sound energy into the inner ear. It
can be due to foreign bodies, cerumen, abnormalities of the tympanic
membrane, otitis media or externa, or involvement of the ossicles
with Paget’s disease, rheumatoid arthritis, or otosclerosis (in which
the stapes becomes fixed to the oval window of the cochlea).47 Ceru-
men in the canal may be the primary or a contributing cause of hear-
ing loss that is easily remedied.

Sensorineural hearing loss means disease anywhere from the organ
of Corti to the brain. The cells within the organ of Corti are not re-
placed; thus, there is a gradual loss as the person ages. The result is
high-tone hearing loss because it is hair cells in the basal turn of the
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organ of Corti, those sensitive to high tone, that are lost. Presbycusis
is sensorineural hearing loss caused by aging of the inner ear.47 Often
both conductive and sensorineural hearing losses are present simulta-
neously, and the precise nature of the defect requires sophisticated
audiometric testing. The ability to hear high-frequency sounds is af-
fected first so that certain consonants and sibilants become unintelli-
gible (e.g., f, s, th, ch, and sh). Understanding speech depends in large
measure on the clear perception of these high-frequency consonants
rather than low-frequency vowel sounds. Sensorineural hearing loss
can be due to toxic damage to the hair cells of the organ of Corti from
aspirin, aminoglycoside antibiotics, or diuretics; from trauma; and
from a wide variety of disorders from vascular insufficiency (the inner
ear is dependent on a single end artery for its blood supply) to central
nervous system disease.

The combination of hearing loss and cognitive impairment can lead
to social isolation and paranoia and may make mental status testing a
real challenge. Three simple clinical tests using a tuning fork may help
sort out the type of hearing loss. These are the Rinne test, Weber’s test,
and Schwabach’s test. To perform the Rinne test, the tuning fork is
struck and applied to the mastoid prominence behind the ear. When
the person indicates that he or she no longer hears the sound, the vi-
brating fork is immediately put near the external canal. Normally, the
sound is then heard and the test is said to be positive. Put another
way, air conduction is better than bone conduction. A negative test,
one in which the person does not hear the tuning fork in air, suggests
that there is a conduction loss in that ear. Whether there is a conduc-
tive hearing loss in one ear can then be confirmed by Weber’s test. A vi-
brating tuning fork is placed on the vertex of the head and the patient
is asked whether the sound is heard better in one ear than the other.
Normally, the sound appears to come from above, that is, in the mid-
dle. If a conductive defect is present in one ear, the sound is heard best
in that ear (bone conduction makes up for the defect). On the other
hand, if deafness in an ear is due to neural problems, that ear will not
sense any sound, and sound will only be heard in the contralateral or
good ear.

Schwabach’s test confirms a diagnosis of sensorineural deafness by
comparing the person’s hearing with the examiner’s. The vibrating
tuning fork is put on the person’s mastoid process. When the sound is
no longer heard by the patient, the fork is put on the examiner’s mas-
toid. If the sound is heard by the examiner, then a sensorineural
deficit in the person is confirmed.
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Nose

The otoscope can be used to examine the nasal mucosa and the in-
ternal nasal architecture. Nasal patency should be tested by occluding
one nostril. Nasal congestion due to vasomotor rhinitis, characterized
by postnasal drip, little sneezing, and no eosinophils on nasal smear,
can be particularly disturbing and interfere with sleep.

Rhinophyma of the nose starts as a diffuse redness, followed by
papules, pustules, and later, dilated venules. Excess ingestion of alco-
hol may be associated. The paranasal sinuses may be palpated for ten-
derness. Any chronic drainage from the nose that does not respond to
therapy should be investigated because chronic drainage can be a
symptom of cancer in the sinuses.

The sense of smell decreases with age, and the decrease in smell is of-
ten experienced as a loss of taste. The loss of the sense of smell can be
significant for nutrition and safety. Many older persons cannot enjoy
the pleasant smell of food cooking—smells that stimulate the appetite
and make eating enjoyable. The inability to smell leaking natural gas
creates a risk of serious accident. With age, the anterior taste buds,
which are sensitive to sweet and salt, deteriorate before the posterior
taste buds, which are sensitive to bitter and sour; thus, older adult
patients frequently complain that food tastes bitter or sour. When
cooking, older people may add undesirable amounts of salt to food
to compensate for the loss of taste. Progressive loss of the senses of
smell and taste means that, for older persons, the appearance of con-
sistency of food plays a proportionately greater role in food’s appeal.

Mouth

Cheilosis, or fissures at the angles of the mouth, may be a sign of
poor nutrition and vitamin deficiency. Carcinomatous lesions may oc-
cur on the lips, which are highly exposed to sunlight. The oral mucosa
may be dry because of diminished sputum production or due to drugs
the individual is taking, particularly those with anticholinergic side ef-
fects. The oral mucosa should be carefully inspected for lesions by us-
ing the tongue blade to move the buccal mucosa away from the teeth.
Leukoplakia is a white patch or plaque on any of the mucous mem-
branes of the mouth that may appear to be painted on the surface.
These patches may be present for years and represent a premalignant
condition. Such lesions should be biopsied for definitive diagnosis.
Other lesions with a similar appearance are Candida (thrush) and
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lichen planus. Traumatic injury, in particular from ill-fitting dentures,
may damage the oral mucosa, producing erythematous tissue changes.
In addition to inspection, a moistened glove may be used to palpate
the buccal cavity, including the lips and floor of the mouth, for areas
of induration. Palpation is particularly important to evaluate com-
plaints related to the oral region, to assess suspicious areas, or to evalu-
ate persons at risk of oral cancer (e.g., those with a history of tobacco
or alcohol use).

A lesion of the hard palate with no particular clinical significance
except that it be recognized as benign is the torus palatinus. It must be
reiterated, however, that any masses not in the midline are suspect as
neoplasms. A slowly growing asymptomatic lesion with a rough sur-
face, irregular margin, and firm consistency should be biopsied, no
matter how long it has been there.

The examination of the tongue should not be neglected. A sore, red
inflamed tongue may be found in persons with vitamin B12 or iron
deficiency. Hairy or black tongue is a condition in which it looks as if
the tongue is growing short hairs. It is symptomless and appears dur-
ing treatment with antibiotics that inhibit normal bacteria and permit
fungal overgrowth. The tongue may also be observed for fascicula-
tions, which indicate lower motor neuron disease, and for abnormal
movements such as tardive dyskinesia.

Teeth

Tooth loss and periodontal disease are extremely common in older
persons. As many as half of all persons over the age of 65 years are
edentulous. Older persons are likely to see their physician more fre-
quently than their dentist.48,49 For this reason, it is particularly impor-
tant to remove the dentures and inspect the mouth surfaces for areas
of irritation and for suspicious lesions. The upper and lower lips are
examined, including hidden surfaces. Poorly fitting dentures can have
far-reaching consequences, such as malnutrition, and result in numer-
ous problems, such as traumatic ulcers, denture stomatitis, and possi-
bly even cancer.

Any dental malocclusion, as well as abnormal speech sounds, such
as slurred “s,” clicks, or whistles, which signal improperly fitting den-
tures, should be recognized. The person may fail to realize that a mis-
fitting of dentures has developed. Older adults should be encouraged
to visit the dentist every year or two so that dentures can be adjusted
to account for changing mandibular bone structure.
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Older persons who retain teeth need to have their oral hygiene as-
sessed. Dental caries may appear as soft white, yellow, or brown areas
on the tooth. The person may complain of sensitivity to extremes of
temperature. Periodontal disease, a major cause of tooth loss, involves
inflammation and destruction of the supporting structures of the
teeth.49 Foul breath odor is common with dental infections, retention
of food particles in the teeth or dentures, or chronic periodontal dis-
ease. It can also result from sinusitis or pulmonary infection.

Neck

The neck presents several important structures for examination: the
lymph nodes, the trachea, the thyroid gland, the carotid arteries, and
jugular veins. The posterior and anterior cervical lymph node chains
as well as the supraclavicular area should be carefully palpated. Vir-
chow’s node, enlargement of the lymph node in the left supraclavicu-
lar fossa, is a classic sign of metastatic gastrointestinal carcinoma. The
trachea should be checked for lateral deviation and a search made for
jugular venous distention, which could be a sign of heart failure.
Prominent pulsations above the clavicle may represent kinking of a
carotid artery or prominence of the innominate artery.

The carotids should be gently palpated. The pulses should be sym-
metrical. A bounding or collapsing pulse, in which the upstroke of
the pulse wave is very sharp and the downstroke falls rapidly, may be
present in a person with essential hypertension, thyrotoxicosis, aor-
tic regurgitation, or an extreme emotional state. The carotids may be
auscultated using the bell of the stethoscope, listening for bruits that
signify turbulent blood flow (and not necessarily hemodynamically
significant narrowing). The presence of bruits may be a clue to ath-
erosclerosis and could be an important finding in an individual with
a history of syncope, stroke, or transient ischemic attack. In asymp-
tomatic persons, bruits are probably more indicative of coronary ar-
tery disease than of cerebrovascular disease, at least in older men.50

Attempt to palpate the thyroid gland for enlargement from both in
front and in back of the person, even though the gland is generally
not easily palpated. If the gland is enlarged, it must be determined
whether the gland is diffusely enlarged (goiter) or exhibits discrete
nodularity. Sometimes a bruit may be heard over vascular thyroid le-
sions, and occasionally a thrill is felt. Thyroid disease in older adults is
notorious for subtle presentation. For example, hypothyrodism may
manifest solely as depression or mental deterioration. The symptoms
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of hypothyroidism are easily misinterpreted by the older adult or the
physician and include dry skin, constipation, sleepiness, lethargy,
cold intolerance, and fatigue. Periodic evaluation of serum thyroid-
stimulating hormone levels has been suggested in order to detect im-
pending hypothyroidism.51,52

Hyperthyroidism or thyrotoxicosis may present without the signs
and symptoms usually found in younger persons, such as exoph-
thalmos, restlessness, hyperactivity, and tachycardia. Atrial fibrilla-
tion occurs in half of older hyperthyroid persons, but in only 10% of
younger persons, whereas ocular changes are less common in older
adults who are hyperthyroid. The term “apathetic thyrotoxicosis”
has been used to refer to hyperthyroidism in older persons with
nonspecific signs and symptoms. Constipation, weight loss, and
anorexia of hyperthyroidism may resemble a gastrointestinal carci-
noma. The hyperthyroid state may precipitate heart failure as the
presenting illness.

Heart and Lungs

The heart and lungs may be examined next while the client is still
seated. Cardiovascular disease is common in older adults.53 In older
persons, angina pectoris may very well present as dyspnea, palpita-
tions, or syncope on exertion, rather than as pain.54 Patients present-
ing with transient ischemic attack, stroke, or an episode of confusion
should have myocardial infarction considered in the differential diag-
nosis. Even when the pain is typical, an older person may ascribe it to
other causes so that jaw pain is attributed to arthritis and epigastric
pain to hiatal hernia or ulcer.53 Heart disease may be associated with
nonspecific fatigue or weakness.

The palm of the examiner’s hand is placed over the apex of the pa-
tient’s heart to palpate the apex pulsation. Normally the apex pulsa-
tion covers an area the size of a half-dollar. If the apex pulsation is not
easily palpated, the person may be asked to lean forward or to move
into a left lateral decubitus position. Cardiac hypertrophy as a result
of hypertension, for example, produces a small vigorous apical beat.
Dilated ventricles, as from mitral regurgitation, cause the apex beat to
be lateral to the midclavicular line. The heart size generally remains
unchanged in healthy older persons.55

In auscultating the heart, the examiner should start at the apex using
the diaphragm, inch across to the left lower sternal border, and then to
the left second intercostal space, then cross to the right and down the
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right sternal border. The first and second heart sounds are listened to
first. Simultaneous palpation of the carotid pulse may help identify
which sound is the first heart sound. Because the first heart sound is
produced by the closure of the mitral and tricuspid valves, it sounds
louder than the second heart sound over the mitral and tricuspid areas
(the apex of the heart and the right lower sternal border, respectively).

The sequence of auscultation is repeated to listen for murmurs and
for silence in systole and diastole. High-pitched clicks and many mur-
murs will best be heard using the diaphragm of the stethoscope.
Lower-pitched sounds such as gallops and diastolic rumbles arising
from the mitral and tricuspid valves will best be heard with the bell of
the stethoscope. Diastolic murmurs are always significant and may be
caused by mitral stenosis. Aortic or pulmonic regurgitation may also
be associated with diastolic murmurs. Mitral stenosis may be silent in
older adults. Atrial fibrillation, particularly when accompanied by mi-
tral stenosis or an enlarged left atrium, is a significant risk factor for
stroke.

Systolic murmurs are very common in persons over the age of 65
years. Functional flow murmurs from a dilated aortic annulus are
short, early systolic murmurs heard at the cardiac base. The second
heart sound is normally split, and the carotid upstrokes are normal.
The murmur of aortic stenosis is a systolic ejection (diamond-shaped
murmur) at the base classically with diminished carotid upstrokes,
sustained apical impulse, and a fourth heart sound. These findings
may not be present in the older person. Mitral regurgitation in older
persons is commonly due to ischemic heart disease and results in a
holosystolic murmur.53 Because systolic murmurs are so common in
older adults, distinguishing benign murmurs from significant mur-
murs in asymptomatic patients can be difficult.

Abnormalities of the heart rhythm may be poorly tolerated by
older adults who generally have less reserve capacity than younger
persons. Atrial fibrillation, for example, may not be tolerated because
early diastolic filling in the older heart is considerably diminished.
The contribution of the atrial “kick” to ventricular filling, lost in
atrial fibrillation, becomes critical to appropriate cardiac output.

Arrhythmias are apparently quite prevalent in otherwise healthy
older persons, with prognosis and significance depending on the
presence of overt or unrecognized coronary artery disease.56–60 In one
study of 106 older adults studied with 24-hour electrocardiographic
monitoring, one fourth had multifocal premature ventricular con-
tractions, and four had ventricular tachycardia. After 18 months of
follow-up, recordings showed no difference among the 13 persons
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who died compared with the group as a whole.60 In another study,
supraventricular tachycardia was present in 28% of 50 persons over
the age of 80 years who were studied with 24-hour ambulatory elec-
trocardiographic monitoring. Every person exhibited supraventricu-
lar ectopic beats, and 65% had more than 20 ectopic beats per hour.
Premature ventricular contractions were also quite common, occur-
ring in 32% of the persons at a rate of greater than 10 premature
beats per hour. In 18% of the persons, the premature contractions
were multifocal.61

After the cardiac examination, the lungs are examined by ausculta-
tion and percussion. Assessment of respiration begins when the per-
son came into the examining room. The rate and depth of breathing,
as well as any use of accessory muscles of respiration, were observed.
The aged lung has less elasticity because of a loss of elastin and be-
cause of collagen crosslinking. While listening over the chest and ask-
ing the person to take a few deep breaths, the physician must be alert
for signs of hyperventilation, such as dizziness, especially in the older
person, to avoid inducing syncope. Normally, only so-called vesicular
breath sounds are heard over the chest. Bronchial or tubular breath
sounds can be heard over the trachea. If one hears such sounds over
the peripheral lung fields, consolidation is suggested.

Rales are sounds produced by the movement of fluid or exudate in
the airways. Small amounts of fluid may be detected as posttussive
rales. For posttussive rales to be heard, the person must expire fully
and cough. When he or she inspires with the next breath, fine crack-
les can be heard. The cough collapses some wet alveoli, which are
then heard opening in inspiration. Moist rales or rhonchi are gurgling
sounds arising from larger bronchi. Moist breath sounds at the bases
in older adults often do not represent congestive heart failure. Such
marginal or atelectatic rales are heard most frequently in aged, debili-
tated, or bedridden patients or in habitual shallow breathers. These
sounds should disappear after the person takes a few deep breaths.
Other adventitious sounds heard in the lungs are friction rubs and
wheezes.

The lung fields are percussed for areas of dullness or hyperresonance
as further maneuvers to detect any abnormality. An underlying con-
solidation or effusion will yield dullness or flatness on percussion. In
chronic obstructive pulmonary disease, the lungs are often hyperreso-
nant (i.e., the pitch on percussion is higher than that over the normal
lung). A check is then made for tactile fremitus: after the ulnar sur-
faces of both the examiner’s hands are applied to either side of the
person’s chest, the patient is asked to speak (“say 99”). Differences in
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vibration from one side to another may be significant. Consolidation
as in pneumonia increases fremitus. Sometimes it is helpful to auscul-
tate the lung fields and simultaneously tap the sternum. Increased
transmission of the sound through areas of consolidation is some-
times identified more readily when using this technique rather than
simple percussion. The clinician listens over the lung fields and asks
the person to say “E.” The “E” will frequently sound like “A” over a
pleural effusion (egophony).

Musculoskeletal System

At the time the lungs are auscultated, any kyphosis or scoliosis is
noted. Severe kyphosis can interfere with breathing and cardiovascu-
lar function. Tenderness over the spinous processes may portend a
vertebral fracture. The joints are inspected next, particularly the joints
of the hands. Osteoarthritis is common and especially affects the dis-
tal interphalangeal joints of the hands as well as the knees. Bony over-
growths at the distal interphalangeal joint are called Heberden’s
nodes. Limitation of external rotation of the hip can be an early sign
of osteoarthritic involvement. Indeed, the range of motion of all the
joints should be assessed.

Rheumatoid arthritis in the hands tends to affect the proximal inter-
phalangeal joints. Joint swelling seen in rheumatoid joints is not bone,
but rather synovia and soft tissue swelling that can be felt along the
dorsal surface of the involved interphalangeal joint. Progression of the
disease produces ulnar deviation in the hands at the metacarpopha-
langeal joints, as well as a tendency for joints to sublux. Morning pain
and stiffness may last several hours for the person with rheumatoid
arthritis, whereas the person with osteoarthritis is relieved from pain
after a short period of limbering up the affected joints.

Clubbing of the fingers may indicate an underlying chronic disor-
der resulting in hypoxia. A normal nail, when viewed from the side,
forms an angle with the skin of the nail bed. Clubbing results when
the angle is greater than normal, and the finger has a “rounded” ap-
pearance. Clubbing is seen in chronic lung disorders, carcinoma of
the lung, and other disorders associated with chronic hypoxia. The
feet may be examined for changes in the joints and for clubbing as
well. Frequently, the examination of the foot reveals evidence of dia-
betes, neglect, or peripheral vascular disease. The examination of the
lower extremities may be deferred until the abdominal examination
when the person will be supine.
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Abdomen

The patient is placed supine so that the abdomen, breasts, periph-
eral pulses, genitalia, and the rectum may be examined. It is impor-
tant to make the older person as comfortable as possible for this part
of the examination. A pillow can be used or the head of the examin-
ing table elevated slightly to support the head and upper back; a per-
fectly flat position is uncomfortable for some older adults.

Examination of the abdomen begins with inspection, noting any
distention or scars from previous surgery. The examiner should listen
to the abdomen before proceeding with palpation to avoid inducing
peristaltic activity. Partial bowel obstruction produces rushing sounds,
and when obstruction is complete, the sounds may become tinkling
or very high pitched. Ileus produced by obstruction or from other
causes, such as pneumonia or appendicitis, may result in absence of
bowel sounds. Abdominal wall rigidity is not as common a sign of
peritoneal irritation among the older as among younger persons.

Constipation may produce a mass of feces that can easily be palpated
and mistaken for a tumor. Conversely, a silent abdominal mass may be
the only sign of a gastrointestinal carcinoma. Tortuosity or aneurysm of
the abdominal aorta may be felt as a pulsatile mass in the abdomen. An
abdominal aortic aneurysm may have lateral as well as anteroposterior
pulsation, which distinguishes it from a mass in front of the aorta,
which merely transmits the pulsations to the examining hand. In thin
persons, the aortic pulsation may be felt normally and may be quite
alarming to the unsuspecting examiner. An abdominal ultrasound is a
noninvasive way to evaluate the person for the possibility of an
aneurysm. Leaking aneurysm or mesenteric ischemia should be consid-
ered in the differential diagnosis of abdominal pain in older adults.

In addition to palpating and percussing the liver to estimate its size,
the midlower abdomen is palpated to check for bladder distention.
Such a finding may be important in the evaluation of incontinence or
as a sign of urinary retention from prostatic hypertrophy. Urinary re-
tention may be the cause of otherwise unexplainable confusion. With
the patient still supine, the peripheral pulses in the feet are checked.
The femoral arteries may be palpated in the groin and auscultated for
bruits. Bruits heard in the femoral arteries are evidence of diffuse
artherosclerotic disease. While examining the area of the groin, the
physician can check for lymph node swelling. The feet and lower legs
can be examined for skin changes and skin breakdown. Diabetics are
at increased risk for foot ulcers and infection. Decubiti and heel sores
are common, particularly in those persons who are bedfast. The legs
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are examined for evidence of arterial insufficiency: namely, laterally
placed ulcers, loss of the skin appendages, and delayed capillary refill
when the toenails are pressed and released. Venous insufficiency may
be manifest by pigmented, medially placed ulcers.

Breasts

Palpation and examination of the breasts should not be neglected.
Ideally, this examination is done both while the patient is sitting and
again while the patient is supine during the abdominal examination.
A search is made for nipple retraction, skin changes, and masses,
which because of loss of connective tissue and adipose are often more
easily appreciated in the older woman. Retraction of the nipple sec-
ondary to age-related changes can be everted with gentle pressure
around the nipple. Retraction caused by an underlying growth, how-
ever, cannot be everted by such gentle pressure. The nipples are pal-
pated so as to express any discharge present. All four quadrants of
both breasts are examined, including the axillary tail, and a careful in-
spection made for any asymmetry. The skin under large, pendulous
breasts is examined for maceration due to perspiration. The male
breasts are not exempt from disease and should also be examined.

Gynecomastia (breast enlargement) in an older male can result
from a variety of causes, including bronchiogenic carcinoma, thyroid
disease, testicular tumors, drugs (such as spironolactone), liver cirrho-
sis, and other types of cancer.

Genitourinary System

The genitalia in both men and women may be conveniently exam-
ined in conjunction with the rectal examination. This part of the ex-
amination may be deferred but never neglected. The male genitalia
should be examined for sores, discharge, and testicular masses. The
glans of the penis in an uncircumcised man is checked by retracting
the foreskin. The prostate is palpated during the rectal examination.
The prostate is frequently enlarged in older men but should normally
feel soft and nonnodular. The two lobes of the prostate can usually be
distinguished by the median furrow between them. Because lobes of
the prostate not palpable by the examining finger may enlarge cen-
trally and cause obstruction, a normal-sized gland on physical exami-
nation does not rule out urinary obstruction from prostatic enlarge-

302 PHYSICAL ASSESSMENT

Gallo_CH12_273-318  8/1/05  5:54 PM  Page 302



ment. Do not neglect the evaluation of the prostate in the work-up of
back pain.

The female genitalia should at a minimum be inspected for lesions
of the skin, although a bimanual and speculum pelvic examination,
which is often neglected, is mandatory if urinary incontinence is a
problem or if the woman is due for a Papanicolaou smear. Note is
made of any cystocele, rectocele, or uterine prolapse that may occur as
the pelvic musculature becomes lax with age. After menopause, the
estrogen-responsive tissues of the genitalia and the lower urinary tract
atrophy. This leads to dryness of the vagina, shrinkage of the vagina
and its surrounding structures, altered bacterial resistance, and weak-
ened uterine ligaments. Urinary incontinence and infections may re-
sult. Postmenopausal changes in the vagina cause itching, burning,
and dyspareunia (painful intercourse), which are symptoms that most
older women are reluctant to volunteer spontaneously. The context of
the pelvic examination, however, is a natural one in which to broach
such subjects in a straightforward and supportive manner. Vaginal at-
rophy may also be associated with bleeding, but it should be empha-
sized that all postmenopausal bleeding must be suspect for uterine
carcinoma until proved otherwise. Additionally, palpable ovaries are
never normal in an older woman.

Rectal examination may be performed after the patient is helped
into the lateral decubitus position (alternatively, the patient may be
asked to bend over the examination table). The examiner should tell
the patient what to expect and when. The anus is inspected for tears,
irritation, and external hemorrhoids, and the tone of the anal sphinc-
ter, which may diminish with age, is noted. A gloved finger is used to
make a sweep of the entire rectum, being sure to take in its entire cir-
cumference. The patient is asked to strain, as at stool, to bring down
any lesions just outside the reach of the examining finger. A stool
sample to test for occult blood is obtained.

Older adults may not want to bring urinary incontinence to the atten-
tion of their doctor, preferring instead to make adjustments on their own,
such as decreasing fluid intake and using absorbent napkins. In addition
to a neurologic examination that includes testing for perineal sensation
and sacral reflexes, and a pelvic examination in women and prostate ex-
amination in men, examine the abdomen for a grossly distended bladder
and look for leaking of urine in the supine and standing position.62 Fecal
incontinence is a serious problem among institutionalized older adults
and is a significant risk factor for formation of decubiti.63 Guidelines for
the evaluation and treatment of urinary incontinence provide detailed in-
formation on the office assessment.64
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SEXUAL HEALTH ASSESSMENT

The sexual health of older adults is an important component of the
overall health assessment. Unfortunately, this area may inadvertently
be omitted because of stereotypic beliefs regarding aging and sexual-
ity. There is clear evidence that although certain physiologic func-
tions related to sexuality change with aging, healthy sex lives among
older adults are the norm. In the 1940s and 1950s, with the ground-
breaking work of Kinsey and colleagues,65,66 we began to understand
sexuality in later life. While those early studies documented sexual
functioning and capacity in older adults, they also documented
changes in sexual capacity with aging. A recent study on sexual activ-
ity and satisfaction among 1,216 older adults (mean age 77.3) found
that almost 30% engaged in sexual activity in the past month, with
67% noting satisfaction with their sexual activities. That study noted
that men were more likely to be sexually active but less apt than
women to be satisfied with their sexual activity.67,68 It is also true,
however, that sexual activity is affected by declining health and se-
lected medications. Libido and sexual response are inhibited when
individuals are ill or on medications that may blunt sexual arousal
response. In conducting a sexual health history, it is important to re-
view systematically the individual’s regular patterns of sex, expecta-
tions related to sex, and any changes in capacity or enjoyment, as
well as to elicit the client’s goals for a healthy sex life. Once the clini-
cian understands these goals, he or she can recommend appropriate
treatment and/or actions such as counseling, adjunct therapy, or
physical aides to increase sexual capacity.69

It is key that the clinician understand that sexuality in late life is a
normal and positive experience of aging. Clinicians need to assess
their own level of comfort in eliciting a sexual history from the older
adult, in that any discomfort on their part is likely to inhibit the older
adult’s ability to discuss his or her sexual life frankly. Key components
of a sexual history should include an understanding of what the older
adult’s normal sexual patterns and interests have been over the course
of his or her life and whether any changes have transpired that now
affect sexual capacity and performance. Biologic factors, illness, and
medication (Table 12–1) should all be reviewed. Medications are often
contributors to sexual dysfunction. (In fact, individuals over age 65
years take 25% of all prescription drugs and account for over half of
all adverse drug reactions.)70 Certain biologic factors that affect sexual
interests and behaviors relate to normal aging. For men, the duration
and intensity of sexual response changes with aging. Older men may
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take longer to achieve an excitement phase and experience a short-
ened, less forceful orgasm phase (Exhibit 12–3). Their resolution
phase is more rapid with an increased refractory period between erec-
tions. In older women, the time needed to experience a sexual cycle
(excitement, orgasm, and resolution) is increased with decreased vagi-
nal expansion and lubrication. In some cases, uterine atrophy can
cause painful intercourse.69 Sexual desire is thought to be controlled
by a dopamine-sensitive excitatory center along with serotonin-
sensitive inhibitory centers.71 True sexual dysfunction is described as
the absence of one or more phases of the sexual response cycle: desire,
excitement, orgasm, and/or resolution. Clinically, dysfunction could
be further subdivided into (1) primary sexual dysfunction, which is
defined as realistic sexual expectations that have never been met un-
der any circumstances; (2) secondary dysfunction, all phases have
functioned in the past, but are no longer doing so; or (3) situational
dysfunction, defined as the response cycle functions under some cir-
cumstances, but not others (Table 12–2).71

The clinician should elicit any sexual concerns or chief complaints
during the course of the overall health assessment. At this juncture,
there is the opportunity to educate the client about myths related to
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Table 12–1 Drugs That Can Diminish Sexual Function in Women

Type of Agent Example

Hypnotic agents Alcohol, barbiturates
Tranquilizers Chlordiazepoxide, diazepam
Narcotics Heroin, methadone
Antipsychotic agents Phenothiazines, butyrophenones
Antidepressants Tricyclic agents, monoamine oxidase inhibitors
Stimulants Cocaine, amphetamines
Anorectic agents Fenfluramine
Hallucinogens THC, LSD, PCP, mescaline
Hormones Progestins, oral contraceptives
Antihypertensive agents Reserpine, propranolol, methyldopa
Anticholinergic agents Propantheline bromide
Diuretics Acetazolamide

Note: THC, tetrahydrocannabinol; LSD, lysergic acid diethylamide; and PCP, phenylcyclohexylpiperidine

Source: Reprinted with permission from AE Reading and JR Bragonier, Human Sexuality and Sexual
Assault. In NF Hacker and JG Moore, Eds., Essentials of Obstetrics and Gynecology, 3rd ed. pp.
534–536, W.B. Saunders Company.
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sexuality in aging: specifically, the myth that sexual behavior is aber-
rant in older individuals and that there is no longer an opportunity
for a healthy sex life in aging. Most important, the clinician must de-
termine whether the individual’s sexual activities are meeting his or
her expectations and whether that person perceives there to be any
sexual difficulties. In some cases, it might be useful to interview the
older adult’s partner, as his or her responses may be different. The
clinician can then recommend counseling for couples who have dif-
ferent expectations. After a problem is identified, it should be fully
documented with regard to perception, duration, precipitating
events, and change. After the nature of the problem has been dis-
cerned, the provider can reassure and educate the client as well as
institute counseling and referral. The provider may be able to treat
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Exhibit 12–3 Sexual Problems That Occur in Older Patients

Women
Arousal
• Foreshortening of the vagina
• Slower and decreased vaginal lubrication
• Delayed and reduced vaginal expansion
Orgasm
• Fewer contractions
• Occasional painful uterine spasms
• Greater need for direct clitoral stimulation
Postorgasm
• No dilation of external cervical orifice
• Vaginal irritation and clitoral pain as a result of the thinner and more

atrophic vaginal epithelium, which is more susceptible to mechanical trouble
Men
Arousal
• Delayed and less firm erection
• Longer interval to ejaculation
• Impaired sense of timing of orgasm
Orgasm
• Shorter ejaculation event
• Fewer expulsion contractions
• Less forceful expulsion of semen
• Reduced volume of seminal fluid
Postorgasm
• Rapid loss of erection
• Longer refractory period

Source: Reprinted with permission from A.E. Reading and J.R. Bragonier, Human Sexuality
and Sexual Assault, in N.F. Hacker and J.G. Moore, Eds., Essentials of Obstetrics and Gynecology,
3rd ed., pp. 534–536, W.B. Saunders Company.
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certain conditions such as vaginismus, which is pain with penile
penetration, or lack of desire, which may be due to psychologic dis-
tress or biologic conditions.

In summary, the clinician needs to understand whether the older
adult perceives there to be any sexual dysfunction, what his or her ex-
pectations are of normal sexuality in later life, and any existing dis-
eases or medications that may affect sexual function. The clinician
then needs to develop strategies for resolving sexual concerns that are
noted during the sexual assessment. Sexual options for older adults
are as varied as they are for younger adults. Finally, homosexuality,
unsafe intercourse resulting in venereal disease, including HIV infec-
tion, sexual trauma from rape, and other types of sexual assault are all
issues that should not be overlooked because of stereotypes held
about older people.

Nervous System

The neurologic examination is performed after bringing the person
to a sitting position. The neurologic examination is composed of six
components: intellectual function, the cranial nerves, motor exami-
nation, sensory examination, reflexes, and cerebellar examination.
The mental status examination was discussed at length in Chapter 7.
The importance of the mental status examination should be empha-
sized again. Unless in an advanced stage, patients with Alzheimer’s
disease have a normal neurologic examination to an examiner who
neglects to specifically test cognitive functioning.

Sexual Health Assessment 307

Table 12–2 Classification of Sexual Dysfunction*

Category Characteristics Etiology

Primary Sexual expectations have never been met Usually psychogenic
Secondary All phases functioned in the past, but one May be organic or

or more no longer do so pharmacologic
Situational Response cycle functions under some May be psychogenic or

circumstances, but not others relationship-related

*Any of the dysfunctions may involve desire, excitement, or orgasm.

Source: Reprinted with permission from A.E. Reading and J.R. Bragonier, Human Sexuality and Sexual
Assault, in N.F. Hacker and J.G. Moore, Eds., Essentials of Obstetrics and Gynecology, 3rd ed., pp.
534–536, W.B. Saunders Company.
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Age-related changes in the nervous system include decreased vibra-
tory sensation (especially in the legs), less brisk deep tendon reflexes,
and decreased ability for upward gaze.72 The Achilles tendon reflex is
frequently unobtainable. The so-called pathologic reflexes such as the
grasp, palmomental, glabellar, and snout reflexes are characteristic of
release of cortical inhibition but are fairly common in normal older
persons. Concomitant presence of these release signs may signal arte-
riosclerotic changes in the brain or dementia.73 Demented persons
with pathologic reflexes may have more functional impairment and
poorer prognosis, but the release signs may also be present in persons
with dementia.74,75

Sensation may be tested by evaluation of the person’s ability to feel
a soft cotton-tipped applicator, sharp pinprick, and vibrating tuning
fork. Such examination is often quite subjective, and sometimes
deficits are not reproducible. Impaired mental status or aphasia may
make sensory examination more difficult, prone to error, or even im-
possible. More complex sensory integration is examined by asking the
patient to identify common objects placed in his or her hands, such as
a coin, comb, or paper clip (stereognosis). Position sense (propriocep-
tion) is examined by asking the patient to identify the direction in
which the toes or fingers are displaced by the examiner. Older persons
asked to stand with their feet together and eyes closed (Romberg test)
may have some difficulty, because of impaired proprioception, de-
creased strength, and slowed reaction time.

Motor tone is frequently increased in older persons. Passive
movement of the person’s limb by the examiner may commonly
demonstrate gegenhalten, or involuntary rigidity, which should not
be mistaken for lack of cooperation. Strength is decreased as is mus-
cle mass, especially in the small muscles of the hands. Coarse senile
tremors may involve the head as well as the hands, may improve af-
ter alcohol use, and may worsen with stress or fatigue.

Gait and Balance

Falling is an example of a geriatric problem with multiple contribut-
ing causes and serious consequences requiring careful delineation of
the circumstances of the fall and thorough search for underlying phys-
ical illness. The risk of falling increases with advancing age, and simple
diagnostic evaluation may identify persons at increased risk.76–79 The
patient can be observed as he or she is requested to sit and rise from a
chair, walk and turn around, and bend down to pick up an object off
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Exhibit 12–4 Tinetti Balance and Gait Evaluation

BALANCE
Instructions: Seat the subject in a hard armless chair. Test the following maneu-
vers. Select one number that best describes the subject’s performance in each
text, and add up the scores at the end.

