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Abstract
Introduction: Contemporary healthcare is trending toward patient-centered approach, integrated health/mental health
care, and improved access to quality care. Primary care providers, including those who specialize in geriatrics, want additional clinical skills for screening and basic treatment interventions.
Methods: The literature was reviewed for core concepts and recent developments related to three themes for the care of geriatric patients in medical settings: 1) assessment of depression, cognitive change, and other common behavioral problems,
while considering culture, sexuality/lifestyle, and other diversity issues that affect access and treatment; 2) public health,
service delivery and telemedicine innovations for patients, providers and caregivers, and 3) evidence-based treatments for
depression and cognitive change.
Results: The mental health care needs of older persons are increasing, particularly related to depression and cognitive decline. A careful assessment considers health aging versus disease, prioritizes treatable disorders first (e.g., depression), and
considers the impact of cultural and sexuality issues. Public health models and stepped care emphasize prevention, early
identification and interdisciplinary team approaches. Telemedicine overcomes geographical, physical limitations and access
to care obstacles. Evidence-based treatments for older adults are increasing in number.

Conclusions: More research is needed for the care of geriatric patients with regard to cultural and diversity issues, implementation of additional models of care and telemedicine, and low-intensity, evidence-based approaches. Consulting with a
general psychiatrist, a geriatric psychiatrist and other interprofessional experts needs to be in-time, meet provider needs
and cost-effective.
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The proportion of older adults is growing faster than any
other age group as a result of longer life expectancy and declining fertility rates [1]. Older adults can be particularly atrisk given other health problems, reduced access to appropriate care, and poorer self-assessment of their health than
urban counterparts [2]. Up to 39% of older patients suffer
from depression or depressive symptoms [3]. Dementia was
estimated to affect 44 million people worldwide in 2013 and
this number is expected to reach 76 million in 2030 and 135
by 2050 [4,5]. Families are profoundly affected because over
75% of people are cared for at home [6]. Shortages of mental
health services have shifted much of the burden of care in
rural communities to the primary care sector, for both adult
and geriatric patients [7].

Many primary care providers (PCPs) in medical settings are
challenged to treat behavioral and psychological symptoms
related to dementia [4]. Agitation, aggression, depression,
apathy, disinhibition, motor disturbance, nighttime behaviors, and appetite/eating problems occur individually or in
clusters. These symptoms may occur with any type of dementia, but depression is often associated with vascular dementia and hallucinations are seen more in Lewy Body dementia.
Anxiety and depression are common in older patients, in the
early stages of dementia, and in an unrecognized, prodromal
neurocognitive disorder [8]. Behavioral and psychological
symptoms of dementia lead to: 1) early placement in a nursing home; 2) higher morbidity and mortality; 3) frequent
hospital admissions; 4) higher healthcare costs; 5) faster
disease progression; and 6) poor caregiver outcomes (i.e.,
reduced quality of life, worse health, and reduced income).

Another challenging area is the interface of depression, sexuality/lifestyle, and cultural issues. Depression is associated
with agitation, insomnia, psychosis, and a variety of socially
inappropriate behaviors. Physicians and other health care
workers are being called upon to bridge cultural differences
that may exist between themselves and their patients [61].
This challenge is more urgent with current minority populations in the U.S. population increasing from 33% now to
what is expected to be a majority of 54% in 2050; by 2023,
one-half of all children will be “minorities” [62-63]. Language barriers are independently associated with lower
rates of patient satisfaction, poor care delivery [70,71], and
lack of trust in their providers [72]. The patient-provider
interaction is influenced by other sociocultural and experiential factors [79], like sexuality/lifestyle. In one study, less
than half of participants felt their health insurance plan gave
them a choice of finding a lesbian, gay, or bisexual (LGB) doctor; those who did were more likely to be older, male, and to
feel more comfortable discussing sex [80].

PCPs have expressed difficulty caring for elderly patients
due to lack of exposure to geriatric medicine training, inexperience, and excessive amounts of time required to
manage care [18]. Research on geriatric continuing medical education (CME) needs has traditionally suggests more
training on medical management, medications, and mental
health issues [19,20]. Elderly patients, physicians and community stakeholders suggest that more attention be paid to
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process-of-care (e.g., time management, interviewing skills,
and communication skills) [19,20], one’s attitudes/compassion toward the elderly, continuity of care and knowledge of
community resources, and overall health promotion [19].
Graduate medical education training may have more influence than CME once in practice [21,22]. Good CME programs exist, though, like one with a 4-topic primer (medication management, falls and mobility, urinary incontinence,
and dementia) featuring lunch, in-office, and geriatrician-led
presentations [23].

Since older adults may reside in rural or nursing home settings, they often have physical limitations and/or have financial concerns. One of the best options for increasing
access and leveraging specialist time for people in these
situations may be telemedicine. Synchronous telepsychiatry
(TP) [24,25] has increased access to care in urban, suburban
and rural settings with high satisfaction even among people
of different cultures [24,26]. Data on care for older adults
are emerging, but more studies are needed in telemedicine
and TMH [27], particularly in medical settings like nursing homes, which also lack adequate access to psychiatrists
[28]. Acceptance of TMH appears fine, and it was better for
older adults than adults in one study treating depression in
rural populations [29]. Telehealth also facilitates education
to healthcare professionals about specialty care [30,31] and
improves clinical outcomes [32,33].
Many treatment guidelines encourage quality and evidencebased care, but many of these guidelines – even for depression – are difficult to implement in primary care [34,35].
Brief, hands-on algorithms for medication, interdisciplinary
treatments, and triage exist for depression, psychosis, mania
[36-38] and dementia [39,40]. All guidelines suggest looking
for medically-reversible conditions (i.e., delirium), re-evaluation, continuity of care, use of non-pharmacologic treatments, and judicious short- and, when medically necessary,
long-term psychotropic medication; partnering with the
patient-family-caregiver coalition is key, too. Stepped and
collaborative care models improve depression and anxiety
outcomes [41,42].
This paper will help the clinician caring for geriatric patients
in the primary care and nursing home settings, to:
1.

2.
3.

Use core concepts and recent developments to assess
potential depression, cognitive change, and other common behavioral problems, while considering culture,
sexuality/lifestyle, and other diversity issues that affect
access to care.
Use an approach that emphasizes public health, healthcare delivery models, and telemedicine technology for
patients, providers and caregivers.
Utilize evidence-based approaches for depression with
anxiety, cognitive decline and associated outcomes like
agitation.

An Approach to Assessment of Common Mental
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Health/Behavioral Symptoms, Cultural and Sexuality Issues in Older Adults
Clinically significant depressive symptoms may or may not
meet formal criteria for major depression [43]. Depressed
older adults will often deny feeling depressed per se, but
may endorse anhedonia, decreased interest/motivation,
or preoccupation with somatic symptoms. Distinguishing
between dementia, dementia with depression, and dementia secondary to depression may be difficult. However, the
presence of prototypical features of a dementia subtype,
cognitive impairment out of proportion to the extent of depression, and a family history of dementia, suggest the coexistence of dementia and depression. When in doubt, the
depression is treated and symptoms are reassessed.

Behavioral and psychological symptoms often affect perception, thought content, mood, or behavior. In the case of
dementia, these symptoms are among the most complex,
stressful, and costly aspects of care, and they lead to a myriad
of poor patient health outcomes, including excess morbidity,
mortality, hospital stays, and early placement in a nursing
home [44]. Most people with dementia are cared for in the
home by family caregivers, and these symptoms are strongly
associated with caregiver stress, depression, reduced income and reduced quality of life [45,46]. Guidelines describe
the assessment and management of behavioral and psychological symptoms of dementia [47-49] and depression [50].

More research is being done on dating and sexuality in elderly people. Older adults were more likely to use first-person
plural pronouns (e.g., we, our) and words associated with
health and positive emotions, whereas younger adults were
more likely to use first-person singular pronouns (e.g., I,
my) and words associated with work and achievement [51].
This reflects that older adults are more positive in their profiles and focus more on connectedness and relationships to
others. Sexuality is often discussed with a focus on sexual
problems, which implies that older adults have either dismal or non-existent sex lives. It is known that the frequency
and importance of sexual behaviors were moderately positively correlated with quality of life and significantly predict
quality of life in the social relationships and psychological
domains [52]; the latter was independent of the presence of
a spouse/partner and self-reported health. The proportion
of women who are sexually active decreases with advancing
age, but those who are married or cohabitating had approximately 8 times higher odds of being sexually active [53].
Among women aged 60 years and older who were married
or cohabitating, most (59.0%) were sexually active. Among
women who were sexually active, higher relationship satisfaction, better communication, and higher importance of sex
were related to higher sexual satisfaction.
Genetic and epigenetic factors contribute to illness/symptoms/disorders and suffering (Figure 1).
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FIGURE 1. BIOPSYCHOSOCIOCULTURAL CONCEPTUALIZATION OF NATURE
(GENETIC PREDISPOSITION) AND NURTURE (EPIGENETICS)
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The Basics of Assessment for Depression, Cognitive
Decline and Agitation
The history requires the patient’s point-of-view, but also collateral information from all other stakeholders and medical
providers – largely dependent on where the patient primarily lives and is cared for (home...family and factors affect assessment are important to assess. caregiver; nursing home…
staff and others). Cognition, level of pain, physical/other limitations, and environmental factors are important to assess.