1. Sitting balance
Leans or slides in chair � 0
Steady, safe � 1

2. Arising
Unstable without help � 0
Able but uses arms to help � 1
Able without use of arms � 2

3. Attempt to arise
Unable without help � 0
Able but requires more than one attempt � 1
Able to arise with one attempt � 2

4. Immediate standing balance (first 5 seconds)
Unsteady (staggers, moves feet, marked trunk sway) � 0
Steady but uses walker or cane or grabs other objects � 1
for support
Steady without walker, cane, or other support � 2

5. Standing balance
Unsteady � 0
Steady but wide stance (medial heels more than 4 inches � 1
apart) or uses cane, walker, or other support
Narrow stance without support � 2

continues

the floor.80 Does the individual rise from a chair in a single movement?
Is he or she steady in walking and turning without grasping for support
while using smooth continuous movement? Does the person seem sure
of himself or herself when bending? Observe if possible the patient
climbing and descending a flight of stairs.81 A relatively quick screen is
the 8-foot up-and-go test. The patient is seated and instructed to stand,
walk 8 feet forward (a spot on the floor may be indicated), turn, return
to the chair, and sit. The patient is asked to do this as quickly as safety
allows. This task assesses speed, agility, and dynamic balance.82 Testing
balance and gait in a standard way (Exhibit 12–4) would be indicated
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Exhibit 12–4 continued

6. Nudging (With subject’s feet as close together as possible, 
push lightly on the sternum with palm of hand three times.)
Begins to fall � 0
Staggers and grabs, but catches self � 1
Steady � 2

7. Eyes closed (at same position as in No. 6)
Unsteady � 0
Steady � 1

8. Turning 360 degrees
Discontinuous steps � 0
Continuous steps � 1
Unsteady (grabs and staggers) � 0
Steady � 1

9. Sitting down
Unsafe (misjudges distance, falls into chair) � 0
Uses arms or lacks smooth motion � 1
Safe, smooth motion � 2

GAIT
Instructions: The subject stands with the examiner, and then walks down
hallway or across room, first at the usual pace and then back at a rapid but safe
pace, using a cane or walker if accustomed to one.

10. Initiation of gait (immediately after being told to go)
Any hesitancy or several attempts to start � 0
No hesitancy � 1

11. Step length and height
Right swing foot:

Fails to pass left stance foot with step � 0
Passes left stance foot � 1
Fails to clear floor completely with step � 0
Completely clears floor � 1

Left swing foot:
Fails to pass right stance foot with step � 0
Passes right stance foot � 1
Fails to clear floor completely with step � 0
Completely clears floor � 1

12. Step symmetry
Right and left step length unequal � 0
Right and left step equal � 1
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for persons with neurologic disorders as well as to assess the effect of
medications that might interfere with balance.

CONCLUSION

The observation of mobility and strength during the exam, or more
formal evaluation by the 8-foot up-and-go test or Tinetti Balance and
Gait Evaluation, may suggest mobility deficits and an increased risk of
falling. A multifaceted intervention may reduce this risk, including as-
sistive devices (cane, quad-cane, or walker), gait training and
strengthening (physical therapy), improving vision (cataract evalua-
tion), discontinuing sedating medications, and evaluating the home
for areas of risk.

Another important function of the physical exam in the older patient
is to evaluate for possible abuse or neglect by caregivers. In situations
where there is abuse or neglect, it is often not described in the history,

Conclusion 311

13. Step continuity
Stopping or discontinuity between steps � 0
Steps appear continuous � 1

14. Path (Observe excursion of either left or right foot over 
about 10 feet of the course.)
Marked deviation � 0
Mild to moderate deviation or uses walking aid � 1
Walks straight without aid � 2

15. Trunk
Marked sway or uses walking aid � 0
No sway but flexion of knees or back or spreads arms out 
while walking � 1
No sway, flexion, use of arms, or use of walking aid � 2

16. Walking stance
Heels apart � 0
Heels almost touch while walking � 1

Balance score: /16 Gait score: /12
Total score: /28

Source: Adapted with permission from M Tinetti, Performance-Oriented Assessment of Mo-
bility Problems in Elderly Patients, Journal of the American Geriatric Society, Vol. 34, pp.
119–126, © 1986, Lippincott Williams & Wilkins.
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and thus, the examiner must keep these issues in mind during the phys-
ical evaluation of the patient. In a retrospective emergency department
study of protective service records of old people known to be victims of
physical older person abuse, physicians rarely asked patients about
abuse or made the diagnosis, even when the clinical presentation sug-
gested a substantial possibility of mistreatment.83 A diagnosis of abuse
should be considered whenever there are multiple injuries in different
stages of evolution or when injuries are unexplained or the explanations
provided are implausible. The possibility of significant neglect should be
considered whenever a dependent patient presents with malnutrition,
dehydration, or gross inattention to hygiene.84

After abuse is suspected, a thorough examination is required. The
general appearance of patients and the nature of their interactions
with their alleged abusers may be revealing. A full examination of the
entire body is performed, with particular attention to the skin, hair,
and orthopedic injuries. The size, location, and number of any skin le-
sions must be documented. As cognitive impairment is a risk factor for
abuse, mental status screening suggesting dementia should increase
vigilance for abuse and neglect. Also, addressing competency and
decision-making capacity is necessary before many protective inter-
ventions that require the victim’s consent.85 Careful documentation of
findings is essential, as the medical record often becomes part of a legal
record.86 Verbatim transcription of described events and drawings or
photographs of injuries can be very helpful. Whole-body x-rays for
healing fractures, and computed tomography scanning of the head
should be considered when history and exam suggest abnormalities.

Also, additional history from the patient without the caregiver pres-
ent, as well as from the caregiver, concerning the injuries or neglect is
important. However, care must be exercised to not alienate the care-
giver, who will generally continue to have responsibility for the patient.
Such alienation may lead to abandonment of the clinical relationship
and further harm to the patient. Early consultation with social work
and involvement of clinicians with expertise in older person abuse and
neglect may be valuable, as well as legally prudent.84

The physical examination of the older person is not markedly dif-
ferent than the physical examination of any adult. The focus on
contributing factors to functional loss, the frequent barriers to com-
munication present in older adults (such as impaired special
senses), and the difficulty of many older adults in obtaining ade-
quate access to medical care (because of their values or inadequate
transportation) distinguish the examination of the older adult from
examination of younger persons. In addition, the increased morbid-
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ity incurred as a person ages cannot be neglected. The physical ex-
amination is complementary to functional, social, economic, and
values assessment. For the older adult, evaluation of these other do-
mains is often the key to the solution of the multifaceted problems
of living presented by older adults to the primary care practitioner
and others who care for older persons.
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13

Pain Assessment

CASE VIGNETTE

Mrs. H, a 78-year-old widow, sees you for the first time because
“no one has been able to help me with my pain.” She has hyper-
tension and diet-controlled diabetes, but her principal concern is
chronic pain. She says that the pain is “all over” and has been
present for weeks. After a cursory exam (limited by time), which re-
veals nothing alarming or emergent, you ask Mrs. H to keep a pain
diary (discussed later). Although skeptical at first, she eventually
agrees.

Two weeks later she is back in your office. Her pain diary, al-
though not thorough, reveals that she has difficulty moving in the
morning and completing her morning activities of daily living, but
this improves somewhat later in the day. The pain is primarily in
her upper arms, back, and neck. An over-the-counter nonsteroid
had some effect, but did not eliminate the pain. She also notes
some “feverishness.” Armed with this new information, you direct
your exam to the appropriate areas, finding limited active and pas-
sive range of motion of the shoulders, but no findings of frank
arthritis. Temporal arteries are normal to palpation. The erythro-
cyte sedimentation rate is 95, and Mrs. H’s symptoms improve
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dramatically with low-dose prednisone within a few days, con-
firming the diagnosis of polymyalgia rheumatica.

Acute and chronic non–cancer-related pains are among the most
common complaints of older adults. Acute pain may be caused by ex-
acerbation of a chronic problem (e.g., a vertebral fracture in a person
with osteoporosis) or a new injury from a recent fall. Chronic pain
may result from osteoarthritis, rheumatoid arthritis, chronic back
pain, myalgias, other rheumatologic conditions, or cancer. This chap-
ter reviews acute and chronic pain assessment in older adults. For a
comprehensive review of pain therapy, the reader is referred to the re-
cently revised clinical practice guidelines published by the American
Geriatrics Society on the management of persistent pain in older per-
sons and to other sources.1–3

Although definitions of chronic pain vary, a common and useful
operating definition is persistent pain that does not respond to usual
treatments within the expected time frame. Chronic pain in older
adults is common. For example, a recent telephone survey found that
one fifth of older adults surveyed took analgesic medications regu-
larly. Patients who are taking analgesics regularly tend to see multiple
physicians, usually primary care doctors.4 Chronic pain also is com-
mon in nursing home residents.5

Multiple patient and physician barriers might interfere with the as-
sessment and successful treatment of chronic pain in older adults
(Exhibit 13–1). Some older individuals will deny having pain but will
admit to experiencing discomfort, aching, or pressure. In addition,
older adults may not receive adequate treatment because they and
their doctors fear addiction.
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Exhibit 13–1 Patient/Physician Beliefs and Barriers to Effective Pain Assessment/
Treatment in Older Adults

Patient
• Pain is a normal part of aging
• Stoicism
• Complaining of pain represents a moral failing
• Fear of the cause of the pain (e.g., cancer)
Physician
• Inadequate time for assessment
• Lack of interest in assessment and treatment
• Lack of expertise
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HISTORICAL ASSESSMENT OF PAIN

Assessment of pain in the older adult can be problematic and pro-
voke anxiety in the examiner. However, keeping in mind some gen-
eral principles of pain assessment will help (Exhibit 13–2). Although it
has long been postulated that older adults do not experience pain
with the same intensity as younger adults because of age-related
changes in the nervous system, it is doubtful that these changes are
clinically significant. In particular, it is important to stress that
there is no evidence that pain perception is decreased in older
adults compared with younger adults.3,6 It is now understood that
only the patient truly knows the severity of the pain that he or she
is experiencing. “Accurate pain assessment begins when the physi-
cian believes patients and takes their complaints of pain seriously”
(p. 682).5 Therefore, physicians should focus on quantifying the in-
dividual’s subjective experience of pain.
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Exhibit 13–2 Special Considerations in Geriatric Pain Assessment

1. General considerations
A. Recognize that age itself does not reduce pain sensitivity.
B. Recognize that there is no evidence that age, per se, influences qualitative

properties of pain.
C. Recognize the importance of encouraging the patient to discuss the

pain.
2. Co-morbidity: Illness and symptom presentation in the elderly, particularly

the frail and the “old-old,” is often characterized by multiplicity, duplicity,
and chronicity.

3. Mental status: Assess for cognitive impairment—dementia of the Alzheimer’s
type, pseudodementia secondary to depression, multiinfarct dementia—and
refer if necessary.

4. Depression: Pain is likely a major source of depression in the elderly.
5. Activities of daily living: Differentiate between limitations caused by

non–pain-related dysfunction and limitations in activities due to the fact
that their performance is painful. Pain-related dysfunctions and limitation
in activities of daily living are likely a significant source of depression in
the old.

6. Medications: Assess all current and recent medications (look in the “brown
bag of pills”). Start low and go slow, but remember 1-A and 1-B above.

7. Family and social support systems: Maintain these systems in the physically
or mentally impaired elderly.

Reprinted from Harkins SW, Scott RB. Pain and presbyalgos. In: Birren J, ed. Encyclopedia of
gerontology. San Diego: Academic Press, 1996:247–260, with permission.
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Unidimensional Pain Scales

Numerous means are available for recording pain. Unidimensional
scales record the intensity of the pain but do not address other pain
characteristics, such as affective components. An example is a verbal
descriptor scale, in which persons are asked to choose from five words
that reflect increasing severity of pain: mild, discomforting, distress-
ing, horrible, and excruciating.7 The disadvantages of a verbal descrip-
tor scale are the limited words to choose from and that individuals
tend to choose moderate words rather than those expressing the ex-
tremes.7

In common use today in most care settings is the numeric rating
scale (NRS). When an NRS is used, persons are asked to rate the pain
from 0 to 10, with 0 representing absolutely no pain and 10 the worst
possible pain the person can imagine. A visual analog scale (VAS) is sim-
ilar to an NRS in that persons rate pain from 0 to 10,7 but do so by
marking a 10-cm line that is labeled on one end as “no pain” and on
the other as “worst imaginable pain.” VASs appear to be valid and reli-
able indicators of chronic pain in older patients attending a chronic
pain clinic, but have not been extensively tested in the general popula-
tion of older persons who are suffering pain.8 NRSs and VASs are widely
used in acute care settings such as hospitals because of their simplicity
and because they are easily understood by patients. In addition, these
scales can reflect small changes in pain that can be helpful in monitor-
ing the response to therapy. However, NRSs and VASs do not reflect
changes in psychologic distress or physical function caused by pain.

Multidimensional Pain Scales

Multidimensional pain scales are useful because they assess more
than just the intensity of pain; they are affective for other compo-
nents of pain. The best known and most studied of these is the McGill
Pain Questionnaire (MPQ).3,9 The MPQ assesses pain along three di-
mensions: sensory, affective, and evaluative. The three components of
pain are derived from the gate-control theory of pain.10 Each of the
three components is subdivided into 20 subclasses. A person is asked
to classify his or her pain by picking words in each subclass that are
closest to the person’s experience of pain. Each category is scored, and
a total score is calculated.

Although the MPQ has been used in a variety of clinical settings, its
complexity (it is not self-administered and may take 20 minutes to
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complete) makes it most suitable for use in chronic pain clinics or as a
research tool. As is true for many pain-assessment or quality-of-life in-
struments, some controversy attends the use of the MPQ as well.10

Other Historical Data

The quality of the pain can guide the practitioner as to the type of
pain; the type of pain may then be helpful in deciding treatment op-
tions.1 Nociceptive pain is either visceral (caused by mechanical defor-
mation mediated by stretch receptors) or somatic (caused by tissue
injury mediated by pain receptors). Examples include pain from a
bowel obstruction or joint pain caused by osteoarthritis. Most often,
the degree of pain is proportional to the degree of tissue injury. All
tissue types may cause nociceptive pain except the central nervous
system. Nociceptive pain usually responds to traditional treatments
for pain.

Neuropathic pain involves disease or injury to either the central or
peripheral nervous system. Neuropathic pain is often described as
“burning,” “aching,” or “deep” in quality. Examples include post-
stroke pain, phantom limb pain, or painful extremities from diabetic
neuropathy. The pain may continue without ongoing tissue damage.
This type of pain may not respond to the usual analgesic therapies but
may respond to treatment with tricyclic antidepressants, anticonvul-
sants, or antiarrhythmic drugs.1 So-called central pain is a special case
of neuropathic pain that is caused by damage to pain transmission
pathways, such as the spinothalamic tract or the thalamus itself. Allo-
dynia (i.e., a painful response to a nonpainful stimulus) or hyperes-
thesia (i.e., increased sensitivity to a stimulus) may present because of
neuropathic pain.7

Mixed pain, such as recurrent headaches or vasculitic pain, appears
to be caused by unknown mechanisms. Treatment is often difficult
and usually requires a combination of therapies. Psychogenic pain, the
final category of pain, is said to be present when psychologic influ-
ences (e.g., somatization or conversion disorder) are a major factor in
the etiology or persistence of the pain symptoms. In these cases, the
usual pain treatments are not advised, and psychiatric intervention is
necessary.1

After the intensity and the quality of the pain have been evaluated
and quantified, the other usual descriptors of pain should be elicited:
location and radiation, duration, frequency or pattern, and precipitat-
ing and ameliorating factors. The person can describe or mark the lo-
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cation of the pain on a body diagram. Persons who cover a large part
of a body diagram, especially when previous evaluation has shown in-
volvement limited to one or two nerve roots, are more focused on
their pain and may be more disturbed.11 An attempt should be made
to determine whether the pain is localized or referred from another
site and whether it is superficial or visceral. Examples of referred pain
include shoulder pain resulting from diaphragmatic irritation and
back pain from kidney or prostate disease. Pain that is superficial is
easily localized, whereas visceral pain is diffuse. A pain diary helps to
clarify relationships between ameliorating and precipitating factors,
pain duration, and frequency. Completion of a pain diary also helps
to assess the relationship between pain and activity.1 For example,
persons who identify particular activities as pain producing rather
than certain movements may be having their pain behaviors rein-
forced by activity avoidance.11 On the other hand, when pain-
relieving factors are limited to medications, activity avoidance, or
massage by family members, these persons may be having their pain
behavior reinforced.11 In the pain diary, pain intensity can be
recorded according to an NRS (from 0 to 10) during various activities.
Other helpful information may be recorded, such as the effect of med-
icines or other therapies or emotional state and interactions with fam-
ily members.7

Additional history taking should focus on the sequence of events that
led to the chronic pain, as well as the treatments, especially over-the-
counter and prescription medicines, along with the person’s assessment
of the results of treatments. This type of information becomes especially
important when evaluating persons with psychogenic pain. Persons
with psychogenic pain will benefit from a full psychologic evaluation
that includes an assessment of the impact of the pain on the person’s
life, his or her premorbid personality, and a consideration of the finan-
cial aspects.11 Assessment of activities of daily living and instrumental
activities of daily living is very helpful in delineating the impact of the
person’s pain on function (see Chapter 10).

PHYSICAL ASSESSMENT OF PAIN

The evaluation of the older person with pain, as with all medical
evaluations, should include a comprehensive physical examination.
The physical assessment may not always be completed on the first
visit because persons with pain often present as urgent visits and be-
cause more time is usually necessary to evaluate older adults. Al-
though the goal is a “complete” examination, the neurologic and
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musculoskeletal systems will require more attention and time when
considering the person with pain. Because a physical examination of
the older adult is explored in detail in Chapter 12, in this chapter,
only topics that are pertinent in assessing pain syndromes are high-
lighted.

General observations are important and may begin with the per-
son’s entrance to the waiting area. Does the patient walk in unas-
sisted, or is he or she using a wheelchair or other assistive device? Can
the patient stand up from a sitting position without assistance or
pain? Is the patient’s gait normal or antalgic? Is the patient anxious or
in obvious pain? Is the patient accompanied by a family member?
What is the interaction between the patient and caregiver? Further
general observations can occur in the exam room during history tak-
ing.12 The patient’s dress and body language are observed. Poor
grooming and personal hygiene suggest depression and/or dementia.
The patient’s posture and side-to-side symmetry can be assessed.12

Kyphosis or scoliosis could indicate osteoporosis with compression
fractures. Odors suggestive of poor hygiene, recreational substance
use, or metabolic abnormalities should be noted. The patient should
be observed while she or he is undressing to see whether an extremity
is favored due to pain.7 Although a person in acute pain may manifest
elevated pulse rate and blood pressure, these may not be present in
someone with chronic pain because of physiologic adaptation.12

Skin

In addition to the usual observations, surgical scars should be noted
that may indicate procedures that patients do not recall during his-
tory taking. Other scars may indicate trauma or infections. Lesions
that may indicate a systemic condition (e.g., neurofibromatosis)
should be noted.12 Excoriations may be a sign of dysesthesias or pruri-
tus. Color changes over the extremities may mean arterial or venous
insufficiency (discussed later). Signs of trauma could be evidence of
older person abuse. Pressure sores may mean abnormal posture or
poor mobility. Evidence of trophic skin and nail changes should be
sought.

Head, Eyes, Ears, Nose, Throat, and Neck

Evidence of head trauma, systemic disease that affects the sclera or
iris, and the results of ophthalmoscopy should all be noted. Examina-
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tion of the ears may reveal cerumen, impaction, or otitis. The condi-
tion of the teeth may reveal caries or other painful dental conditions.
Foul breath may result from periodontal disease or sinusitis. The
carotid arteries should be palpated and auscultated. Enlarged or ten-
der lymph nodes (cervical, submandibular, supraclavicular) should be
noted. The thyroid should be examined as well.

Chest, Abdomen, Genitalia, Pelvis, and Extremities

Breasts and axillae should be examined for tenderness, masses, or
discharge. The sternum and the sternocostal, costoclavicular, and cos-
tochondral joints should be palpated for swelling or tenderness. The
heart, lungs, and abdomen are examined in the usual fashion. If uri-
nary pathology is suspected, be sure to percuss the flanks. The bladder
should be palpated for the possibility of urinary retention. Lower ab-
dominal or back pain complaints may require examination of the
genitalia. Women should have a careful pelvic examination, includ-
ing bimanual examination for masses or tenderness. Men should have
inspection and palpation of the scrotum and a prostate examination.
Both men and women should have rectal examinations to check for
masses and tenderness and, if applicable, to check stool for occult
blood. Tenderness of the ischia and coccyx might be noted during rec-
tal exam. The bones of the pelvis should be palpated for tenderness.
Pulses should be palpated. Notation should be made of skin changes
suggestive of ischemia (e.g., pallor, coolness, or ulcers) or venous in-
sufficiency (e.g., edema, hyperpigmentation, or ulcers) or throm-
bophlebitis (e.g., swelling or pain).

Musculoskeletal System

Along with the neurologic exam, the musculoskeletal exam de-
serves the most emphasis in persons with chronic pain. In addition to
the points raised in Chapter 12, a thorough musculoskeletal exam in
older persons with pain should include palpation of muscles, looking
for spasm and referred pain.12 Trigger points may be identified. Active
range of motion of symptomatic joints should be checked. If limited,
then the person is gently assisted to determine passive range of mo-
tion. Joint disease limits both active and passive motion, whereas
greater passive than active range of motion suggests disease of the
muscle or tendon. If contraction of the muscles of the affected joint
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against sufficient resistance to prevent movement is painful, this may
also indicate muscular or supporting structure pathology. Joints
should be examined for swelling, erythema, sponginess (suggestive of
synovitis), and bony enlargement.13 The areas surrounding joints
should be examined for soft tissue pathology that may produce pain,
such as ganglion cysts, bursitis, or tenosynovitis.13 The spine deserves
special emphasis. The person is asked to stand for this exam, and the
spine is viewed from behind for symmetry and symmetric muscle
bulk of the paraspinal and shoulder muscles. The iliac crests should be
level. Forward flexion and extension, as well as lateral flexion and ro-
tation, test range of motion. Pain on percussion of the spinous
processes may indicate vertebral fractures or ligamentous pathology
or may represent referred tenderness.12

A few special maneuvers deserve mention.11 Pain in the cervical
spine with Valsalva’s maneuver suggests increased intrathecal pressure
caused by a space-occupying lesion in the spinal canal. If pain occurs
on the concave side with lateral flexion of the thoracic spine, inter-
costal nerve root compression is likely; if the pain is on the convex
side, pleural pathology with fixation to the chest wall is more likely.
Straight leg raising tests for sciatic nerve irritation. An observation of
the person’s gait should be included (see Chapter 12).

Neurologic System

A careful neurologic examination is necessary in many individuals
with chronic pain, especially if neuropathic pain is suspected. The
usual neurologic examination is reviewed in Chapter 12. Parts of the
neurologic examination that are particularly important in the older
adult with pain will be emphasized. Pain in an area of hypoesthesia,
allodynia, and hyperpathia (i.e., increased response to a repetitive,
nonpainful stimulus) are indicative of neural pathology. Peripheral le-
sions may be distinguished from central lesions if typical radicular
findings of motor weakness, reflex changes, and hypoesthesia are
present. The reader is referred to standard medical or neurologic texts
for detailed information on nerve root lesions and the expected mo-
tor, reflex, and dermatome patterns.

Evidence of autonomic dysfunction may be alteration in skin tem-
perature or color or decreased or increased sweating. Abnormal hair or
nail growth may occur. If these signs are present in a painful extrem-
ity, complex regional pain syndrome (formerly reflex sympathetic
dystrophy) may be present.12 Mental status testing is important be-
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cause persons with dementia may complain of pain or other somatic
symptoms (see Chapter 7). It is difficult to complete a precise exami-
nation of persons with pain and advanced dementia because so much
of the exam requires the person’s cooperation. Examiners may need to
rely on nonverbal expressions of pain, such as grimacing, agitation, or
withdrawal, discussed in more detail later.

PAIN ASSESSMENT IN COGNITIVELY IMPAIRED
OLDER ADULTS

As noted earlier, pain is common in nursing home residents, the
majority of whom are cognitively impaired.14 Although nursing home
residents are difficult to evaluate for pain, there is no evidence that
cognitive impairment “masks” the pain. However, impaired cognition
may be associated with reduced pain complaints, even after adjust-
ment for co-morbidities and altered function.14 Reports of current
pain in demented persons are usually valid and reliable.5,14 Recall of
past episodes of pain may be less reliable. Chronic pain complaints
may be attributed to depression because depression is so common in
nursing home residents. However, psychogenic pain is rare in long-
term care residents.

When older persons have cognitive impairment or language barri-
ers, the report of the caregiver or family should be sought.5 Examples
of information that caregivers may provide include changes in func-
tion, such as altered gait or falls, agitation, and moaning or crying.
Functional decline may be the most noticeable change in a nursing
home resident with pain.

CONCLUSION

Increased recognition of the problem of pain in older adults brings
with it the need for new assessment techniques and knowledge. Al-
though much more research needs to be done for a more complete
understanding of pain and its treatment, the geriatric practitioner can
improve skills in this area by keeping in mind the principles of assess-
ment discussed in this chapter. For more in-depth discussion, readers
are referred to other sources.1,3,7,10 Improving pain assessment and
treatment in the hospital, nursing home, hospice, and ambulatory
care settings is a worthwhile effort with the potential for a consider-
able effect on the quality of life of older persons.
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14

Health Promotion

Clinicians who care for older adults are often under the impres-
sion that older persons are immune to the effects of health pro-
motion. Many believe that so much physiologic damage is

done before the first 6 or 7 decades of life that changes in lifestyle are
ineffective later in life. For example, the lungs may already have sus-
tained damage from smoking, and the person may even already be
battling chronic obstructive lung disease. Years of obesity may already
have resulted in the onset of Type II diabetes mellitus and pathologic
changes to the bones. Failure to get a yearly influenza vaccine may
have already resulted in a 5-day hospitalization, and a mass in the
breast may have already metastasized more significantly because the
older adult did not undergo yearly mammograms. However, while
these scenarios are possible they are not inevitable. In fact, older
adults are not too old to benefit from health promotion activities even
in the 7th, 8th, or 9th decades of life. Padula and McNatt1 reported
that although interest in the health promotion of older adults is in-
creasing, caution must be paid to the unique needs of this population.

The ability of older adults to benefit from health promotion activi-
ties has been underscored by the development and implementation of
Healthy People 2010: National Health Promotion and Disease-Prevention

Meredith Wallace, Joyce Shea, and Carrie Guttman
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Exhibit 14–1 Selected National Health-Promotion and Disease-Prevention Objectives
for the Older Adult

1–4 Increase the proportion of persons who have a specific source of
ongoing care.

1–9 Reduce hospitalization rates for three ambulatory-care-sensitive
conditions—pediatric asthma, uncontrolled diabetes, and
immunization-preventable pneumonia and influenza in older adults.

2–9 Reduce the overall number of cases of osteoporosis.

2–10 Reduce the proportion of adults who are hospitalized for vertebral
fractures associated with osteoporosis.

3–12 Increase the proportion of adults who receive a colorectal cancer
screening examination.

4–1 Reduce the rate of new cases of end-stage renal disease.

4–5 Increase the proportion of dialysis patients registered on the waiting
list for transplantation.

4–6 Increase the proportion of patients with treated chronic kidney
failure who receive a transplant within 3 years of registration on the
waiting list.

4–7 Reduce kidney failure due to diabetes.

5–1 Increase the proportion of persons with diabetes who receive formal
diabetes education.

5–2 Prevent diabetes.

5–3 Reduce the overall rate of diabetes that is clinically diagnosed.

5–4 Increase the proportion of adults with diabetes whose condition has
been diagnosed.

Objectives. These objectives, which largely focus on older adults (see
Exhibit 14–1), consist of increasing the access and involvement of the
US population in health-promotion programs. In promoting the
health of older adults, evidence based studies have shown that it is
possible that the damage caused to the pulmonary system from years
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5–5 Reduce the diabetes death rate.

5–6 Reduce diabetes-related deaths among persons with diabetes.

5–7 Reduce deaths from cardiovascular disease in persons with diabetes.

5–10 Reduce the rate of lower extremity amputations in persons with
diabetes.

5–12 Increase the proportion of adults with diabetes who have a
glycosylated hemoglobin measurement at least once a year.

5–13 Increase the proportion of adults with diabetes who have an annual
dilated eye examination.

5–14 Increase the proportion of adults with diabetes who have at least an
annual foot examination.

5–15 Increase the proportion of persons with diabetes who have at least an
annual dental examination.

5–16 Increase the proportion of adults with diabetes who take aspirin at
least 15 times per month.

5–17 Increase the proportion of adults with diabetes who perform self-
blood glucose monitoring at least once daily.

6–3 Reduce the proportion of adults with disabilities who report feelings
such as sadness, unhappiness, or depression that prevent them from
being active.

6–4 Increase the proportion of adults with disabilities who participate in
social activities.

6–5 Increase the proportion of adults with disabilities reporting sufficient
emotional support.

6–6 Increase the proportion of adults with disabilities reporting
satisfaction with life.

6–7 Reduce the number of people with disabilities in congregate care
facilities, consistent with permanency planning principles.

6–8 Eliminate disparities in employment rates between working-aged
adults with and without disabilities.

continues
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Exhibit 14–1 continued

7–12 Increase the proportion of older adults who have participated during
the preceding year in at least one organized health promotion
activity.

8–22 Increase the proportion of persons living in pre-1950s housing that
have tested for the presence of lead-based paint.

10–1 Reduce infections caused by key food borne pathogens.

12–6 Reduce hospitalizations of older adults with heart failure as the
principal diagnosis.

14–5 Reduce invasive pneumococcal infections.

14–28 Increase hepatitis B vaccine coverage among high-risk groups.

14–29 Increase the proportion of adults who are vaccinated annually
against influenza and ever vaccinated against pneumococcal disease.

15–1 Reduce hospitalization for nonfatal head injuries.

15–15 Reduce deaths caused by motor vehicle crashes.

15–16 Reduce pedestrian deaths on public roads.

15–25 Reduce residential fire deaths.

15–27 Reduce deaths from falls.

15–28 Reduce hip fractures among older adults.

17–3 (Developmental) Increase the proportion of primary care providers,
pharmacists, and other health care professionals who routinely
review with their patients aged 65 years and older and patients with
chronic illnesses or disabilities all new prescribed and over-the-
counter medicines.

18–14 Increase the number of states, territories, and the District of
Columbia with an operational mental health plan that addresses
mental health crisis interventions, ongoing screening, and treatment
services for older persons.

19–1 Increase the proportion of adults who are at a healthy weight.

19–2 Reduce the proportion of adults who are obese.
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19–5 Increase the proportion of persons aged 2 years and older who
consume at least two daily servings of fruit.

19–6 Increase the proportion of persons aged 2 years and older who
consume at least three daily servings of vegetables, with at least one
third being dark green or deep yellow vegetables.

19–7 Increase the proportion of persons aged 2 years and older who
consume at least six daily servings of grain products, with at least
three being whole grains.

19–8 Increase the proportion of persons aged 2 years and older who
consume less than 10 percent of calories from saturated fat.

19–9 Increase the proportion of persons aged 2 years and older who
consume no more than 30% of calories from fat.

19–11 Increase the proportion of persons aged 2 years and older who meet
dietary recommendations for calcium.

19–17 Increase the proportion of physician office visits made by patients
with a diagnosis of cardiovascular disease, diabetes, or
hyperlipidemia that include counseling or education related to diet
and nutrition.

19–18 Increase food security among US households and in so doing reduce
hunger.

21–4 Reduce the proportion of older adults who have had all their natural
teeth extracted.

21–10 Increase the proportion of children and adults who use the oral
health care system each year.

22–1 Reduce the proportion of adults who engage in no leisure-time
physical activity.

22–2 Increase the proportion of adults who engage regularly, preferably
daily, in moderate physical activity for at least 30 minutes per day.

22–3 Increase the proportion of adults who engage in vigorous physical
activity that promotes the development and maintenance of
cardiorespiratory fitness 3 or more days per week for 20 or more
minutes per occasion.

continues
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of smoking may be reversed,2 obese older adults may lose weight and
eliminate the need for daily insulin injections or arthritis medica-
tions,3 unnecessary cases of viral influenza and pneumonia4 will be
avoided, and malignancies detected at an earlier and more treatable
stage.5 Moreover, because the Centers for Disease Control and Preven-
tion (CDC) reported that chronic conditions such as arthritis, chronic
obstructive pulmonary disease, and non–insulin-dependent diabetes
mellitus substantially limit daily activity for 39% of persons over 65
years of age, health promotion among the older adult population is
particularly important. The implementation of health promotion ac-
tivities in the older adult population has already played a significant
role in increasing the percentage of older adults from approximately
12% of the population in 1990 to an estimated 18% by the year 2030.
With these figures in mind, it is exciting to imagine the impact of en-
hanced health promotion on expanding the opportunities for healthy
living more appreciably in the future.

One framework within which to categorize health promotion is lev-
els of prevention. There are three levels of prevention that focus inter-
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Exhibit 14–1 continued

22–4 Increase the proportion of adults who perform physical activities that
enhance and maintain muscular strength and endurance.

22–5 Increase the proportion of adults who perform physical activities that
enhance and maintain flexibility.

24–1 Reduce asthma deaths.

24–2 Reduce hospitalizations for asthma.

24–3 Reduce hospital emergency department visits for asthma.

24–9 Reduce the proportion of adults whose activity is limited due to
chronic lung and breathing problems.

24–10 Reduce deaths from chronic obstructive pulmonary disease among
adults.

27–10 Reduce the proportion of nonsmokers exposed to environmental
tobacco smoke.

From http://www/health.gov/healthypeople
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ventions for promoting the health of the population, especially older
adults. The first level of prevention is called primary prevention. This
level includes interventions to prevent illness or disease from occur-
ring. Examples of interventions within the primary prevention level in-
clude smoking cessation, immunizations, proper nutrition, and regular
exercise.6 The next level of prevention is called secondary prevention and
includes interventions focused on detecting the presence of disease as
early as possible, increasing the effectiveness of available treatments.
Examples of interventions in this level include routine mammograms,
hypertension screening, and prostate-specific antigen blood tests. The
third level of prevention is tertiary prevention. Interventions within this
category are aimed at treatment of disease after the disease has already
been diagnosed in order to prevent the impact of disease on functional
decline of older adults. As the tertiary level of prevention involves ef-
fective disease management among older adults, it is beyond the scope
of discussion in this chapter. This chapter explores the primary and sec-
ondary levels of prevention among older adults. The incidence and
prevalence of harmful health behaviors, best assessment practices, and
interventions to reduce these behaviors are discussed in this chapter.
Current research supporting the effectiveness of interventions will be
reported and recommendations provided.

PRIMARY HEALTH PROMOTION 
AND DISEASE PREVENTION

Primary health promotion interventions are designed to prevent the
occurrence of a disease. Interventions at the primary prevention level
afford the patient and care provider opportunities to promote health
and prevent both morbidity and mortality. For example, primary pre-
vention is used to prevent obesity and the related complications such
as arthritis, diabetes, and heart disease; cardiovascular diseases, cancer,
and other disorders; and promote overall health and well-being. In so
doing, both quality of life and function will be maximized. The fol-
lowing section summarizes key interventions and activities in the pri-
mary prevention category of health promotion.

Nutrition

Older adults’ lives in the past did not have the benefit of the science
base that currently guides nutrition. Older adults ate the foods that
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were available and the effects of different foods was unknown. The
high fat content of meat and eggs was both unknown and unavoid-
able. The risk factors inherent in high-carbohydrate diets were previ-
ously unidentified and consequently not considered when making
food choices. The end result was that older adults sustained consider-
able physiologic damage from poor diets.5 Furthermore, many older
adults are still unfamiliar with healthier dietary guidelines.

Older adults are fully capable of experiencing the health effects
from dietary changes late in life. There is sufficient clinical evidence
that weight loss reduces arthritis-related pain and dependence on in-
sulin and oral hypoglycemic medication, as well as reducing the risk
of heart disease. A recent study revealed that 4 of the 10 leading
causes of death are related to poor diet.3 Improved nutrition greatly
impacts the health and quality of life of older adults.