Depression screening in the medical setting is usually by
patient self-report questionnaire rather than clinical rating
scales. The Beck Depression Inventory (BDI) is available
in the regular, 21-item, 13-item short form (BDI-13), and
7-item Beck Depression Inventory for Primary Care (BDIPC); all are well-validated instruments to detect and measure severity of depressive symptoms [54,55]. The Geriatric
Depression Scale (GDS, 30 items) and GDS-Short Form (15
items) are specific to older adults [56]. The Patient Health
Questionnaire (PHQ-9) is available in many languages and
is used to screen, diagnose, and measure the severity of depression, based on the Diagnostic and Statistical Manual,
Fourth Edition [57,58]. Question 9 screens for the presence
and duration of suicide ideation. PHQ scores ≥ 10 had a sensitivity of 88% and a specificity of 88% for major depression
(scores of 5, 10, 15, and 20 represents mild, moderate, moderately severe and severe). The BDI, GDS, and PHQ-9 can also
be used to track treatment response.
The cognitive exam should assess concentration, language
(i.e.,comprehension, naming, repetition), memory (immediate recall, recent and remote), perception, and ability to
follow commands, calculate and draw [59]. Structured assessment of cognitive function has often been done with the
Folstein Mini-Mental State Examination [60]. An MMSE score
<25 suggests dementia and a 3-5 point decline per year is
typical in dementia. False negative MMSE results by this
criterion may occur if a patient has a higher level of formal
education or a dementia involving primarily subcortical or
fronto-temporal areas [61]. False positive results (i.e., MMSE
< 25 without dementia) may occur if a patient is actually delirious, has a low level of formal education, speaks English as
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a secondary language, or suffers from aphasia, poor hearing
or vision impairment [62].
The Montreal Cognitive Assessment scale (MOCA) is now
frequently used. In patients with mild cognitive impairment
(MCI), a cutoff of 26 for the MMSE had a sensitivity of only
18% to detect MCI, while MOCA detected 90% of MCI subjects with the same cutoff of 26 [63]. In patients who had
been diagnosed with dementia or MCI using DSM-IV criteria,
MOCA was more sensitive than MMSE (0.97 vs. 0.65), but
less specific (0.60 vs. 0.89) using the cutoff criteria of 26/30
[64]. When the MOCA cutoff was lowered to 20/30, its sensitivity was reduced to 0.63, but specificity increased to 0.95.
Clock-drawing ability (i.e., proper number sequencing and
hand placement) is an accurate, fast screen for dementia in
cross-ethnic populations [65]. Specific tests to assess executive function, such as rapidly alternating hand movements
(“fist-side of hand-palm”) or drawing alternating trianglerectangle diagrams, could also be included [66] as an adjunct
to the MOCA.

The assessment of agitation and other difficult behavioral
symptoms of dementia can be accomplished with a number
of sensitive, valid, and reliable scales. The most common
scales used in clinical trials are the Behavioral Pathology
in Alzheimer’s Disease Rating Scale (BEHAVE-AD) [67] the
Cohen-Mansfield Agitation Inventory (CMAI) [68] and the
Neuropsychiatric Inventory (NPI) [69]. These scales generally rely on caregivers’ reports or clinical observation of
the patient’s symptoms, but differ in the specific behaviors
measured and the psychological symptoms included. For example, the CMAI specifically focuses on agitation and aggression, whereas the NPI and BEHAVE-AD cover a much wider
range of symptoms. Contextually, clinicians need to frame
these symptoms as acute or chronic in order align the treatment and expectations.

Assessment of Culture, Sexuality and Other Diversity Issues

With regard to culture, the boundaries of normality and
pathology vary across cultures – as does the tolerance for
specific symptoms – as well as the manner of expressing it.
Mistaken interpretations of behaviors may contribute to vulnerability, suffering, and missed opportunities for care. The
gold standard for clinical care is linguistic, cultural and racial concordance, which facilitates patient and provider satisfaction, as well as patient adherence to treatment [69-73].
Cultural competency training improves outcomes [74]. The
use of professional interpreters improves clinical care and
patient satisfaction more than ad hoc interpreters [75]; mistakes occur in interpretation by staff (omissions, distorted
questions, additions), nurses (reliability, missed contexts)
and family (patient and their views) [76-78]. The use of a
non-primary, shared language (e.g., a third language shared
by both patient and clinician) when neither’s primary language can be used, is advocated in some parts of the world,
like Europe, but it is not usually possible in developing or
third world countries [79]. The presence of a third person
(i.e., an interpreter) influences transference and counter-
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transference, with significant consequences on a doctor-patient relationship [80].

Regarding sexual behaviors, healthcare interactions, and
HIV-related perceptions among adults age 60 years and
older, the majority of participants (83.1%) visited a physician at least twice in the previous year, 30.9% had discussed
sex with a physician since turning 50, and 14.2% had been
tested for HIV [81]. Relative to non-Hispanic whites, African
Americans were more likely to be divorced or widowed and
have more lifetime sexually transmitted infection (STI) diagnoses; the latter group, while having greater perceived risk
for HIV infection was less likely to have discussed sex with a
physician since turning 50 [81]. In addition, men were more
likely to disclose their sexual orientation to their health care
provider (HCP), to feel very comfortable discussing sex, to
have a male doctor, to have a choice of finding a LGB provider through their insurance plan, and to think their provider is LGB. In another study, most patients (87%) reported
the same quality of care and equal respect (87%) as heterosexual patients, and PCPs were generally sensitive to gay and
lesbian concerns (71%) [82]. Interestingly, although 70%
disclosed their sexual orientation to their provider, only 29%
were asked their sexual orientation by their provider.

Lesbian, gay, bisexual and transsexual (LGBT) older adults
may have experienced significant support during their lifetime, or not uncommonly, experiences with marginalization
and stigmatization [83] - patient-provider interactions likewise could be positive or negative. Stigmatization and discrimination by agencies (e.g., the federal government, military) and the medical establishment has sometimes occurred
(e.g., Diagnostic and Statistical Manual [84] first listed homosexuality as a sociopathic personality disturbance along
with substance abuse and sexual disorders). Worldwide
shifts led removal of homosexuality as a pathologic diagnosis in the United States [85]. Many of these LGBT older adults
suffered internalized stigma and extreme fear of disclosing
their sexuality to their medical provider for fear of judgment
and discrimination. Knowledge of this historical context is
important when caring for LGBT older adults and therefore
the need for sensitive, nonjudgmental care is crucial. LGBT
sensitivity training for geriatric providers has been shown
effective in improving their attitudes, beliefs, and awareness
of the struggles unique to LGBT elders [86].

Older LGBT patients may face different psychosocial circumstances during their lifetime, which continue to affect them.
Some may: 1) have experienced rejection by their family
resulting in poor social support, overall; 2) have been less
likely to have children compared to their heterosexual counterparts; and 3) have suffered significant loss of their social
networks due to the AIDS epidemic. On the other hand, LGBT
elders were part of a generation that at least in urban areas,
networked for healthcare, political, social and other issues –
gaining a close-knit group of support that has helped them
throughout life; nonetheless, with aging, some regular attrition through losses occurs even now in this era in which HIV
prevention, identification, and early intervention has had
positive health outcomes. A model of support group for older
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gay people has been reported [87].

American Association of Medical Colleges (AAMC) Sexual
Orientation, Gender Identity, and Sex Development Project
aims to create a repository for competency-based educational and assessment resources that address the health of
individuals who are LGBT, gender nonconforming and/or
born with differences of sex development [88]. The report
identifies 30 competencies that physicians must master.
These competencies fall within eight domains of care critical to training physicians, including patient care, knowledge
for practice, practice-based learning and improvement, interpersonal and communication skills, professionalism,
systems-based practice, interprofessional collaboration, and
personal and professional development. Nursing curricula
are also addressing these issues [89].

Physical and laboratory examination

Physical and laboratory examination may reveal signs of
underlying medical causes of reversible dementia and depression requiring acute intervention, such as metabolic illnesses, poor nutritional status, thyroid disease, and anemia.
Vision and hearing should be assessed and corrected, when
practical. Neurologic examination should be conducted to
determine if focal neurological signs are present. Routine
laboratory tests include CBC with differential, electrolytes,
calcium, glucose, BUN/Cr, liver function, TSH, and serum
B12/folate. Other laboratory tests may be appropriate in
certain clinical situations, including HIV, serology (syphilis),
toxicology screen, urinalysis, drug concentrations, albumin,
folate, ESR, CSF examination, EKG, and chest X-ray [66]. The
routine use of brain imaging (i.e., MRI or CT) is controversial
but may be particularly useful for detecting vascular changes in the brain (eg white matter hyperintensities or lacunar
infarctions) not evident on clinical exam, presence of a mass
lesion (eg tumor) or enlarged ventricles (normal pressure
hydrocephalus) [65]. Vascular risk factors should be aggressively treated because they may cause both depression and
dementia.

An Approach to Geriatric Special Populations that
Emphasizes Public Health, Healthcare Service Delivery Models, and Telemedicine Technology for
Patients, Providers and Caregivers.
Public Health and Biopsychosocial Models.