Padula and McNatt1 reported that diet is among the most important
health behaviors and activities ranked by older adult couples in pro-
moting their health. However, many barriers to good nutrition exist
among older adults. Normal age-related changes in digestion of nutri-
ents as well as reduction in smell, vision, and taste sensations put older
adults at an increased risk of malnutrition. The prevalence of dental
conditions and ill-fitting dentures among the older populations also
contributes to the inability to meet recommended daily allowances.

Appropriate nutritional interventions may be most successfully
implemented after a comprehensive nutritional assessment. The Nu-
tritional Screening Initiative Checklist7 is an instrument that has been
effectively used for both initial and successive assessment of nutri-
tion in older adults. The Nutritional Screening Initiative Checklist is
a 14-item instrument that may be given to the older adult for self-
assessment or may be administered in an interview format. The in-
strument collects nutritional information on the effect of illness on
nutrition, as well as effects of dietary consumption. Among older
adults, it is also important to consider financial, logistical, and emo-
tional capacity to select, purchase, prepare, and consume food, as
well as the environment in which food is eaten. Often, older adults
cannot afford the foods that will provide them with appropriate nu-
trients, do not have transportation for food shopping, or are unable
to prepare food. Moreover, the presence of depression and loneliness
may precipitate malnutrition among older adults.8

Older adults, even in later decades of life, are amenable to dietary
changes to improve their nutrition. A recent study revealed that di-
etary counseling was an effective intervention for producing small to
moderate dietary changes in a primary care population.9 This sup-
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ports the deployment of health care professionals to teach and coun-
sel older adults about appropriate dietary choices in all care settings.
The Food Guide Pyramid is a helpful tool for providing this educa-
tion. Older adults should be assessed for the ability to obtain, afford,
and prepare food.

Sleep

The relationship between healthful sleep and morbidity in older
adults is strong, and the positive effects of a good night’s sleep are
abundant.8 Sleep results in improved energy, motivation to work, and
participation in both activities of daily living and instrumental activi-
ties of daily living.10 Furthermore, adequate sleep contributes to the
enjoyment of a high quality of life. The impact of sleep disorders on
the health of older adults is profound. Failure to get a “good night’s
sleep” is a prevalent concern among older adults11 and results from
both the inability to fall asleep and the ability to sleep throughout the
night. One study (n � 1,118) reported that approximately 25% of
older adults stated that they had difficulty falling asleep, and 52% had
difficulty remaining asleep.10 Moreover, 28% of this sample reported
early awakening, and 12% reported daytime sleepiness.

The numerous sleep complaints reported by older adults are a prod-
uct of several normal aging changes in circadian rhythms. These
changes result in nocturnal awakenings, decreased periods of sleep,
and a reduction in slow wave activity. Montgomery12 reported that al-
though the issue has been hotly debated, it is unclear whether or not
older adults actually require less sleep than their younger counterparts.

Montgomery12 reported that despite the numerous sleep concerns
among older adults, little research is available to improve the assess-
ment and management of this frequently occurring problem. Several
reasons account for the lack of sleep assessment and intervention by
health professionals. These reasons include lack of time for assess-
ment and lack of knowledge regarding supported interventions. Older
adults may view sleep problems as part of the normal aging process
and do not report them to their health care providers. However, given
the impact of poor sleep on health and functioning, sleep assessment
must be given priority by health professionals caring for older adults.
Moreover, evidence-based sleep interventions must be implemented
and evaluated regularly for effectiveness.

The first step in helping older adults improve sleep is to administer a
standardized sleep assessment instrument. The Pittsburgh Sleep Qual-
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ity Index13 is an instrument that has been used effectively for both ini-
tial and follow-up evaluation of sleep quality among older adults. The
Pittsburgh Sleep Quality Index quantifies seven areas of sleep, includ-
ing subjective sleep quality, sleep latency, sleep duration, habitual
sleep efficiency, sleep disturbances, use of sleeping medication, and
daytime dysfunction over a period of 1 month. The instrument may be
given to older adults to complete or may be administered in an inter-
view format. The instrument is very thorough; however, scoring re-
quires the assistance of a health professional.

Interventions to enhance the sleep quality of older adults begin
with teaching about the normal changes in circadian rhythms and
their effect on nighttime sleep. Montgomery12 reported that other in-
terventions include bright-light therapy, exercise, and passive body
heating, but all interventions lack clear scientific support. Wallace14

reported that improving pain control in the nighttime may help those
older adults who are awakened by pain to obtain better rest at night.
In addition, modifications in noise and lighting may assist older resi-
dents of long-term care facilities to improve sleep.

The pharmacologic treatment of sleep disorders is common in older
adults and may be effective for short alterations in sleep quality. Newer
medications with low side-effect profiles are recommended for a
2-week or as-needed period. Benzodiazepines should be used carefully
because of the possibility of rebound and morning insomnia, as well as
hangover effect, delirium, and daytime sedation among older adults.11

Smoking

There is no greater modifiable risk factor for developing preventable
diseases than smoking. Among older adults, the long-term effects of
smoking have been linked with the development of bladder, cervical,
esophageal, kidney, laryngeal, lung, oral, pancreatic, and stomach
cancers as well as leukemia and abdominal aortic aneurysm, athero-
sclerosis, cataracts, cerebrovascular disease, coronary heart disease,
chronic obstructive pulmonary disease, hip fractures, low bone den-
sity, peptic ulcer disease, and pneumonia (Table 14–1). The death toll
from smoking-related diseases is estimated to be 440,000 each year.15

The year 2004 marked the 40th anniversary of the Surgeon General’s
warning about the dangers of smoking. Although there has been in-
creased legislation regarding the reduction of this known risk factor
over the past 40 years, the prevalence of smoking among older adults
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continues to remain among the most substantial, modifiable risk fac-
tors for the development of disease.

It is often believed that the substantial amount of time in which
older adults have smoked places them beyond intervention and help.
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Table 14–1 Primary and Secondary Prevention Strategies for Older Adults

Interventions Considered 
and Recommended for the 
Periodic Health Examination Leading Causes of Death

Heart disease
Malignant neoplasm (lung, colorectal, 

breast)
Cerebrovascular disease
Chronic obstructive pulmonary disease
Pneumonia and influenza

Interventions for the General Population

SCREENING Injury Prevention
Blood pressure Lap/shoulder belts
Height and weight Motorcycle and bicycle helmets*
Fecal occult blood test1 and/or Fall prevention*

sigmoidoscopy Safe storage/removal of firearms*
Mammogram � clinical breast exam2 Smoke detector*

(women �69 yr) Set hot water heater to �120–130° F*
Papanicolaou (Pap) test (women)3 CPR training for household members
Vision screening
Assess for hearing impairment Dental Health
Assess for problem drinking Regular visits to dental care provider*

Floss, brush with fluoride toothpaste daily*

COUNSELING Sexual Behavior
Substance Use STD prevention: avoid high-risk sexual 
Tobacco cessation behavior;* use condoms*
Avoid alcohol/drug use while driving, 

swimming, boating, etc.* IMMUNIZATIONS
Pneumococcal vaccine

Diet and Exercise Influenza1

Limit fat and cholesterol; maintain caloric Tetanus-diphtheria (Td) boosters
balance; emphasize grains, fruits, 
vegetables CHEMOPROPHYLAXIS

Adequate calcium intake (women) Discuss hormone prophylaxis 
Regular physical activity* (women)

continues
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In other words, since so much damage has been done, why expend re-
sources to stop after 40 or 50 years of smoking? However, the fact re-
mains that older adults may still experience positive results from
smoking cessation even after decades of smoking. Moreover, it is be-
lieved that older adults may be more highly motivated to quit smok-
ing because the effects of smoking on various organ systems, such as
the eyes or lungs, are more profoundly notable than among younger
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Table 14–1 Continued

Interventions for High-Risk Populations

POPULATION POTENTIAL INTERVENTIONS
(see detailed high-risk definitions)

Institutionalized persons PPD (HR1); hepatitis A vaccine (HR2);
amantadine/rimantadine (HR4)

Chronic medical conditions; TB contacts; PPD (HR1)
low income; immigrants; alcoholics

Persons �75 yr; or �70 yr with risk Fall prevention intervention (HR5)
factors for falls

Cardiovascular disease risk factors Consider cholesterol screening (HR6)
Family h/o skin cancer; nevi; fair skin, Avoid excess/midday sun, use 

eyes, hair protective clothing* (HR7)
Native Americans/Alaska Natives PPD (HR1); hepatitis A vaccine (HR2)
Travelers to developing countries Hepatitis A vaccine (HR2); hepatitis B 

vaccine (HR8)
Blood product recipients HIV screen (HR3); hepatitis B vaccine (HR8)
High-risk sexual behavior Hepatitis A vaccine (HR2); HIV screen 

(HR3); hepatitis B vaccine (HR8);
RPR/VDRL (HR9)

Injection or street drug use PPD (HR1); hepatitis A vaccine (HR2);
HIV screen (HR3); hepatitis B 
vaccine (HR8); RPR/VDRL (HR9);
advice to reduce infection risk (HR10)

Health care/lab workers PPD (HR1); hepatitis A vaccine (HR2);
amantadine/rimantadine (HR4);
hepatitis B vaccine (HR8)

Persons susceptible to varicella Varicella vaccine (HR11)

1Annually .2Mammogram q1–2 yr, or mammogram q1–2 yr with annual clinical breast exam. 3All women
who are or have been sexually active and who have a cervix: q�3 yr. Consider discontinuation of testing
after age 56 yr if previous regular screening with continuously normal results.

*The ability of clinician counseling to influence this behavior is unproven.

Adapted from http://odphp.osophs.dhhs.gov/pubs/guidecps/PDF/Frontmtr.PDF
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adults. For most people, smoking cessation will be perceived as a cure
for these health problems. Because of these reasons, the report of the
Surgeon General on the health effects of smoking stated that the
health risks of smoking may be reduced among all age groups and rec-
ommended that “geriatricians should counsel their patients who
smoke, even the oldest, to quit.”15

Despite the great impetus to stop smoking and the projected posi-
tive effects of success in this area, smoking cessation is one of the
greatest challenges to both smokers and health care providers working
with older smokers.2 The long-standing use of tobacco in older adults’
lives may place them in a position to forget what it was like not to
smoke. Consequently, smoking cessation in older adults takes time,
and it is not unusual for multiple setbacks to occur. Appel and
Aldrich2 encourage health care providers who work with older smok-
ers to maximize every opportunity to help them quit. In working with
older adults who are considering smoking cessation, it is important to
discuss this with them and reassure them that setbacks do not mean
that health care providers will stop working with them.

The first step in helping older adults to quit smoking is to assess
their readiness and motivation, as well as the resources available to
them. Mackey16 suggested making statements such as “I feel that your
smoking poses a significant health risk” to define the problem and be-
gin the dialogue with the patient. It is important to determine what
factors inspired the decision to quit and what position they are in to
do so. The Centers for Disease Control17 recommended five steps to
quit smoking: (1) Get ready. This requires determining a start date in
which the older adult will wake up cigarette-free. The older adult
should be counseled to dispose of all cigarettes from their environ-
ments, including the home, work, car, and frequently traveled places.
(2) Get support. The health care professional should encourage the
older adult to announce plans to quit smoking to family and friends
and ask for their assistance by not smoking around them. Support
may also include visits to a counselor, physician, or support group to
assist the older adult with quitting. (3) Learn new skills and behaviors.
The older adult should be encouraged to avoid habits that are associ-
ated with smoking, such as drinking coffee or alcohol, and to substi-
tute these unhealthy habits with healthy ones, such as drinking water
or exercise. (4) Get medication and use it correctly. The use of nicotine
products, such as nicotine gum, patches, inhalers, or nasal spray, are
very helpful in the physical withdrawal from nicotine experienced
during smoking cessation. Moreover, the adjunct use of the antide-
pressant therapy Bupropion SR among older adults has also been
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shown to assist in smoking cessation.2 (5) Be prepared for relapse or dif-
ficult situations. Quitting smoking is one of the most difficult tasks to
accomplish, as relapses are extremely common in all age groups.
Older adults try several times before they successfully quit smoking
for good. If older adults experience relapses, they should be encour-
aged to try again, as soon as they are able.

Alcohol Abuse Among Older Persons

It is often thought that alcohol problems that are prevalent in
younger adult populations cease by the time people enter older age.
However, this notion is among the many myths of aging and is per-
petuated by the difficulty in identifying alcohol problems among
older adults. Levin and Kruger18 referred to alcoholism as an “invisible
epidemic” among older adults. The percentage of alcohol abuse
among the older population ranges from 2% to 20%, underscoring
the variation in detection efficacy among clinical settings.19 More-
over, The Robert Wood Johnson Foundation20 reported that the num-
ber of substance dependent and abusing adults over the age of 50
years is projected to increase from 1.7 million to 4.4 million by 2020.

The deleterious health effects of alcoholism among older adults are
widespread. Mokdad et al.21 reported approximately 85,000 deaths in
older adults related to excessive or risky alcohol usage in the United
States, making alcohol the third leading actual cause of death. Alco-
hol results in motor vehicle accidents and other violent and uninten-
tional injuries among older adults. In addition, alcohol use has been
associated with increased risk of sexually transmitted diseases, hepati-
tis C and chronic liver disease, as well as oral–pharyngeal, esophageal,
prostate, liver, and breast cancer.22 For older adults, changes in organ
systems, including hepatic and nephritic changes, often alter the abil-
ity to metabolize and excrete alcohol, effectively resulting in greater
concentrations and sensitivity to the substance.23 Hall et al.24 re-
ported that alcohol consumption is an essential warning sign for sui-
cide among older adults.

Drinking more than seven drinks each week or more than three
drinks per day during an occasion is considered at risk for alcohol
abuse according to the National Institute on Alcohol and Alco-
holism.25 However, assessing the use of alcohol among older adults is
extremely challenging and presents a large barrier to successful treat-
ment in this population. One of the great challenges lies in the confu-
sion of alcohol-induced symptoms with those of delirium, depression,
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and dementia.18 For example, an individual under the influence of al-
cohol may be unable to articulate his or her thoughts or feelings,
which is also symptomatic of more commonly occurring cognitive
disorders among older adults. Mersey26 stated that caution should be
paid to several “red-flag” symptoms of alcohol abuse, such as missing
appointments, history of accidents, depression, labile hypertension,
vague gastrointestinal symptoms, and sexual and sleep disorders.
Moreover, Mersey reports that gamma-glutamyl transpeptidase, mean
corpuscular volume, and carbohydrate-deficient transferring are help-
ful laboratory tests in making the diagnosis26.

One of the most widely used assessment instruments to detect alco-
hol use among older adults is the CAGE. CAGE is an easily used, four-
question instrument that focuses the interview on aspects of drinking
indicative of problems. The questions include the following: (1) Have
you ever tried to cut down on your drinking? (2) Do you become an-
noyed when others ask you about drinking? (3) Do you ever feel
guilty about your drinking? (4) Do you ever use alcohol in the morn-
ing, as an eye opener? Although the instrument is not diagnostic of
alcoholism, affirmative responses to any of the four questions should
lead the health care provider to refer the patient for further assess-
ment of alcohol-related problems and treatment.

Research shows that older adults with alcohol problems who re-
ceived treatment specific to their needs can achieve positive health
outcomes.27 As with any long-standing habit, eliminating alcohol
from older adults’ lives is often complex and challenging. Alcohol re-
habilitation requires psychoeducational, personal, and family counsel-
ing, support, and cognitive behavioral therapy, as well as physiologic
support. These are best provided through skilled alcohol rehabilitation
specialists in either an inpatient or outpatient setting.

Adult Immunization

The United States has substantially increased the amount of chil-
dren who currently receive childhood vaccinations. This was ac-
complished in great part by implementing mandatory childhood
vaccination as a requirement to enter public and most private
schools. However, no such requirement is present for older adults. It
is not necessary to be up to date on vaccinations in order to receive
Medicare, participate in most work or volunteer activities or to at-
tend a senior center. In fact, without the presence of external moti-
vators to enhance immunization among older adults, personal mo-
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tivation in the form of health promotion and illness prevention, as
well as health care provider influence remain the key factors in pro-
moting vaccination in this population.

As with children, it is essential that older adults remain immunized
against all vaccine-preventable illnesses, including diphtheria, tetanus,
and pertussis. The recommended vaccination schedule for older adults
is contained in Table 14–2. In addition, influenza and pneumococcal
are two vaccine-preventable diseases that result in great morbidity and
mortality among older adults.28 In spite of the improvement among
the number immunized against these two diseases witnessed in the
past 2 decades, and recent Medicare payment for vaccination, in-
fluenza vaccination rates among older adults in senior housing re-
mains between 30% and 60% of older residents. This occurs amidst
great expense and public relations efforts to promote vaccination
among the public. Telford and Rogers4 reported that older adults’ dis-
trust of modern medicine and prior bad experiences with the flu vac-
cine (i.e., perceptions that they received the flu from the vaccine)
were among reasons cited for avoiding it.

Vaccination to prevent influenza can substantially decrease the rate
of illness, hospitalizations, and death from the disease.29 The influenza
vaccine is composed of inactivated whole virus or virus subunits and is
grown in chick embryo cells. Because of its inactive composition, older
adults must be reassured that the influenza vaccination cannot give
them the flu. It must be administered annually to all older adults, es-
pecially those with chronic conditions such as chronic obstructive pul-
monary disease or heart disease. Vaccination is contraindicated only
among older adults who have experienced a reaction to the vaccine in
the past, and caution should be exercised in administering the vaccine
to older adults who have allergies to eggs. Older adults in long-term
care facilities must also be vaccinated, despite their medical history, be-
cause of the great risk of disease spread in these areas. The percentage
of institutionalized older persons who are immunized against in-
fluenza is approximately 80%.29

Although health care providers are obviously concerned with the
individual health of patients, influenza is a public health threat.
Yet, every year, there are problems with accessing adequate flu vac-
cinations. The year 2004 witnessed a rationing of the flu vaccine to
only the oldest and sickest citizens. Although younger, healthier
people probably will not die from the flu, they can very easily
spread it to older, unvaccinated, and immunocompromised per-
sons. It is important for health care providers to advocate for uni-
versal vaccination among health care priorities in order to decrease
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Table 14–2 CDC Recommendations for Adult Immunizations

Age group (yrs)

Vaccine

Tetanus
Diphtheria (Td)*

Pneumococcal
(polysaccharide)

Hepatitis B*

Hepatitis A*

Measles, Mumps, Rubella
(MMR)*

Varicella*

Meningococcal
(polysaccharide)

19–49 50–64 �65

1 dose booster every 10 years1

1 dose annually21 dose annually2

1 dose3,4 1 dose3,4

3 doses (0, 1-2, 4-6 months)5

2 doses (0, 6-12 months)6

1 or 2 doses7

2 doses (0, 4-8 weeks)8

1 dose9

Influenza

* Covered by the Vaccine Injury Compensation Program.
See Footnotes for Recommended Adult Immunization Schedule on back cover.

For all persons
in this group

For persons lacking documentation
of vaccination or evidence of disease

For persons at risk (i.e., with
medical/exposure indications)

The Recommended Adult Immunization Schedule is Approved by the Advisory Committee on Immunization Practices (ACIP),

the American College of Obstetricians and Gynecologists (ACOG), and the American Academy of Family Physicians (AAFP).

     This schedule indicates the recommended age groups for routine administration of currently licensed vaccines for persons aged �19 years. Licensed 

combination vaccines may be used whenever any components of the combination are indicated and when the vaccine’s other components are not 

contraindicated. Providers should consult manufacturers’ package inserts for detailed recommendations.

     Report all clinically significant postvaccination reactions to the Vaccine Adverse Event Reporting System (VAERS). Reporting forms and instructions on 

filing a VAERS report are available by telephone, 800-822-7967, or from the VAERS website at http://www.vaers.org.

      Information on how to file a Vaccine Injury Compensation Program claim is available at http://www. hrsa.gov/osp/vicp or by telephone, 800-338-2382. 

To file a claim for vaccine injury, contact the U.S. Court of Federal Claims, 717 Madison Place, N.W., Washington, DC 20005, telephone 202-219-9657.

     Additional information about the vaccines listed above and contraindications for immunization is available at http://www.cdc.gov/nip or 800-CDC-INFO 

[800-232-4636] (English or Spanish).

Indication

Tetanus,
Diphtheria (Td)*,1 Influenza2

Pneumococcal
(polysaccharide)3,4 Hepatitis B*,5 Hepatitis A*,6

Measles, Mumps,
 Rubella (MMR)*,7 Varicella*,8

Pregnancy

Diabetes, heart disease,
chronic pulmonary
disease, chronic liver
disease (including
chronic alcoholism)

Congenital immunodeficiency,
cochlear implants
leukemia, lymphoma,
generalized malignancy,
therapy with alkylating agents,
antimetabolites, CSF** leaks,
radiation or large amounts
of corticosteroids

Renal failure/end-
stage renal disease,
recipients of
hemodialysis or clotting
factor concentrates

Asplenia (including
elective splenectomy
and terminal
complement component
deficiencies)

HIV*** infection

Health-care workers

*Covered by the Vaccine Injury Compensation Program. **Cerebrospinal fluid.***Human immunodeficiency virus. See Special Notes for Medical and 

Other Indications below.  Also see Footnotes for Recommended Adult Immunization Schedule on back cover.

Vaccine

For all persons

in this group

For persons lacking documentation of 

vaccination or evidence of disease
For persons at risk (i.e., with 

medical/exposure indications)

Contraindicated

Special Notes for Medical and Other Indications

A,B B

D

D,E,F

D,G

H

I

J

K

L

C

A. Although chronic liver disease and alcoholism are not indications for     
     influenza vaccination, administer 1 dose annually if the patient is aged �50   
     years, has other indications for influenza vaccine, or requests vaccination.
B. Asthma is an indication for influenza vaccination but not for pneumococcal          
     vaccination.
C. No data exist specifically on the risk for severe or complicated influenza   
     infections among persons with asplenia.  However, influenza is a risk factor   
     for secondary bacterial infections that can cause severe disease among   
     persons with asplenia.
D. For persons aged, �65 years, revaccinate once after �5 years have elapsed   
     since initial vaccination.
E. Administer meningococcal vaccine and consider Haemophilus influenza type   
     b vaccine.
F.  For persons undergoing elective splenectomy, vaccinate �2 weeks before   
     surgery.

G. Vaccinate as soon after diagnosis as possible. 
H. For hemodialysis patients, use special formulation of vaccine (40 µg/ml)  
     or two 20 µg/ml doses administered at one body site. Vaccinate early in  
     the course of renal disease. Assess antibody titers to hepatitis B surface  
     antigen (anti-HB) levels annually. Administer additional doses if anti- 
     HB levels decline to, �10 mIU/mL.
I. For all persons with chronic liver disease.
J. Withhold MMR or other measles-containing vaccines from HIV-infected  
    persons with evidence of severe immunosuppression (see MMWR 1998;47  
    [No. RR-8]:21-2 and MMWR 2002;51[No. RR-2]:22-4).
K. Persons with impaired humoral immunity but intact cellular immunity may  
     be vaccinated (see MMWR 1999;48[No. RR-6]).
L. No data to support a recommendation.

Recommended Adult Immunization Schedule, United States, 2004–2005
By Age Group By Medical Condition
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the great amount of morbidity and mortality related to this pre-
ventable disease.

Pneumococcal pneumonia is a respiratory disease that presents with
high fever, cough, and chest pain among older adults. Along with in-
fluenza, it is one of the most common causes of preventable morbidity
and mortality among the older population. In fact, the Centers for Dis-
ease Control and Prevention reported that this disease results in more
deaths in the United States each year than all other vaccine-preventable
diseases combined.30 Pneumococcal vaccination is recommended in all
older adults aged 65 years and over, especially those with chronic respi-
ratory and immunodeficiency illnesses. Moreover, the Centers for Dis-
ease Control recommends that Alaskan Natives and those from specific
Native American populations are at higher risk.30 The pneumococcal
polysaccharide vaccine provides protection against the 23 most com-
mon types of pneumococcal bacteria. Vaccination once in a lifetime is
usually sufficient. However, a second dose is necessary if the first dose
was received under the age of 65 years or if certain chronic medical con-
ditions place the older adult at high risk for respiratory infection. The
vaccination is very safe, with minor side effects appearing in less than
1% of the population and adverse reactions reported rarely.

Exercise

Researchers have shown that exercise has substantial impacts on
the overall health of older persons. Exercise is an integral component
to health maintenance and improvement in the older population.
Resnick and Spellbring6 reported that exercise has many obvious and
supported benefits, including improving strength, preventing disease,
decreasing falls, improving sleep, enhancing mood, and reducing
physical disabilities. Moreover, exercise is an important component in
fighting depression.

Research has clearly supported the benefits of exercise as key to
health promotion in the older population. However, only a fraction
of people over 65 years old participate in exercise programs on a reg-
ular basis or have a personal exercise regimen. Resnick and Spell-
bring6 reported that in the United States 40% of persons aged 65
years and older do not exercise, and less than 10% exercise vigor-
ously. One of the many reasons for lack of exercise among older
adults lies in the fact that older adults did not grow up during a pe-
riod in history when society valued exercise for its health benefits, so-
cial fun, and pleasure.
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The first step in helping older adults to begin an exercise program is
to assess their readiness and motivation to start. Many factors precipi-
tate inactivity in older adults that must be assessed, including lack of
motivation, social issues and cultural expectations, environmental
factors, co-morbidity, fear of falling, impaired health, unpleasant sen-
sations associated with exercise, and lack of knowledge about benefits.
Furthermore, an even greater challenge is convincing older adults to
maintain an exercise regimen. Resnick and Spellbring6 found that half
of sedentary adults who begin a program stop exercising after 6
months. As stated earlier in discussing smoking cessation with older
adults, Mackey16 suggested making statements such as “I feel that
your lack of exercise poses a significant health risk” to define the prob-
lem and begin the dialogue with the patient.

Health care providers are ideally suited to act as coaches in order to
assist older adults to begin and maintain a program of exercise in their
lives. Coaching should begin with a discussion of the benefits of exer-
cise, followed by assistance with the selection of exercises that older
adults find fun and exciting. The health care providers should recom-
mend that older adults find exercise partners, as this is a key ingredient
to maintaining an exercise program. Exercise programs should be de-
signed to include strength training, flexibility, and balance. One of the
well-accepted exercises among older adults is walking. Walking is an
exercise that requires only a good pair of shoes and can take place any-
where at any time. Older adults also enjoy weight-bearing and aquatic
exercises that reduce muscle wasting, support and maintain functional
mobility, promote independence, and prevent falls. Aquatic exercises
are also a pain-free method of promoting health and increasing func-
tional ability for older adults with arthritis and osteoporosis.

Resnick and Spellbring6 recommended several interventions that
may improve adherence to exercise programs, including teaching
about the benefits of exercise, establishing appropriate exercise goals
for individual participants, and increasing pleasant sensations associ-
ated with exercise. Moreover, exercise regimens must be individual-
ized because of the heterogeneous nature of older adults with varying
needs and influencing factors. Motivation is a key factor in convinc-
ing older people to exercise. Health care providers must focus on the
integrity and individuality of each client and work creatively in part-
nership with the person to find what motivates them to a higher level
of physical activity. Grove and Elliott31 found that continuity, sim-
plicity, cognitive motivational techniques, and consistent leadership
are hallmarks of successful exercise programs whose participants ad-
here to a regular exercise regime.
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SECONDARY PREVENTION

Because primary health promotion activities are not always able to
prevent the occurrence of a disease, secondary prevention efforts be-
come crucial in detecting the disease at the earliest possible stage.
Early detection affords the patient and care provider maximum choice
and maximum effect in terms of response to the identified disease. In
particular, secondary prevention is practiced in order to decrease the
risks associated with certain medical conditions (such as diabetes, hy-
pertension, coronary heart disease, osteoporosis, and cancer) that
have been linked to significant loss of functioning in older adults.32 In
addition, researchers have cited the benefit of secondary prevention
to “reduce the potential years of life lost in premature mortality and
ensure better quality of remaining life”.33 A discussion of secondary
prevention efforts with older clients is clearly warranted, given the
conflicting data on the usefulness of certain screening mechanisms,
especially with those over 85 years of age.34 Geriatric health care
providers need to develop a consensus on best practices to incorporate
with their patients. The discussion is also necessary in order to under-
stand the factors that specifically influence the likelihood that older
adults will participate in secondary health-promoting activities.32

Such a focus would allow care providers to recognize the barriers to
secondary prevention measures that need to be reduced. Table 14–3
includes the recommended secondary screening tests for older adults.
The following will provide an overview of key areas amenable to sec-
ondary prevention efforts.

Cardiovascular Disease

This constellation of disorders presents a major focus of concern for
older persons because approximately 84% of deaths related to cardio-
vascular disease (CVD) in the United States occur in people age 65
years and older.35 In 2001, over 4 million individuals in this age group
were discharged from acute care facilities with a primary diagnosis of
CVD. Williams et al.36 noted that, on autopsy, obstructive coronary ar-
tery disease was found in approximately 50% of older women and 70%
to 80% of older men. Even with proper diagnosis and management,
patients face increased morbidity and mortality risks. Earlier identifica-
tion of CVD could conceivably reduce the progression of the disease
and the occurrence of adverse coronary events.37 Secondary preven-
tion efforts would, therefore, focus on screening for the risk factors of
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Table 14–3 Diseases and Other Adverse Health Effects for Which Smoking Is Identified
as a Cause in the Current Surgeon General’s Report

Highest Level Conclusion from 
Previous Surgeon General’s Conclusion from the 2004 

Disease Reports (Year) Surgeon General’s Report

Cancer
Bladder cancer “Smoking is a cause of bladder “The evidence is sufficient to 

cancer; cessation reduces infer a causal relationship 
risk by about 50 percent between smoking and . . .
after only a few years, in bladder cancer.”
comparison with continued 
smoking.” (1990, p. 10)

Cervical cancer “Smoking has been consis- “The evidence is sufficient to 
tently associated with an infer a causal relationship 
increased risk for cervical between smoking and 
cancer.” (2001, p. 224) cervical cancer.”

Esophageal cancer “Cigarette smoking is a major “The evidence is sufficient to 
cause of esophageal cancer infer a causal relationship 
in the United States.” between smoking and 
(1982, p. 7) cancers of the esophagus.”

Kidney cancer “Cigarette smoking is a con- “The evidence is sufficient to 
tributory factor in the devel- infer a causal relationship 
opment of kidney cancer in between smoking and renal 
the United States. The term cell, [and] renal pelvis . . .
‘contributory factor’ by no cancers.”
means excludes the possi-
bility of a causal role for 
smoking in cancers of this 
site.” (1982, p. 7)

Laryngeal cancer “Cigarette smoking is causally “The evidence is sufficient to 
associated with cancer of infer a causal relationship 
the lung, larynx, oral cavity, between smoking and 
and esophagus in women cancer of the larynx.”
as well as in men. . . .”
(1980, p. 126)

Leukemia “Leukemia has recently been “The evidence is sufficient to 
implicated as a smoking- infer a causal relationship 
related disease . . . but this between smoking and 
observation has not been acute myeloid leukemia.”
consistent.” (1990, p. 176)

continues
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Table 14–3 continued

Highest Level Conclusion from 
Previous Surgeon General’s Conclusion from the 2004 

Disease Reports (Year) Surgeon General’s Report

Lung cancer “Additional epidemiological, “The evidence is sufficient to 
pathological, and experi- infer a causal relationship 
mental data not only confirm between smoking and lung 
the conclusion of the Sur- cancer.”
geon General’s 1964 Report 
regarding lung cancer in 
men but strengthen the 
causal relationship of 
smoking to lung cancer in 
women.” (1967, p. 36)

Oral cancer “Cigarette smoking is a major “The evidence is sufficient to 
cause of cancers of the oral infer a causal relationship 
cavity in the United States.” between smoking and 
(1982, p. 6) cancers of the oral cavity 

and pharynx.”
Pancreatic cancer “Smoking cessation reduces “The evidence is sufficient to 

the risk of pancreatic can- infer a causal relationship 
cer, compared with contin- between smoking and 
ued smoking, although this pancreatic cancer.”
reduction in risk may only 
be measurable after 10 
years of abstinence.”
(1990, p. 10)

Stomach cancer “Data on smoking and cancer “The evidence is sufficient to 
of the stomach . . . are infer a causal relationship 
unclear.” (2001, p. 231) between smoking and 

gastric cancers.”
Cardiovascular 

diseases
Abdominal aortic “Death from rupture of an “The evidence is sufficient to 

aneurysm atherosclerotic abdominal infer a causal relationship 
aneurysm is more common between smoking and 
in cigarette smokers than in abdominal aortic 
nonsmokers.” (1983, p. 195) aneurysm.”

Atherosclerosis “Cigarette smoking is the most “The evidence is sufficient to 
powerful risk factor predis- infer a causal relationship 
posing to atherosclerotic between smoking and 
peripheral vascular disease.” subclinical atherosclerosis.”
(1983, p. 8)
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Highest Level Conclusion from 
Previous Surgeon General’s Conclusion from the 2004 

Disease Reports (Year) Surgeon General’s Report

Cardiovascular 
diseases

Cerebrovascular “Cigarette smoking is a major “The evidence is sufficient to 
disease cause of cerebrovascular infer a causal relationship 

disease (stroke), the third between smoking and 
leading cause of death in stroke.”
the United States.” (1989, 
p. 12)

Coronary heart “In summary, for the purposes “The evidence is sufficient to 
disease of preventive medicine, it infer a causal relationship 

can be concluded that between smoking and 
smoking is causally related coronary heart disease.”
to coronary heart disease 
for both men and women in 
the United States.” (1979, 
p. 1–15)

Respiratory diseases
Chronic obstructive “Cigarette smoking is the most “The evidence is sufficient to 

pulmonary disease important of the causes of infer a causal relationship 
chronic bronchitis in the between active smoking 
United States, and increas- and chronic obstructive 
es the risk of dying from pulmonary disease morbid-
chronic bronchitis.” (1964, ity and mortality.”
p. 302)

Pneumonia “Smoking cessation reduces “The evidence is sufficient to 
rates of respiratory symp- infer a causal relationship 
toms such as cough, between smoking and 
sputum production, and acute respiratory illnesses, 
wheezing, and respiratory including pneumonia, in 
infections such as bronchitis persons without underlying 
and  pneumonia, compared smoking-related chronic 
with continued smoking.” obstructive lung disease.”
(1990, p. 11)

Other effects
Cataract “Women who smoke have an “The evidence is sufficient to 

increased risk for cataract.” infer a causal relationship 
(2001, p. 331) between smoking and 

nuclear cataract.”

continues
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Table 14–3 continued

Highest Level Conclusion from 
Previous Surgeon General’s Conclusion from the 2004 

Disease Reports (Year) Surgeon General’s Report

Diminished health “Relationships between smok- “The evidence is sufficient to 
status/morbidity ing and cough or phlegm infer a causal relationship 

are strong and consistent; between smoking and dimin-
they have been amply docu- ished health status that may 
mented and are judged to be be manifest as increased 
causal. . . .” (1984, p. 47) absenteeism from work and 

increased use of medical 
care services.”

“Consideration of evidence “The evidence is sufficient to 
from many different studies infer a causal relationship 
has led to the conclusion between smoking and 
that cigarette smoking is increased risks for adverse 
the overwhelmingly most surgical outcomes related 
important cause of cough, to wound healing and 
sputum, chronic bronchitis, respiratory complications.”
and mucus hypersecretion.”
(1984, p. 48)

Hip fractures “Women who currently smoke “The evidence is sufficient to 
have an increased risk for infer a causal relationship 
hip fracture compared with between smoking and hip 
women who do not smoke.” fractures.”
(2001, p. 321)

Low bone density “Postmenopausal women who “In postmenopausal women, 
currently smoke have lower the evidence is sufficient to 
bone density than do infer a causal relationship 
women who do not smoke.” between smoking and low 
(2001, p. 321) bone density.”