Primary prevention may reduce the rate, delay the onset,
or reduce complications of dementia. A delay in onset of Alzheimer’s disease by 5 years could decrease the prevalence
by 50% in one generation, as individuals would succumb
to other chronic illnesses first [90]. Minimizing cerebrovascular risk is another example that may prevent vascular
dementia. Use of antioxidant vitamins (vitamin E, in particular) may reduce the risk of developing Alzheimer’s [91].
Regular exercise may also help preserve cognitive ability,
especially activities that incorporate integrated motor and

5
cognitive coordination such as Tai Chi [92]. Regular screening of depression, anxiety, and suicide is also recommended.
Medications (e.g., anti-cholinergics) and substances causing
cognitive impairment or depression should be identified
and reduced or eliminated. This includes over-the-counter
medications and herbs that may contribute to cognitive impairment. Abuse/dependence of alcohol or other substances
must be addressed and eliminated.

A biopsychosociocultural approach [93] is a useful starting place for treatment, as many psychosocial, cultural and
sexuality issues are often overlooked (Table 1). A multimodal treatment solution is likely to be needed and this may
change over time, depending on medical, psychiatric and
other age-related changes. Secondary and tertiary prevention strategies include diet, lifestyle, mental health and other
interventions. In ideal situations, patients and caregivers are
connected to counselors versed in both geriatrics and mental health. Counselors would facilitate a standardized protocol to identify, monitor, and treat neuropsychiatric symptoms within the scope of a multidisciplinary care team. Even
patients in advanced stages of dementia can significantly reduce behavior disturbances and improve autonomous functioning from 5-15 minutes of daily exercise to improve communication and socialization [94]. There can also be a small,
but statistically significant improvements in agitation, depression, appetite/eating disorders in patients exposed to
sunlight on a regular daily basis [95].
TABLE 1. BIOPSYCHOSOCIALCULTURAL OUTLINE ASSESSMENT
AND TREATMENT.

Key: A = assessment; T = treatment

Biological
1

A labs

3

A genetic risk

2
4
5
6
7
8
9

10

A Medical: insomnia (OSA), depression (PD),
A neuroscience Etoh/subst subcortical

A epigenetics stress (abuse, loss, other): HPA, 		
psychoimm’y and other; general risk, early ID, 		
early intervention
T pharmacokinetic
differences
T exercise

and

pharmacodynamics

T diet

T genetic predicting mediation response

T epigenetics prevention, epidem risk for, and 		
other
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12

13

6

T medication

T substances: interfere with meds, reduced
adherence, more frequent episodes
T insomnia.

Psychological
1

A explanatory model: indiv, family, comm, culture 		
and other

2

A developmental
a

milestones

c

cognition and learning

b
d

3

temperament?

education

A age, gender, lifestyle, and other

4

A stress/illness

a
		

b

cause, impact, and tendencies (akin to
coping with CA)
prototypes

c
losses: immigration, rituals, communica		
		tion
d

5

steps, obstacles

A daily functioning: work, interpersonal, social, fi		
nancial/similar

6

A joy, fun/hobbies, gratification; how spend time; 		
issues troubling

7

A T cause, course, severity, likely outcomes; help-		
seeking; and ‘usual’ treatments

8

T interface mind – body

9

10
11
12
13
14

T encourage indiv (vs. group) practice with spiri		
tual/religion, diary, reflection, and other

15

T health education: illness, adherence, helpseeking, coping, healthcare system issues

17

T volunteer work/service to build esteem and feel 		
positive

16
18
19
20

Social:

T triggers for anxiety or substance use
T medical/other disorder comorbities

A social network: value others, others’ influence, 		
trust; peers, family, groups, and others

3

A family, community views on treatment options (+
or -; none, core and/or complementary)

2
4
5
6
7
8
9

A family/social stressors

Geography: urban, suburban, rural; level of country
development; social milestones/disasters/crimes

T maintain supportive relationships with partner 		
and friends
T encourage spiritual/religion/church groups

T therapy groups anger, interpersonal feedback

T education groups: (e.g., depression, DM educa		
tion if comorbid), substance
T education broadly: stigma about mental and sub
stance illnesses, community (e.g., Depression Bipo
lar Support Alliance if bipolar OR NAMI)

Cultural:
1

A immigration on development, health, family 		
roles, language development, and other
a

Context (e.g., stress, losses)

c

Pre- and post-immigration

b

T relaxation techniques

d

T meditation

T psychotherapy: model/technique (dynamic, CBT)

T identify steps, obstacles

1

T evaluate indiv effects of illness, immigration and 		
adjusting to American culture

T psychotherapy indiv vs. couple vs. family vs. 		
group format

T case management vs. payee vs. legal vs.

e
2

f

Timing (e.g., school-age)

Ongoing rel’ps with non-immigrants
Roles, generations

Opportunities: gender, financial, other

A blending of cultures: home, work, relationships, 		
and other
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3

A explanatory model: indiv, family, comm, culture 		
and other

5

A T patient’s and provider’s gender/ethnicity/na		
tionality/development/values/lifestyle/$ and how
that affects rel’p.

4

A generational roles and expectations

a

Expectations

c

Disagreement

b

6
7
8

d

Communication
Language/third party involved

T encourage spiritual/religion/church groups

T preference for ‘primary’ and secondary language.
T involvement of family (if any involvement)

Stepped and Integrated Care

Many dementia patients have medical problems, so integrated inpatient medicine and psychiatry treatment programs
may be the new standard [96,97]. These patients have been
categorized into four groups: I) low behavioral and physical health needs; II) high behavioral health and low physical health needs; III) low behavioral health and high physical health needs; and IV) high behavioral health and high
physical health needs [98]. A 17-year follow-up study of over
80,000 patients, those with mental illness died an average of
8.2 years earlier than those without it, with excess mortality
primarily due to socioeconomic factors, and poor access to
effective primary/preventative care [99].

In a stepped care model, patients start with an evidencebased treatment of low intensity [24,100,101], are monitored, and are then ‘stepped up’ to a higher intensity treatment [102]. Less intensive interventions are used like
psychoeducation or self-help interventions (individual or
group courses), problem solving treatment (PST), to more
intensive treatments such as cognitive behavioral therapy
and pharmacotherapy [41,42,103]. Stepped care models
are used internationally, with England and New Zealand
implementing guidelines for depression and anxiety [104].
The first trial on 170 older adults recruited in primary care
found the program halved the incidence of depression and
anxiety disorders from in 12 months, demonstrated costeffectiveness and maintained outcomes at 24 months [105].
MH service delivery in primary care has a continuum of providers: the care coordinator-medical assistant-social worker-nurse-primary care provider-MH clinician-telepsychiatrist. MH clinicians include psychologists, social workers,
marriage and family therapists, and others who contribute
to services in this setting. Patients learn to use care managers (monitors follow-up plans, interventions based on risk-

stratification, and patient tracking) [102]. Optimally, in MH
service delivery, non-MD MH professionals see less complex
cases, leaving the psychiatrist to manage more complicated
cases, provide clinical oversight, and review cases in team
formats [106]. Overall, this ensures that a range of effective,
non-pharmacologic, health psychology-based treatments is
employed [107]. Effective and cost-effective models employ
adequate intervention resources at the right time (e.g., care
coordination) [100,101].

Telemedicine and Telemental Health Options for
Older Patients, Providers, and Caregivers

Telemental health services are increasing health care access
for patients in the home and in community, rural, and underserved areas. There are traditional models and technologies,
which include telemedicine, safety alerts, and cell phones.
TP or telemental healthcare (TMH) has comparable outcomes to in-person care for diagnosis and assessment with
a variety of treatments, across many populations (e.g., adult,
child, geriatric), and to many settings (e.g., emergency, home
health). It has been used with a variety of models of care (i.e.,
collaborative care, asynchronous, mobile, telemonitoring)
with equally positive outcomes [24].

TMH models of clinical care and education have pros and
cons [24,108], including their level of overall intensity, cost,
feasibility and depth of the relationship between the TMH
provider, the PCP and patient. Low intensity models include
tele-education, formal case review and in-person, telephone
or email doctor-to-doctor “curbside” consultations. A multispecialty phone and e-mail physician-to-provider consultation system for adults and children with developmental disabilities used a 24-hour warm-line [109]. Moderate intensity
models include an integrated program of MH screening, therapy on site, and telepsychiatric consultation (phone, email or
video), with continuing medical education (CME) and training on screening questionnaires [110,111] or asynchronous
telepsychiatry (ATP) to primary care in English and Spanishspeaking patients in primary care [108,112,113]. High intensity models are typically the ones previously mentioned
involving collaborative care [114-116].

Since the concordance for culturally competent care is rarely
possible, telemental health (TMH) and other e-mental health
options may help [24,117,118]. Different approaches have
been described to face many challenges of Hispanics/Latinos and Asians, Native American, Eastern European and
other populations (e.g., sign language) [24]. One model international project launched care for ethnic minorities who
had long waiting times (3–6 months at private practitioners
and even 12–36 months at specialized centers for treatment
of refugees and torture victims), a lack of bilingual resources, and services using interpreters [119]; programming allowed patients to use their own language, enhance reliable
assessment and provide valid treatment. High satisfaction
regardless their ethnicity or educational level was noted, and
furthermore, all participants preferred TMH compared to inperson care with a translator [120], partly due to perceived
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higher anonymity, confidence/trust in providers and selfefficacy to express intimate thoughts and feelings without a
third person involved.

Experimental telehealth technologies include image and behaviour analysis; biosignals; language pattern, discriminant
word and acoustic analyses; virtual reality (VR), single user
virtual environments (SVEs) or collaborative virtual environments (CVEs); fully immersive systems; VR exposure
therapy; and avatar therapy. We aim to describe high- and
low-end options, with strong and limited evidence bases, that
have been used in patients and caregivers. As an example, an
original typology of 4 types of pleasure for physical activity
in older age was developed (sensual pleasure; documented
pleasure; the pleasure of habitual action; and the pleasure of
immersion) [121] – simulation and immersion may make it
easier for many patients to have these experiences.

TMH to Geriatric Populations is increasingly common:
•
•
•

•

•

•

Nursing home TMH non-randomized studies have been
effective for depression or dementia, making evaluation
easier and more efficiently using consultant time [122].

Assessment, cognitive intervention, and outcomes have
been similar to in-person and a new development is
telemonitoring of depression in the home, which facilitates connectedness [123].

One study showed that neurocognitive assessment via
TP using a Spanish-language battery was comparable to
in-person (IP) testing for Latino patients in a sample of
Spanish-speaking older adults in a rural setting; the order of IP and TP test administrations [124].

Adding a geriatric nurse practitioner (GNP) to an outpatient diagnostic multidisciplinary facility for patients
with cognitive disorders may improve the PCP adherance to advice from the faculty and reduce subjective
burden of the informal caregiver [125].
Telehealth problem-solving therapy (tele-PST) for lowincome homebound older adults in a 6-month, randomized controlled trial showed that both tele-PST and inperson PST were reduced depression and disability, but
tele-PST outcomes were sustained significantly longer
than those of in-person [126].

An integrated telehealth care for chronic illness and
depression in geriatric home care patients compared
in-home nursing with education to a telehealth nurse
intervention (conducting daily telemonitoring of symptoms, body weight, and medication use; providing eight
weekly sessions of problem-solving treatment for depression; and providing for communication with participants’ primary care physicians, who also prescribed
antidepressants). Psychoeducation [127]. The depression scores were 50% less at 3- and 6-month follow-up,
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with problem-solving and medical care self-efficacy improved as well.

Telehealth and Caregivers

Nationally, 79% of caregivers have access to the Internet, and
of those, 88% look online for health information. Education
(89% of those with a college degree vs. 38% who have less
than a high school) and income (95% of adults with household income $75,000+ vs. 57% with household income less
than $30,000) affects use [128,129].
•

•

•

•

•

Telehealth to “digital illiterate” patients (i.e., no interest in using, or capacity to use, computers and smartphones) found digital pens for daily reporting of their
health state - in the form of a virtual health diary easy
to use and caregivers felt that improved contact led to
more “security” at home [130].
Older adults may be challenged to use new technologies
due to aging-related changes, lack of experience, and
different attitudes toward their use. One-on-one training/instructions and use of a telemonitoring application
help older adults and caregivers adapt to new health
care technologies in the treatment of dementia [131].

Geriatric (mean age 80) outpatients with heart failure,
with an average ejection fraction of 46%, randomly received control or a telemonitoring system (oxygen saturation, heart rate, and blood pressure readings) over 6
months; office-hours telephonic support provided by a
geriatrician. The program was feasible and hospitalizations and risk of death were reduced for the intervention group [132].

Technology-enhanced nurse monitoring for assessment,
diagnosis, and triage of older adults living in community-based settings, included biometric and nonbiometric
sensors to a data management system [133]. Challenges
included 1) data interpretation, 2) clinical inferences
from nonbiometric data, 3) integrating data generated
by three different telehealth applications into a clinically meaningful cognitive framework, and 4) figuring out
how best to use nursing judgment to make valid inferences from online reporting systems. Nurses developed
expertise over the course of the current study.
A review of Internet-based interventions for medical
and MH disorders showed that approximately twothirds of open or randomized controlled trials reduce
caregiver stress and improve quality of life [134]. Family
caregivers located in rural areas found e-health support
to be beneficial in comparison with conventional caregiver support [135]. The interventions range from interactive communities to bulletin board therapy groups
[134]. The population of patients cared for varied from
mental health (dementia, schizophrenia, anorexia) to
medical (older adults/aging, heart transplant, traumatic
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brain injury, hip fracture, cancer, stroke). Significant improvements in the caregivers’ outcomes were detected
while caregivers were satisfied and comfortable with
various support services delivered via technology (e.g.,
cell phone) [136]. Services included webcasts, discussion boards, online classes, learning modules, and chat
rooms.

Specific Evidence-based Treatment Approaches
for Depression and Anxiety, Cognitive Decline, and
Caregiver Well-being.
Depression Psychosocial Treatments
Many older adults with depression treated in primary
care settings prefer psychotherapy, whenever available, to
medications [137]. Psychotherapy alone is indicated in the
treatment of mild depression, whereas a combination of
psychotherapy and pharmacotherapy is recommended for
moderate-to-severe or chronic depression [138]. Supportive
intervention is the cornerstone of any patient-provider interaction, whether this is a brief, physical complaint-focused
session, or a psychiatric medication management appointment. Evidence-based psychotherapies for geriatric depression include cognitive behavioral therapy (CBT), problemsolving therapy (PST), and brief dynamic therapy [139-141].
Despite proven benefits in younger adults, including women
with postpartum depression, interpersonal therapy (IPT)
has yet to garner solid evidence in late life [142,143]. It may
help most for depressed older adults whose original focus
was role dispute, but was not superior to nortritpyline or
clinical management for those with unresolved grief or undergoing role transitions [144]. IPT has also been adapted
for use in patients with early cognitive impairment (IPT-ci)
[142].

PST is a time-limited psychotherapy which has been shown
to improve depressive symptoms and functioning in depressed older adults in the primary care setting; one of its
advantages is that it can be used for patients with incipient cognitive disorders, including executive dysfunction
[145,146]. PST utilizes a scaffolding of seven successive
steps: defining the problem, setting goals, brainstorming
solutions, selecting solutions, implementing the solutions,
reviewing the implemented plan, and scheduling activities
[147]. The PST primary care version, PST-PC, consists of 6-8
half-hour sessions. PST was used in the Improving Mood Promoting Access to Collaborative Treatment (IMPACT)
study, performed by trained depression care managers,
typically nurses [146]. In this study, depressed elderly with
medical comorbidities who received PST reported improved
pain levels, physical functioning, and quality of life following
treatment [147-149].

Anxiety disorders are highly comorbid with depression
throughout lifetime. Besides the well-known benefits of CBT
(including behavioral approaches, such as exposure with
response prevention for OCD and phobias and prolonged
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exposure for PTSD), other modalities have been studied for
anxiety disorders, with variable results. These include IPT,
exercise, mindfulness-based therapies, cognitive processing therapy, and eye movement desensitization reprocessing (the latter two, for PTSD) [150-152]. Mindfulness-based
stress reduction (MBSR) is an approach initially developed
for the treatment of chronic pain, but later adapted for multiple physical and emotional conditions [153]. In older adults,
MBSR has been studied with good preliminary results for
anxiety, depression, mild cognitive disturbances including
executive dysfunction, insomnia, high blood pressure, and
pain, and benefits appear to maintain over time with regular
practice of meditation [154-158].
Depression also often co-occurs with personality disorders
in late life. In particular, patients with borderline personality
disorders (BPD) will continue to need support due to their
increasing isolation and low psychosocial functioning. A recent review of psychotherapies for older adults with BPD
identified several evidence-based approaches: CBT, dialectical behavior therapy (DBT), family therapy, Systems Training
for Emotional Predictability and Problem Solving (STEPPS),
and transference-focused psychotherapy (TFP) [159]. DBT
combines CBT and mindfulness approaches, takes place over
longer periods of time (one year is typical), and consists of
weekly individual therapy, weekly group therapy, phone
calls between sessions to solidify the skills learned, and a
consultation/support group for the therapists [160].

STEPPS is a manualized psychoeducational program based
on CBT principles, developed for patients with BPD. This approach is delivered exclusively in groups, in seminars structured around three main areas: 1) patient education on BPD
as an illness, and the ability to manage it by learning appropriate behavioral and emotional skills; 2) skill development
for managing the cognitive and emotional aspects of BPD;
and 3) skill development toward managing the behavioral
aspects of BPD [161,162]. TFP is a psychoanalytically-derived therapy for patients with severe personality disorders
including BPD, employs interpretations, and entails individual twice weekly sessions [163].
A new short-term type of psychotherapy, dignity therapy, was
developed for patients of all ages (and their families) living
with life-threatening or life-limiting illness [164]. Existential
therapy targets individuals with existential issues, such as
aging and fear of death [165]. Reminiscence therapy (also
called life review) encourages patients to revisit their past
and utilizes personal artifacts (photos, other memorabilia)
to help boost the patients’ ego strength [166]. Reminiscence
may be helpful even for individuals with early cognitive impairment, since long-term autobiographical memory is usually preserved. Social skills therapy is another psychosocial
approach used for patients with autism spectrum disorders,
intellectual disability, or psychotic disorders, all of which can
be encountered in older adults, along with mood disorders.
The main psychosocial approaches discussed, with indications and typical treatment duration (Table 2). After comple-
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tion of a psychotherapy course, the course may be repeated
with a different focus (in CBT or IPT), monthly maintenance
sessions may be offered, or a different modality may be used
(e.g., CBT followed by brief dynamic therapy). Each therapeutic modality can be delivered by psychiatrists, psychologists, or master’s level clinicians with specific training (i.e.,
social workers, nurse practitioners).

therapy at 3-, 6-, and 9-month periods after remission. The
long-term (i.e., maintenance) phase of treatment is indicated
for those with three or more major depressive episodes and
with life-threatening suicidal behavior. Electroconvulsive
treatment and transcranial magnetic stimulation (TMS)
need to be considered for patients with treatment-refractory
depression, although studies regarding the long-term effectiveness of TMS are still needed.