Peptic ulcer disease “The relationship between “The evidence is sufficient to 
cigarette smoking and death infer a causal relationship 
rates from peptic ulcer, between smoking and 
especially gastric ulcer, peptic ulcer disease in 
is confirmed. In addition, persons who are Helico-
morbidity data suggest a bacter pylori positive.”
similar relationship exists 
with the prevalence of re-
ported disease from this 
cause.” (1967, p. 40)

Sources: U.S. Department of Health, Education, and Welfare 1964, 1967, 1979; U.S. Department of
Health and Human Services 1980, 1982, 1983, 1984, 1989, 1990, 1994, 2001.

Adapted from http://www.cdc.gov/tobacco/sgr/sgr_2004/pdf/executivesummary.pdf
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hypertension (HTN) and cholesterol levels in order to reduce the mor-
bidity and mortality rates associated with diseases such as coronary
heart disease (CHD) and the occurrence of myocardial infarction (MI)
and stroke. The incidence of CHD is significant for those aged 65 to 74
years (approximately 10 to 14 of 1,000 for women and 22 of 1,000 for
men), and rates rise sharply (particularly for non-black women) in
those aged 75 years and older (approximately 25 to 28 of 1,000 for
women and 31 to 35 of 1,000 for men).35 Women are noted to have
MIs at older ages than men do, explaining in part their greater likeli-
hood to die from the MI within a few weeks.35

Stroke is the other major vascular event and is noted to be a “leading
cause of serious, long-term disability” in the United States.35 The ma-
jority of deaths from stroke occur in people age 65 years and older, and
more than 25% of the people from this age group who experience a
stroke die within a year of the event.35 HTN has been defined by the
Joint National Committee (JNC)-VII criteria as systolic pressure of 140
mm Hg or higher or diastolic pressure of 90 mm Hg or higher or taking
antihypertensive medications. HTN is considered to be a major risk
factor for CHD, peripheral artery disease, and cerebrovascular dis-
ease.36 Uncontrolled HTN can often lead to heart failure and/or
chronic renal failure. It is common among older men and especially
older women. The National Health and Nutrition Examination Survey
IV (NHANES IV) found increasing rates of HTN in each of the three
oldest age groups, reporting that 43% of men and 58% of women in
the 55 to 64 years age group, 55% of men and 65% of women in the 65
to 74 years age group, and 59% of men and 71% of women in the 75
years and older age group were found to have HTN.

Studies have shown that patients 60 to 80 years old clearly benefit
from antihypertensive treatment, including prevention of strokes and
heart failure and reduced mortality rates.38 There have been fewer
studies involving patients older than 80 years from which to draw
conclusions, but one meta-analysis by Gueyffier et al.39 provided sup-
port for the benefits of active antihypertensive treatment to reduce
the risks of stroke, major cardiovascular events, and heart failure in
this age group. Guidelines issued by the World Health Organization40

also identify the clear link between control of HTN and reduction in
morbidity and mortality related to stroke, CHD, heart failure, and
chronic renal failure. The US Preventive Services Task Force41 recom-
mended screening at least every 2 years for adults, with more frequent
screening if the blood pressure readings are borderline.

The American Heart Association considers adults whose total cho-
lesterol level (TCL) is 240 mg/dL or higher to be at high risk for both
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CHD and adverse coronary events.35 TCLs between 200 and 239
mg/dL are believed to place the individual in the borderline high-risk
range. Low-density lipoprotein cholesterol levels of 130 mg/dL or
higher are also believed to place the individual at higher risk of CHD,
as do high-density lipoprotein cholesterol levels of less than 40
mg/dL.42 An alarming number of older people in the United States fall
into these high-risk categories. Over 60% of men and over 76% of
women aged 65 to 74 years have TCLs greater than or equal to 200
mg/dL; for those age 75 years and older, the percentages fall slightly to
approximately 42% of men and 66% of women.42 Those individuals
at greatest risk (i.e., with TCLs greater than or equal to 240 mg/dL) in-
clude roughly 19% of men and 37% of women aged 65 to 74 years
and 10% of men and 27% of women aged 75 years and older.42

Racial and ethnic factors appear to interact with gender in influenc-
ing prevalence rates as well. In general, by the age of 45 years, there is
a greater percentage of women than men who have TCLs of 200
mg/dL or higher. Among women, whites have the highest percentage
(54%), followed by blacks (46%), Mexican Americans (45%), and Na-
tive Americans (38%). The ranking for men by racial and ethnic back-
ground falls out slightly differently, with Mexican American men
ranking highest (54%), followed by whites (51%), Japanese Americans
(42%), Native Americans (38%), and then blacks (37%).42 Age, gender,
and racial and ethnic backgrounds all need to be considered in assess-
ing an individual’s risk for developing CHD.

Screening for cholesterol and lipid levels in older persons has been
influenced by the debate on the value of lipid-lowering treatment in
older individuals.36 Several studies have documented the fact that
high cholesterol levels in older persons who are at risk for a cardiovas-
cular event are both underdiagnosed and undertreated.43,44 Older in-
dividuals without CHD have generally not been included in studies
exploring the value of cholesterol-lowering therapy as primary pre-
vention.37 However, because the cholesterol level needed to produce
significant atherosclerotic plaque burden decreases with age,45 even
older individuals with currently “normal” cholesterol levels are faced
with a certain disease risk that warrants ongoing monitoring and/or
consideration of pharmacotherapy. Older patients are also considered
to face a greater absolute risk for CHD and cardiovascular events, lead-
ing some researchers to draw the conclusion that treatment with
lipid-lowering agents produces therefore a greater absolute benefit for
older individuals.36 Finally, although there are few actual data avail-
able to guide practice with patients who are 75 years and older, there
is also no evidence of decreased effect with age. However, as cautioned
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by Williams et al.,36 “The clinician should not overlook quality of life
issues, concomitant illness, and remaining life expectancy in these pa-
tients” (p. 1742). In terms of scheduled screening, the US Preventive
Services Task Force46 recommended having cholesterol measured
every 5 years after the age of 45 years, with more frequent measure-
ments if the levels are abnormal or if the patient is at high risk for
CHD.

In summary, CHD is the leading cause of morbidity and mortality
in older persons.47 Lowering blood pressure and cholesterol levels
lowers the risk for CHD.42 Studies have found alarming prevalence
rates of HTN (43% to 71%) (NHANES IV) and hypercholesterolemia
(42% to 76%)42 among older persons in the United States. Care
providers have a responsibility to meet their clients’ needs, maintain
their safety, and maximize the quality of their lives; screening for cho-
lesterol and blood pressure levels can achieve all of these objectives.

Diabetes

Diabetes mellitus (DM) is a group of diseases that affect multiple
body systems and is considered to be a specific risk factor for the de-
velopment of CHD and the occurrence of adverse coronary events in
older persons.48 There is an increase in the prevalence of both insulin
resistance and DM with age.36 Estimates have indicated that up to
20% of the US population will have developed Type II DM by the age
of 75 years.49 In people between the ages of 60 and 74 years, approxi-
mately 12% of men and 13% of women have physician-diagnosed di-
abetes. Prevalence rises slightly in men aged 75 years and older (14%)
and remains unchanged in women of this age group. Rates are higher
for Japanese-American men (ages 71 to 93 years) who have been
found to have a 17% prevalence rate of diagnosed diabetes, with an-
other 19% having unrecognized diabetes and 32% having prediabetes
(based on impaired glucose tolerance testing).35 A total of 8.6 million
people aged 60 years and older (18% of all people in this age group)
have recognized diabetes. This compares with a 6.3% prevalence rate
in the general population.50

Long-term complications associated with DM include CHD and
stroke, HTN, blindness, kidney disease, neuropathies, and amputa-
tions.50 Having diabetes increases susceptibility to other illnesses,
which in turn have worse prognoses in people with DM. In 2000, dia-
betes was the sixth leading cause of death in the United States, and
the risk of death for people with diabetes is about twice that of people
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without diabetes.50 Given these statistics, it is even more imperative
to develop effective methods of screening to reduce both morbidity
and mortality in individuals with DM. Screening for Type II DM can
be accomplished when the disease is still asymptomatic.49

Effective screening, in part, means the identification of susceptible
populations. In addition to age, race and ethnicity have been shown
to be significant factors in identifying the most at-risk individuals.50

Native Americans and Alaska Natives have a 14.5% prevalence rate of
diabetes and are more than twice as likely to have diabetes as non-
Hispanic whites. Non-Hispanic blacks have the next highest preva-
lence rate at 11.4% and are more than 1.5 times more likely than
non-Hispanic whites to have diabetes. Both Mexican Americans and
residents of Puerto Rico are approximately twice as likely to have di-
agnosed diabetes as non-Hispanic whites, who have a prevalence rate
of 8.4%.50

Screening efforts need to be able to identify both prediabetes and
diabetes in at-risk patients. Prediabetes is usually determined by im-
paired fasting glucose levels of between 100 and 125 mg/dL and/or
impaired glucose tolerance where blood sugar is between 140 and 199
mg/dL after a 2-hour glucose tolerance test.50 Patients so identified
could begin programs to decrease weight and increase physical activ-
ity with the goal of preventing or at least delaying the onset of DM.
Health care providers need to be aware that patients with prediabetes
are already at increased risk for CHD and stroke.50

Although there are no preventive measures for Type I DM, patients
who are identified with Type II DM can also be assisted in making
lifestyle changes (e.g., alterations in diet and activity level) and con-
sideration of oral medications to control, and in some cases reverse,
the progression of DM.50 It is especially important to detect and man-
age DM in older CHD patients in order to decrease the risk for an ad-
verse cardiovascular event. Older women with a history of both CHD
and DM are three times more likely to develop heart failure.51

In summary, older patients in general are at greater risk for devel-
oping DM. Individuals with CHD are also at high risk to develop DM,
and as already noted, older persons are at high risk for CHD. Early de-
tection and management of Type II DM follows the American Dia-
betes Association (ADA) 2001 recommendations and guidelines49 and
allows the care provider the chance to work with the patient in
avoiding or minimizing complications, reducing associated morbid-
ity and mortality, and improving the patient’s overall quality of life.
The ADA recommends that women over 45 years of age have their
blood glucose level checked every 3 years, with greater frequency in-
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dicated if the individual is at higher risk or is reporting signs and
symptoms of diabetes.52

Cancer

Although cancer can happen to anyone at any age, studies have shown
that the occurrence of cancer increases with age. Approximately three
fourths of all cancers are diagnosed in patients age 55 years and older.53

In the 2002 National Health Interview Survey,54 approximately 20% of
people aged 65 to 74 years were found to have cancer, and approximately
24% of those aged 75 years old and older were found to have cancer. In-
dividuals aged 65 years and older were found to account for 56% of all
cases of breast cancer and 80% of all prostate cancer in 2002.54 Cancer is
second only to heart disease as a leading cause of death in the United
States, being responsible for one of every four deaths.53 The rates of can-
cer diagnosis and mortality are further influenced by factors such as race
and socioeconomic status.53 Evidence clearly supports screening efforts
focused on high-risk populations because early detection increases the
likelihood of successful treatment. However, some researchers have ques-
tioned the usefulness of cancer screening efforts in older persons, raising
issues of benefits versus risks in light of decreased life expectancy and the
impact of additional diagnostic and treatment procedures on the qual-
ity of life of older individuals. The following discussion focuses on
some common forms of cancer found in older persons (including
breast, cervical/uterine, prostate, and colorectal), information on inci-
dence, prevalence, survival and mortality rates, currently available
screening mechanisms and their rates of use, and recommended guide-
lines for practice. Some barriers to effective screening are also discussed.

In 2004, officials expected that over 200,000 new cases of breast
cancer would be diagnosed in the United States, making it the most
frequent nonskin cancer in women.53 The risk of developing breast
cancer increases with age. Between 1986 and 2000, women aged 50
years old and older were the only group to experience an increased
incidence of breast cancer.53 Lung cancer is the only form of cancer
that caused more deaths in women. Fortunately, earlier detection and
improved treatment combined in the 1990s to cause a 23% reduction
in the mortality rates, although this mostly affected younger women.
Early detection has meant a greater chance of survival for localized
breast cancer, which now has a 5-year survival rate of 97%. The sur-
vival rate for cancer that has spread regionally is 79%, and cancer
with metastases has only a 23% survival rate.53
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Mammography is considered the most effective screening tool to de-
tect breast cancer, although American Cancer Society (ACS) guidelines
also recommend an annual clinical breast exam for women 40 years
and older. The US Preventive Services Task Force likewise recommends
both a clinical breast exam and a mammography every 1 to 2 years be-
ginning at age 40.52 The percentage of women age 40 years and older
who reported having had a mammogram within the previous 2 years
increased from 29% in 1987 to 70% in 2000.5 By 2008, the ACS hopes
to increase this number to 90%. The benefits of mammography screen-
ing for women 65 years and older has been a point of controversy
among researchers and clinicians alike; Johs-Artisensi and McGill55 ar-
gued that the data do in fact support the efficacy and effectiveness of
mammography screening programs for women up to 80 years old and
even beyond that if the woman is otherwise in good health. Mandel-
blatt et al.56 also supported the notion of the cost-effectiveness of
mammograms for women over age 65 years but recommended con-
ducting the screening every 2 years. Finally, in a review of a clinical
case, Stegbauer et al.57 also pointed out the importance of teaching
women to conduct monthly self-breast exams, as “women discover
80% of breast lumps by themselves” (p. 52). Bogner and Wittink
pointed out how depression can interfere with older women obtaining
mammography.58

Cervical cancer is far less common than breast cancer. An estimated
10,500 cases were diagnosed in 2004. Screening via the Pap smear
method has become increasingly popular and has directly contributed
to the marked decrease in mortality rates over the past several
decades.53 Although the Pap smear is not perfect, it has allowed
health care providers to detect early changes in cervical cells before
the cancer has become invasive. Consequently, survival rates for per-
sons with preinvasive lesions are now 100%. Invasive cervical cancer
also has high success rates with early detection and treatment, with a
5-year survival rate of 92% for localized cancers. However, African
Americans are far less likely than whites to be diagnosed at this early
stage, with less than half of their cervical cancers diagnosed at the lo-
calized stage.53 Guidelines suggested by the ACS recommend that
women begin to have Pap smears no later than the age of 21 years and
continue to be screened every year until about the age of 30 years. At
that point, if the women has had normal Pap smears 3 years in a row,
she may then arrange to be screened every 2 to 3 years. By the time a
woman reaches the age of 70 years, the ACS suggests that if she has
had three consecutive normal Pap tests in the past 10 years then she
may choose to stop screening.5 Sirovich et al.59 questioned the con-
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tinued rather large volume of Pap testing on women over 65 years old
in the United States, citing the rarity of cervical cancer deaths and the
“unknown benefits of screening in this age group” (p. 189).

Prostate cancer poses a major threat to older men, with approxi-
mately 230,000 new cases occurring in the United States in 2004.53 It
is the second leading cause of cancer death in men. Both incidence
and death rates are significantly higher in African American men
than white men, and more than 70% of all cases of prostate cancer
are diagnosed in men over the age of 65 years.53 Incidence rates rose
dramatically in the early 1990s with the advent of prostate-specific
antigen (PSA) testing but have since then begun to level off. The early
detection afforded by the PSA test resulted in 86% of prostate cancers
being discovered in either the localized or regional stages, with a
100% 5-year survival rate.53 In spite of this success, there remains a
lack of consensus among groups of experts about use of the prostate
cancer screening mechanisms. The PSA is a marker for both benign
and malignant prostate activity. There are age-specific PSA ranges,
with a PSA cutoff value of 4.0 ng/ml providing the best specificity and
sensitivity for prostate cancer.60 Because prostate tumors grow slowly
and the PSA test is able to detect them before they become clinically
significant, some clinicians feel that this leads to the initiation of
treatment at a time when it may not yet be clinically necessary. At this
point, the ACS recommends that the PSA test and digital rectal exam-
ination should be offered to men starting at the age of 50 years, as-
suming that they have a life expectancy of at least 10 years.5 Men who
are at high risk (e.g., African-American men) should begin screening
at the age of 45 years. The guidelines also specify, however, that the
individual patient should be informed about the benefits and limita-
tions of the tests in order to make an informed decision.5 In a review
of data from the 2000 National Health Interview Survey, Lu-Yao et
al.61 found that 32.5% of men aged 75 years and older underwent PSA
screening on the advice of their care providers. The authors consid-
ered this rate high in light of questions about the efficacy of PSA
screening and the long natural history of untreated prostate cancer
and recommended that men aged 75 years and older not be screened.
In spite of this controversy, the ACS has set, for one of their 2015 na-
tionwide objectives, the goal of increasing to 90% the men age 50
years and older who follow their prostate cancer detection guide-
lines.53

Estimates of 147,000 cases of colorectal cancer to occur in 2004 bring
to light another significant threat to both older men and women. Co-
lorectal cancer is the third most common cancer in both men and
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women.53 More than 90% of the cases are diagnosed in people age 50
years and above. Survival rates are less impressive than with other
cancers, with 1- and 5-year survival rates of 83% and 62%, respec-
tively. If the cancer is found at an early, localized stage, the 5-year sur-
vival rate is 90% (slightly more than one third of colorectal cancers
are caught at this stage). If the cancer has spread regionally, the 5-year
survival rate drops to 66%; if it has reached a stage of metastases, the
rate is a grim 9%.5 There are five possible colorectal cancer screening
tests that the ACS offers in its guidelines for men and women age 50
years and beyond: a fecal occult blood test (FOBT) every year, a flexi-
ble sigmoidoscopy (FSIG) every 5 years, annual FOBT, and FSIG every
5 years, a double contrast barium enema every 5 years, and a
colonoscopy every 10 years.53 Positive results from noncolonoscopy
tests should be followed up by colonoscopy. This is useful for detect-
ing some cancers, preventing others, and removing polyps. Screening
rates for all of these mechanisms are noted to be very low (e.g., 41% of
those 50 years old and older having completed either the FOBT within
the past year or the FSIG within the past 5 years)62 and were found to
be lowest among those with no health insurance, those with less than
a high school education, among Hispanics and Asian Americans, and
among recent immigrants.5 In general, individuals aged 65 years and
older were more likely to have had a colorectal cancer screening test
than those 50 to 64 years old. The ACS has another 2015 nationwide
objective to increase to 75% the proportion of people aged 50 years
and older who follow their guidelines for colorectal screening.5

In summary, older persons face greater risks of developing cancer
than younger age groups. There continues to be controversy about
what screening mechanisms are useful and effective in this population,
and what the longer term consequences are of their use. Keeping in
mind that people will generally follow their care provider’s recommen-
dations,5 clinicians should develop a framework to use in guiding them
and their patients in making decisions regarding screening. Walter and
Covinsky34 offered just such a framework that incorporated estimates
of life expectancy, risks of cancer death, and outcomes of screening
mechanisms to determine the potential benefits of screening.

Osteoporosis

Osteoporosis affects primarily postmenopausal white women, al-
though it can also be seen in men and women of other ethnic back-
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grounds. It causes bone fragility secondary to low bone density and
deterioration of bone tissue, which in turn increases the risk for frac-
tures, especially in the areas of the hips, wrists, and spine.63 As much
as 70% of fractures that occur in people aged 45 years and older can be
seen as related to the osteoporosis process.64 Decreases in bone min-
eral density can be seen in both men and women by midlife, and es-
trogen deficiency as well as family history of osteoporosis increases an
individual’s risk for the disease.63 Wrist fractures can often be seen in
individuals from their late 50s to early 70s; the more serious hip and
vertebral fractures tend to happen when the individuals get to their
late 70s to 80s. Mortality risks are significant, in that one in five pa-
tients who fractures his or her hip dies within a year of the fracture.63

In spite of the serious consequences, universal screening is not recom-
mended; the National Osteoporosis Foundation recommends bone
density screening by dual-energy x-ray absorptiometry for women
identified as high risk, including women age 65 years and older, post-
menopausal women under the age of 65 years who have specific risk
factors for osteoporosis (estrogen deficiency, white race, low body
mass index, family history, etc.), postmenopausal women who pre-
sent with fractures, and women who have been on prolonged hor-
mone replacement therapy.63

Thyroid Dysfunction

The prevalence of thyroid disease increases with age; individuals
over 60 years old have a prevalence of hyperthyroidism that ranges
from 0.5% to 2.3%, and a prevalence of hypothyroidism that ranges
from 2% to 7.4%.65 The American Thyroid Association has reported
that one of every five women is at risk for developing thyroid prob-
lems at some point in their lives.64 Their clinical presentation is also
often different from younger patients, and diagnosis is difficult, par-
ticularly if they are manifesting symptoms of a subclinical abnormal-
ity. Although the structure of the thyroid gland changes, results of
thyroid function tests are often normal in patients.65 There is no con-
sensus as to when and how often screening should occur. Both the
American Thyroid Association and the American Association of Clini-
cal Endocrinologists have recommended that everyone over 35 years
old be screened every 5 years using the thyroid stimulating hormone
(TSH) test.64 Other experts have recommended withholding the
screening unless and until the patient shows actual symptoms of thy-
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roid problems. The rationale for this position is based on the fact that
there is little in the way of data demonstrating positive outcomes
from treating early asymptomatic disease and that the patient faces
some potential adverse effects of therapy.65

SUMMARY AND CONCLUSION

Despite the many myths of aging that fuel public and health care
providers’ opinions of health promotion among older adults, it is clear
that the older population may experience great benefits from health
promotion. Although much damage may have been done through years
of smoking, alcohol use, and obesity, lifestyle changes and early disease
detection may result in great improvements in health, functional status,
and quality of life. Older adults are never too old to benefit from health
promotion activities. The implementation of health promotion activi-
ties in the older adult population has played a substantial role in ex-
panding the life span of older adults already; it is exciting to envision
the impact of greater health promotion implementation on future pop-
ulation projects.

This chapter presented health promotion assessment and interven-
tion strategies within two levels of prevention. Primary prevention in-
cluded interventions to prevent an illness or disease from occurring,
such as smoking cessation, immunizations, proper nutrition, and reg-
ular exercise. Secondary prevention strategies included interventions
focused on early disease detection through the use of interventions
such as routine mammograms, hypertension screening, and PSA
blood tests. Through the exploration of these primary and secondary
levels of prevention among older adults, it is hoped that the incidence
and prevalence of harmful health behaviors will be reduced through
the implementation of best assessment practices and interventions.
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15

Assessment of Older Adults
in Their Home

CASE VIGNETTE

After discharge from the hospital for pacemaker placement, a
home health agency provided follow-up care to 82-year-old Mrs. S.
The patient, however, began to decline their visits because she was
fearful that the agency staff members were trying to harm her and
that they were stealing from her. Her son called Adult Protective
Services for help, and they determined that she suffered no theft or
harm. In fact, Mrs. S. would often forget that she had paid a bill
and often overpaid them. The agency referred Mrs. S. to the house
call team to evaluate Mrs. S. in her home because she was fearful
about coming to the clinic.

Mrs. S. was pleasant during the visit. The team learned that she
had hypertension and diabetes that was treated with insulin. Fur-
ther review of her medication list indicated that she also had con-
gestive heart failure and Alzheimer’s dementia. Mrs. S. admitted to
visual hallucinations and paranoid ideation. Her physical examina-
tion showed a healing wound at the site of pacemaker placement,
marked weight loss, and generalized weakness. It was difficult for
Mrs. S. to get around in her own home because of a low chair and
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multiple throw rugs, furniture, and electrical cords. Her blood sugar
was normal, as were other laboratory tests. The social worker on the
team identified neighbors in the apartment building who were will-
ing to help Mrs. S.

The US Census 2000 data revealed that about 14 million adults
who were 65 years of age or older had a disability. Of these, nearly 10
million had a physical disability, 3.5 million a mental disability, and
6.8 million a disability that prevented them from going outside of
the home.1 In the same year, however, only about 1.5 million adults
who were 65 years of age or older were living in nursing homes.2

Thus, the vast majority of older adults with disability are living in the
community.

Although the American Medical Association’s national survey in
1990 revealed that over 90% of primary care physicians agree on
the importance of housecalls,3 only 1.5 million home visits were
made by physicians in 1994 to care for 3 million homebound
Medicare patients.4

In general, older patients who need home visits tend to be frail
and at high risk of hospitalization, medical and social complica-
tions, and institutionalization. Frail and disabled older patients need
home visits for many reasons, including a decline in health or func-
tion, unexplained failure to thrive, suspicion for abuse or neglect, a
patient’s refusal to be seen in the office, unexplained failure of the
care plan, and terminal illness.4 Patients and family may also prefer
to avoid hospitalization and request provision of care at home.5

Goals of home visits by a medical practitioner include improving
function, thereby preserving independent living, reducing hospital-
izations, and preventing institutionalization.

HOME VISIT VERSUS OUTPATIENT CLINIC VISIT

Seeing a patient in his or her home allows the medical practitioner
to gather information that would not otherwise be apparent in any
office or clinic setting. A home visit not only allows the medical prac-
titioner to assess the patient in a more familiar setting to the patient
but also to assess the patient’s living condition and formal and infor-
mal support system. In addition, the medical practitioner can search
for barriers to maintaining good health and to medical management
in the patient’s environment. Home assessment can also reveal poten-
tial safety risks for the patient. Furthermore, the clinician can better
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assess for caregiver issues, such as the caregiver’s physical capability,
in the patient’s home. Thus, home visit assessment gives the clinician
the bigger picture, and the information obtained during home visits
can be useful in making critical decisions, such as safely discharging a
patient from the hospital back to his or her home.

Limitations, however, do exist in the home setting. In the patient’s
home, the clinician does not have immediate support of nursing or
ancillary staff. In addition, diagnostic facilities and consultants are
not easily accessible. However, despite these limitations, the medical
practitioner is able to obtain more accurate information about the pa-
tient in the patient’s living environment.

PRACTICAL TIPS ON MAKING HOME VISITS

Planning ahead and preparing for each home visit can help to im-
prove efficiency and optimize the quality of care. This entails carrying
the necessary items to assess the patient and knowing in advance
what special issues need to be addressed on that visit. We recommend
the following items in a designated home visit bag:

1. A sphygmomanometer with at least two different cuff sizes (reg-
ular size and large size)

2. An otoscope and funduscope
3. A thermometer with disposable covers
4. A plastic container with venipuncture supplies: tourniquets, nee-

dles, vacutainer, syringes, blood specimen tubes, alcohol pads,
and gauze

5. Sharps container
6. Specimen bags
7. Urine specimen containers
8. Plenty of gloves
9. A lubricant, stool guaiac cards, and developer

10. Wound dressing supplies (4 � 4 gauze, tape)
11. A glucometer
12. A pulsoximeter
13. Disposable ear curettes
14. A flashlight
15. Prescription forms
16. A note pad to write instructions for the patient and caregiver
17. Advance directive forms
18. A portable hearing amplification device
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The patient’s chart should be reviewed before the visit to determine
specific issues to address on that visit and additional items (e.g., scale,
vaccination supplies) may need to be added for that day.

INITIAL/NEW PATIENT HOME VISIT

In-home comprehensive geriatric assessment (CGA) has been shown
to delay the development of disability and reduce permanent nursing
home admissions.6 The CGA in the patient’s home not only involves
evaluation of medical, functional, mental, and social issues but also in-
cludes assessment of the patient’s environment in which he or she
lives and should be the crux of the initial visit to a patient’s home. Al-
though a complete history and physical exam are important in any
initial assessment, emphasis should be placed on function, safety, nu-
trition, medications, cognitive function, and caregiver issues.

Functional impairment is the basic underlying problem that ren-
ders the patient homebound. Thus, assessing the patient’s ability to
perform basic activities of daily living and instrumental activities of
daily living is a crucial part of the initial home visit. Information on
the patient’s function can be obtained by subjective report by the pa-
tient and/or caregiver or by direct observation by the practitioner dur-
ing the examination. Vision and hearing often affect function and
should also be assessed.

Cognitive impairment may be a major component of functional de-
cline. Assessment tools such as the Folstein Mini-Mental State Exami-
nation7 and the clock-drawing test8 can easily be performed during
the initial visit. In addition to allowing the medical professional to in-
tervene with medications and safety measures if cognitive impair-
ment is detected, knowing the older patient’s cognitive status can also
help determine the patient’s ability to understand and implement a
directed care plan. In certain situations, such as if there is a concern
regarding the ability of the patient to care for his- or herself or if abuse
or neglect is suspected, decision-making capacity assessment should
be performed.

Safety is an important issue, especially for frail older patients with
functional and/or cognitive impairment. Issues of safety such as fall
risk and access to emergency services can best be accomplished by
evaluating the patient’s living environment. The following are some
potential hazards to look for in the patient’s home during the visit:

1. Loose rugs
2. Inadequate lighting
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3. Lack of heating system during cold weather
4. Lack of cooling system during hot weather
5. Lack of grab bars in the bathroom
6. Inaccessible telephone
7. Cords in walkways
8. Obstruction in walkways
9. Lack of working smoke alarm

Sometimes safety issues pertain to people who live around or within
the household of the patient. Elder abuse and neglect are prevalent in
the community-dwelling older population. Older persons who are un-
able to care for themselves are more likely to suffer from abuse, and
the majority of patients who are abused have mental impairment.9

Thus, the medical professional should use the visit to assess for abuse
and neglect.

Older patients, especially those with multiple chronic illnesses, are
frequently on numerous medications. A thorough review of all med-
ications, including over-the-counter medications, can help address
compliance issues and prevent iatrogenic complications. In the pa-
tient’s home, the medical practitioner can see how the medication
bottles are organized or disorganized. The date and number of refills
should be noted on each bottle. The patient’s and the caregiver’s un-
derstanding of the function and side effects should also be assessed.

Older patients who are disabled or have chronic illnesses are at high
risk of malnutrition. Patients should be assessed for changes in body
weight, eating habits, access to food and water, and ability to swal-
low.10 It is often helpful to investigate the refrigerator and food stor-
age area with permission from the patient or other members of the
household. It is also important to determine the patient’s ability to
purchase and prepare food. An oral and dental exam should also be
performed.

Substance abuse is often a hidden problem in the older population.
Alcohol abuse, especially, is a significant problem that is often unrec-
ognized in older persons because the symptoms are nonspecific, such
as self-neglect, depression, falls, confusion, and malnutrition. The
medical practitioner can better obtain clues of potential alcohol abuse
in the older patient’s home than in a clinic or office setting. Some
clues include inebriation during the visit and presence of empty wine
or liquor bottles and beer cans around the house. Risk factors that in-
crease an older patient’s propensity to begin drinking in his or her
later years of life include loss of spouse, family or friends, depression
or other psychiatric condition, and a family history of alcohol or sub-
stance dependence.11
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Many homebound older persons depend on the help of caregivers
to remain living in the community. Therefore, the assessment of the
caregiver’s ability to provide for the needs of the older patient is an es-
sential part of the initial assessment. The following are some ques-
tions for the medical practitioner to ask regarding the caregiver:

1. Does the caregiver have the physical ability to care for the patient?
2. Does the caregiver understand and have knowledge about the

older patient’s medical, functional, social, and nutritional needs?
3. Does the caregiver have outside support (family or friends) in

taking care of the older patient?

Furthermore, because caring for a frail older person can often be over-
whelming, the medical practitioner should inquire about caregiver
stress and depression during the visit.

Because homebound older patients are often frail and on the verge
of institutionalization, an important question to ask at the end of the
initial and subsequent visits pertains to whether the older patient is
safe to remain at home. The answer to this question depends on all of
the information obtained from the assessment discussed previously
here. Information regarding function, cognition, nutrition, safety,
medication, and caregiver help the medical practitioner determine
the needs of the older patient. In some situations, resources may not
be adequate or available to meet these needs for the older patient to
remain safe in his or her home.

FOLLOW-UP VISITS

Although the CGA does not need to be repeated on subsequent vis-
its, many components of CGA must be addressed on each follow-up
visit. Besides managing chronic diseases, the medical practitioner
should remain cognizant of safety, nutrition, and caregiver stress. A
thorough medication review should be part of each follow-up visit.
The patient should also be assessed for any changes in cognition or
function, which would in turn change the patient’s needs.

ACUTE VISITS

The majority of house calls are routinely made for the management
of chronic medical conditions. However, acute problems may be
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noted during a routine visit, or the patient or the caregiver may con-
tact the house call team if an acute problem is recognized. Acute ill-
nesses can often be managed over the phone; however, an urgent
medical assessment and intervention may be necessary in some cases.

Common acute conditions include infection, abdominal condi-
tions, cardiac symptoms, and behavioral problems. The most com-
mon infections that occur in homebound patients are the same as
those seen in nursing home patients, and they include urinary tract
infections, pneumonia, and infection of ulcers.12 Fever and/or delir-
ium are common presenting signs of an acute infection. Patients,
however, may develop an acute confusional state without elevated
temperatures or other typical symptoms seen in younger patients.
Family members often do not recognize confusion as a sign of illness
or wait for the mental status to clear before seeking medical attention.
It is important to advise family members that confusion is a common
presenting sign of acute illness, especially infection, in both home-
bound and ambulatory geriatric patients. In other instances, patients,
especially those with dementia, may simply experience a change in
activity level.

Acute abdominal conditions often present insidiously. Common
abdominal problems include fecal impaction both high and low in
the colon, diarrheal disorders, or gastrointestinal bleeding.13 Pa-
tients may present with obvious abdominal pain or discomfort;
however, at times, the presentation of abdominal problems is ob-
scured, and again, acute confusion may be the most common pre-
senting sign. Alerting family members to take note of the patient’s
bowel habits and to report changes is an important way to detect ab-
dominal disorders.

Caregivers frequently call because of behavioral problems such as
hallucinations, irritability, agitation, or aggression, although family
members who care for homebound patients often do not complain
about the difficult work of caregiving. However, behavioral problems
test the patience of even the most dedicated caregiver. These behav-
ioral changes can be due to delirium caused by an acute medical prob-
lem or simply a worsening of dementing illness. A thorough history
and physical examination can guide the clinician.

TRIAGE OF ACUTE PROBLEMS

When the clinician or the nurse case manager receives a phone
call from the patient or the caregiver about an acute problem,
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enough information must be obtained to decide on the following
courses of action:

1. Manage the problem over the phone
2. Give a referral to a home health agency for a nurse visit to assess

the problem
3. Schedule an urgent visit by the home visit medical professional

to assess the problem
4. Schedule an urgent clinic/office visit
5. Send the patient to the emergency department

At times, the nurse case manager or the clinician will receive a call
from the caregiver or the patient about an acute problem that clearly
needs to be treated in an inpatient setting. Changes that involve diffi-
culty breathing or chest pain and place the patient or caregiver in im-
minent danger require triage to the emergency department. Caregivers
should be advised to call 911 in these cases. If the problem is not im-
mediately life threatening but the house call team is not staffed to
make urgent house calls, it may also be appropriate to triage the pa-
tient to the emergency department.

If a home visit by the house call team can be done in a timely man-
ner, the homebound patient can potentially avoid emergency room
visit and hospitalization, as the hazards of hospitalization have been
well documented.14 Often, these patients experience long waits or
may be seen by clinicians who are not familiar with geriatric syn-
dromes or care of homebound patients. In many instances, patients or
their caregivers request only interventions that can be administered at
home and decline transport to the hospital.

Acute problems can often be managed over the phone, or if the
medical professional can provide an urgent home visit, the patient
can remain in the home setting. Tests such as blood chemistries, com-
plete blood counts, and urinalysis can easily be performed by home
health agencies or the medical professional during the home visit.
Home management can be undertaken if the patient or the caregiver
can carry out the therapy, the home health agency can follow the pa-
tient’s progress, or if there is a neighbor or family member who can
monitor the care and report any decline.

AFTER THE VISIT

Follow-up after a house call for a homebound patient is quite im-
portant and more labor intensive than the follow-up of ambulatory
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outpatients. Much of the responsibility falls to the members of the
house call team along with the caregivers. In hospital or clinic set-
tings, processes are in place for tracking laboratory results or monitor-
ing progress; house call teams must establish similar processes to
achieve quality care of homebound patients.