TABLE 2. PSYCHOSOCIAL APPROACHES FOR OLDER ADULTS: INDICATIONS AND TYPICAL TREATMENT
DURATION.
Indication
Anxiety disorders
GAD
OCD
Panic
Phobias
PTSD

CBT

DBT

Dynamic

X
X
X
X
X

X

Social
anxiety
Cognitive decline

X

X

Depression

X

Medical
comorbidities
Personality
disorders
Psychosis
Substance use
Suicidality
Duration/
Frequency
Telehealth
option

X

IPT

MBSR

Supportive TFP

Other

Relaxation training

X

X
X
X
X
X

X

X

X
X
X

X
X

IPT-ci

X
X
X
X
8-12 weeks

X

X

X

X
1-2 years

X
X
≤ 6 months
(brief)

X

PST

X (early)

X

X

X

X

X

X

X
X

X
12-16
weeks
X

8 90-min
sessions

6-8 30-min
sessions
X

X
X
X
Varies as
indicated
X

Relaxation training,
CPT, EMDR
Toast Masters

X

X
≥1
year

Caregiver/patient
support groups
Support groups,
DBSA, NAMI
Caregiver/patient
support groups
Family therapy,
STEPPS
AA, NA

AA = Alcoholics Anonymous; CBT = cognitive-behavioral therapy; CPT = cognitive processing therapy; DBSA = Depression and Bipolar
Support Alliance; DBT = dialectic behavioral therapy; EMDR = eye movement desensitization reprocessing; ERP = exposure with response
prevention; IPT = interpersonal therapy; IPT=ci = IPT for cognitive impairment; MBSR = mindfulness-based stress reduction; NA = Narcotics
Anonymous; NAMI = National Alliance on Mental Illness; PST = problem solving therapy; TFP = transference focused therapy

Depression Medication Treatments
The acute phase of treatment is the period spanning from
the onset of acute depression to full remission. Antidepressant medication is recommended as the initial treatment
for the following patients: patients with suicidal ideation
and plans; those with episodes of long duration; those with
psychotic, melancholic, or recurrent depression; those with
a strong family history of depression; and those who do not
want or have access to psychotherapy. A titration schedule
for antidepressants may help to ensure an adequate trial of
medication (Table 3). Most patients who receive adequate
treatment reach remission, but others have only a partial
response or suffer a relapse before achieving remission.
For a single depressive episode, medication is continued
for a 6-month period after remission, since patients have a
higher rate of relapse on placebo or low-dose antidepressant

Dementia Psychosocial Treatments for Patients
and Caregivers
Care of behavioral and psychological symptoms of dementia in community dwelling people with dementia requires a
caregiver and patient centered focus. The current evidence
for non-pharmacologic and a pharmacologic treatment
is limited [4,167,168] and the upcoming APA Treatment
Guideline for Dementia with Agitation or Psychosis is based
on the Agency for Healthcare Quality and Research evidence
base and consensus process [169]. We also describe an approach that integrates treatment modalities of both types in
an approach tailored to the patient and caregiver (again focusing on community dwelling people with dementia). The
quality and strength of evidence supporting the treatments
is described, relatively, to the degree it exists.
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Important aspects of psychiatric management include educating patients and families about the illness, its treatment,
and sources of additional care and support (e.g., support
groups, respite care, nursing homes, and other long-termcare facilities). Families may need advice on financial and

in the early stages of dementia), reminiscence therapy
(for mood and behavioral change), validation therapy
and sensory integration all need more formal evaluation.

TABLE 3: A SUGGESTED TITRATION SCHEDULE FOR ANTIDEPRESSANTS.
Medication
Generic
SSRIs
Citalopram
Escitalopram
Fluoxetine
Paroxetine
Sertraline
SNRIs
Desvenlafaxine
Duloxetine
Levomilnacipran
Milnacipran
Venlafaxine
OTHERS
Bupropion

Mirtazepine
Nefazodone
Selegeline
Vilazodone
Vortioxetine
TCAs
Desipramine
Imipramine
Nortriptyline

Medication
Trade

Initial Dosage

Dosage at 1-2
Wks

Celexa
Lexapro
Prozac
Paxil
Paxil CR
Zoloft

20 AM
5-10 AM
5-10 AM
10 HS
12.5-25 HS
25-50 AM

40
5-10
10-20
20
12.5-25
50

40-60
10-20
20-40
20-40
12.5-37.5
50-100

40-80
10-20
20-40
20-50
25-62.5
50-200

Pristiq
Cymbalta
Fetzima
Savella
Effexor XR

50 AM
30 AM
20
12.5 BID
37-5-75 AM

50-100
30-60
20-40
25 BID
75

50-200
60-120
20-80
25-50 BID
75-150

50-400
60-120
40-120
50-100 BID
75-225

Generic
Wellbutrin SR

75 AM
150 AM

75AM/PM
150

150/75
150-200 BID

Wellbutrin XL
Remeron
Serzone

150 AM
15
100 HS

Ensam patch
Zelpar oral
Vylbrid
Brintellix

3 AM
1.25 AM
10 AM
5-10 AM

150
15-30
50 AM/100
HS
3-6
1.25
10-20
5-10

150/75
150 AM and
150 PM or HS
150-300
15-30
100/200

Norpramine
Tofranil
Pamelor

75 AM
75 HS
25 HS

75-150
75 BID
25-50

legal planning due to the patient’s eventual incapacity (e.g.,
power of attorney for medical and financial decisions, an
up-to-date will, and the cost of long-term care). Behaviororiented treatments are used to identify the antecedents and
consequences of problem behaviors and attempt to reduce
the frequency of behaviors by directing changes in the environment that alter these antecedents and consequences
[170-176].
Stimulation-oriented treatments, such as recreational activity, art therapy, music therapy, and pet therapy, along with
other formal and informal means of maximizing pleasurable
activities for patients, have modest support from clinical
trials for improving behavior, mood, and, to a lesser extent,
function, and common sense supports their use as part of
the humane care of patients. Among the emotion-oriented
treatments, supportive psychotherapy (for feelings of loss

Dosage at 2
Wks

Dosage at 4+
Wks

3-9
1.25-2.5
20-40
5-10

150-450
15-45
100/200 to
200/400
3-9
1.25-2.5
20-40
10-20

75-150
75/150
75-100

150-300
75-150 BID
75-150

Caregiver interventions are an important component of the
psychosocial management for older adults with dementia
[177]. Both patients and caregivers want to understand disease progression, know what the future will hold, and how
oriented treatments, such as reality orientation, cognitive
retraining, and skills training focused on specific cognitive
deficits, are unlikely to have a persistent benefit and have
been associated to plan for the future [178]. Thus, psychoeducational programs, caregiver support groups, and family
therapy emerge as crucial treatment aspects. Psychoeducation approaches individually, for families or in groups-inperson, by phone, using video materials, or via telehealth –
see below) have been beneficial in reducing caregiver stress,
improving their understanding of the disease and their coping skills, enhancing the quality of the relationship with the
care recipients, and increasing caregiver support [179-181].
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TABLE 4: DOSING SCHEDULE FOR NON-FDA APPROVED PSYCHOTROPIC
MEDICATIONS FOR AGITATION RELATED TO DEMENTIA AND OTHER CHRONIC
NEUROPSYCHIATRIC CONDITIONS.
Medication
Generic

Medication
Trade

Initial
Dosage

Dosage
at 1-2
Wks

Dosage
at 2 Wks

Dosage
4+ Wks

Evidbase1
(I best)

Tolerability2
(I best)

Celexa
Prozac
Paxil
Paxil CR
Zoloft
Effexor XR

20 AM
5-10 AM
10 HS
12.5-25
25-50
37-5-75
AM

20
5-10
10
12.5-25
50
37.5-75

20-40
5-20
10-40
12.5-25
50
37.5-75

20-40
5-20
10-40
12.5-37.5
50-100
75-150

III
III
III
III
II
III

I
II
II
I
I
I

Imipramine

Tofranil

25-75 HS

25-50 BID

25-75 BID

III

III

Nortriptyline
Mirtazepine
Nefazodone

Pamelor
Remeron
Serzone

25 HS
15
100 HS

25-75
BID
25
15-30
50
AM/100
HS

25-50
15-30
50
AM/100
HS

25-75
15-45
100/200

III
III
III

II
II
III

Aripiprazole
Haloperidol
Olanzapine
Risperidone

Abilify
Haldol
Zyprexa
Risperdal

2.5-5 AM
0.5-1 BID
2.5-5
0.5-1 BID

2.5-10 AM
0.5-2 BID
5-10
0.5-1 BID

2.5-15 AM
0.5-5 BID
5-20
0.5-2 BID

II
II
II
II

II
III
II
II

Quetiapine

Seroquel

2.5-5 AM
0.5-1 HS
2.5-5 HS
0.5 HS or
BID
25 HS

25-50 TID

II

Geodon

20 HS or
dinner

20-40 HS
or dinner

25-100
TID
20-80 HS
or dinner

II

Ziprasidone

25-50
BID
20 HS or
dinner

II

II

Carbamazepine

Tegretol

100 HS

100 BID

III

Neurontin

100 HS

100 BID

III

I

Lithium

Generic

300 HS

II

III

Valproate

Generic or
Depakene
Depakote
IR
Depakote
ER
Trileptal

250 HS

300 HS or
BID
250

100-200
TID
300-600
TID
300/600
BID
250-750

III

Gabapentin

100-200
BID
100-300
BID
300 BID or
300/600
250-500

II

III

II

II

II

I

III

I

Buspar
Generic
Inderal LA

5 BID
5 BID
10 AM

II
III
III

I
II
I

SSRIs/SNRIs
Citalopram
Fluoxetine
Paroxetine

Sertraline
Venlafaxine

TCAs/OTHER
ANTIDs

ANTIPSYCHOTICs

MOOD STABILIZERS

Oxcarbazepine

OTHERs
Buspirone
Propanolol

5 BID
10 BID
10-20

5 TID
10 TID
10-30

5-10 TID
10-30 TID
30-60

Notes:
1. Analysis by authors of literature based on grading/rating into recommendations (via evidence base and expert consensus) by consensus
is organized into A-D (strong recommendation, recommendation, option, option). The top tier is Strong Recommendation (Level I
evidence or consistent findings from multiple studies of levels II, III, or IV; clinicians should follow unless a clear and compelling rationale
Cite this article: : Hilty D M. Managing Geriatric Patients with Depression, Cognitive Change, and Culture/Sexuality Differences: Evidence-Based Assessment, Treatment, Models of Care and Telehealth Innovations. J J Geronto. 2015, 1(2): 011.

Jacobs Publishers

13

for an alternative approach is present). The second tier is Recommendation (Levels II, III, or IV evidence and findings are generally
consistent; generally, clinicians should follow this but should remain alert to new information and sensitive to patient preferences. The
remaining tiers imply less evidence, relative benefit, some harms or uncertainty (further research is needed or that we just cannot be
sure). References below.
2. Tolerability analysis based on all clinical studies and adjusted to geriatric populations, which have different pharmacodynamics and
often have comorbid medical problems.
References:
Cochrane Community Database of Systematic Reviews (CDSR). At http://community.cochrane.org/editorial-and-publishing-policyresource/cochrane-database-systematic-reviews-cdsr
Ransahoff DF, Pignone M, Sox HC: How to decide whether a clinical practice guideline is trustworthy. JAMA 2013 ,140-139:)2(309.
Institute of Medicine. Clinical Practice Guidelines We Can Trust2011. At: https://www.iom.edu/Reports/2011/Clinical-PracticeGuidelines-We-Can-Trust.aspx. Last accessed July 2015 ,1.
Agency for Healthcare Research and Quality (AHRQ). Clinical Guidelines and Recommendations, 2015. At: http://www.ahrq.gov/
professionals/clinicians-providers/guidelines-recommendations/. Last accessed July 2015 ,1.

Another psychosocial approach which has been shown
to help reduce dementia caregiver burden is cognitive reframing, a CBT technique which focuses on the caregivers’
maladaptive cognitions about their care recipient’s behavior and their own performance in the caregiver role. A recent systematic review found beneficial effects of cognitive
reframing with regard to caregiver stress, anxiety, and depression; however, no effects were found on burden, coping
styles, self-efficacy, reaction to the care recipient’s behavior,
or institutionalization [182]. Multimodal interventions, consisting of psychoeducation, behavioral care recipient strategies based on the antecedent-behavior-consequence model
described above, and family meetings, have been shown
to reduce caregiver burden and emotional distress [183].
A combination of individual and group therapy, support
groups, and ad-hoc telephone counseling for caregivers led
to significant improvements in their physical health, maintained at two-year follow up [184].

Dementia Medication Treatments

Cognitive enhancers include cholinesterase inhibitors (donepezil, FDA-approved for mild to severe Alzheimer’s disease (AD); rivastigmine, approved for mild to moderate
AD and Parkinson’s disease dementia (PDD); and galantamine, approved for mild to moderate AD) and the NMDA
antagonist memantine. Memantine has been used, with
variable benefit, in vascular dementia, dementia with Lewy
bodies, fronto-temporal dementia, PDD, and the dementia
associated with the newly discovered fragile X-associated
tremor/ataxia syndrome [185-190].

A myriad of neuropsychiatric symptoms can accompany
cognitive disorders in late life, like anxiety, mood disturbances (depression, irritability), agitation/aggression, apathy,
insomnia, and other sleep-related phenomena (REM-sleep
behavior disorder, restless leg syndrome). Psychosocial
and specifically behavioral interventions are preferred as
treatments of choice, but often symptomatic pharmacologic
treatment is necessary; medications are prescribed off-label
by clinicians. A review of available evidence, though limited,
suggests these medications may help with agitation/aggression in patients with dementia (Table 4).

Treatment Studies Related to Sexual Function in
Diverse Patients

Sexual function is an important consideration for older patients related to aging and additionally for those with medical/mental health issues and taking medication that may
impair healthy functioning [191]. There is a great need for
such studies in older adults, but at present, most of what is
known is extrapolated from adult studies; ironically, many
PCPs are not familiar with these data, either. For example,
about 70% of patients with depression have decreased desire, arousal, and/or capacity for orgasm. Some antidepressants (e.g., TCAs, SSRIs, venlafaxine) cause sexual dysfunction, including erectile dysfunction, ejaculatory dysfunction,
anorgasmia, and decreased libido [192]. The most effective
treatment is primary prevention, using medications that
cause little to no sexual dysfunction (e.g., bupropion, mirtazepine) [192]; 4 double-blind, controlled trials showed bupropion significantly induced less sexual desire disorder and
less orgasmic dysfunction than an SSRI (sertraline); no clear
differences occurred in terms of sexual arousal [193-196].

Conclusions

Primary care providers, including those who specialize in
geriatrics, want additional clinical skills for screening and
basic treatment interventions. There is no substitute for
good clinical assessment for depression, cognitive decline
and other behavioral problems – exercised with attention to
normal aging, culture, sexuality/lifestyle, and other diversity
issues – and followed with evidence-based treatment. Approaches to care that use public health, service delivery and
telemedicine innovations appear useful for patients, providers and caregivers. Access for “in-time” consultation with
a general psychiatrist, a geriatric psychiatrist and other interprofessional experts may be enhanced via telemedicine.
Telemedicine also overcomes geographical, physical limitations and access to care obstacles. More research is needed
for the care of geriatric patients with regard to cultural and
diversity issues, implementation of additional models of
care and telemedicine, and low-intensity, evidence-based
approaches.

Cite this article: : Hilty D M. Managing Geriatric Patients with Depression, Cognitive Change, and Culture/Sexuality Differences: Evidence-Based Assessment, Treatment, Models of Care and Telehealth Innovations. J J Geronto. 2015, 1(2): 011.

Jacobs Publishers

Acknowledgements
Department of Psychiatry & Behavioral Sciences, Keck
School of Medicine of the University of Southern California
(USC).
Los Angeles County + USC Medical Center, Graduate Medical
Education.

Department of Family Medicine, Keck School of Medicine of
USC.

Department of Psychiatry & Behavioral Sciences, UC Davis
School of Medicine.

References
1.

2.

3.

4.
5.
6.
7.
8.
9.

World Health Organization. Health topics: Ageing. (Online) 2012.

Rosenthal T, Fox C. Access to health care for the rural
elderly. JAMA. 2000, 284(16): 2034-2036.

Bocker E, Glasser M, Nielsen K, Weidenbacher-Hoper V.
Rural older adults’ mental health: Status and challenges
in care delivery. Rural Remote Health. 2102, 12: 2199.

Kales HC, Gitlin LN, Lyketsos CG. Assessment and management of behavioral and psychological symptoms of
dementia. BMJ. 2015, 350: h369.

Prince M, Bryce R, Albanese E, Wimo A, Ribeiro W et al.
The global prevalence of dementia: a systematic review
and metaanalysis. Alzheimers Dement. 2013, 9(1): 6375.
Schulz R, Martire LM. Family caregiving of persons with
dementia: prevalence, health effects, and support strategies. Am J Geriatr Psychiatry. 2004, 12(3): 240-249.

Todman JPF, Law J, MacDougall A. Attitudes of GPs towards older adults psychology services in the Scottish
Highlands. Rural Remote Health. 2011, 11(1): 1496.
Bennett S, Thomas AJ. Cause, consequence, or coincidence? Maturitas. 2014, 79(2): 184-190.
Loue S, Wilson-Delfosse A, Limbach K. Identifying gaps
in the cultural competence/sensitivity components of
an undergraduate medical school curriculum: A needs
assessment. J Immigr Minor Health. 2014.

10. Shrestha LB, Heisler EJ. The changing demographic profile of the United States. Washington, DC: Congressional
Research Service. 2011.

11. United States Census Bureau. An older and more diverse
nation by midcentury. 2009.
12. Carrasquillo O, Orav EJ, Brennan TA. Impact of language
barriers on patient satisfaction in an emergency department. J Gen Intern Med. 1999, 14(2): 82–87.