PHONE CALLS

Often a myriad of phone calls is required after the house call. The
home health agency may need to be notified about any necessary
tests, treatment, or monitoring. Medical professionals may sometimes
contact out-of-town family members or family members who were at
work during the time of the visit if they are the ones who have pri-
mary responsibility for the homebound patient. The clinician may
need to place a call to the pharmacy for prescriptions. If any abuse or
neglect is seen, the medical professional may be required to call Adult
Protective Services in accordance with state laws.

INTERDISCIPLINARY TEAM MEETING

An effective practice for the management of complex homebound
geriatric patients is to hold interdisciplinary team meetings.15 House
call teams are not dissimilar to other geriatric assessment teams. This
is a time for all members of the house call team to provide the pieces
of the history that they have obtained. The nurse case manager may
provide information received through phone calls or reported by
other agencies that go into the home. The social worker may com-
ment on the caregiver’s ability to carry out instructions or the eco-
nomic means to achieve the team’s goal at home. The clinicians who
visited the patient in home can comment on the physical examina-
tion and the environment. With this multidimensional information
the team members can fashion the joint care plan.

The workload associated with the joint care plan can be distributed
to the various house call team members. Certain members take on the
tasks that require follow-up. Dates are set for the next visit, along with
the parameters for monitoring. It is here that the processes for long-
term follow-up are developed and carried out. Documentation of the
interdisciplinary meeting can help team members track their duties
and provide a written description of the progress of the case to date. In
academic settings, health profession students can present their cases
and interact with and learn from the entire interdisciplinary team.
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CONCLUSION

Visiting an older patient in his or her home allows access to medical
care for those who are disabled and homebound. The medical profes-
sional can obtain a more accurate and detailed information about the
older patient through home visits. Assessment of the older patient in
his or her home begins with a comprehensive geriatric assessment
with emphasis on function, safety, nutrition, medications, cognitive
function, and caregiver issues. Along with management of chronic ill-
nesses, many of these issues are reviewed during the follow-up visits
in the home.

When an acute illness or problem arises, the older patient may re-
quire a visit to the emergency department, or if possible, an urgent
home visit may be made to prevent a hospital visit. In some cases,
acute problems can be managed over the phone.

Interdisciplinary discussions are an important part of managing a
homebound older patient because of the multiple issues that interplay
in a frail homebound older patient. Medical, social, functional, cogni-
tive, and care-taking issues must be addressed to keep the older pa-
tient safe in his or her home.
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16

Geriatric Assessment 
in Nursing Homes

This chapter discusses geriatric assessment in nursing homes. The
topic is, on one hand, exceedingly straightforward because the
assessments have been both standardized and mandated by

Medicare for over a decade. On the other hand, a variety of well-
validated instruments are described in other chapters in this book.
Each discipline and specialty has its own preferred tools, such as the
Functional Independence Measure (FIM) for physical therapy or the
Braden Risk for nursing. These tools work very well in long-term care,
and the reader is referred to those chapters. Therefore, here we focus
attention on a discussion of a critical tool of geriatric assessment in
the nursing home, the Minimum Data Set (MDS), its history, supple-
mental assessments, limitations, and applications.

In order to understand the form of the MDS, it is important to un-
derstand the why and when of the MDS. Briefly, the Medicare Act of
1965 for the first time provided federal dollars for skilled nursing
care and rehabilitation outside of hospitals. The flood of dollars
into small residential enterprises coincided with reforms in the
mental health systems in a number of states. These reforms dis-
placed chronic psychiatric and developmentally disabled patients
from state hospitals to “community” facilities. Thus, the influx of
money and patients stimulated a population explosion in nursing
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homes, as well as introducing a diversity of needs that had been
previously unknown.

Before the enactment of Medicare, nursing homes provided rela-
tively unregulated “invalid” care and supported living for older adults
(e.g. the “old soldiers’ home”). Hospital stays were unlimited, and the
acuity of convalescents was therefore low. The introduction of pro-
spective payment (PPS) to hospitals based on diagnostic-related groups
(DRGs) changed the case mix for nursing homes. The incentive to dis-
charge “quicker and sicker” led to an influx of sicker patients for which
few nursing homes were prepared. Not surprisingly, the quality of care,
the requirements for care, and the cost of care in nursing homes be-
came a source of rising dissatisfaction among legislators, patients, fam-
ilies, and the general public.

In response, the Health Care Finance Agency (now the Center for
Medicare and Medicaid Services [CMS]) sponsored the 1986 Institute of
Medicine report, which determined that “providing high quality care re-
quires careful assessment of each resident’s functional, medical, mental,
and psychosocial status upon admission, and reassessment periodically
thereafter.”1 This was embodied in the Nursing Home Reform Act of
1986 and incorporated into the Omnibus Budget Reconciliation Act of
1987 (OBRA 87). OBRA 87 mandated the development of a standardized
Resident Assessment Instrument to be used by all long-term care facili-
ties licensed to receive payment from Medicare and subsequently from
Medicaid as well. The resultant assessment tool is the MDS. It is required
for all residents admitted to long-term care under Medicare or Medicaid.
Assessments are due within 5 days of admission and then at 14, 30, 60,
and 90 days. It also is required for long-stay residents quarterly or when-
ever a “significant change” in health or functional status occurs.

MDS AND ITS IMPLICATIONS

The MDS began as an inventory of function, including physical ca-
pacities, self-care, mental and medical co-morbidity, and psychologic
and social assets. Using expert opinion and extensive field testing, the
result was a checklist that combined the observations of various nurs-
ing home personnel, patient self-reports, family proxies, and medical
records. Each domain is scored by either summed or assigned points.
Each item checked in a domain triggers the assessment specialist to
complete a specific supplementary problem-focused Resident Assess-
ment Protocol (RAP). The RAP directs the evaluator to consult with
other disciplines, perform additional structured assessments, and ob-
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tain further medical examinations to determine individualized care
plans. Each RAP is linked to a Key, essentially a differential diagnosis
for the problem with suggestions for additional evaluations for re-
versible causes. Keys vary in the specificity of assessments and inter-
ventions that are required or suggested. Furthermore, reference tables
guide the evaluator to “crosswalks,” that is, additional RAPs that are
likely to be related to the triggered RAP. Table 16–1 lists the domains
of the MDS. Table 16–2 lists the RAPs, the problem-specific assess-
ments triggered by a positive MDS finding.

The MDS is continually updated. The CMS website (http://www.
cms.hhs.gov) provides a portal to updates of the MDS, RAPs, Keys,
and scoring criteria. The site provides extensive case vignettes to de-
scribe how resident needs are to be documented, how “triggers” are to
be identified, and how RAPs are to be completed. The realistic case vi-
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Table 16–1 Domains Assessed by the Minimum Data Set (MDS 2.0)

3.3 Section AA. Identification Information for MDS 3-6
SECTION AB. DEMOGRAPHIC INFORMATION 3-12
SECTION AC. CUSTOMARY ROUTINE 3-22
SECTION AD. FACE SHEET SIGNATURES 3-27
SECTION A. MDS IDENTIFICATION AND BACKGROUND INFORMATION 3-28
3.4 Clinical Items for the MDS 3-41
SECTION B. COGNITIVE PATTERNS 3-41
SECTION C. COMMUNICATION/HEARING PATTERNS 3-51
SECTION D. VISION PATTERNS 3-58
SECTION E. MOOD AND BEHAVIOR PATTERNS 3-60
SECTION F. PSYCHOSOCIAL WELL-BEING 3-71
SECTION G. PHYSICAL FUNCTIONING AND STRUCTURAL PROBLEMS 3-76
SECTION H. CONTINENCE IN LAST 14 DAYS 3-119
SECTION I. DISEASE DIAGNOSES 3-127
SECTION J. HEALTH CONDITIONS 3-138
SECTION K. ORAL/NUTRITIONAL STATUS 3-149
SECTION L. ORAL/DENTAL STATUS 3-158
SECTION M. SKIN CONDITION 3-159
SECTION N. ACTIVITY PURSUIT PATTERNS 3-169
SECTION O. MEDICATIONS 3-176
SECTION P. SPECIAL TREATMENTS AND PROCEDURES 3-182
SECTION Q. DISCHARGE POTENTIAL AND OVERALL STATUS 3-207
SECTION R. ASSESSMENT INFORMATION 3-210
SECTION S. STATE-DEFINED SECTION 3-214
SECTION T. THERAPY SUPPLEMENT FOR MEDICARE PPS 3-214
SECTION U. MEDICATIONS 3-223
SECTION V. RESIDENT ASSESSMENT PROTOCOL SUMMARY 3-237
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gnettes demonstrate a recursive process of assessment, care planning,
and evaluation. The MDS relies heavily on nursing staff documenta-
tion of their observations and impressions in detailed nursing notes.
The MDS 2.0 is in use at this writing. Full text forms and instructional
and interpretative guidelines are available on the CMS website using
the search term MDS. There are working drafts of the MDS 3.0 as well.

The Budget Reform Act of 1999 extended the doctrine of PPSs to
long-term care. Implementation was phased in state by state begin-
ning in 2002. PPS defined resource utilization groups (RUGs), the
long-term care equivalent of hospital DRGs. The RUGs are currently
in Version III, available on the CMS website contained within the
MDS documents or separately under the search term RUGs-III. There
are 44 categories, grouped into seven major classifications of resource
utilization intensity. The top 26 RUGs (in four classifications) qualify
for Medicare payment under Parts A and B for skilled nursing and re-
habilitation in a long-term care facility. Table 16–3 lists the seven ma-
jor classes of RUG groups, and shows a definition or example of each
RUG and the coding or billing group generated by the RUG.

MDS assessments are now universally entered on standardized soft-
ware. The documents are electronically submitted to the states and
then forwarded to CMS, where they are archived in the MDS reposi-
tory, about which more will be said later. Private vendor and CMS
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Table 16–2 Resident Assessment Protocols (RAP) Triggered by MDS 2.0

1. Delirium
2. Cognitive loss/dementia
3. Visual function
4. Communication
5. ADL function/rehabilitation
6. Urinary incontinence and indwelling catheter
7. Psychosocial well-being
8. Mood state
9. Behavior symptoms

10. Activities
11. Falls
12. Nutritional status
13. Feeding tubes
14. Dehydration/fluid maintenance
15. Dental care
16. Pressure ulcers
17. Psychotropic drug use
18. Physical restraints
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Table 16–3 There Are Seven Major Resource Utilization Groups (RUG-III)

Major RUG-III Group Definition of RUG Coding Groups

Rehabilitation Resident receives physical, RUA, RUB, RUC, RVA, RVB, 
speech, and/or occupational RVC, HB, RHC, RMA, RMB, 
therapy RMC, RLA, RLB

Extensive services Complex clinical care or com- SE1, SE2, SE3
plex clinical needs, for exam-
ple, IV, suctioning, tracheos-
tomy care, ventilator, or other 
co-morbidities that exclude 
resident from other RUG

Special care Complex clinical care for serious SSA, SSB, SSC
diseases such as multiple 
sclerosis, quadriplegia, cere-
bral palsy, respiratory therapy, 
decubitus ulcers stages III 
and IV, radiation treatment, 
surgical wound care, tube 
feeding aphasia, fever with de-
hydration, pneumonia, vomit-
ing, and weight loss

Clinically complex Complex clinical care or con- CA1, CA2, CB1, CB2, 
ditions require skilled nursing CC1, CC2
(registered nurse) for burns, 
coma, sepsis, pneumonia, 
foot wounds, internal bleeding, 
dehydration, tube feeding, 
oxygen, transfusion, hemiple-
gia, chemotherapy, dialysis, or 
change of physician orders/
physician visit

Impaired cognition Impairment in decision making, IA1, IA2, IB1, IB2
recall and short-term memory, 
MDS 2.0 cognitive perfor-
mance scale �3

Behavior problems Wandering, verbally or physi- BA1, BA2, BB1, BB2
cally abusive, socially inap-
propriate, hallucinations, or 
delusions

Reduced physical Needs are primarily ADL and PA1, PA2, PB1, PB2, PC1, 
functions general supervision (custodial) PC2, PD1, PD2, PE1, PE2
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software can score the MDS, trigger RAPs, compute the appropriate
RUG, and then generate a care plan from menu-driven choices. Soft-
ware can track individual and facility MDS scores over time.

The MDS was intended as a tool to promote patient-centered indi-
vidualized care planning. To promote individualization of care, the
MDS translates directly into RUGs. Effectively, there are financial in-
centives for the long-term care facility to identify the highest skilled
nursing and highest intensity rehabilitation needs that can be justified
by the MDS algorithms. In other words, the MDS is the documentation
that supports billing claims. The recursive step in the process is out-
comes evaluation, and the MDS documents do not specifically address
evaluation in the same detail as the RAPs, Keys, and RUG coding. Out-
comes must be easily measured and have an obvious relationship to
care. The care given ought to be based on evidence of clinical efficacy.
There must be a systematic approach to problem solving when appro-
priate care does not result in expected outcomes. This process is not
addressed in the MDS source ware, although several items in MDS and
the Keys do contain prognostic information, for example, recording of
terminal diagnoses such as cancer or irreversible neurodegenerative
diseases, including end-stage dementia. Certain MDS items have been
designated as quality indicators regardless of the reliability of the
record or clinical context in which the data were recorded. A recent In-
stitute of Medicine report has cited the extreme variability in the qual-
ity of these data and of state survey data for fairly judging the quality
of nursing home care.2

Nonetheless, in a general way, the reforms of OBRA 87 have im-
proved care in US nursing homes, despite the trend for sicker, more
complex patients. However, it is not entirely clear whether the qual-
ity of care is in any direct way related to the specifics of the MDS as-
sessments or the specific items selected as quality indicators.3 In
other words, certain good outcomes are fairly straightforward, such
as a resident who cannot walk at admission but can now walk with-
out assistance at a standardized physical therapy 30-day reassess-
ment. However, failure to achieve the obvious good outcome could
reflect either poor care or the expected outcome for a resident with a
poor prognosis. The rehabilitative disciplines—physical, occupa-
tional, speech, and language therapies—routinely provide prognostic
evaluations with each assessment and tailor goals to what profes-
sional experience would suggest is attainable. However, failure to im-
prove could represent the failure of standard but ineffective care or
decline due to a problem unrelated to nursing home care, such as ex-
treme old age with primary frailty.
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Fourteen of the MDS assessments have been selected to provide a
snapshot for comparing facilities across the nation. The 14 quality indi-
cators and additional data about individual nursing homes have been
collated by the On-line Survey, Certification, and Reporting (OSCAR)
system since 2002. These data can be viewed for any nursing home in
the country on www.medicare.gov/NHcompare. The OSCAR database
for each facility is updated quarterly and contains results of state sur-
veys over 15 months for every Medicaid nursing home in the country.
These data include citations for deficiencies at state surveys. Table 16–4
lists the MDS items selected as quality indicators that are included in
the on-line nursing home quality database referred to previously. Per-
centile rankings of facilities on each indicator are based on the percent-
age of residents triggering an assessment for that indicator in the most
recent sample of MDS forms submitted from the facility. CMS spokes-
men believe that this resource has been highly effective as an incentive
for nursing homes to improve quality of care.4 The adequacy of the
quality indicator approach has been questioned by authorities in the
field, but more meaningful measures have yet to be agreed on.5,6

Masses of MDS data in the MDS repository comprise a rich adminis-
trative database to be mined for a variety of research purposes, includ-
ing quality monitoring. However, administrative data such as the
MDS should be viewed with caution. Composition of the long-term
care population varies markedly by region, facility type, and over
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Table 16–4 The MDS Enhanced Quality Indicators

For chronic care: The percentage of (long-stay) residents who
Need for help with ADLs has increased
Have moderate to severe pain
Were physically restrained
Spent most of their time in bed or in a chair
Had their ability to move about in and around their room get worse
Had a urinary tract infection
Have become more depressed or anxious
Are high risk and have pressure sores
Are low risk and have pressure sores
Are low risk and lose control of bowels or bladder
Have/had a catheter inserted and left in their bladder

For postacute care: The percentage of short-stay residents who
Had moderate to severe pain
Had delirium
Had pressure sores
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time. Facility characteristics reflect local labor market forces, hospital
factors, payer mix, size, and ownership. Examinations of MDS
archives provide a way to think about standards of care, evaluate the
effects of major shifts in national policy, or compare the impact of
state programs on resident outcomes. The interpretation of large-scale
data may not be relevant for quality assurance/quality improvement
at the facility level. In other words, the grand pattern viewed from
42,000 feet may have little relevance to the bug’s eye view on the
ground. The MDS has come to serve a great many more purposes than
comprehensive assessment of individual patients. Is there any way to
determine whether the purpose of comprehensive assessment has
been advanced by the MDS?

Improvements in nursing homes since OBRA 87 reflect changes in
many levels. Staff qualifications, the variety of technical and rehabili-
tative services offered, adherence to standards of documentation, san-
itation, and resident rights have all improved. How much is difficult
to assess, however, because before OBRA 87 there was no documen-
tary source. However, there are now studies that ask whether the MDS
quality indicators do in fact measure quality of care. I will review sev-
eral recent studies and implications for how assessment determines
outcomes of care.

Any nursing home licensed to provide care under Medicare has its
data available on the Nursing Home Compare website noted previ-
ously. Under various demonstration projects, nursing homes are pro-
vided with a percentile rank of their performance on each indicator
compared with other nursing homes. The idea is that nursing homes
scoring poorly will institute measures to improve their ranking. Let us
examine several of the specific indicators in this regard.

There is little disagreement that pain is underrecognized and un-
dertreated in the long-term care population.7–9 CMS therefore has
required routine pain assessment for all residents beginning in No-
vember 2002. However, there is little convincing evidence that this
standard has had any effect on pain recognition or management in
nursing homes. There are two MDS items assessing pain frequency,
and intensity, but evaluators have little specific guidance on how to
perform an assessment. Furthermore, the impact of dementia or
other communication disorders can make it difficult for untrained
staff to recognize pain.10

In this example, the indicators are unable to discriminate between
good and poor performance and nursing home management may be
unfamiliar with interpreting numeric quality data. A low reported
prevalence of pain could indicate either good pain management or
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failure to recognize pain at all. For this reason, as shown in the exam-
ple mentioned previously, facilities should adopt a systematic ap-
proach to assessment, with internal incentives for excellent documen-
tation. Then the MDS assessment could be supplemented with
specific tools, for example, especially those designed to assess cogni-
tively impaired residents, for internal self-auditing. Assessments built
into daily nursing procedures and not only recalled at MDS time
would improve reliability if not validity of the data that are submitted
to CMS. There are, for example, several pain scales, such as the ana-
logue scales commonly used in hospitals, as well as pain scales devel-
oped specifically for use in cognitively impaired patients.11,12

Some authorities have suggested that the higher prevalence of sev-
eral of the quality indicators, such as pain, probably indicates better
care than that at facilities reporting lower prevalence of these “poor-
quality” indicators.6,13 There have been few rigorous studies, but a
pattern is emerging that suggests an expanded role for MDS-
independent assessments. For example, although the RUG mecha-
nism allows for case-mix adjustment, the quality indicators are not
adjusted. Therefore, a facility taking high-risk patients is evaluated no
differently than one taking residents at intrinsically low risk. The
quality indicator for pressure ulcers  properly discriminates between
facility-acquired and imported wounds. It attempts to adjust for case
mix by counting new wounds in high-risk residents separately from
those in low-risk residents. However, researchers examining the MDS
data in conjunction with institutional-level data found relatively little
to reliably differentiate the quality of care given in high- and low-
incidence facilities.14 The problem is compounded by the paucity of
evidence-based clinical guidelines to recommend best practices in
wound care.15 Wound prevention remains the more troublesome
problem because there is little evidence to support current guide-
lines.16 Therefore, assessments of pressure ulcer risk, prevention, and
care need further work before any specific quality indicator can be ac-
cepted at face value.

In addition to pain and pressure ulcer risk, weight is another criti-
cally important assessment, the sixth vital sign, in long-term care. The
importance of rigorously standardized weighing procedures cannot be
overestimated. There is an explicit trigger in MDS regarding weight
changes of 5% and 10% within 30 days and 6 months. A panoply of
automatic responses takes place that involves both notification of
physicians, required nutritional assessments, and orders for nurses to
give pharmaceutical protein–calorie supplements and other unproven
nutritional additives in addition to already long lists of medications.
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Often enough, the weight change is in error because of a change in
procedure or calibration of scales. The baseline weight may have been
transcribed from an inaccurate hospital record in which the patients
were simply asked what they weighed. Furthermore, it is unfortunate
that by the time weight loss has occurred, the underlying process is
well advanced. Weight gain is good for residents with previous weight
loss, failure to thrive, or low body mass index. Conversely, weight loss
may be unavoidable for patients with end-stage diseases, including
cancer and chronic renal, liver, heart and lung failure and, equally
as important, end-stage dementia. As with pain and pressure ulcers,
facility-level weight trends may reflect care or case mix. As a first
step, weight changes need to be accurately assessed by prognosis. One
scheme uses the classification intended versus unintended, desirable
versus undesirable, and potentially reversible versus irreversible. Thus,
assessments that categorize weight changes by underlying physiology
focus nutritional interventions on cases that can show improvement
and direct care plans more appropriately for those that will not.17

Assessments that identify nutritional risk early should take prefer-
ence over weight loss as a nutritional indicator. Documentation of in-
take is useful, however, only if nursing assistants are trained properly.
Dietitians have developed a variety of dining alternatives with posi-
tive effects on resident intake, and thus, the appropriate intervention
may not be at the individual level but at the institutional level. The
MDS does not address this possibility.

A standardized weight protocol must begin with a designated
weight technician.18 A certified nursing assistant (CNA) is appropri-
ate. Weights should be taken on the same scale for all residents be-
cause transfers between floors can cause sudden weight changes. The
scale should be calibrated frequently. There should be a designated
wheelchair of known weight for all nonambulatory residents because
individual residents’ wheelchairs can migrate between rooms or be
customized with addition or subtraction of positioning devices. Resi-
dents should be weighed on the same day of the week and at the same
time of day each month wearing light indoor clothing and no shoes.
Furthermore, renal dialysis patients should be weighed only on return
from dialysis to establish their dry weight as the reference. Any varia-
tion of 5% total body weight should require a repeated weight. Physi-
cians’ documentation should include an assessment of the desirability
of the change and an estimate of prognosis for improved weight. Of-
ten, however, physicians do not respond to mild weight loss, and di-
etary and nursing staff must determine the cause of weight loss. Is it
due to the natural course of irreversible disease such as late-stage de-
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mentia or cancer? Hospice referral may be the appropriate interven-
tion. Patients can stop eating because of treatable causes such as a uri-
nary tract infection, gastroesophageal reflux disease, and mouth pain
or as a side effect of a large number of commonly used medications. A
patient requiring assistance with eating because of dementia, Parkin-
son’s disease, or blindness requires a different intervention. The
weight loss RAP makes several general suggestions, but a structured
nursing assessment such as the nursing Nutrition in Long-Term Care
Facility (LTCF) checklist includes sequential evaluations of effective-
ness.17

Depression is very likely considerably underrecognized and under-
treated in nursing homes for many of the same reasons that pain is
underrecognized. This includes staff training in recognition of depres-
sion, particularly vegetative signs, and of inability to recognize de-
pression in cognitively impaired residents.19 However, once again,
MDS documentation of depression does not reliably predict medical
intervention. There are several short, validated depression scales that
are useful for cognitively intact residents. However, there is no vali-
dated depression scale comparable to the pain scales developed for
cognitively impaired residents. Further research is needed to deter-
mine reliable assessments for depression in severely cognitively im-
paired patients and to determine how best to implement these in
nursing homes.20

Every third Friday of the month, a 240-bed Medicare/Medicaid fa-
cility, Windsor Gardens Convalescent and Alzheimer Care Center,
holds the monthly quality improvement/quality assurance meeting.
In attendance are the administrator, the director and assistant direc-
tors of nursing, the medical director and all of the department heads
(housekeeping, recreation, dementia unit, dietary, nutrition, medical
records, social services, patient relations, marketing, admissions,
and representatives from the laboratory and pharmacy contractors).
Each department presents a summary of activities for the previous
month: timeliness of activities, meal service, weight changes, feed-
ing tubes, and nursing reports about falls, Foley catheters, and
wound care. Departments that had fewer adverse events compared
with the previous month are applauded; departments with more
events report that they will continue to monitor and set goals to de-
crease the number of falls, late meals, or charts missing face sheets.
None presents an analysis of why the results are better or worse or
defines a specific plan to determine the reasons and follow-
up with a plan.
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Then the administrator distributes the quarterly summary of qual-
ity indicators. The facility is flagged on three indicators, those in
which the facility scores in the lowest 5% of reporting facilities:
untreated depression, bed bound residents, and low-risk pressure
ulcers. A discussion ensues. It is concluded that they are doing a
good job because there is very little depression. The medical direc-
tor asks how the prevalence of depression is ascertained. The MDS
coordinator states she asks the social services coordinator who asks
the floor nurses to report if any of their residents are depressed. The
MDS Section 3.4E identifies specific signs and symptoms that the
social services coordinator was unaware of. Neither has had any
in-service training on the clinical signs of depression. It is deter-
mined that the pharmacy should print a monthly summary of the
residents on prescribed antidepressants with or without a diagnosis
of depression documented on the chart. Second, the consulting psy-
chiatrist can provide an additional list of residents he has seen.
Third, CNAs will be given pocket cards with the MDS questions
and be asked to consult it when working with residents who may
have recently lost loved ones or who are exhibiting signs of vegeta-
tive symptoms, weeping, verbalizations of worthlessness, hopeless-
ness, guilt, or withdrawal. A nursing supervisor will compare the
lists.
Similarly, for bed-bound residents, the indicator was calculated on
very small numbers. The small number of bed-bound patients
seemed out of keeping with the degree of debility of residents on the
skilled nursing  and exceptional care floors. Examining the num-
bers, the numerator of 4 and denominator of 37, clearly represents
an incomplete census. The MDS coordinator counted residents as
bed bound only if they were never up in a chair or Geri chair. The
definition of bed bound was reviewed. The implications for case mix
for the facility were discussed. Clearly, the staff was doing a good
job mobilizing a far greater number of totally dependent residents
than the facility was credited. The CNAs could give a precise count
of which residents required total assist.
Finally, the prevalence of pressure ulcers in low-risk residents was
more complex. Overall, the facility had done well in terms of a low
incidence of facility-acquired ulcers, but the indicator had picked
up a single resident readmitted from a local hospital intensive care
unit with over 30 ulcers of various stages and severity. Thus, the
numerator (ulcers) and the denominator (residents) gave a false
impression of wound care quality over a period of time. A review of
12 months retrospectively indicated no decrement in performance
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overall. However, the medical director reported several cases, con-
firmed by the patient services coordinator of families complaining
about dressings not being changed on weekends. The nursing di-
rector agreed to look into weekend wound coverage. The result was
that the two wound care specialists had days off staggered, and a
third nurse was offered extra hours to fill in on days when only one
specialist was available.

Two final nursing home quality indicators are related: the urinary
incontinence indicator and late-loss activities of daily living (ADLs).
The rationale behind the indicators was that attentive care could re-
verse or at least delay the onset of these debilities. Continence is one
of the ADLs and one most proximately associated with decisions to
institutionalize. Outpatient medicine trials suggested that a great deal
of the urinary incontinence experienced by older persons could be
medically treated or behaviorally managed. For incontinence associ-
ated with immobility and with progressive neurologic impairment,
toileting assistance and timed voiding are the interventions of choice.
One study compared patient self-report and direct observation of
caregiving to medical record documentation of care. For urinary in-
continence, timed toileting was documented but not often observed
by trained observers or resident self-report.21,22 Similarly, late-loss
ADLs tended to be documented, but there was little correspondence
between the care plan and care given.23,24

SUMMARY AND CONCLUSIONS

The core of geriatric assessment in nursing homes is, by legislation,
the MDS. The MDS is comprehensive, highly structured, and quantifi-
able. It is at the center of a process model of care focused on individ-
ual residents. The process is defined as a comprehensive assessment
with the MDS that triggers focused assessment with the RAPs and
Keys. This is used to develop a structured care plan that is to be re-
viewed at predefined intervals. There is no intrinsic reason to exclude
other accepted assessment tools, but the principal limitation of the
MDS is that it serves at least three different purposes: individual care
planning, billing support documentation, and facility-level quality
monitoring. A wise management consultant once said, “All systems
perform perfectly to produce exactly what they were designed to pro-
duce.” What are needed to improve care in nursing homes are not
more individual resident assessments, but better, empirically derived,
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evidence-based interventions. Finally, evaluation processes should re-
ward facility-level problem solving and distinguish between internal
problems with care and resource limitations affecting care (e.g.,
staffing shortages.) A new focus on building organizational capacity
would improve the quality of individual care in nursing homes.2
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17

Assessment at the Time
of Hospitalization

AGING SOCIETY

Overview

In 2000, older adults (people over the age of 65 years) represented
12.4% of the population. By 2030, this percentage is expected to in-
crease to 20% as baby boomers start turning 65 in 2011.1 The aging of
American older cohorts and its effects on health care centers require
strategies and programs to ensure best practices for the hospitalized
older population. This chapter describes geriatric assessment and
management at the time of hospitalization by using evidence-based
practice (EBP) in designing an interdisciplinary geriatric model of care
as well as an expansion of the advanced practice nurse’s role.

In 2000, hospitalized older patients represented approximately 40% of
discharges and used almost one half of the hospital days of care and ex-
penditures.2,3 Eighty percent of Americans 65 years old and older have a
chronic illness or functional disability as compared with those 75 years
old and older with three or four chronic health conditions.2 Forty-four
percent of hospitalized older people will experience at least one unex-
pected clinical event while hospitalized.2 Furthermore, older persons of-
ten present with multiple co-morbid challenges and are often dependent
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in activities of daily living (ADLs) requiring the critical expertise of clini-
cians in maximizing functional recovery and disease management
throughout hospitalization and along the continuum of care.

Evidence-Based Practice (EBP)

Since 1979, the rate of hospitalization among older persons has in-
creased by 23%; concurrently, the rate of hospitalization among all
other groups has decreased.4 According to the National Center for
Health Statistics (2003), hospitals rarely have programs that target
older patients.5 With limited nursing resources and nursing care that
needs to be delivered efficiently and effectively, it is important to
think about creative ways to assure better processes and care out-
comes. Comprehensive care provided to older persons is aimed at en-
hancing practice and dovetailing education with procedural changes
by using EBP at the bedside.

EBP refers to practice that integrates the best available external and
internal clinical evidence from systematic research with individual
clinical expertise and the preferences of the patient.6 Many of the
concepts of EBP have long been used in nursing to develop protocols
and pathways or to conduct research utilization as well as research-
based practice projects.6 Sometimes the work is done on a case-by-case
basis, but more often, it is an elaborate process undertaken to develop
guidelines or recommendations that can be applied broadly within a
hospital department or across clinical specialties.6

The Internet is a major resource for clinicians to learn about EBP
as well as how to find the best evidence for practice. Websites are
used for finding practice recommendations and/or guidelines that
have been developed by others using an evidence-based approach.6

Identifying web-based resources allows nurses to exchange informa-
tion in caring for older adults. In addition, this gives nurses the
ability to evaluate research strengths and weaknesses as well as the
most current best evidence in making decisions about the care of
older adults.7 The challenge for nurses and other clinicians is to be
able to present evidence-based information to patients in a format
that informs them of all the possible outcomes, including risks and
benefits.7 On the other hand, outcome measures such as discharge
readiness are becoming increasingly important in relationship to
health care quality and patient safety. Clearly, EBP is a logical ap-
proach in providing the best possible outcomes with the most cost-
effective use of resources.
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The hospital is a precarious environment for older adults who are
particularly susceptible to adverse drug reactions, falls, infection, and
the consequences of immobility. Goals focus on raising the standards
of nursing care through geriatric education, focused nursing assess-
ment, evidence-based protocols, and outcomes that take into consid-
eration optimal function and comfort, as well as dignity.8 Therefore,
nurses as well as advanced practice nurses need to expand their roles
in attaining expert skills to embed geriatric evidence-based nursing
practice in a care delivery system geared toward the growing magni-
tude of older persons in need of health care services.

Acute Care Geriatric Model Design

Given the profile of this patient population, how do we design a
program suited to an acute care setting based on evidence-based med-
icine and evidence-based nursing practices? Geriatric expertise is vital
no matter where older persons reside—whether in the emergency
room, surgery, medicine, oncology, or other specialty services. Clini-
cal issues identified by clinicians include a variety of syndromes such
as cognitive impairment, sensory needs, nutrition, skin integrity, in-
continence, and functional decline. In order to implement and sus-
tain a geriatric program, a design needs to achieve best practice that is
sensitive to the unique needs of this population. Acute care organiza-
tions throughout the country have adopted and tailored geriatric
models of care by incorporating education, training that uses the ex-
pertise of advanced practice nurses in implementing and integrating
the clinical, psychosocial, and financial aspects that influence care
needed by older patients and their families.

A recent study demonstrated that an advanced practice nurse-
centered discharge planning and home care interventions for at-risk
hospitalized older persons reduced readmissions, lengthened the
time between discharge and readmission, and decreased the costs of
providing health care.9 Other academic medical centers participating
in a nationwide initiative Nurses Improving Care to Hospitalized El-
ders (NICHE) project funded by the Hartford Foundation, including
Yale-New Haven Hospital, New England Medical Center, University
of Virginia Medical Center, and NYU Medical Center (NYUMC), have
identified a need to customize and refine geriatric assessments and
protocols. NICHE was conceptualized in collaboration with the Edu-
cational Development Center, Inc. of Newton, MA, and has been im-
plemented in over 100 sites nationally.10 Goals aim to identify and
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develop best practices in nursing care of older adults and infuse these
practices at the bedside in providing care to older patients through-
out the continuum of care. An exemplar of best practice was demon-
strated through a Geriatric Resource Nurse (GRN) model at NYUMC
that included immediate access to unit-based expert geriatric nurses,
the development of their own clinical expertise, and later the oppor-
tunity for professional advancement along the clinical leadership
ladder.11

At NYUMC, the GRN role development begins with interested staff
nurses and a unit-based educational and training program. In the
GRN model, unit-based registered nurses volunteered to take a lead
role in identifying older persons at risk for functional decline and in-
corporating geriatric concepts into practice.12 The inception of prac-
tice changes and role development begin with unit-base educational
sessions and case studies. Case studies are presented on interdiscipli-
nary grand rounds and conferences along with the expertise of a geri-
atric nurse practitioner. The object of the case studies, conferences,
and discussions is to provide knowledge and skills for staff nurses to
become first-line experts in the field of nursing care for the older
adult.

The needs of geriatric patients are captured through a systematic as-
sessment, collection of clinical information, geriatric grand rounds
presentations, and the use of evidence-based approaches for geriatric
clinical problems. An example of systematic review to capture poten-
tial and existing geriatric problems in hospitalized older persons was
first introduced by Dr. Fulmer called “SPICES” (sleep problems, prob-
lems with eating and feeding, incontinence, confusion, evidence of
falls, skin breakdown).12 Continual refinement of tool development and
self-learning modules has also been designed and tailored to benefit the
needs of individual organizations such as the University of Virginia and
North Memorial Health Care in Robbinsdale, Minneapolis.13,14

Central to a comprehensive assessment is discharge planning,
which is aimed at attaining continuity of care.15 The process should
ensure a prompt and well-organized medical and nursing discharge
plan in the acute environment and after hospitalization. Therefore,
crucial to discharge planning is efficient transitions from hospital to
home in meeting continual medical, functional recovery and prevent-
ing adverse relapse encountered in readmissions.15

Most recently, NYUMC has designed a comprehensive geriatric pro-
gram to incorporate an admission assessment tool, which identifies
older adults who have an increased risk for further health complica-
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tions in the hospital and at home after discharge. The NYUMC tool is
called “SHARING.” The “SHARING” tool identifies older persons ex-
hibiting the following: skin breakdown, hearing/visual impairments,
alteration in mental status, restraint alternatives, incontinence, nutri-
tional needs, and guarding gait needs.11 After the patient is dis-
charged, a SHARING follow-up phone call program facilitates the
transition from hospital to home and aims to prevent readmissions.