14
13. Sarver J, Baker DW. Effect of language barriers on follow-up appointments after an emergency department
visit. J Gen Intern Med. 2000, 15(4): 256-264.

14. Mutchler JE, Bacigalupe G, Coppin A. Language barriers surrounding medication use among older Latinos. J
Cross Cult Gerontol. 2007, 22(1): 101-114.

15. Karliner LS, Jacobs EA, Chen AH, Mutha S. Do professional interpreters improve clinical care for patients
with limited English proficiency? A systematic review
of the literature. Health Services Health Serv Res. 2007,
42(2): 727-754.

16. Orel NA. Investigating the needs and concerns of lesbian, gay, bisexual, and transgender older adults: The use
of qualitative and quantitative methodology. J Homosexuality. 2014, 61(1): 53–78.

17. Klitzman RL, Greenberg JD. Patterns of communication
between gay and lesbian patients and their health care
providers. J Homosex. 2002, 42(4): 65-75.

18. Adams WL, McIlvain HE, Lacy NL, Magsi H, Crabtree BF
et al. Primary care for elderly people: why do doctors
find it so hard? Gerontologist. 2002, 42(6): 835-842.
19. Pereles L, Russell ML. Needs for CME in geriatrics. Part
1: Perceptions of patients and community informants.
Can Fam Physician. 1996, 42: 437-445.

20. Lam R, Gallinaro A, Adleman J. Medical problems referred to a care of the elderly physician: insight for future CME. Can Geriatr J. 2013, 16(3): 114-119.

21. Lam R, Lee L, Tazkarji B, Lee J, Freedman A et al. Fiveweekend care of the elderly certificate course: continuing professional development activity for family physicians. Can Fam Physician. 2015, 61(3): e135-141.

22. Zaher E, Ratnapalan S. Practice-based small group
learning programs. Systematic review. Can Fam Physician. 2012, 58(6): 637-642.

23. Warshaw GA, Modawal A, Kues J, Moore I, Margolin G et
al. Community physician education in geriatrics: applying the assessing care of vulnerable elders model with
a multisite primary care group. J Am Geriatr Soc. 2010,
58(9): 1780-1785.
24. Hilty DM, Ferrer D, Parish MB, Johnston B, Callahan EJ
et al. The effectiveness of telemental health: A 2013 review. Tel J e-Health. 2013, 19(6): 444-454.

25. Hilty DM, Green J, Nasatir-Hilty SE, Johnston B, Bourgeois JA et al. Mental healthcare to rural and other underserved primary care settings: benefits of telepsychiatry, integrated care, stepped care and interdisciplinary
team models. J Nursing Care, In Press.
26. Yellowlees PM, Odor A, Iosif A, Parish MB, Nafiz N et al.
Transcultural psychiatry made simple: Asynchronous

Cite this article: : Hilty D M. Managing Geriatric Patients with Depression, Cognitive Change, and Culture/Sexuality Differences: Evidence-Based Assessment, Treatment, Models of Care and Telehealth Innovations. J J Geronto. 2015, 1(2): 011.

Jacobs Publishers
telepsychiatry as an approach to providing culturally
relevant care. Tel e-Health. 2013, 19(4): 1-6.

27. Botsis T, Demiris G, Peterson S, Hartvigsen G. Home
Telecare technologies for the elderly. J. Tel Telecare.
2008, 14(7): 333-337.
28. Sheeran T, Dealy J, Rabinowitz T. Geriatric telemental
health. In Telemental Health, Eds Myers K, Turvey CL.
Elsevier, New York, NY. 2013, 19(6): 444-454.

29. Hilty DM, Marks SL, Wegelin J, Callahan EJ, Nesbitt TS et
al. A randomized controlled trial of disease management
modules, including telepsychiatric care, for depression
in rural primary care. Psychiatry. 2007, 4(2): 58-65.
30. Phillips BC. Healthcare reform and the future of nursing and nurse practitioner. Nurse practitioners business
blog, 2010. At:. Last accessed: August 18, 2015.
31. The 2008 Report to the Secretary: Rural Health and Human Services Issues: Twentieth Anniversary Report. At:
Last accessed: August 18, 2015.

32. Hilty DM, Yellowlees PM, Nesbitt TS. Evolution of telepsychiatry to rural sites: change over time in types of
referral and PCP knowledge, skill, and satisfaction. Gen
Hosp Psychiatry. 2006, 28(5): 367-373.
33. Hilty DM, Nesbitt TS, Kuenneth TA, Cruz GM, Hales RE et
al. Telepsychiatric consultation to primary care: rural
vs. suburban needs, utilization and provider satisfaction. J Rural Health. 2007, 23(2): 163-165.
34. Institute of Medicine. Clinical Practice Guidelines We
Can Trust, 2011.
35. Agency for Healthcare Research and Quality (AHRQ).
Clinical Guidelines and Recommendations, 2015. At:
Last accessed August 18, 2015.

36. Hilty DM, Hales RE, Wise MG, Kunkel EJS. Rational selection of antidepressants in primary care. Primary Psychiatry. 2002, 17(4): 293-301.
37. Lim RF, Hilty DM, Jerant AF. An algorithm for treating
psychotic disorders in primary care. Primary Psychiatry.
2009, 3: 9-20.

38. Hilty DM, Leamon MH, Lim RF, Kelly RH, Hales RE et
al. Diagnosis and treatment of bipolar disorder in the
primary care setting. Primary Psychiatry. 2014, 16(3):
77-85.
39. Hinton L, Franz CE, Reddy G, Flores Y, Kravitz RL et al.
Practice constraints, behavioral problems, and dementia care: Primary care physicians’ perspectives. J Gen Intern Med. 2007, 22(11): 1487-1492.

40. Seritan AL, McCloud MK, Hinton L. Geriatric depression
– Review for primary care. Curr Psychiatry Rev. 2009, 5:
137-142.

15
41. Katon W, Von Korff M, Lin E, Walker E, Simon GE et al.
Collaborative management to achieve treatment guidelines: Impact on depression in primary care. JAMA.
1995, 273(13): 1026-1031.

42. van’t Veer-Tazelaar PJ, van Marwijk HW, van Oppen P,
van Hout HP, van der Horst et al. Stepped-care prevention of anxiety and depression in late life: A randomized
controlled trial. Arch Gen Psychiatry. 2009, 66(3): 297304.
43. Cummings JL. Cholinesterase inhibitors: A new class
of psychotropic compounds. Am J Psychiatry. 2000,
157(1): 4-15.

44. Kales HC, Chen P, Blow FC, Welsh DE, Mellow AM. Rates
of clinical depression diagnosis, functional impairment,
and nursing home placement in coexisting dementia
and depression. Am J Geriatr Psychiatry. 2005, 13(6):
441-449.
45. Yaffe K, Fox P, Newcomer R, Sands L, Lindquist K et al.
Patient and caregiver characteristics and nursing home
placement in patients with dementia. JAMA. 2002,
287(16): 2090-2097.

46. Van Den Wijngaart MA, Vernooij-Dassen MJ, Felling AJ.
The influence of stressors, appraisal and personal conditions on the burden of spousal caregivers of persons
with dementia. Aging Ment Health. 2007, 11(6): 626636.
47. American Geriatrics Society. Five things physicians and
patients should question. In: Choosing wisely. ABIM
Foundation, 2013.

48. Ouslander J, Bartels S, Beck C, Beecham N, Burger S et
al. Consensus statement on improving the quality of
mental health care in US nursing homes: Management
of depression and behavioral symptoms associated with
dementia. J Am Geriatr Soc. 2003, 51(9): 1287-1298.

49. American Psychiatric Association. Five things physicians
and patients should question. In: choosing wisely. ABIM
Foundation, 2013, At: Last accessed: August 18, 2015.

50. American Geriatrics Society, American Association for
Geriatric Psychiatry. Consensus statement on improving
the quality of mental health care in U.S. nursing homes:
management of depression and behavioral symptoms
associated with dementia. J Am Geriatr Soc. 2003, 51(9):
1287-1298.

51. Davis EM, Fingerman KL. Digital dating: Online profile
content of older and younger adults. J Gerontol B Psychol Sci Soc Sci. 2015, Jul 26. pii: gbv042.

52. Flynn TJ, Gow AJ. Examining associations between sexual behaviours and quality of life in older adults. Age Ageing. 2015 Jul 14. pii: afv083.
53. Thomas HN, Hess R, Thurston RC. Correlates of sexual

Cite this article: : Hilty D M. Managing Geriatric Patients with Depression, Cognitive Change, and Culture/Sexuality Differences: Evidence-Based Assessment, Treatment, Models of Care and Telehealth Innovations. J J Geronto. 2015, 1(2): 011.

Jacobs Publishers
activity and satisfaction in midlife and older women.
Ann Fam Med. 2015, 13(4): 336-342.

54. Beck AT, Steer RA, Garbin MG. Psychometric properties
of the Beck Depression Inventory: twenty-five years of
evaluation. Clin Psychol Rev. 1988, 8(1): 77-100.

55. Beck AT, Brown G, Steer RA. Beck Depression Inventory
II Manual. San Antonio, TX, Psychological Corporation.
1996.

56. Yesavage JA, Brink TL, Rose TL, Lum O, Huang V et al.
Development and validation of a geriatric depression
scale: A preliminary report. J Psychiatr Res. 1983, 17(1):
37-49.
57. American Psychiatric Association. Diagnostic and Statistical Manual, Fourth Edition. American Psychiatric Association, Washington, DC. 1994.