NYUMC as well as numerous NICHE hospital sites have also incor-
porated evidence-based tools into admission assessments to identify
high-risk older adults and prompt early interventions. Screening in-
struments are used to assess cognition, delirium, ADLs, independent
activities of daily living, as well as assessing function, that is, Mini-
Mental State Examination, Cognitive Assessment Method, and Instru-
mental Activities of Daily Living (IADL). ADL tools are part of nursing
admission assessments and documentation systems.16–19

Depending on the needs of the organization, evidence-based tools
are implemented and tailored to meet the needs of patients, families,
and the constant changing health care demands to achieve successful
clinical outcomes. Without strong assessment skills, the nurse is un-
able to plan the required care of the older person and further evaluate
physiologic and psychologic changes. It is important to have sup-
portive leadership and clinical experts in providing skills required to
facilitate assessment, integrate the information collected, and com-
municate this information to other staff involved in the care of the
older population.20

In many NICHE sites where the GRN model is practiced, educa-
tional sessions include didactic information on advanced nursing care
of hospitalized older persons. The format for these sessions is formal
all-day conferences presented by advanced practice nurses. Other ex-
pertise is available through university faculty as well as guest experts
in the field of gerontologic care. Formal lecture presentations may be
30 to 40 minutes long with additional time for discussion. Case stud-
ies are presented as a collaborative effort among interdisciplinary
team members to identify older persons who are at high risk for func-
tional decline.

Incentives for the geriatric expert unit staff nurse need to be incor-
porated into a clinical ladder advancement. Financial reward compen-
sation for board certification as well as other incentives to publish
program outcomes has been overwhelmingly motivational in many
NICHE sites. Accomplishments are well documented in participating
NICHE sites through conferences, composing abstracts for research
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studies, exhibiting program outcome poster presentations, as well as
contributing to research journals. The GRN model has provided sev-
eral benefits in acute care institutions: The nursing staff has become
more sensitive to the needs of geriatric patients. Geriatric nursing
practice has improved, and critical groups of nurses now work to-
gether to formulate a program of nursing research in older person
care.21,22 Therefore, the approach formed the core strategy of the new
model geriatric care.

CARE ISSUES

Common Geriatric Problems in the Acute Care Setting

Functional decline occurs in 25% to 60% of older persons after en-
tering acute care because of the interaction of patients’ existing co-
morbidities with the hospital environment.23 The initial assessment of
physical function should include documentation of a patient’s ability
to perform ADLs and IADLs.18 The Katz ADL scale assesses a patient’s
ability to perform related functions: bathing, dressing, toileting, trans-
ferring, continence, and eating. The IADL tool evaluates the ability in
tasks such as telephone use, shopping, transportation, budget manage-
ment, adhering to medication regimens, cooking, housekeeping, and
laundry.19

The “Up and Go” test is a performance-based measure that can be
easily administered in any setting. The patient is asked to rise from a
sitting position, walk 10 feet, turn, and return to the chair and sit.24

Patients performing the task in less than 20 seconds are generally in-
dependent. Patients who take longer than 30 seconds to complete this
test tend to be more dependent and are at a high risk for falls.24 More-
over, care planning needs to incorporate physiotherapy early in an ad-
mission episode to improve strength, endurance, and mobility. Older
patients admitted to an acute care setting have specialized needs vital
to a plan of care that needs to be recognized promptly at admission by
clinicians in order to maintain and optimize ADL function.

Malnutrition occurs in as many as 40% of patients in acute care set-
tings.25 The most accurate evidence of malnutrition in a patient is
hypocholesterolemia and hypoalbuminemia.26 Assessment of malnu-
trition involves a dietary history, daily caloric intake, the availability
of food, the use of nutritional and herbal supplements, and the ade-
quacy of the patient’s diet. In addition, malnutrition increases the risk
of pressure ulcer development and delays wound healing and possibly
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results in diminished tensile strength in healing wounds as well as in-
creased wound dehiscence.27

Skin breakdown is often an iatrogenic complication of hospitaliza-
tion and increased length of stay, as well as a contributor to mortality
and morbidity.28 The prevalence of pressure ulcers is as high as 23%
for hospitalized patients.25 It is generally agreed that pressure ulcers
are preventable. The Braden Scale for predicting pressure sore risk is
the most widely used tool by acute care institutions to identify at-risk
patients on admission for skin breakdown. The Braden tool in the
acute care environment assesses risk within 48 hours or when there is
a condition change in the following six areas: sensory perception, skin
moisture, activity, mobility, nutrition, and friction/shear.29 Braden
score items range from 6 to 23. Scores of 16 or less indicate a high risk,
whereas scores of more than 16 indicate moderate to no risk for the
general population.30,31

Older patients over the age of 65 years may have extensive nutritional
needs, require assistance with ADLs, and have problems with conti-
nence. Urinary incontinence affects up to 31% of hospitalized patients
65 years old and older.32 Incontinence is associated with a decreased
ability to perform ADLs and is strongly linked with pressure ulcer devel-
opment.32 Interventions aim to maintain skin integrity with the proper
use of skin care products and incontinence products to wick urine from
skin.20 The nursing plan of care necessitates evaluation of current med-
ications that can cause incontinence. Additionally, establishing a regular
toileting schedule along with a daily bladder diary and bowel-tracking
diary optimizes care delivery.

The decision to use an indwelling urinary catheter should be made
with the knowledge that it may involve the risk of producing side ef-
fects and possibly contribute to disease when used inappropriately.33

The incidence of bacteriuria in patients with an indwelling urinary
catheter may be directly linked to the duration of catheterization. Of
patients with bacteriuria, 10% to 25% will develop symptoms of local
urinary tract infections, and approximately 3% will develop bac-
teremia, a serious and possibly life-threatening complication.33 More-
over, the use of indwelling urinary catheters is associated with lower
survival and a longer length of stay.34

In the United States, more than $400 million is spent yearly on
over-the-counter laxatives.35 Bowel management is an essential com-
ponent of the patient’s overall health status and should be addressed
using the same degree of concern in evaluation and treatment of
other body systems and functions.36 Constipation is a concern for
older individuals with poor dentition, inadequate diet, immobility,
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dehydration, polypharmacy, depression, dementia, metabolic imbal-
ances, and co-morbid illnesses.35 Constipation is estimated to affect
25% of the older adults and is responsible for more than 2.5 million
physician visits every year.37 Nearly 50% of all patients older than 65
years reported using laxatives.38 Bowel management should take into
consideration the specific needs of the older patient. Additionally,
constipation may be a consequence of the administration of pharma-
cologic agents, which are introduced for the alleviation or prevention
of other pathophysiologic conditions.39 Clinicians can aid in the pre-
vention of bowel complications and can establish a regimen review
periodically.

Visual impairment is usually disregarded and misjudged in the
older hospitalized adult. An essential item that requires attention at
admission is the potential loss of vision or the need of assistive de-
vices for effective communication that increases the need for main-
taining independent functioning. Visual impairment is an important
cause of activity limitation and disability and places the older adult at
greater risk for falls, hip fractures, and other injuries.40

Pain is not part of the normal aging process. Pain was defined by
the North American Nursing Diagnosis Association in 1992 as “a state
in which an individual experiences and reports the presence of severe
discomfort of an uncomfortable sensation.”40 Pain can be divided
into the following categories: (1) acute pain after an injury or surgery,
(2) chronic malignant pain resulting from a progressive, possibly fatal,
disorder such as cancer, and (3) chronic nonmalignant pain repre-
senting a progressive disorder that does not directly result in death,
such as osteoarthritis.40 Examples of more commonly used pain as-
sessment tools include Visual Analogue Scales (VASs), Numerical Rat-
ing Scales (NRSs), and Verbal Descriptor Scales (VDSs).40 VASs have
10-cm horizontal or vertical lines with a marker on each end indicat-
ing the absence of pain on one end and worst pain possible at the
other end. NRS patients are asked to rate their pain intensity on a 0 to
5, 0 to 10, or 0 to 100 scale. Zero represents the absence of pain, and
the highest number of the scale represents the worst possible pain. A
VDS has a list of words that indicates pain for increasing levels of in-
tensity. In using the VDS scale, patients are asked to choose the adjec-
tive that best describes their past or present pain.

Nonverbal or cognitively impaired older adults pose assessment
challenges.40 Cognitively impaired older persons may fail to inter-
pret sensations as painful, are often less able to recall their pain, and
may not be able to communicate verbally with staff; therefore, older
adults are frequently undertreated for pain.41 Clinicians may need to
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rely more on nonverbal cues, such as facial grimaces or bracing rest-
lessness, for individuals who are unable to communicate verbally.

A recent use of an observational tool used in acute care settings is the
Nonverbal Pain Indicator (NPI). The NPI tool captures the presence of
a pain indicator, which is scored as a 1, and the total number of indi-
cators are summed for those occurring at rest, with movement, and
overall. There are no cutoff scores with the NPI. The presence of any of
the behavioral indicators of pain warrants further investigation, treat-
ment, and monitoring by clinicians.41 Therefore, development of new
tools for cognitively impaired and nonverbal older patients continues
to require astute observation and research.

Acute Medical and Functional Recovery

Health in older persons is best measured in terms of function. Forty
percent of all older patients experience a functional decline as a result
of hospitalizations.2 Older persons are mostly prone to adverse drug
reactions, falls, infection, and the effects of immobility. These compli-
cations are recognized as iatrogenic events. The term “iatrogenesis”
refers to any adverse physical or mental condition caused by the ef-
fects of treatment.2 Up to 75% of older people experience a decrease
in their functional ability from hospital admission to discharge,
which often results in the need for home health care services, depen-
dent community living, or long-term care facility placement.42

The incidence of fractures also increases exponentially with age.
Hip fractures are the most severe in terms of morbidity.43 Hip fractures
are a serious consequence of falls in the older population. More than
90% of hip fractures in persons over 70 years of age are caused by
falls.44 Falls are common among the older population and are the
leading cause of injury-related deaths and hospitalization. Morbidity
coupled with falls comprises physical injury, psychologic trauma, and
a loss of independence with early institutionalizations.43

Delirium, dementia, depression, and protein–energy malnutrition
are also very common and frequently undetected in a hospitalized
older adult. Comprehensive geriatric assessment and planning to op-
timize functional and medical recovery involve looking at high-risk
factors that include cognitive status, depression, malnutrition, ADL/
IADL function, and financial disability. Cognitive impairment in older
persons prolongs hospital recovery of ADL and IADL function. Delirium
may affect 60% of frail older people in the hospital.45 Forty-five percent
of hospitalized, cognitively impaired older adults have been found to
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develop delirium accounting for longer lengths of stay, a higher rate of
complications, and increased cost of care.45 The Confusion Assessment
Method tool distinguishes delirium, also known as reversible confusion,
from other types of cognitive impairment.17 Interventions to reduce ad-
verse events such as delirium may include orienting patients frequently,
reducing sleep deprivation by limiting vital signs during the night, walk-
ing patients when possible, ensuring that patients’ sensory aids are func-
tioning, and avoiding dehydration.

Depression is not a natural part of aging. However, depression can be
common in late life. Collectively, major depression and minor depres-
sion are reported in 13% of community-dwelling older adults, 24% of
older medical outpatients, and 43% of both acute care and nursing
home-dwelling adults.46 The Geriatric Depression Scale has been used
extensively with older adults. Essentially, patients are asked 30 ques-
tions, answering with yes and no regarding how they feel that day.
Scores of 0–9 are normal, 10–19 indicate mild depression, and 20–30
severe depression.47 This tool is useful in assessing baseline depression
in older adults and comparing later scores in a hospital episode.

In physical assessment, the presence of muscle wasting should be
correlated with laboratory tests such as serum and total cholesterol lev-
els, and lymphocyte count should be added.26 In addition, prealbumin
is the earliest laboratory indicator of nutritional status and has become
known as the ideal marker for malnutrition.48 Generally, albumin is
considered a late indicator of malnutrition.49 Albumin has a half-life of
20 days as compared with prealbumin, which has a half-life of 2 days,
making prealbumin a more timely and sensitive indicator. Patients
should also be assessed for oral pathology, ill-fitting dentures, prob-
lems with speech or swallowing, medication use that might cause
anorexia or dysgeusia, and financial and social problems that may be
contributing factors to malnutrition.26

To improve outcomes, prevention is a key element in the care of
older patients. Older adults are particularly more prone than younger
adults to experience a “cascade iatrogenesis,” which is a sequence of
adverse events that begins with a single problem such as a medication
error, aspiration, skin breakdown, or a fall.2 The goal of intervening to
alter the incidence of “cascade iatrogenesis” in hospitalized older pa-
tients demands early assessment of potential problems and interven-
tions to preserve functional mobility.2

Medication assessment is necessary for use of sedatives, hypnotics,
narcotics, anticholinergics, glycemic agents, diuretics, and other phar-
macologic agents, placing the older patient at risk. Other clinical indi-
cators such as serum values, oxygenation, and other therapeutic drug
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regimens should be monitored closely. In addition, assess for alterna-
tives and need for restraints, tubes, catheters, and intravenous lines
whenever possible. Geriatric patients in the hospital are more vulner-
able to the risks associated with physical and chemical restraints.50

Additionally, it is important to ensure that undernourished patients
eat frequent meals and incorporate oral supplements as needed in a
plan of care.

An estimated 25% to 40% of all US medication prescriptions are
written for older people.51 Older patients are more likely than younger
persons to have four or more prescribed medications.52 A component
of a thorough geriatric assessment is a medication review and recogni-
tion of medication adverse drug effects. This assessment requires coor-
dination and knowledge of drug reactions and costs. Iatrogenic drug
reactions average 20% to 25% for hospitalized older persons.42 Differ-
ences in how drugs are absorbed, metabolized, and excreted in older
persons alter their response to medications and increase the need for
close monitoring of drug therapy. Older adults’ susceptibility to drug-
induced health problems is also a reflection of the estimated hospital
admission rates for drug-related problems and toxicity ranging be-
tween 10% and 33%.51 In addition, the lack of financial resources for
medications, groceries, and household utilities can impact both a de-
cline in function and morbidity and mortality after discharge.

Family is an important health care resource for older patients in
planning for medical and functional recovery. Family members have
an important role in easing an older person’s hospital stay by being
physically present, providing familiar voices and items, and maintain-
ing usual family routines and life patterns in the hospital.53 Interven-
tions need to be coordinated to accomplish increased communication
between family caregivers and health care providers as well as identi-
fication of specific caregiving activities for families in order to im-
prove outcomes for hospitalized older persons.

Multidisciplinary Care of the Older Adult

The health care environment has been extremely influenced by
higher patient acuity, cost-containment measures, an increase in law-
suits, and increased expectations by an educated generation of health
care consumers.54 In the acute care setting, individual experts from dif-
ferent disciplines come together to care for patients. Each team mem-
ber contributes his or her special skills and experience in addressing
the task at hand. Mobilization of resources, with interdisciplinary team
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members, focuses on the clinical, functional, psychosocial, and finan-
cial elements influencing care. Multidisciplinary geriatric consultation
teams provide comprehensive assessment and make recommendations
regarding prevention and management of common geriatric syn-
dromes.

Team goals are to preserve function and medical recovery by prevent-
ing nosocomial complications such as falls, delirium, and functional
decline. A geriatric team may have at least one physician, an advanced
practice nurse certified in gerontology, a social worker, a nutritionist, a
pharmacist, and other specialty team members contributing individual
expertise of patient needs. Team members are empowered in their des-
ignated roles to contribute to an optimized patient experience and en-
hance productivity of these interactions leading to better outcomes,
both functional and clinical.55

Cohesive health care teams have five key characteristics: clear goals
with measurable outcomes, clinical and administrative systems, division
of labor, training of all team members, and effective communication.56

A unified and effective multidisciplinary team is critical and associated
with positive clinical outcomes and increased patient and family satis-
faction. The demand for quality care requires a group of diverse clini-
cians who communicate with each other regularly about the care of a
defined group of patients and who participate in that care. Interdiscipli-
nary team rounds are a coordination strategy to generate and integrate
an interdisciplinary plan of care for patients and their families.57 These
activities outline shared pertinent information, approaches for dealing
with difficult and long-standing patient problems, identification of bar-
riers to care and potential solutions, and the identification of individual
and team learning needs.58 In addition, team activities must consider
not only the patient clinical outcomes, but also customer service ratings
and financial outcomes.54

NURSING PRACTICES

Role of the Expert Staff Nurse

In a clinical ladder, organization at each level commensurates with
the nurse’s education, demonstrated expertise, and experience. Tailor-
ing a geriatric model of care focuses on the third and fourth clinical
levels that are comparable to Benner’s stages of “competent” and “pro-
ficient nurse.” Emphasis is on the nurses’ use of analysis to connect sit-
uations to an appropriate action that focuses on the problem at
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hand.59 Efforts at the bedside need to address all levels of staff nursing
and advanced practice nursing. There is also a growing demand to in-
corporate best practices and geriatric certifications among staff nurses
as well as advanced practice nurses in all specialty practices in the care
of the older patient. Nurse-to-nurse expert consultation is essential in
providing seamless care across services and institutional settings.

At NYUMC, nurses achieve a senior staff nurse, a nurse clinician, or
senior nurse clinician title through a clinical ladder program which
formally supports and recognizes the development of clinical expert-
ise, such as geriatric nursing. The continual pursuit of educational ad-
vancement skills into practice is important. The expert staff nurse is
identified as a GRN by other staff and team members. A GRN is iden-
tified as a unit role model as well as first-line educator in assessing, in-
tervening, and evaluating geriatric syndrome management. A success
of a GRN model is the recruitment of staff nurses who care for older
adults and use the expertise of an advanced practice nurse to integrate
select geriatric core competencies into his or her nursing care.

Key initiatives from NICHE site programs include creating, using,
and refining EBP tools as well as protocols in assessment of the older
adult at risk for acute confusion, urinary incontinence, falls, re-
straints, as well as other prevalent syndromes unique to an organiza-
tion. At numerous NICHE sites, alternative treatment options have
shown to decrease medical orders for restraints and the amount of
time patients require restraints. The development of alternatives to re-
straints includes the assessment and prevention of falls, reorientation,
using nonpharmacologic alternatives to restraints, the use of sensory
and assistive devices (hearing aid, glasses, walkers, canes, etc.), and in-
volving family/hospital volunteers at the bedside in a plan of care.

Incorporating the skills of nursing attendants is an integral part of a
geriatric assessment and management. A comprehensive plan of care
involves nursing attendants participating in rounds, conferences, and
case studies in coordinating toileting, restraint alternatives, and meal-
time routines that may potentially decrease functional incontinence,
immobility, and the risk of malnutrition. A GRN’s participation in in-
terdisciplinary rounds addresses the need to have accountability and
responsibility for care coordination. GRNs are encouraged to present
patients to the interdisciplinary team, coordinate various referrals,
and identify interventions that support the comprehensive patient
and family plan of care. The GRN model has demonstrated in several
NICHE sites an increase in interdisciplinary staff knowledge, sensitiv-
ity, and creativity in caring for our older adults and their families
across the continuum.
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Focused Geriatric Case Management

According to the January 2002 Case Management Advisor, compa-
nies are using their data to predict patterns of high use in the future
and get case managers involved earlier.60,61 The larger insurers are
looking for innovative ways to work with their data and to identify
which patients can benefit from more intensive services early on.
Nevertheless, a complication from chronic illness consumes a signifi-
cant proportion of the nation’s health care dollars.60,61 Payers,
providers, and employers are looking at ways to avoid hospitalization
and improve health maintenance.8 Managed care has placed increas-
ing pressure on hospitals to provide cost-effective and high-quality
care and to reduce house staff. This development has encouraged
teaching hospitals to employ nurse practitioners.62 In addition, in-
creasing acuity and age among the inpatient population combined
with the need to reduce length of stay suggest a need to re-examine
the delivery of care in the acute care setting.

Hospital-based nursing case management has been acknowledged
as a viable advanced practice role for nurses.8 The role of the advanced
practice nurse to integrate case management skills is part of the solu-
tion to manage complex multiple chronic issues as our population
ages.8 Advanced practice nurses have a pivotal role in identifying an
at-risk population such as geriatrics with focus on disease manage-
ment. A common and challenging example is high-risk older groups
who have dementia and multiple co-morbid illnesses; who are de-
pendent in ADLs, living alone, requiring complex patient and family
teaching; and who are financially challenged and in need of postdis-
charge follow-up care.

To manage patient care, a health care system requires reliable sys-
tems to evaluate medical needs. In addition, this also necessitates the
assessment of the level of care and services provided tracking patient
care as patients move across the continuum of care.8 With a limited
number of geriatricians and nurses in the field of geriatrics, advanced
practice nurses in a variety of specialty areas are seeking certification
in geriatrics.63 Advanced practice nurses function as part of a team
and bring advanced skills to a greater collaboration with payers and
providers and an increased flow of information among all parts of the
health care system.8

Advanced practice nurses are critical members of the health care
team that involves getting people through the system more efficiently
and eliminating delays in clinical testing, resource utilization, and
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achieving clinical daily outcomes. This is crucial in optimizing acute
functional recovery and minimizing iatrogenesis in the high-risk
older population. At NYUMC, a follow-up phone call program facili-
tates the transition from hospital to home, prevents readmissions,
and promotes wellness through education and the use of community
resources. Further analysis of this process should include specialty
service standardized assessment instruments, electronic communica-
tion, increased community outreach education, training, continuity,
and expanded service options for patients who do not meet the
homebound requirements.64

Advanced Practice Role

Approximately 4,200 nurses had been certified in geriatric care
since 1991.63 In 2003, few people were enrolled full-time in pro-
grams to become certified gerontologic nurse specialists.63 Given
the minimal number of trained professionals in the field of geri-
atrics and the growing population of older adults, it is likely that
advanced practice nurses, especially those specializing in adult and
family practice, are caring for many older adults. Considering the
large number of older adults served by all specialty nurses, the geri-
atric competence of all nurses will need to be enhanced.63 This 
includes the knowledge, skills, and attitudes of nearly 400,000 reg-
istered nurses who belong to more than 450 national specialty nurs-
ing associations.65 Nevertheless, the expertise of geriatric nurse
practitioners has been preferred and used by a number of acute care
institutions to provide expert consultation as well as designing and
implementing programs that meet the needs of hospitalized older
persons.

Advanced practice nurses are in a pivotal role in meeting the chal-
lenges of acute care for the hospitalized older population in the new
millennium. Institutions are recognizing the need to foster and sus-
tain institutional geriatric educational and training programs such as
NICHE. Opportunities aim at conducting bedside research as well as
identifying areas for future study. Future areas for research can include
further analysis of securing medication compliance, health promo-
tion and prevention, reducing unnecessary hospital resources, that is,
avoiding readmission, cost containment, and decreasing length of
stay without compromising quality care. Most importantly, resources
need to be explored that serve the financially challenged older popu-
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lation with no or limited prescriptive plans, dental care, and afford-
able medications.

Health promotion and prevention programs are becoming more the
necessity of any acute care organization that directly impacts mortality,
morbidity, patient/family satisfaction as well as hospital costs. Assess-
ment by expert team members aids in identifying families for outpa-
tient follow-up and support programs and provides assistance in coping
with hospitalization. Community outreach programs on various older
population topics, as well as individual counseling, aid in readiness to
learn programs on self-management of disease such as diabetes, chronic
obstructive pulmonary disease, and heart failure. Future advanced prac-
tice nurses with geriatric expertise are critical to support families caring
for this growing population.

As the older population increases, a new generation of baby
boomers who are more involved with their care will demand more
computer-related health care information. Patients and families want
to know what their options are, and payer organizations will be re-
quired to provide coverage.61,62 Payers are recognizing the fact that
automation is going to be the only way to remain lucrative. Advanced
practice nurses’ skills are essential to health care institutions through
automated electronic systems that are capable of promoting standards
for ordering and processing electronic prescriptions, equipment, re-
sources, and follow-up teaching in chronic disease management.66

Therefore, automation allows advanced practice nurses to focus on
appropriate care, adhere to guidelines, and explain options to pa-
tients.

Given the complex needs of older patients, advanced practice nurs-
ing is challenged to conduct skilled, continuous geriatric assessment
throughout hospitalization and after discharge to determine needs,
medication reviews, and medication affordability, and in turn provide
cost-effective care without compromising quality care. As we continue
to meet the challenges of acute care, geriatric assessment warrants in-
novative models of care and programs to ensure access to geriatric ex-
perts as well as a multidisciplinary care management approach with
the growing numbers of older people in the years to come. Continu-
ing support to nursing staff from clinical and managerial nursing
leaders and from university faculty provides knowledge, sensitivity,
and awareness to identify syndromes and effectively measure out-
comes and implement and evaluate care protocols. Finally, providing
advanced practice nurses with specialized geriatric skills in addressing
disease management, health promotion, and prevention in meeting
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the financially challenged high-risk older adult is critical in the viabil-
ity of all institutions regardless of setting.
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18

Adherence to Medical Treatment

Adherence is “the extent to which a person’s behavior (in terms
of taking medications, following diets, or executing lifestyle
changes) coincides with medical or health advice.”1 “The term

compliance is troublesome to many people because it conjures up im-
ages of patient or client sin or serfdom.”1 Here the focus is on several
patient-level factors, but physician and treatment factors are associ-
ated with adherence as well (Table 18–1). Indeed, there are system and
health policy issues, such as the availability of health insurance cover-
age, that relate to adherence that are not shown in Table 18–1.

Adherence is a multifaceted concept. Patients may be adherent to
some components of their therapeutic regimen but not to others
(takes medicine but does not follow diet or exercise recommenda-
tions), may follow instructions to take medicine for one condition but
not for others (takes medicine for congestive heart failure but not for
depression), or may follow instructions at some times but not at oth-
ers (takes antihypertensive only when feeling “tense”). Haynes et al.2

and others3,4 reviewed the factors associated with adherence to med-
ical regimens. Generally, the efforts to predict nonadherence from pa-
tient demographic variables alone have not been fruitful; however,
features of the medical regimen (e.g., side effects, costs, number of
medications), aspects of the clinical setting (e.g., the time to the refer-
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422 ADHERENCE TO MEDICAL TREATMENT

Table 18–1 Patient, Physician, and Treatment Factors Potentially Associated with
Adherence to Medical Regimens, not Necessarily Listed in Order of Importance.
Characteristics May Not Be Independently Associated with Adherence.

Patient

Demographic variables (age, gender, ethnicity, and level of educational attainment)
Functional status

• Activities of daily living
• Instrumental activities of daily living

Past experiences
• Personal experience with health care
• Past experience of family or friends with health care

Cognitive functioning
• Memory
• Attention
• Executive functioning/planning

Cultural beliefs and norms about illness and its treatment
Efficacy beliefs

• Outcome–efficacy beliefs (treatment can change the outcome)
• Self-efficacy beliefs (personal efforts can achieve adherence)

Health beliefs about
• Perceived threat of illness
• Risks and benefits of action
• Medications

Personality variables
• Neuroticism (vulnerability and adherence factor)
• Extroversion, agreeableness, conscientiousness, openness to experience (adherence

factors)
Social support

• Provides emotional support that improves adherence
• Provides instrumental support, such as transportation, that improves adherence
• Negative feedback may increase stigma and diminish adherence

Physical illness
• direct effect of physical illness on adherence to and outcomes of treatment
• Beliefs and cognitions about physical illness
• Use of multiple medications increases complexity of regimen

Severity of illness
• Number of symptoms
• Interference with functioning

Co-morbid psychiatric conditions
• Anxiety and depression
• Substance abuse (especially alcohol misuse and abuse)
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Introduction 423

ral appointment), and beliefs of the patient about the illness and its
treatment do appear to play a role. Other factors, such as personality,
have received less attention. Patient knowledge of a condition is not
enough to change adherence behavior.5–7

Complicating the matter, nonadherence to medicine can be inten-
tional as well as nonintentional.2 It is commonly assumed that failure
to adhere to a medical regimen occurs unintentionally on the pa-
tient’s part because of lack of understanding or forgetting or for other
reasons. Underlying this assumption is that the patient wants to fulfill
the requirements of the regimen and that culpability for failure to do
so rests entirely with the patient. However, nonadherence to medica-
tions and other therapeutic regimens may be intentional. In other
words, intentional nonadherence (“intelligent noncompliance”)8 re-
flects a conscious decision on the part of the patient to stop or modify

Physician

Patient–physician communication skills
Beliefs about illness and its treatment

• Effectiveness of treatment
• Treatment of illness in older patients is worthwhile and effective

Beliefs about patient interaction
• Telling patients about side effects of medications
• Providing cues that permit the patient to reveal nonadherence to the regimen

Cultural competence in managing illness
• Knowledge of prevalence and incidence of illness across ethnic groups
• Understanding how response to medicines might vary with ethnicity
• Values eliciting the culturally held beliefs and attitudes about illness and its treatment

Concordance between the cultural beliefs and norms of the patient and of the physician
Comfort in dealing with older patients

Treatment

Complexity of the regimen (including the total number of medications taken)
Side effects of medicines that are unpleasant or that interfere with functioning
Age-related changes in drug metabolism and drug–drug interactions
Costs of therapy

• Medication costs
• Costs of medical supplies and visits with specialists (including transportation costs)

Geographic proximity of the primary care office to the specialist office
Time between the primary care visit and the appointment with the specialist
Ethnic differences in pharmacokinetics and pharmacodynamics that affect side effect
profiles and efficacy
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the treatment.9 The determinants of these two forms of nonadherence—
nonintentional and intentional—are probably different, and thus the
interventions to address each may differ as well. The physician and
clinical setting probably also play a role in the ability and willingness
of the patient to adhere to the recommended regimen. Evidence
shows that intentional nonadherence to medical therapy is common
in older persons. For example, assessing 372 prescriptions from 111
older adults in at-home interviews, two thirds of the cases of nonad-
herence were intentional, and only 15% were thought to be due to
“forgetting.”10 In a study of hospitalized older persons, 11% of the
315 drug-related admissions were due to noncompliance with med-
ication, and in about one third of the cases, the nonadherence was in-
tentional (e.g., the patient stopped treatment because side effects were
not tolerated).11

COGNITIVE FUNCTION

Normal cognitive changes associated with aging are related to a
general slowing of overall cognition, which can be modified by phys-
ical health, medications, and activity. With a slowed intellectual re-
sponse time, a nondemented older patient will likely require more
time in problem-solving and timed tasks.12 Also, low health literacy is
more prevalent among older adults, which can impact ability to ad-
here to medications and written instructions.13 However, the preva-
lence of dementia increases with age, and thus, it is important to
identify patients with cognitive impairment. This is important partic-
ularly at earlier stages in a neurodegenerative disease when a patient
may not have environmental support systems (spouse, family mem-
ber, or caregiver) in place.

Cognitive impairment has been associated with a decreased ability
to adhere to medication regimens.14,15 An assessment of executive
function, attention and calculation, learning and memory, language,
as well as visuospatial function, will help the clinician understand
which cognitive activity is impeding a patient’s ability to adhere to
medications. For example, cognitive tasks related to medication ad-
herence include (1) comprehending the instructions, (2) using work-
ing memory to integrate instructions across medications to formulate
an adherence plan, (3) remembering the plan or writing it down, and
(4) remembering the prospective act of actually taking the medicine
as prescribed.16–18 These tasks require intact cognitive (memory, atten-
tion) and executive (planning behaviors) processes.
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Particularly important to medication regimens is executive func-
tioning, which involves orchestration of elemental functions into
complex goal-directed behavior, and maintaining goal-behavior in
the face of internal and external distractions. Executive control is
thought to be a function of circuits between frontal lobes and limbic
structures. Anterior subcortical lesions involving the frontocaudate
projections and the caudate nucleus appear to be associated with de-
pression and impaired initiation of spontaneous behavior.19 Dysexec-
utive functioning may be particularly important when the cue for the
desired behavior is poorly specified,20 such as taking medication.

SOCIAL SUPPORT

Emotional support and regimen-specific support have been shown
to increase the adherence to the medical regimen across a variety of
medical conditions.21–24 High social support also reflects personal
characteristics, including relationship orientation and skills needed to
form a positive treatment relationship with the physicians and others
involved in care.25,26

BELIEFS ABOUT ILLNESS AND ITS TREATMENT

The beliefs and ideas of patients regarding illness and its treat-
ment have been cast into a number of frameworks, including the
health beliefs model,27–28 the theory of reasoned action,29 the the-
ory of planned behavior,30 the transtheoretical stage model,31 and
the self-regulatory model of illness.32,33 The self-regulatory model
posits cognitive and emotional processing, occurring in parallel,
and consisting of evaluation of health threat, coping strategies, and
appraisal of the outcomes of decisions.33 Each model has its
strengths and weaknesses, but no single model accounts for a large
amount in the variance of health outcomes. Nevertheless, lay con-
cepts of disease appear to affect adherence to therapy in conditions
such as hypertension, although physicians do not generally assess
and try to correct the symptom models of patients.34 Patients may
adhere to some components of a medical regimen, but not others,
depending on their illness representation.35 There is increasing
awareness that patient notions of illness are critical to providing
culturally competent and effective health care.36,37 Failure to elicit
ideas about illness can result in poor communication, a lack of ad-
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herence to prescribed therapy, or refusal to undergo tests or thera-
peutic procedures.

INTERVENTIONS

Despite the advances in the number of pharmacotherapeutics, few
studies have looked at interventions to increase adherence,38 and
even fewer studies have looked at the effect of improved adherence.39

Given that a decline in speed and processing is the most characteristic
change seen with aging, increased patient education may be the first
step to improve adherence to regimens. In one study, an education
program improved adherence to an antidepressant regimen as well as
a response to treatment.40 Best medication adherence requires nearly
all aspects of cognitive function; therefore, multifaceted education
programs, or multiple interactions between the provider and patient
may allow the patient to overcome a specific area of cognitive diffi-
culty. Other literature41 suggested that multifaceted interventions and
interventions tailored to the patient’s problem area with adherence
resulted more often in improved compliance.

Patients with mild memory loss may benefit from mnemonic aids
such as making lists, and using reminders as cognitive tools (self-
cueing) (Table 18–2).42 Some literature suggests that persons over the
age of 70 years demonstrated improved adherence when provided
with aids to planning and organization.16,18 Other strategies to help
patients adhere to medications include the use of pillboxes and blister
packs (premade in the pharmacy). These tools are helpful in aiding

426 ADHERENCE TO MEDICAL TREATMENT

Table 18–2 Helpful Hints

Helpful Hints

Pillboxes
Mail-order pharmacy

• Some will prepare pillboxes, blister packs, and/or prefilled syringes
Pharmacy call to remind patient to refill medication
Refrigerator medication charts
Having patients equate taking medication along with an activity e.g., brushing their teeth or
making breakfast

Engaging the help of family members
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memory as well as allowing for more facile access to pills (as compared
with childproof bottles). In addition, polypharmacy increases the risk
of adverse drug events, drug interactions, and poor adherence. Pro-
viders can request patients to bring in medications for a periodic re-
view to identify unnecessary medications.

CONCLUSION

Older adults are at risk for adverse health consequences of nonad-
herence. With the “graying” of our society, there is a need for further
research to examine programs that improve adherence in older adults,
as well as improve other outcome measures such as decreased morbid-
ity and mortality, and quality of life.
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19

Developing and Managing 
a High-Functioning

Interdisciplinary Team

Because comprehensive geriatric assessment encompasses so many
domains, providers with varied areas of expertise and different
assessment tools often struggle to shape their observations into a

complete picture of the individual patient. The format that seems to
best meld disparate points of view is the interdisciplinary team.

CASE VIGNETTE

In its weekly meeting, the geriatric team discussed the case of Mrs.
AM, an 87-year-old widow who had undergone a comprehensive
new patient assessment earlier that month. Formerly independent,
she had been referred by her internist because of deterioration in her
health that did not appear to be due to her underlying medical con-
ditions. The geriatric fellow presented the case. The nurse practi-
tioner, social worker, geriatric psychiatrist, and dietitian each
briefly presented individual evaluations based on a combination of
interviews and specific assessment tools. The social worker, who
was leading the meeting, then guided an interactive discussion that
determined the patient’s most important problems and a care plan
to address them. The fellow documented the meeting’s findings in
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the patient’s chart and agreed to present a follow-up of the recom-
mendations 4 weeks later.

Although we have granted the interdisciplinary team an almost
mythic status, its very size and diversity often precludes it from func-
tioning as efficiently or effectively as the one the vignette depicts.
Nonetheless, teams offer the best opportunity to combine the exper-
tise of multiple health professionals, and when they do work, they
provide not just a forum for case discussion, but also emotional sup-
port for those who are caring for very needy patients.

Teams, which are described in both the medical and business literature,
have been defined as “a small number of people with complementary
skills who are committed to a common purpose, set of performance
goals, and approach for which they hold themselves mutually account-
able.”1 Teams can be composed of members from one profession
(unidisciplinary) or several (multidisciplinary). We tend to reserve
the term “interdisciplinary” for those multidisciplinary teams that
show healthy—and even contentious—interactions when problem
solving and foster shared decision making.2

Interdisciplinary teams have been likened to marriages because they
represent a union of different individuals and require attention and
energy to maintain that union. Unlike married couples (ideally),
members of teams come and go; although this turnover can add life
and new ideas, it is inherently destabilizing and one of the greatest
challenges to a team’s growth and function.

EVIDENCE FOR EFFECTIVENESS OF TEAMS

Health care teams are most useful when they are responsible for pa-
tients with complex medical and social problems. Unfortunately, studies
demonstrating that teams improve patient outcomes are notoriously
difficult to conduct; proving that the team is responsible for a positive
effect may be nearly impossible when so many variables are involved in
the care of complex patients. In addition, the literature on interdiscipli-
nary teams lacks consistent terminology and methods.3 A few studies
have attempted to examine the collaborative process itself. A Cochrane
review of nurse–physician collaboration4 cited two studies, both in in-
patient hospital wards5,6 and concluded that interventions that increase
collaboration improve process measures such as length of stay and satis-
faction,5 but not outcomes such as mortality. Another Cochrane review
of collaboration, this time of multidisciplinary approaches to inpatient
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rehabilitation of older persons with hip fractures, was unable to docu-
ment statistically significant improvement in outcomes for collaborative
team care, largely because of the heterogeneity of the studies.7

Of the areas especially germane to functional assessment teams,
ACE (Acute Care for Elders) Units include interdisciplinary team
rounds among their distinguishing features (other features include
prepared environment, patient-centered care, discharge planning,
medical director review, and oversight of patient care).8 Although
some studies have been equivocal,9,10 ACE units appear to improve at
least short-term functional outcomes of the inpatients they serve.11,12

In the primary care setting, effective teamwork can improve clinical
outcomes and patient satisfaction.13

PRACTICAL MATTERS: CREATING
AND MAINTAINING TEAMS

Health care teams are not a recent phenomenon. Those interested
in the history of teams can consult a number of sources; Tsukuda14 in
particular offered an insightful view of teams’ progress over the last
century. She describes certain themes that, although not necessarily
evidence based, recur throughout the literature (p. 33):

• Team care improves the quality of care.
• Successful teams must be developed; they do not just happen.
• Team work is difficult, requiring active learning and practice of

specific knowledge and skills.
• Team development takes time.
• Teams need administrative and financial support to succeed.
• Team education must take place at all levels.

Practically speaking, therefore, although every team is unique and has
its own life and history, team growth and development are to some de-
gree predictable. Because teams are dynamic, understanding group
process increases the likelihood that members can form and maintain a
healthy team. Drinka and Clark15 described five phases of team forma-
tion (p. 18–27). These phases are neither unidirectional nor monolithic;
teams can move back and forth between different phases, and individ-
ual team members may be in a different phase from the rest of the team.

• Forming: A team begins, and all participants are on good be-
havior.
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Gallo_CH19_431-440  8/1/05  5:57 PM  Page 433



• Norming: The team develops goals and a sense of purpose.
• Confronting: Conflicts that have been suppressed begin to sur-

face; individuals begin to exert more power and to debate in a
constructive manner.

• Performing: The team is at its most effective, efficient, and cre-
ative.

• Leaving: This may refer to individual members who depart or to
a team that disbands.

Teams work if their members prepare for and address inherent
weaknesses. In their analysis of 1,220 surveys of team members in 26
PACEs (Programs of All-Inclusive Care of the Elderly), Temkin-Greener
et al.16 documented that leadership, communication, coordination,
and conflict management predicted team cohesion and effectiveness.
Team process requires constant attention, and focusing on these fac-
tors increases the chances that a team will survive and thrive.

After clinicians have determined that a team will be a helpful addi-
tion to patient care, creating the team and its forum for interaction re-
quires a number of steps:

Determine the purpose(s) of the team. Too often, we form teams because
that is what geriatric specialists are supposed to do. Before starting a
team, ask whether it is truly necessary. Keep in mind that teams are ex-
pensive. If an eight-member team meets weekly for an hour, can it hon-
estly say it has accomplished the equivalent of a day’s worth of work?

Teams form for a variety of reasons. These include but are not lim-
ited to (1) development or modification of care plans, (2) teaching,
(3) development of creative solutions for difficult problems, and 
(4) meeting Center for Medicare and Medicaid Services (CMS) re-
quirements. Teams may have more than one purpose; many inter-
disciplinary teams serve both educational and care management
functions. Participants must clearly understand the team’s pur-
pose(s) if they are to understand their own roles and to monitor the
team’s effectiveness.

Determine the team membership in advance. The purpose of the team
should determine its membership. There is no advantage to including
representatives over every discipline if they will not be active partici-
pants. Most outpatient assessment teams will have physicians, nurses,
and social workers as core members; rehabilitation teams, which tend
to develop comprehensive, short-term care plans, may also include
representatives of each of the therapies, as well as other disciplines
such as pharmacy and nutrition. Occasionally, a core team may be es-
tablished, with “special guests” invited to discuss specific patients
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they serve. Table 19–1 outlines the skills and training of professionals
who often serve on interdisciplinary teams.

Decide on the frequency, timing, etiquette, and location of meetings. Do
not ignore the obvious. Convenience and a comfortable setting pro-
mote team effectiveness. Lunch does not.

Designate one individual to be responsible for the meetings. The organ-
izer must determine which cases will be presented, who will present
them, and what materials (charts, consultants’ notes) must be avail-
able. This can be a responsibility designated to one individual or can
rotate among individual team members.

Use a formal meeting format. This may seem unnecessary and overly
rigid, but structure enhances a meeting’s effectiveness immeasurably.
One such format is the “Seven Step Meeting Process” (Executive
Learning, Inc, http://www.elinc.com).

1. Clarify objectives. Ensure that all team members understand the
purpose of the meeting; most will be devoted to case discussion,
but some meetings may have other objectives: scheduling, house-
keeping tasks, evaluations, etc.

2. Review roles. These roles can and should rotate among team
members. Determine who will assume these roles for this meet-
ing. Clarify when the timekeeper should provide warnings.
a. Timekeeper
b. Recorder
c. Leader
d. Facilitator

3. Review agenda and determine how much time will be devoted to
each item.

4. Discuss cases and other items on the agenda. Adhere scrupu-
lously to the agreed-on timeline.

5. Review the meeting record. Have the recorder recap the items.
Review the care plans that the team has generated.

6. Plan next steps and next meeting agenda.
7. Evaluate the meeting. Do not skip this; it is an essential step in

team process. Do not fail to set aside time to review the team’s ef-
fectiveness. In the early phases of team formation, try going
around the table to ensure that everyone comments. That step
may not be needed in a well-functioning team, but each meeting
should have a clear opportunity for reflection and change.

Devote some meetings to the team itself. Like our relationships, gar-
dens, or automobiles, teams require ongoing maintenance. Teams are
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Table 19–1 Members of Interdisciplinary Teams

Discipline Practice Roles/Skills Education/Training

Nurse
Registered nurse Planning for optimal func- Registered nurse with asso-

tioning, coordination of ciate degree: 2 years of 
care, teaching, direct and training.
indirect patient care. BS, registered nurse: 4 years

in college.
MS, registered nurse: 4 years 

in college and 2 years of 
postgraduate specialty 
study.

Nurse practitioner Health assessment, health Master’s degree with defined 
promotion skills, histories specialty area such as 
and physicals, ordering gerontology or palliative 
conducting and interpre- care.
ting some lab and diag-
nostic tests; teaching and 
counseling.

Physician
General requirements Treatment of diseases and 4 years of medical or osteo-

injuries, provision of pre- pathic school after col-
ventive care; diagnosis, lege, plus 3–7 years of 
prescription, treatments, graduate medical educa-
surgery. tion (internship, residency,

fellowship).
Geriatrician Special training in diagnosis, 1–2 years of postgraduate 

treatment, and prevention fellowship training; most 
of disorders in older peo- have passed an exam to 
ple; psychosocial and bio- hold a Certificate of Added
medical aspects of aging. Qualifications in geriatrics.

Psychiatrist Assessment and treatment Residency training in psychi-
of mental, emotional, and atry; may also include fel-
behavioral symptoms and lowship training (e.g., in 
illnesses. geriatric psychiatry).

Physician assistant Provide medical care under 2-year physician assistant 
the supervision of licensed program after Bachelor’s 
physicians; provide a broad degree; most have health 
range of diagnostic and care experience before 
therapeutic services. entering physician assis-

tant program.
Social worker Assessment of individual and 4-year college degree leads 

family psychosocial func- to a Bachelor’s of Social 
tioning and provision of Work; 2 years of graduate 
care to help enhance or work to a Master of Social 
restore capacities; this can Work.
include locating services 
or providing counseling.
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Discipline Practice Roles/Skills Education/Training

Psychologist Assessment, treatment, and Graduate training usually 
management of mental lasts 5 years beyond un-
disorders; psychotherapy dergraduate training.
with individuals, groups, 
and families.

Pharmacist Assists with determination Baccalaureate program is 5 
and revision of a patient’s years. Pharmacists may 
medications to achieve an also hold a doctoral degree 
optimal regimen that suits (Pharm.D.).
individual’s medical and 
therapeutic needs; infor-
mation resource of patient 
and medical team.

Occupational therapist Uses therapies to help indi- BS or MS in occupational 
viduals achieve indepen- therapy with minimum of 6 
dence; occupational ther- months’ field work.
apists focus on improving 
activities of daily living;
they also perform environ-
mental assessments and 
recommend and teach use 
of adaptive equipment.

Speech/language Assess speech and lan- Master’s or doctoral degree.
pathologist guage development and

treat language and speech 
disorders. They also eval-
uate and treat people with 
swallowing disorders.

Physical therapist Have expertise in the exami- 4 year college degree or 
nation and treatment of master’s degree.
musculoskeletal and 
neuromuscular problems 
that affect movement and 
function.

Chaplain Provide visits and ministry to Master’s degree in theology, 
patients and family. plus a minimum of 1 year 

of clinical supervision.
Dietitian Evaluate the nutritional sta- BS in food and nutrition; MS 

tus of patients; work with also available. Regis-
family members, patient, tered Dietitian must pass 
and team to determine the national exam of 
appropriate nutritional the American Dietetic 
goals for patient. Association.

Modified from GITT Curriculum Guide, 2003, p. 86
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composed of people who, if they devote real effort, can create some-
thing that is useful, exciting, and fun. People can also be lazy, angry,
tired, bored, uninterested, or even pathologic; such counterproduc-
tive behaviors can destroy any team. Only if time is devoted to self-
examination can the team learn to identify its problems, solve them
before they become intractable, and function again.

TEAM TRAINING

Setting aside time for team process, although necessary, is not suf-
ficient if team members do not know how to work together. Team
skills are not intuitive; health care professionals must learn them,
and most educators value these skills, at least in theory.17,18 A num-
ber of well-established programs are designed to train health care
teams and geriatric teams in particular.14 The Department of Veterans
Affairs sponsors Interdisciplinary Team Training Programs (http://www.
va.gov/oaa/AHE_ITTP.asp) and the Health Resources and Services Ad-
ministration has underwritten team training through its Geriatric Ed-
ucation Centers (http://bhpr.hrsa.gov/interdisciplinary/gec.html)
and Area Health Education Centers (http://bhpr.hrsa.gov/ahec/). The
John A. Hartford Foundation funded the Geriatric Interdisciplinary
Team Training program, which has developed a broad literature
based on experiences of its original sites,19 and training materials are
available on its website (http://www.gitt.org/).

Needless to say, formal team training is expensive and logistically
cumbersome. Even when there is institutional support and time for
training, gaining buy-in from all parties may be difficult. The experi-
ences of the Geriatric Interdisciplinary Team Training program reflect
this; Reuben et al.20 have documented that the “disciplinary split”
(the “tradition, culture, and regulatory requirements” unique to each
profession) remains a serious barrier to team training, with physi-
cians, in particular, demonstrating the least enthusiasm for the
process. Finding ways to educate trainees in a cost-effective and effi-
cient manner remains one of the greatest challenges for those who
teach and work in teams.

CONCLUSIONS

Assessment tools are most useful when they guide subsequent de-
cision making. The complex patient who requires assessment in
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multiple domains presents special challenges; the identified needs
may come into conflict or may be too overwhelming for a single
provider to manage. By working together, providers may be able to
devise solutions that none alone could have foreseen or imple-
mented. That is the idea and the ideal behind the interdisciplinary
team. Even experienced and motivated clinicians must expend sig-
nificant energy creating and maintaining these teams, but those of
us who love this kind of collaboration feel that we have been amply
rewarded.
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Assessing Disaster Preparedness
and Response

The constant looming threat of a next disaster is a matter of world-
wide concern. Whether it is an international/national terrorist
event (e.g., biological, chemical, nuclear, or radiologic) or natural

(e.g., tsunami), disruption and chaos is ensured.1–4 The appalling mass
casualty terrorist acts of September 11, 2001, on the World Trade Center
and the Pentagon left everyone feeling vulnerable—especially older
adults. Terrorism and disaster are a constant worry that looms over
everyone and can be a cause of distress for the nation’s physical, psy-
chologic, and socioeconomical stability.5,6

This chapter focuses on health assessment for older adults as related
to disaster. Preparation and response of older persons are reviewed,
with an emphasis on the role of clinicians as they provide health care
to older adults.

DEFINITION AND TYPOLOGY OF A TERROR DISASTER

A terror disaster is a hazarda to the community/population. Sep-
tember 11, 2001, is a graphic example of how communities can be

Ian Portelli and Terry Fulmer
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a Hazard is a phenomenon that has the potential to affect human life and activity ad-
versely, for example, earthquake, volcanic eruption, economic collapse, political crisis,
epidemic, landslide, and deforestation.13
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defined at riskb or vulnerable,c in spite of the high level of security
and capacityd in place. Different organizations define the term disas-
ter in a variety of ways, often closely associating it to organizational
mandates. However, disaster caused by terrorism is commonly de-
fined as a traumatic event defined by its capacity to evoke terror,
fear, helplessness, or horror in the face of a threat to life or serious
injury.7 It is human caused, intentional, interpersonal violence.7

These disasters can be caused by bombings, contamination, and
weapons of mass destruction (biological, chemical, nuclear, or radio-
logic).7

Terrorist events can resemble disasters (and are dealt with as such)
because of the impact on people and the environment. Terrorism is a
tool of a criminal that is used to affect entire populations through ran-
dom events, thereby conveying a message of terror and fear that stops
normal life patterns.8 Although terrorist attacks appear suddenly, they
are often rooted in a strong political, social, and economic context. In
case of terrorism, high-risk targets can be identified among military
and civilian government facilities, international airports, large cities,
and high-profile landmarks. Terrorists might also focus their target
onto large public gatherings, water and food supplies, utilities, and
corporate centers.7

Looking into terrorism and borrowing from disaster research, a de-
scriptive outline of a representative typology can be generated:8

1. Incubation—a long-term warning stage of a terrorist act that could
be before or after a terrorist act8

2. Impact—on occurrence of a terrorist act8

3. Immediate postimpact—priority action taken right after immediate
first defense/alert of impact8

4. Recovery—disaster relief (transitional shift toward reorientation)8

5. Reorientation—resetting the clock and setting new guidelines, stan-
dards, and benchmarks8
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b Risk is the expected severity of a disaster. The level of risk will depend on the po-
tential impact of the hazard, the vulnerability level of people, and their capacity to cope
with the situation.13

c Vulnerability is related to the degree to which people are susceptible to loss, damage,
suffering, and death. Vulnerability includes various factors, including, among others,
physical, economic, social, political, and religious factors.13

d Capacity refers to the internal and external resources people, households, and com-
munities have to cope within situations that threaten their lives and well-being.13
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THE IMPACT OF DISASTER IN OLDER ADULTS

Terrorist acts are serious traumatic events that can create new phys-
ical and psychologic barriers for older adults.4 How older adults and
their communities are affected by disasters is closely related to their
capacities and vulnerabilities. Vulnerability is the degree to which
people are susceptible to loss, damage, suffering, and death. Being vul-
nerable generally comprises physical, economic, social, and or politi-
cal weaknesses.4

The older adult population is often classified as a “special” or “at-risk
population” that is vulnerable to major and minor effects of disaster.4,9

Signs and symptoms exhibited by an older adult may be similar to
other people in the community but may be heightened by pre-existing
physical and psychologic conditions of the older individual. After a dis-
aster, common recurring symptoms documented in literature include
re-experiencing an increase in physiologic arousal, emotional distur-
bance, psychologic numbing, and behavioral avoidance.9–11 Clinicians
need to be alert to symptoms that cannot be explained by health con-
ditions and consider the disaster effects. Clinicians, disaster workers,
and family members need to be familiar with community-based agen-
cies that can assist with care, training, information, and support of the
older adults (e.g., the national aging network collaborative).4,11

Reports show that during the September 11, 2001, attacks on the
city of New York, emergency workers believed that all buildings in
lower Manhattan had been evacuated, when in reality some older
adults and people with disabilities were not. This part of the commu-
nity had no electricity (and, therefore, no television, lights, elevators,
refrigerators, etc.), no running water, and no information about what
was happening or what they should do.12 Within 24 hours after the
9/11 terrorist attacks, animal advocates were on the scene rescuing
pets, but some frail older adults waited for up to 7 days for medical
teams to rescue them.12 Clinicians need to document carefully the liv-
ing situation of their older clients and to help determine whether they
can evacuate in disaster events.

PREDISASTER PREPAREDNESS FOR OLDER ADULTS

Federal Emergency Management Agency (FEMA)13 defined mitiga-
tion as “the cornerstone of emergency management.” It describes any
step taken to reduce the likelihood of a disaster occurring or, in the
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event of a disaster, on lessening its impact. Mitigation has become a
cornerstone in state and federal disaster programs over the past few
years, primarily because of the overwhelming success of mitigation
activities nationwide.13 Mitigation describes an ongoing effort at the
federal, state, local, and individual levels to lessen the impact of disas-
ters on families, homes, communities, and state/national economy.
Furthermore, it is the ongoing effort to lessen the impact that disas-
ters have on people’s lives and property through damage-prevention
plans, processes, and insurance.13 One example is the airline secu-
rity changes since September 11, 2001.

Emergency management planning specific to the older adult is vi-
tal. A strong specific preparedness plan is required before an emer-
gency. Older persons can increase their level of safety by learning how
to protect one’s self and cope with disaster. Even if physical limita-
tions are present in the older adult, a protection plan can be generated
and tailored to each older person’s capacity. A basic disaster checklist
is shown in Table 20–1.14

Clinicians can have a major impact on their older patients by help-
ing them consider in advance what they will need. The older person
should have medical and general supplies assembled to last 7 days,
storing and labeling them accordingly, using an easy to carry con-
tainer (e.g., backpack or duffle bag) that can be used for evacuation.
Clinicians can help older adults prepare by helping them set up a
medical supply kit (Table 20–2).14

In case of a disaster, older adults may need to evacuate their cur-
rent location. Coordinating with a home care provider, an apart-
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Table 20–1 Basic Disaster Checklist for Older Adults14

• Assemble a disaster supply kit with batteries, water, etc.
• Arrange for someone to check on you in the event of a disaster.
• Plan and practice the best escape routes from your home.
• Plan for transportation if you need to evacuate to a shelter (e.g., Red Cross).
• Find the safe places in your home for each type of emergency.
• Have a plan to signal the need for help.
• Post emergency telephone numbers near the telephone.
• If you have home health care service, plan ahead with your agency for emergency
procedures.

• Teach those who may need to assist you in an emergency how to operate necessary
equipment. Be sure that they will be able to reach you.
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ment building supervisor, or an organization for evacuation proce-
dures is extremely important. Clinicians need to be knowledgeable
regarding how to obtain assistance for special transportation. Physi-
cians and nurses can prepare instruction documents regarding 
appropriate clothing, sturdy shoes, the disaster supplies kit, and
locking the house. Using travel routes specified or special assistance
provided by local officials without taking short cuts (as they may be
unsafe) would be the next step. A communication plan should be in
place.

In the days, weeks and sometimes months after a disaster, older
adults whose lives have been disrupted must make many important
decisions. Older adults may be overwhelmed by the volume of infor-
mation given to them in a short period of time.14 Older adults are at
high risk for emotional stress after a disaster. Reactions caused by or
aggravated by disasters can include depression, irritability, anger, trou-
ble sleeping or eating, family discord, restlessness, and substance
abuse. Identifying these problem areas and getting help may prevent
serious problems in the future.
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Table 20–2 Medical and General Kit14

Medical Kit
• First-aid kit
• Prescription medicines (7-day supply), list of medications including dosage, list of any

allergies
• Extra eyeglasses and hearing-aid batteries
• Extra wheelchair batteries, oxygen
• List of the style and serial numbers of medical devices such as pacemakers
• Medical insurance and Medicare cards
• List of doctors and relatives or friends who should be notified if you are injured
• Any other items you may need

General Kit
• Battery-powered radio and flashlight with extra batteries for each
• Change of clothing, rain gear, and sturdy shoes
• Blanket or sleeping bag
• Extra set of keys
• Cash, credit cards, change for the pay phone
• Personal hygiene supplies
• Phone numbers of local and nonlocal relatives or friends
• Insurance agent’s name and number
• Other items one wants to include
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THE EFFECTS OF TERRORISM ON THE OLDER ADULT

Older adults will respond to disasters in a variety of ways, given the
unique nature of individuals. However, slower physical reaction times
and sensory impairment will impact the response capacity. Older
adults with cognitive impairment will be especially vulnerable, and
advanced care planning must take place.

Older adults are likely to have chronic health conditions that
may worsen in a disaster. Heart conditions, depression, arthritis,
and dementia may be exacerbated, and clinicians should instruct
older patients on what to expect. Table 20–3 describes reactions that
may occur in a disaster.15

POSTDISASTER ISSUES FOR OLDER ADULTS

Post traumatic stress disorder (PTSD) is the most prevalent postdis-
aster ailment and is characterized by episodes of helplessness, short-
ness of breath, disorientation, agitation, and fear.16,17 Sensations and
symptoms can mimic health attacks.17 Clinicians should be aware
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Table 20–3 High-Level Categorization of Reactions to a Disaster15

Emotional (feeling) reactions Feelings of shock, disbelief, anxiety, fear, grief, anger, 
resentment, guilt, shame, helplessness, hopelessness, 
betrayal, depression, emotional numbness (difficulty 
having feelings, including those of love and intimacy, or 
taking interest and pleasure in day-to-day activities)

Cognitive (thinking) reactions Confusion, disorientation, indecisiveness, worry, shortened
attention span, difficulty concentrating, memory loss, 
unwanted memories, repeated imagery, self-blame

Physical (bodily) reactions Tension, fatigue, edginess, difficulty sleeping, nightmares, 
being startled easily, racing heartbeat, nausea, aches 
and pains, worsening health conditions, change in 
appetite, change in sex drive

Interpersonal reactions Neediness, dependency, distrust, irritability, conflict, with-
drawal, isolation, feeling rejected or abandoned, being 
distant, judgmental, or overcontrolling in friendships, 
marriages, family, or other relationships

Spiritual (meaning) reactions Wondering why, why me, where was God; feeling as if life 
is not worth living, loss of hope
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that PTSD can not only be seen in subjects directly exposed to the dis-
aster but also in older adults that are made aware of the disaster be-
cause it triggers past trauma18 and experiences that can lead, as Lantz
and Buchalter16 stated, to “disabling anxiety.” The clinician should
inform and prepare the older adult for a long-lasting psychologic re-
covery.19,20

Depression may be another serious sequelae after a disaster. Feel-
ings of depression may be even stronger if the older adult feels that
no one understands him or her. The clinician should be aware of
symptoms of depression, which may include (1) suicidal ideation,
(2) isolation, (3) sudden changes in weight, (4) insomnia, and (5) al-
cohol or drug abuse (including prescription drugs).21,22 As a conse-
quence of the aging process, older adults may experience multiple
losses, including a loss of physical/sexual attractiveness, hearing,
sensory and motor skills, memory, spouse, relationships, control
over the environment, work roles, and independence.4,9,10 Clini-
cians should be sensitive to signs of depression among older victims
because losses sustained from the disaster may add to ones already
present and may lead to depression. This may also be reflected in an
inappropriate attachment to specific items or property. This may
lead to transfer trauma, that is, when an older adult is dislocated
without use of proper procedures, resulting in ailments and even
death. The psychologic tasks associated with adjusting to new sur-
roundings and routines can lead to aggravation, depression, in-
creased irritability, serious illness, and even death in a frail older
person.9,10

In case of a disaster, environmental factors (e.g., chronic disease)
may affect the ability of an older person to remember information
or to act appropriately. An older person may not be able to remem-
ber disaster instructions/plans. The role of the clinician includes as-
sessing the older adult for age-related impairment of temporal and
spatial memory.4,10 Older adults may also respond in a slower man-
ner to calls for disaster relief, due to age-related changes in cognitive
and motor activity. Some older adults will experience no immediate
reaction. They may be energized by a stressful situation and not 
react until weeks or months later. The reaction time may also slow
down and lead to difficulties in comprehension of alerts and broad-
casts. Therefore, clinicians may need to provide outreach and in-
struction to older patients in regard to what to do. Delayed 
responses could be related to medication or age-impairing nervous
or psychomotor ability.9,10
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Older persons may fear that they will lose their independence if they
ask for assistance. The fear of being placed in a nursing home may be a
barrier to accessing services. Assurance by the clinician and building a
strong information base are essential.10 When institutionalized, the
older adults’ sense of control changes as they are not used to being
guided by rules and medical staff.9,10 Therefore, older adults may fear
that if placed in a nursing home they will never return to their previ-
ous home. Clinicians should express sensitivity when dealing with
older adults and provide reassurance that they are there to provide
services.10 Clinicians can assist older persons after disaster by aiding
older persons in locating essential services, whereas crisis counselors
can assist older persons in grieving over disaster-associated losses. Edu-
cation and information are the best ways to deal with this situation.9,10

A large portion of older adults who have a lower educational level
(compared with the general population) could present with literacy is-
sues, which could result in difficulties in completion of applications,
self-assessment questionnaires, or understanding directions.4,9,10

Older adults are more susceptible to the effects of heat or cold. Cli-
nicians should be aware that this becomes more critical in disasters
when heat and air conditioning may be unavailable or unservice-
able.4,9,10 The capacity of the central nervous system and body regula-
tor apparatus to maintain the constant state of body temperature
changes with aging; thus, older persons are at risk of hypothermia and
hyperthermia.23

Con artists, scammers, or dishonest contractors target older per-
sons, particularly after a disaster. They are often ready to take advan-
tage of the misfortunes of others, using home repair to victimize and
abuse the condition in which the older person is living.14 These issues
need to be addressed in shelters and in housing arrangements or be-
fore clinical discharge. Education at disaster centers about these
crimes may help to prevent further victimization.

Older adults are not a homogenous group. Sociocultural and reli-
gious factors play a role. What might be acceptable to an 85-year-old
person may not be to a person of 65.10 The diversity of an older popu-
lation must be kept in mind, and individualized plans will be essential
for an optimum health care delivery.9,10 The older population pre-
sents with challenges for disaster clinicians and relief workforce. Older
adults are commonly stereotyped as the frail (especially in the case of
a disaster)24 However, older adults reflect “successful aging” and are
described by Rowe and Kahn25 as “multidimensional, encompassing
three distinct domains: avoidance of disease and disability, mainte-
nance of high physical and cognitive functions, and sustained en-
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gagement in social and productive activities” (p. 443). It is erroneous
to draw conclusions or categorize all older adults as frail when studies
document resiliency and robustness for many in their later years.24

These older adults may do well after disaster.

ASSESSMENT AFTER DISASTER

The DeWolfe26 Population Exposure Model (Figure 20–1) has been
used across all age groups and is useful for assessing older adults after
a disaster event.26

The experience of a disaster is overwhelming for any age group,
even if no evidence of physical harm (symptoms or wounds affecting
ability to function) was incurred. Stress can exacerbate a current med-
ical condition that in older adults could trigger a life-threatening
event.14,28 The American Red Cross and Centers for Disease Control
and Prevention14,28 have documented that after a disaster an older
adult may experience symptoms and disorders that clinicians need to
review. The following main categories are suggested: (1) psychologic
and emotional, (2) physical, (3) cognitive, and (4) behavioral issues
(Table 20–4).14,28 Thorough assessment by the clinician will ensure
that older adults are diagnosed and triaged appropriately.

Table 20–4 documents that the normal response to a disaster varies
depending on the physical, mental, and behavioral changes that occur
as a response to the hazard, that is, the sympathetic nervous system
(noradrenergic—flight or fight) or the parasympathetic (conservation–
withdrawal) response. Lipkin et al.29 suggested a tripartite response to
a disaster, which proves to be an essential structure for an assessment.
Thereby, assessing the psychologic, instrumental (rational and irra-
tional attempts to eradicate the threat), the social, and altruistic effect
on the older adult would result in a holistic assessment in case of a
disaster.29

The International Society for Traumatic Stress Studies15 documents
how some older adults are more vulnerable than others, especially
when the older person has prior experience or had other underlying
traumatic events in life, for example, accidents, abuse, assault, combat,
emargination, and chronic medical illnesses. With such clients, the cli-
nician needs to encourage discussion and provide constant orienting
information and assurances regarding the situation. The clinician
needs to engage with the older adult and assist in building a support
structure around the patient while assessing the reliability of the fam-
ily or client support group.30

Assessment After Disaster 449
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“Victims are forever changed by the experience of terrorism.”31 After
an older adult has experienced disaster, his or her life changes forever.
Feelings of loss may remain present for a long time.24,32,33 Therefore,
during assessment, it is important to offer practical suggestions. A
comprehensive assessment, including observation by mental health
specialists, can help reduce stress symptoms and promote postdisaster
adjustment.15 Addressing the basic needs of shelter, food and water,
sanitation, privacy, and opportunities to sleep (at least briefly) is cru-
cial.15,34,35 Avoiding alcohol and other drugs as a coping mechanism is
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Seriously injured victims • bereaved family members

Victims with high exposure to trauma • victims evacuated
from the disaster zone

Bereaved extended family members and friends • rescue
and recovery workers with prolonged exposure • 
medical examiner’s office staff • service providers
directly involved with death notification and bereaved
families

People who lost homes, jobs, pets, valued possessions 
• mental health providers • clergy, chaplains, spiritual
leaders • emergency health care providers • school
personnel involved with survivors, families, or victims •
media personnel

Government officials • groups that identify with target
victim group • businesses with financial impacts

Community-at-large

A

B

C

D

E

F

A

B

C

D

E

F

Figure 20–1 Population Exposure Model26
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Table 20–4 Older Adult’s Assessment Needs14,27

1. Psychologic and Emotional 2. Physical
A. Anxiety A. Difficulty breathing
B. Fear B. Shock symptoms
C. Grief C. Dizziness
D. Denial D. Profuse sweating
E. Loss of emotional control E. Thirst
F. Sense of failure F Visual difficulties

G. Blaming others or self G. Clenching of jaw
H. Feeling overwhelmed H. Rapid heart rate
I. Irritability, restlessness, overexcitability I. Headaches
J. Depression, moodiness, crying J. Weakness
K. Anger, blaming K. Nausea, upset stomach, other 
L. Feelings of apathy, diminished interest gastrointestinal problems

in usual activities L. Muscle soreness
M. Feelings of isolation, detachment, M. Hot or cold spells; sweating or chills

estrangement N. Numbness or tingling in body parts
N. Feelings of guilt about surviving O. Heavy feeling in arms and/or legs
O. Denial or constriction of feelings P. Feeling a “lump” in the throat
P. Flashbacks or unwelcome memories of Q. Chest pains

the disaster R. Trouble catching your breath; rapid 
Q. An exaggerated reaction to being startled breathing
R. Recurrent nightmares about the disaster S. Tremors

or about other traumatic events T. Fatigue
S. Inability to fall or stay asleep U. Increase in allergies, colds, or flu
T. Sleeping excessively V. Heart palpitations

W. Nonspecific aches and pains

3. Cognitive 4. Behavioral
A. Poor concentration A. Hyperactivity
B. Mental confusion B. Outbursts of anger or frequent 
C. Slowness of thought arguments
D. Inability to express oneself verbally or C. Loss of objectivity

in writing D. Withdrawal, social isolation, 
E. Forgetfulness distancing oneself from others
F Inability to make judgments and decisions E. Increased use of alcohol, tobacco, 

G. Loss of ability to think of alternatives or or other drugs
prioritize tasks F. Avoidance of activities or places 

H. Disorientation that remind one of the disaster
I. Heightened or lowered alertness G. Family problems
J. Poor problem solving H. Temporary loss or increase of 
K. Memory problems appetite
L. Nightmares I. Change in sexual functioning
M. Difficulty identifying familiar objects or 

people
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important in the older adult. Assisting the older adult in re-establishing
old routines is a practical way to ease his or her tension.30,36

Common psychosocial symptoms detected in diagnosis and treat-
ment in case of a terrorist attack are acute stress disorders, acute
PTSDs, and chronic PTSDs (Table 20–5).28,29,37 Key symptoms to look
for in an assessment, as described by the DSM-IV,38 include the ex-
posure to the traumatic event, persistent re-experiencing of the
event, avoidance of stimuli associated with the trauma and reduced
responsiveness to the environment, increased arousal not present
before trauma. Symptoms must be present for at least 1 month and
can cause significant impairment in social, occupational,39 and areas
of function. PTSDs may be complicated by other underlying neuro-
logic and physical disorders, and thus, a differential diagnosis might
show evidence of depression, adjustment disorders, obsessive com-
pulsive disorders, schizophrenia, anxiety, or alcohol/substance
abuse.22,40 A psychiatric consultation is needed.29 The clinician’s
main role is to differentiate between the normal and abnormal re-
sponse to the disaster,41 provide the support and comfort needed,
and effectively diagnose the underlying stressors leading to the ill-
ness42 while identifying high-risk individuals and follow-up with
proper treatment, care, and referral.16,29

The National Center for PTSD (NCPTSD)43 focuses on the assess-
ment and evaluation for PTSD, stating that it can vary widely depend-
ing on the type of evaluation. An experienced clinician may take as
little as 15 minutes to get a feel for the experience that an older adult
has incurred and to determine whether treatment for PTSD is needed.
Meanwhile, a PTSD-specific assessment may take eight or more 1-hour
sessions, especially if information is necessary for disability or legal
claims.43 Questions are structured to explore traumatic experiences
and symptoms that the older person experiences. Evaluations that are
more thorough are likely to involve detailed, structured interviews,
self-report questionnaires, and psychologic tests to record thoughts
and feelings.43 The Clinician Administered PTSD Scale (CAPS) was de-
veloped by National Center for PTSD staff and is among the most
widely used types of interviews.43

The Clinician Administered PTSD Scale format includes looking into
frequency and intensity of the core PTSD symptoms and of some com-
mon associated symptoms, which may have important implications for
treatment and recovery.43 The Structured Clinical Interview for DSM is
another tool that is widely used and it assesses a range of psychiatric dis-
orders including PTSD. Some other instruments essential for postdisaster
assessments include Anxiety Disorders Interview Schedule-Revised, the
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Table 20–5 PTSD: Six Criteria for Diagnosis40

1.TRAUMATIC EVENT
The patient has been exposed to a traumatic event in which both of the following were present:

• Patient experienced, witnessed, or was confronted with event(s) that involved actual or
threatened death or serious injury to self or others.

• Patient’s response involved intense fear, helplessness, or horror.
2. RE-EXPERIENCE OF THE EVENT
The event is persistently experienced in one or more of these ways:

• Recurrent and intrusive distressing recollections, including images, thoughts, or
perceptions

• Recurrent distressing dreams
• Acting or feeling as if the event were recurring (i.e., a sense of reliving the experience,

illusions, hallucinations, and flashbacks, including those that occur on awakening or
when intoxicated)

• Intense psychologic distress at exposure to cues that symbolize or resemble an aspect
of the traumatic event

• Physiologic reactivity on exposure to cues that symbolize or resemble an aspect of the
traumatic event

3. AVOIDANCE
Persistent avoidance of stimuli associated with the trauma and numbing of general
responsiveness (not present before the trauma), as indicated by three or more of these:

• Efforts to avoid thoughts, feelings, conversations associated with the trauma
• Efforts to avoid activities, places, people that arouse recollection of the trauma
• Inability to recall an important aspect of the trauma
• Markedly diminished interest or participation in significant activities
• Feeling of detachment or estrangement from others
• Restricted range of affect (e.g., unable to experience loving feelings)
• Sense of a foreshortened future (e.g., not expecting to have a career, marriage, or

normal life span)
4. AROUSAL
Persistent symptoms of increased arousal (not present before the trauma), as indicated by
two or more of these:

• Difficulty falling or staying asleep
• Irritability or outbursts of anger
• Difficulty concentrating
• Hypervigilance
• Exaggerated startle response

5. DURATION
Symptoms must be present for more than 1 month.
6. FUNCTIONAL IMPAIRMENT
The disturbance causes clinically significant distress or impairment in social, occupational,
or other important areas of functioning.
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PTSD-Interview, the Structured Interview for PTSD, and the PTSD Symp-
tom Scale Interview.43 Self-reporting assessments can be more time and
cost-effective but may not be as efficient as a clinician’s thorough analy-
sis of the situation, usually including a single score representing the
amount of distress an individual is experiencing.43 The PTSD Checklist
is a good example of a relevant self-reporting checklist being used both
in the military and civilian populations. Other self-reporting measures
include the Event Scale-Revised, the Keane PTSD Scale of the MMPI-2,
the Mississippi Scale for Combat Related PTSD and the Mississippi Scale
for Civilians, the Posttraumatic Diagnostic Scale, the Penn Inventory for
Posttraumatic Stress, and the Los Angeles Symptom Checklist.43

Two assessment instruments of psychosocial response to bioterror-
ism assessment tools are shown in Figures 20–2 and 20–3.29

Discuss nonpharmacologic symptom specific treatments—(i.e., calm
breathing, sleep hygiene)

Prepare

Open

Gather Information

Start open ended

Do not interrupt

Use nonleading questions

Ask questions individually

Avoid medical jargon

Actively listen (appropriate use of silence)

Encourage patient to reveal all concerns through
     verbal and nonverbal encouragement (“tell me 
     more, anything else,” lean forward)

Summarize

Elicit and Understand Patient’s Perspective

Use of Relationship Building Skills

Use appropriate nonverbal behavior (made eye contact,
     attentive, and open posture, reassured patient with a
     touch when appropriate)

Recognize and name emotions

Use PEARLS* statements to respond to emotions

Patient Education

Ask what patient already knows

Tell information clearly; do not alarm (“you have
PTSD”) or give false reassurances

Ask patient if he/she understands and encourage questions

Negotiate and Agree on Plan 

Manage Flow

Close

*PEARLS: Partnership, Empathy, Apology, Respect, Legitimize/Normalize,
Support

3Low risk— no current thoughts, no plans
  Intermediate risk— current thoughts, no plans
  High risk— current thoughts with plans

†Subjective Units of Distress (1–100 self reported)

Communication Skills
Done Done

Content

PTSD Screening (SNAP)

“Do you find yourself jumpier or more easily startled?” (S = Startle)

“Are you less emotional than you would expect?” (N = Numbness)

“Are you having trouble sleeping or concentrating?” (A = Arousal)

“Are you having frequent unwelcomed thoughts about the event?”
“Are you having nightmares?” ( P = Persistence)

Depression Screening

In the past 2 weeks, have you had a depressed mood most of the
day?

In the past 2 weeks, have you a loss of interest or pleasure in
most activities?

Alcohol and Substance Abuse Screening (�CAGE)

Have you ever had a problem with drugs?

Do you drink alcohol?  How much this week?

Have you ever felt you ought to Cut down on your drinking?

Have people Annoyed you by criticizing your drinking?

Have you ever felt bad or Guilty about your drinking?

Have you ever had a drink first thing in the morning to steady your
nerves or get rid of a hangover (Eye-opener)?

Suicide Risk Assessment3

Have you had any thoughts that life is not worth living or that you 
would be better off dead?

This past week have you had thoughts about hurting or even killing
yourself?  If yes, what have you thought about?  Have you actually
done anything to hurt yourself?

Education/Intervention

Deliver Diagnosis— “I think you are suffering from...”

Demystify— “Let me tell you what this means”

Education about meaning of symptoms, normal responses to
trauma, expectations for symptom resolution

Discuss pharmacologic treatments

Discuss referrals (i.e., CBT, exposure therapy)

Plan for symptom monitoring (SUDS†) and follow-up

Figure 20–2 Psychosocial Aspects of Bioterrorism: Interview Skills Checklist44
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Areas of Focus

Onset Following Trauma

Duration

Screening Questions—SNAP

Diagnostic Criteria (PTSD)

Rating Scales

Stress Disorder Treatments

Medications

Acute Stress

Within 26-days
or

Anytime
2—30 days

Disorder Acute PTSD Chronic PTSD

Immediately
or

Anytime

Immediately
or

Anytime
Up to 3 months 3 months-

years

• Startle—Do you find yourself jumpier or more easily startled?
• Numbness—Are you less emotional than you would expect?
• Arousal—Are you having trouble sleeping or concentrating?
• Persistence—Are you having frequent or unwelcome thoughts about the
          event? Are you having nightmares?

•    Experienced horrific event—direct or
     indirect
•    Persistent symptoms (prolonged over
     3 months)
•    Re-experienced event
•    Avoidant behaviors
•    Aroused responses to negatively
     conditioned elements of the experience
•    Co-morbidity: Two-Question Depression
     Screen, Alcoholism and Substance
     Abuse—CAGE Questions
•    Clinically Administered PTSD Scale
     Part 2 (CAPS-2)
•    Davidson Trauma Scale (DTS)
•    Impact of Event Scale (IES)
•    Critical Global Impressions (CGI-S)
     and (CGI-I)

Exposure Therapy—Education to normalize symptoms
     • Calm Breathing—to teach how to calm self when tense or stressed
     • Putting the experience in perspective—recounting tauma memories
     • Approaching safe situations—those that have been avoided because they
      are reminiscent of trauma
Cognitive restructuring
     • To help survivors identify and evaluate their perceptions about the
       trauma, about how dangerous the world is, and about their ability to cope
       with stress
Cognitive Behavior Therapy—Reinforcing the half-full glass
     • Show the patient how thoughts affect his/her feelings
     • Awareness of negative thoughts that distress or are self-defeating
     • Challenge negative thoughts and substitute positive ones

Few high-quality studies, none in disaster
per se
If symptoms warrant: SSRI, TCA, MAOI,
Benzodiazepine

Figure 20–3 Management of Psychosocial Responses to Bioterrorism29
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456 ASSESSING DISASTER PREPAREDNESS AND RESPONSE

Assessment should include stress factors that could outlast the vul-
nerability state in the older adult. During massive disasters, casualties
or survivors may be directly exposed to or witness events that may
make them more vulnerable to serious stress reactions.15 Being aware
of these risk factors is important and could ease the assessment
process.15 Some examples could be loss of family, neighborhood, or
community; life-threatening danger or physical harm; exposure to
horrible death, bodily injury, or bodies; extreme environmental or
human violence or destruction; a loss of home or valued possessions;
a loss of communication with or support from important people in
one’s life; intense emotional demands; extreme fatigue, weather expo-
sure, hunger, or sleep deprivation; extended exposure to danger, loss,
emotional/physical strain; and exposure to toxic contamination (such
as gas, fumes, chemicals, radioactivity, or biological agents).15

Emphasis on postassessment maintenance or re-establishment of
communication with family, peers, and counselors in order to talk about
the experiences is crucial for the older person’s well-being. It is also a
prerequisite to identify key resources such as the Federal Emergency
Management Agency, the Red Cross, the Salvation Army, local and state
health departments for health, housing, and basic emergency assis-
tance.45 Identifying local cultural or community supports helps main-
tain or re-establish normal activities such as attending religious services.

CONCLUSION AND RECOMMENDATIONS

Disaster preparedness and care planning for older adults are integral
features of geriatric assessment. Referral to experts as needed is impor-
tant for those of us who do not feel prepared in this new area of
health assessment. For all clinicians, the focus of a health assessment
must be on the needs of the older adult, and sometimes simply asking
the question “Do you feel ready if there were to be a disaster?” may set
the stage for the next steps in the care-planning process.
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Index

“A”- test of vigilance, 113
Abdomen

pain assessment, 326
physical examination, 301–302

Abdominal problems, home visits,
377

Actinic keratosis, 285
Activities of daily living, 196

in acute care setting, 404, 405
Barthel Index, 201–202
ceiling or threshold effects, 198
determination of need assess-

ment, 205–208
instrumental activities of daily

living
combined assessments, 204–205
components, 197–198
measures, 202–204

Katz Index of Activities of Daily
Living, 199–201

measures, 198–199
Medical Outcomes Study Short

Form 36, 208, 209–212
nursing home, 395

Acute Care for Elders Units, 433
Acute pain, 320
Addiction Severity Index, 175
Adherence to medical treatment,

421–427
beliefs about illness and its treat-

ment, 425–426
cognitive function, 424–425
interventions, 426–427
social support, 425

Adult immunization, health pro-
motion, 345–348

Advance care planning, 38–39
Advance directives, 9

conditions for applicability, 59,
61–62

discussions, 59–75
prehospital, 18–19

Age-associated memory impair-
ment, 112

Agency for Health Care Policy and
Research, 107

Aging-associated cognitive decline,
112

Alcohol abuse
emergency department patients,

24
health promotion, 344–345
home visits, 375
measures, 178–181

Alcohol-Related Problems Survey,
179, 180–181

Alcohol Use Disorders Identifica-
tion Test, 175, 178, 179

Alzheimer’s disease
diagnostic criteria, 120–121, 

122
differential diagnostic considera-

tions, 226–227
Functional Assessment Staging of

Alzheimer’s Disease, 226–227,
230

memory loss, 112
symptomatology, 226–227
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Alzheimer’s Disease Cooperative
Study, 36

American Association of Retired
Persons, Driver Safety Program,
52

American Medical Association
homebound patients, 372
screening for abuse and neglect,

93
website on driving, 49, 50

Anomic aphasia, 115
Aphasia, 111, 114–115, 116
Arcus senilis, 290
Arrhythmia, 298–299
Attention, mental status examina-

tion, 112–113
Attitudes, ethnicity, 34
Auscultation, 297–298

B

Balance, physical examination,
308–311

Barthel Index, activities of daily liv-
ing, 201–202

Basal cell carcinoma, 285
Beck Depression Inventory,

165–166
Beers’ List, 183
Beliefs, ethnicity, 34
Benign senescent forgetfulness, 

112
Binswanger dementia, 123–124
Blessed Dementia Score, 216, 217
Blood pressure

hypertension, 281–282
low, 282
physical examination, 280–282

Body mass index, 283–284
Bowel management, hospitaliza-

tion, 405–406
Braden Scale, skin, 405
Breast, physical examination, 302
Brief Michigan Alcoholism Screen-

ing Test, 178, 179–180
Broca’s aphasia, 116

C

CAGE assessment, 175, 178, 179,
182, 345

Cancer, health promotion, 359–362
Cardiovascular disease, health pro-

motion, 355–357
Caregiver

caregiver burden, 248–252
depression, 252

Caregiver Burden Inventory, 249,
250–251

Caregiving Hassles Scale, 248–249
Cascade iatrogenesis, 408
Category fluency test, 140–141
Center for Epidemiologic Studies

Depression Scale, 37, 166–168
Center for Medicare and Medicaid

Services, 384, 386, 389, 390, 391
Centers for Disease Control and

Prevention, 336, 343, 348
Central pain, 323
Cervical cancer, 360–361
Chronic pain, 320

barriers to management, 320
defined, 320

Clinical Dementia Rating Scale,
228–229, 230, 231

Clinician Administered PTSD Scale,
452

Clock-drawing task, 117, 141–143,
374

Clubbing, 300
Cognitive assessment, 105–107, 143

differential diagnosis of demen-
tia, 118–127

ethnicity, 35–36
mental status assessment instru-

ments, 127–143
mental status examination,

107–117
Cognitive Capacity Screen, 110,

131, 136–138
Cognitive impairment

adherence to medical treatment,
424–425
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emergency department patients,
23–24

etiology, 106–107
home visits, 374
hospitalization, 406–407
pain assessment, 328

Colorectal cancer, 361–362
Communication

ethnicity, 33–34
physical assessment, 274–276

Compliance, adherence to medical
treatment, 421, 423

Comprehension, 114, 115–116
Comprehensive geriatric assess-

ment
hospitalization, 407
in-home, 374, 376

Computer Alcohol-Related Prob-
lems Survey, 181

Conduction aphasia, 114–115, 116
Conductive hearing loss, 292
Conflict Tactic Scale, 93
Confusion Assessment Method

tool, 408
Consciousness level, mental status

examination, 112–113
Constipation, hospitalization,

405–406
Cortical dementia, 118–123

D

Decubitus ulcer, physical examina-
tion, 286–287, 288–289

Delirium
defined, 118
hospitalization, 407–408

Dementia, 106, 107
affective component, 125
Blessed Dementia Score, 216, 

217
characterized, 118
Clinical Dementia Rating Scale,

228–229, 230, 231
components, 118
defined, 118

Dementia Mood Assessment
Scale, 157

differential diagnosis, 118–127
driving, 47–48
endocrine abnormality, 126
etiology, 118–127

classification, 118–119
Functional Assessment Staging of

Alzheimer’s Disease, 226–227,
230
differential diagnostic consid-

erations, 226–227
symptomatology, 226–227

Functional Dementia Scale,
216–218

Functional Rating Scale for
Symptoms of Dementia, 196,
219, 222–224

Global Deterioration Scale for
Primary Degenerative Demen-
tia, 224–225

hospitalization, 407
infection, 126
metabolic abnormality, 126
normal pressure hydrocephalus,

125
Parkinson’s disease, 125
physical assessment, 276
rating scales, 216–230
Revised Memory and Behavior

Problems Checklist, 218–219,
220–221

toxic process, 125–126
Dental care, teeth, 295–296
Depression

assessment and ethnicity, 36–37
caregiver burden, 252
cultural aspects of, 31–32
dementia, 125
depression scales, 158–168
diagnostic features, 153–158
emergency department patients,

24
General Health Questionnaire,

154, 163–165
hospitalization, 407, 408
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Depression—(continued)
medication, 158
mental status assessment,

157–158
nursing home, 393
postdisaster issues, 447
screening, 154–155

Depression assessment, 153–168
Determination of need assessment,

196
activities of daily living, 205–208
instrumental activities of daily

living, 205–208
DeWolfe Population Exposure

Model, after disaster assessment,
449, 450

Diabetes, health promotion,
357–359

Diet. See Nutrition
Dietary history, 283–284
Direct Assessment of Functioning

Scale, functional assessment,
213–214

Disaster preparedness and response
assessment, 441–456
assessment after disaster, 449–456
definition and typology of a ter-

ror disaster, 441–442
effects of terrorism on the older

adult, 446
impact of disaster in older adults,

443
postdisaster issues for older

adults, 446–449
predisaster preparedness for older

adults, 443–445
Disease prevention, 10

alcohol abuse, 344–345
exercise, 348–349
immunization, 345–348
mammography, 360
nutrition, 337–339
primary health promotion,

337–349
sleep, 339–340
smoking, 340–344

Driving, 45–55
Assessment of Driving Related

Skills battery, 49
assessment of driving skills, 52,

54
behaviors and characteristics of

older drivers, 46–48
cessation, 51–52, 53
Counseling and Assessment of

Older Driving (website), 49
dementia, 47–48
ethical issues, 54
functional assessment, 8
importance, 46
legal issues, 54
older driver crash risk, 48–51
older drivers, 45–46
public policy issues, 54
retirement, 51–52, 53

Drug misuse
adverse drug events, 23
measures, 181–184

Drug utilization reviews, 183
Durable power of attorney for

health care, 59, 61–62

E

Ears, physical examination,
292–293

Economic status
assessment, 255–258
Older Americans Resources and

Services Multidimensional
Functional Assessment Ques-
tionnaire, 256, 257

Educational attainment, in assess-
ing older adults, 32–33

Elder Abuse Assessment Inventory,
93–97

Elder Abuse Screen, 254, 255
Elder Fall Prevention Act of 2003,

261
Elder mistreatment, 77, 97

assessment, 78–80
Elder Abuse Screen, 254, 255
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financial abuse assessment,
91–93

incidence, 253
neglect assessment, 88–91
physical abuse assessment, 80–83
psychologic mistreatment assess-

ment, 86–88
scope and consequences, 78
screening tools, 93–97
sexual abuse assessment, 83–86
social assessment, 252–255

Elderly person
developmental work, 4–5
future roles, 5–6
hospitalization, 399–400

Emergency assessment, 26
ED environment, 19
emergency care, 15–17
emergency medicine model of

care, 20–22
prehospital EMS system, 17–19
principles of geriatric emergency

medicine, 22–25
Emergency management planning,

444
EMS health care professionals, 17–19
End-of-life discussion, 38–39
Environment assessment, 260–261
Environmental factors, postdisaster

issues, 447
Ethical issues

driving, 54
ethnicity, 38–39
medical decision making, 38–39

Ethnicity, 7, 29–39
attitudes, 34
beliefs, 34
cognitive assessment, 35–36
communication, 33–34
demographics, 29
depression assessment, 36–37
ethical issues, 38–39
functional assessment, 35
geriatric assessment

domains, 35–39
economic issues, 37–38

reliability of instruments,
31–33

social issues, 37–38
use of instruments, 31–33
validity of instruments, 31–33

heterogeneity within older eth-
nic minorities, 30–31

medical decision making, 38–39
Exercise, health promotion,

348–349
Eyes

physical examination, 290–292
visual impairment of hospital-

ized patients, 406

F

Falling, 24, 261, 308, 407
Family, hospitalization, 409
Family covenant, 62–63
Federal Emergency Management

Agency, 443–444
Financial abuse assessment, 91–92

clinical interview and history
taking, 92

physical examination, 93
risk factors, 93

Fluency, 114, 115, 116
Folstein Mini-Mental State Exani-

mation, 7, 36, 112, 128–132, 161,
224, 374

Frailty, 198
defined, 198

Functional assessment, 6, 8,
193–235
across ethnic groups, 32
assessment for long-term care,

230, 232–234
algorithm, 233
case study, 232, 234

Direct Assessment of Functioning
Scale, 213–214

driving, 8, 195
ethnicity, 35
impairment priorities, 195
importance, 196
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Functional assessment—(continued)
levels, 193–194
performance assessment, 208,

212–214
case study, 214–216

Physical Performance Test, 213
problem-oriented medical record,

196–197
Functional Assessment Staging of

Alzheimer’s Disease, 226–227,
230
differential diagnostic considera-

tions, 226–227
symptomatology, 226–227

Functional impairment, home vis-
its, 374

Functional Independence Measure,
nursing home, 383

Functional Rating Scale for Symp-
toms of Dementia, 196, 219,
222–224

Functional recovery, hospitaliza-
tion, 407–409

Functional status
components, 197–208
emergency department patients,

24

G

Gait, physical examination,
308–311

General Health Questionnaire, de-
pression, 154, 163–165

Genitourinary system, physical ex-
amination, 302–303

Geriatric assessment
ethnicity

domains, 35–39
economic issues, 37–38
social issues, 37–38

home visits, 371–380
hospitalization, 399–415
multidimensional assessment,

6–11
domains, 6–7

nursing home, 383–396
Minimum Data Set, 383,

384–395
Resident Assessment Instru-

ment, 384
Resident Assessment Protocols,

384–385, 386, 388
Geriatric care, context, 3–6
Geriatric Depression Scale, 37,

159–162, 408
Geriatric Resource Nurse model,

hospitalization, 401, 402–404,
411, 413

Global aphasia, 116
Global Deterioration Scale for Pri-

mary Degenerative Dementia,
224–225
Mini-Mental State Examination,

224

H

Hachinski Ischemic Score, 124–125
Hair, physical examination, 287
Head, physical examination, 287
Health beliefs model, 425
Health insurance, private, 259
Health Maintenance Organizations

(HMOs), 259
Health promotion, 10, 331–364

adult immunization, 345–348
alcohol abuse, 344–345
cancer, 359–362
cardiovascular disease, 350,

355–357
categorized, 336–337
diabetes, 357–359
exercise, 348–349
immunization, 345–348
nutrition, 337–339
osteoporosis, 362–363
primary prevention, 337–349
secondary prevention, 337,

350–364
sleep, 339–340
smoking, 340–344
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tertiary prevention, 337
thyroid dysfunction, 363–364

Healthy People 2010: National Health
Promotion and Disease-Prevention
Objectives, 331–336

Hearing, 292–293
Heart, physical examination,

297–300
Heart murmur, 298
Height, physical examination,

283–284
Herpes zoster, 286
Hip fractures, 407
Home Safety Checklist, 261, 262–265
Home visits, geriatric assessment,

371–380
acute visits, 376–377
after the visit, 378–379
follow-up visits, 376
initial/new patient home visit,

374–376
interdisciplinary team meeting,

379
vs. outpatient clinic visit, 372–373
phone calls, 379
practical tips on making, 373–374
triage of acute problems, 377–378

Hospitalization, geriatric assess-
ment, 399–415
acute care geriatric model design,

401–404
acute medical and functional re-

covery, 407–409
aging society, 399–404
care issues, 404–410
common geriatric problems in

acute care setting, 404–407
evidence-based practice, 400–401
geriatric assessment, 399–415
multidisciplinary care of the

older adult, 409–410
nursing practices, 410–415
prehospital EMS system, 17–19

Hwalek-Sengstock Elder Abuse
Screening Test Revised, 93

Hypertension, 281–282

I

Iatrogenesis, 407, 408
Immediate recall, 111
Immunization

disease prevention, 345–348
health promotion, 345–348

Indicators of Abuse Screen, 93
Infectious disease

dementia, 126
disease prevention, 345–348
health promotion, 345–348

Influenza vaccine, 346
Instrumental activities of daily liv-

ing, 202–204
activities of daily living, com-

bined assessments, 204–205
in acute care setting, 404
components, 197–198
determination of need assess-

ment, 205–208
measures, 202–204
Medical Outcomes Study 

Short Form 36, 208, 
209–212

screening questionnaire, 204
Instrumental Activities of Daily

Living Screen, 7
Interdisciplinary team, 431–439

creating and maintaining teams,
433–438

defined, 432
evidence for effectiveness of

teams, 432–433
home visits, 379
members, 436–437
team training, 438

Isolated systolic hypertension,
281–282

K

Kahn-Goldfarb Mental Status Ques-
tionnaire, 132–133

Katz Index of Activities of Daily
Living, 199–201, 404
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Kokmen Short Test of Mental Sta-
tus, 110, 138, 139

L

Language, mental status examina-
tion, 113–117

Lawton Scale of Appraised Burden,
249

Legal issues
driving, 54
Values History, 68

Lentigo maligna, 285
Lewy body dementia, 125
Living will, 59, 60–61
Long-term care insurance, 259–260
Long-term memory, 111
Lubben Social Network Scale, social

assessment, 245, 246–247
Lungs, physical examination,

297–300

M

Malignant memory loss, 112
Mammography

disease prevention, 360
health promotion, 360

Managed care, 259, 412
McGill Pain Questionnaire, 322–323
Medicaid, 258–259

advance directive, 60
nursing home, 384

Medical decision making
ethical issues, 38–39
ethnicity, 38–39

Medical Outcomes Study Short
Form 36
activities of daily living, 208,

209–212
instrumental activities of daily

living, 208, 209–212
Medical treatment. See Adherence

to medical treatment
Medicare, 258

advance directive, 59–60

emergency care visits, 15
nursing home, 384, 390

Medicare Act of 1965, 383
Medication Appropriateness Index,

184
Medications

dementia and toxic, 125–126
depression, 158
home visits, 375
hospitalization, 408–409
multiple, 23
sexual dysfunction, 304, 305
See also Drug misuse

Memory
components, 111
nomenclature, 112
postdisaster issues, 447
self-report, 111

Mental status assessment, 7–8, 143
clinical cues, 107
defined, 107
depression, 157–158
instruments, 127–143
need for, 105–106

Mental status examination,
107–117
attention, 112–113
components, 108
consciousness level, 112–113
higher cognitive functions,

109–111
elements, 110

interview, 109
language, 113–117
writing, 117

construction ability, 117
Michigan Alcoholism Screening

Test, 175, 178–179, 180, 182–183
Mini-Mental State Examination, 7,

36, 112, 128–132, 161
Global Deterioration Scale for

Primary Degenerative Demen-
tia, 224

for home visits, 374
nonorientation items, 135–136
orientation items, 135–136
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predicted value, 130–131
sensitivity, 130–131
specificity, 130–131

Minimum Data Set, 383, 384–395
Mixed pain, 323
Mood assessment, 153–158
Mood disorder, 153–154. See also

Specific type
Mouth, physical examination,

294–295
Multidisciplinary geriatric consulta-

tion teams, 409–410
Musculoskeletal system, physical

examination, 300

N

Nails, physical examination, 287
National Ambulatory Medical Care

Survey, 15, 16
National Elder Abuse Incidence

Study, 78, 253
Neck, physical examination,

296–297
Neglect assessment, 88–89

clinical interview and history
taking, 89–90

physical examination, 90
risk factors, 90–91

Nervous system, physical examina-
tion, 307–308

Neuropathic pain, 323
New York University Medical Cen-

ter, Geriatric Resource Nurse
model, 401, 402–403, 411, 413

Nociceptive pain, 323
Nonverbal Pain Indicator, 407
Norbeck Social Support Question-

naire, social assessment, 245, 
248

Normal pressure hydrocephalus de-
mentia, 125

Nose, physical examination, 294
Numeric rating scale, pain assess-

ment, 322, 324
Nummular eczema, 284, 285

Nurses Improving Care to Hospital-
ized Elders project, 401, 403–404,
411, 413

Nursing home, geriatric assess-
ment, 383–396
Minimum Data Set, 383,

384–395
nursing home to hospital trans-

fer form, 24, 25
Resident Assessment Instrument,

384
Resident Assessment Protocols,

384–385, 386, 388
resource utilization groups, 386,

387, 388
Nursing Home Reform Act of 1986,

384
Nursing practices

advanced practice role, 413–415
geriatric case management,

412–413
Geriatric Resource Nurse model,

401, 402–404
role of expert staff nurse, 410–411

Nutrition
health promotion, 337–339
home visits, 375
hospitalization, 404–405, 408
nursing home, 392
physical examination, 283–284

Nutrition in Long-Term Care Facil-
ity checklist, 393

Nutritional Screening Initiative
Checklist, 338

O

Older Americans Resources and Ser-
vices Multidimensional Func-
tional Assessment Questionnaire,
256, 257

Omnibus Budget Reconciliation
Act of 1987, 384, 388, 390

On-Line Survey, Certification, and
Reporting system, nursing home,
389
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Orientation-Memory-Concentra-
tion Test, 138, 140

Osteoarthritis, 300
Osteoporosis, health promotion,

362–363
Outpatient clinic visit, home visit

vs., 372–373

P

Pain assessment, 10, 319–328
abdomen, 326
chest, 326
cognitive impairment, 328
ears, 325–326
extremities, 326
eyes, 325–326
genitalia, 326
head, 325–326
historical assessment, 321–324
hospitalization, 406, 407
multidimensional pain scales,

322–323
musculoskeletal system, 

326–327
neck, 325–326
neurological system, 327–328
nose, 325–326
pelvis, 326
physical assessment, 324–328
skin, 325
throat, 325–326
unidimensional pain scales, 322

Pain diary, 324
Pap smear, 360–361
Parkinson’s disease, dementia, 125
Patient Self-Determination Act,

59–60
Physical abuse assessment, 80

clinical interview and history
taking, 81

indicators in medical record,
82–83

physical examination, 81–82
risk factors, 83
scope, 83

Physical assessment, 273–313
communication, 274–276
dementia, 276
geriatric review of systems, 278
history taking, 277–279
pain, 324–328
rapport, 274–276
sexual health assessment,

304–307
Physical examination, 9–10,

279–313
abdomen, 301–302
balance, 308–311
blood pressure, 280–282
breast, 302
components, 279–313
decubitus ulcer, 286–287,

288–289
ears, 292–293
eyes, 290–292
financial abuse, 93
gait, 308–311
genitourinary system, 302–303
hair, 287
head, 287
heart, 297–300
height, 283–284
lungs, 297–300
mouth, 294–295
musculoskeletal system, 300
nails, 287
neck, 296–297
neglect, 90
nervous system, 307–308
nose, 294
nutrition, 283–284
physical abuse, 81–82
psychological mistreatment,

87–88
pulse, 279–280
respiration, 282
sexual abuse, 85
skin, 284–286
teeth, 295–296
temperature, 282–283
weight, 283–284
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Physical Performance Test, func-
tional assessment, 213

Pick’s disease, 120, 121, 123
Pittsburgh Sleep Quality Index,

339–340
Pneumococcal vaccine, 346, 348
Population Exposure Model, after

disaster assessment, 449, 450
Post traumatic stress disorder, post-

disaster/after disaster assessment,
446–447, 452–454

Predictive value
characteristics, 127–128
Mini-Mental State Exanimation,

130–131
Short Portable Mental Status

Questionnaire, 133–134
Preferred Provider Organizations

(PPOs), 259
Primary care, emergency depart-

ment patients, 24
Private health insurance, 259
Problem-oriented medical record,

functional assessment, 196–197
Prostate cancer, 361
Prostate-specific antigen, 361
Psoriasis, 286
Psychogenic pain, 323
Psychologic mistreatment assess-

ment, 86
clinical interview and history

taking, 86–87
physical examination, 87–88
risk factors, 88

Public policy issues, driving, 54
Pulse, physical examination,

279–280

R

Rales, 299
Rapport, physical assessment,

274–276
Referred pain, 324
Remote memory, 111
Repetition, 114, 115–116

Resident Assessment Instrument,
384

Resident Assessment Protocols,
384–385, 386, 388

Resource utilization groups, nurs-
ing home, 386, 387, 388

Respiration, physical examination,
282

Retirement planning, 260
Reversible confusion, 408
Revised Memory and Behavior

Problems Checklist, dementia,
218–219, 220–221

Rheumatoid arthritis, 300
Risk factors

for financial abuse, 93
for neglect, 90–91
for physical abuse, 83
for psychologic mistreatment, 88
for sexual abuse, 86

S

Safety issues, home visits, 374–375
Schwabach’s test, 293
Seborrheic dermatitis, 286
Seborrheic keratosis, 285
Selective optimization, 5
Self-regulatory model of illness,

425
Sensitivity

characteristics, 127
Mini-Mental State Exanimation,

130–131
Short Portable Mental Status

Questionnaire, 133–134
Sensorineural hearing loss,

292–293
September 11, 2001, events of,

441–442, 443
Set test, 140–141
Sexual abuse assessment, 83–84

clinical interview and history
taking, 84–85

physical examination, 85
risk factors, 86
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Sexual health assessment, 304–307
SF-36, 32
Short Portable Mental Status

Questionnaire, 36, 130, 132–135,
194
nonorientation items, 135–136
orientation items, 135–136
predictive value, 133–134
sensitivity, 133–134
specificity, 133–134

Short-term memory, 111
Shortened Michigan Alcoholism

Screening Test, 175, 178–179,
180

Skin
hospitalization and skin break-

down, 405
pain assessment, 325
physical examination, 284–286

Sleep, health promotion, 339–340
Smoking

health promotion, 340–344
tobacco use, 185

Social assessment, 6, 8–9, 241–268
assessment of caregiver burden

and satisfaction, 248–252
assessment of older person mis-

treatment, 252–255
assessment of social support,

242–248
economic assessment, 255–258
elements, 241
environment assessment,

260–261, 262–265
long-term care insurance,

259–260
Lubben Social Network Scale,

245, 246–247
Medicare and Medicaid, 

258–259
Norbeck Social Support Ques-

tionnaire, 245, 248
private health insurance, 259
spiritual assessment, 261,

265–268
Social credit, 244

Social support system
adherence to medical treatment,

425
emergency department patients,

24
Solar lentigo, 285
Specificity

characteristics, 127
Mini-Mental State Exanimation,

130–131
Short Portable Mental Status

Questionnaire, 133–134
Spiritual assessment, 261, 265–268
Squamous cell carcinoma, 285
Substance use and abuse assess-

ment, 175–177
alcohol consumption, 178–181
barriers to the use of, 185–187
classification, 177–178
drug use, 181–184
home visits, 375
tobacco use, 185

Successful aging, 4–5
model, 5
selective optimization, 5

Support system
components, 242
formal support system, 244
informal supports, 243–244
semiformal supports, 244

T

Teeth, physical examination,
295–296

Temperature, physical examina-
tion, 282–283

Temporal arteritis, 287
Terrorism and disaster. See Disaster

preparedness and response as-
sessment

Texas Tech Functional Rating Scale
for the Symptoms of Dementia,
219

Thyroid dysfunction, health pro-
motion, 363–364
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Thyroid-stimulating hormone
level, 363

Tobacco use, 185
smoking, 340–344

Transcortical aphasia, 116

U

Urinary incontinence
hospitalization, 405
nursing home, 395

V

Vaccinations, adult immunization,
345–348

Values History, 63, 68, 70–75
barriers in using, 67–68
case, 66–67
clinical use, 65–66
form, 70–75
legal issues, 68
preamble, 63
preferences section, 64–65
role, 60
values section, 63–64

Vascular dementia, 123–125
Hachinski Ischemic Score, 124

Visual analog scale, pain assess-
ment, 322

Visual impairment, hospitalization,
406

W

Weber’s test, 293
Wechsler Adult Intelligence Scale,

131
Wechsler Associate Learning Sub-

test, 112
Weight

nursing home procedures,
391–393

physical examination, 283–284
Wernicke’s aphasia, 114–115, 116
Wound prevention, nursing home

procedures, 391
Writing

mental status examination, 117
construction ability, 117

Z

Zarit Burden Interview, 248–249
Zung Self-Rating Depression Scale,

162–163
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