58. Kroenke K, Spitzer R, Williams W. The PHQ-9: Validity of
a brief depression severity measure. JGIM. 2001, 16(9):
606-661.

59. Malloy PF, Cummings JL, Coffey CE, Duffy J, Fink M et al.
Cognitive screening instruments in neuropsychiatry: A
report of the Committee on Research of the American
Neuropsychiatric Association. J Neuropsychiatry Clin
Neurosciences. 1997, 9(2): 189-197.
60. Folstein MF, Folstein SE, McHugh PR. “Mini-mental
state”. A practical method for grading the cognitive state
of patients for the clinician.J Psychiatr Res. 1975, 12(3):
189-198.

61. Borson S, Brush M, Gil E. The Clock Drawing Test: utility
for dementia detection in multiethnic elders. J Gerontology. Series A, Biological Sci Med Sciences. 1999, 54(11):
534-540.
62. Arevalo-Rodriguez I, Smailagic N, Roqué I, Figuls M,
Ciapponi A et al. Mini-Mental State Examination (MMSE)
for the detection of Alzheimer’s disease and other dementias in people with mild cognitive impairment
(MCI). Cochrane Database Syst Rev. 2015, 3: CD010783.

63. Nasreddine ZS, Phillips NA, Bédirian V, Charbonneau S,
Whitehead V et al. The Montreal Cognitive Assessment,
MoCA: A brief screening tool for mild cognitive impairment. J Am Geriatr Soc. 2005, 53(4): 695-699.

64. Larner AJ. Screening utility of the Montreal Cognitive Assessment (MoCA): In place of – or as well as – the MMSE?
Int Psychogeriatr. 2012, 24(3): 391-396.

65. Katz IR. Diagnosis and treatment of depression in patients with Alzheimer’s disease and other dementias. J
Clin Psychiatry. 1998, 59(Suppl 9): 38-44.

66. Seritan AL, McCloud MK, Hinton L. Dementias. In: Primary Care Psychiatry. R McCarron, G Xiong, JA Bourgeois Eds. Lippincott Williams & Wilkins, Philadelphia.

16
2009, 187-200.

67. Reisberg B, Borenstein J, Salob SP. Behavioral symptoms
in Alzheimer’s disease: Phenomenology and treatment.
J Clin Psychiatry. 1987, 48(Suppl): 9-15.

68. Cohen-Mansfield J. Conceptualization of agitation: Results based on the Cohen-Mansfield Agitation Inventory
and the Agitation Behavior Mapping Instrument. Int
Psychogeriatr. 1996, 8(Suppl 3): 309-315.
69. Cummings JL, Mega M, Gray K, Rosenberg-Thompson S,
Carusi DA et al. The Neuropsychiatric Inventory: Comprehensive assessment of psychopathology in dementia.
Neurology. 1994, 44(2): 2308-2314.

70. Freeman GK Rai H, Walker JJ, Howie JG, Heaney DJ. NonEnglish speakers consulting with the GP in their own
language: a cross-sectional survey. Br J Gen Pract. 2002,
52(474): 36–38.
71. Po c̈ hhacker F. Language barriers in Vienna hospitals.
Ethn Health. 2000, 5(2): 113-119.

72. Saha S, Komaromy M, Koepsell TD. Patient-physician racial concordance and the perceived quality and use of
health care. Arch Intern Med. 1999, 159(9): 997-1004.

73. Brown S. Language Barriers in Access to Health Care. Ottawa: Health Canada, 2001.
74. Perez-Stable EJ. Language access and Latino health care
disparities. Med Care. 2007, 45(7): 1009-1011.

75. Ton H, Koike A, Hales RE, Johnson JA et al. A qualitative
needs assessment for development of a cultural consultation service. Transcult Psychiatry. 2005, 42(3): 491504.

76. Karliner LS, Jacobs EA, Chen AH, Mutha S. Do professional interpreters improve clinical care for patients
with limited English proficiency? A systematic review
of the literature. Health Services Health Serv Res. 2007,
42(2): 727-754.
77. Brua C. Role-blurring and ethical grey zones associated
with lay interpreters: three case studies. Communication Med. 2008, 5(1): 73-79.

78. Brooks TR. Pitfalls in communication with Hispanic
and African-American patients: do translators help or
harm? J Nat Med Asso. 1992, 84(11): 941-947.

79. Elderkin-Thompson V, Silver RC, Waitzkin H. When nurses double as interpreters: A study of Spanish-speaking
patients in a US primary care setting. Soc Sci Med. 2001,
52(9): 1343–1358.
80. Riddick S. Improving access for limited English-speaking consumers: A review of strategies in health care settings. J Health Care Poor Underserved. 1998, 9(Suppl):
S40-S61.

Cite this article: : Hilty D M. Managing Geriatric Patients with Depression, Cognitive Change, and Culture/Sexuality Differences: Evidence-Based Assessment, Treatment, Models of Care and Telehealth Innovations. J J Geronto. 2015, 1(2): 011.

Jacobs Publishers
81. Spiegel JP. Cultural aspects of transference and countertransference revisited. J Am Acad Psychoanal. 1976,
4(4): 447-467.

82. Glaude-Hosch JA, Smith ML, Heckman TG, Miles TP, Olubajo BA et al. Sexual Behaviors, Healthcare Interactions, and HIV-Related Perceptions Among Adults Age
60 Years and Older: An Investigation by Race/Ethnicity.
Curr HIV Res. 2015, 13(5): 359-368.
83. Stein GL, Bonuck KA. Physician–patient relationships
among the lesbian and gay community. J Gay Lesbian
Med Asso September. 2001, 5(3): 87-93.

17
psychosocial Model for Medical Student Education. Plenary, American Directors of Medical Student Education
in Psychiatry, Keystone, CO, 2014, 2(6): 576–582.

95. Dechamps A, Alban R, Jen J, Decamps A, Traissac T et al.
Individualized Cognition-Action intervention to prevent
behavioral disturbances and functional decline in institutionalized older adults: a randomized pilot trial. Int J
Geriatr Psychiatry. 2010, 25(8): 850-860.

96. Dowling GA, Graf CL, Hubbard EM, Luxenberg JS. Light
treatment for neuropsychiatric behaviors in Alzheimer’s disease. West J Nurs Res. 2007, 29(8): 961-975.

84. Institute of Medicine. The health of lesbian, gay, bisexual, and transgender people: Building a foundation for
better understanding. Washington, DC: National Academies Press, 2011.

97. Kathol RG, Harsch HH, Hall RCW, Shakespeare A, Cowart T et al. Categorization of types of medical/psychiatry units based on level of acuity. Psychosomatics. 1992,
33(4): 376–386.

86. American Psychiatric Association. Diagnostic and Statistical Manual, Third Edition. American Psychiatric Association, Washington, DC, 1980.

99. Davis MH, Everett A, Kathol R, Katon W, Sorel E et al.
American Psychiatric Association ad hoc work group report on the integration of psychiatry and primary care,
2011.

85. American Psychiatric Association. Diagnostic and Statistical Manual. American Psychiatric Association, Washington, DC, 1952.

87. Porter KE and Krinsky L. Do LGBT aging trainings effectuate positive change in mainstream elder service providers? J Homosexuality. 2014, 61(1): 197-216.
88. Slusher MP, Mayer CJ, Dunkle RE. Gays and lesbians
older and wiser (GLOW): A support group for older gay
people. Gerontologist. 1996, 36(1): 118-123.

89. American Association of Medical Colleges, AAMC Sexual
Orientation, Gender Identity, and Sex Development Project, 2015.

90. Hardacker CT, Rubinstein B, Hotton A, Houlberg M. Adding silver to the rainbow: the development of the nurses’
health education about LGBT elders (HEALE) cultural
competency curriculum. J Nurs Manag. 2014, 22(2):
257-266.
91. Jeste DV, Alexopoulos GS, Bartels SJ, Cummings JL, Gallo
JJ et al. Consensus statement on the upcoming crisis in
geriatric mental health: Research agenda for the next 2
decades. Arch Gen Psychiatry. 1999, 56(9): 848-853.
92. Li FJ, Shen L, Ji HF. Dietary intakes of vitamin E, vitamin C, and β-carotene and risk of Alzheimer’s disease: A
meta-analysis. J Alzheimers Dis. 2012, 31(2): 253-258.

93. Lam LC, Chau RC, Wong BM, Fung AW, Tam CW et al. A
1-year randomized controlled trial comparing mind
body exercise (Tai Chi) with stretching and toning exercise on cognitive function in older Chinese adults at risk
of cognitive decline. J Am Med Dir Assoc. 2012, 13(6):
568.e15-20.

94. Hilty DM, Ton H, Lu F. Educational Reform: Engel’s Bio-

98. Hussain M, Seitz D. Integrated models of care for medical inpatients with psychiatric disorders: a systematic
review. Psychosomatics. 2014, 55(4): 315-325.

100.
Druss BG, Zhao L, Von Esenwein S, Morrato EH, Marcus SC et al. Understanding excess mortality in persons
with mental illness: 17-year follow up of a nationally
representative US survey. Med Care. 2011, 49(6): 599604.
101.
Seekles W, van Straten A, Beekman A, van Marwijk
H, Cuijpers P et al. 2011, Stepped care treatment for
depression and anxiety in primary care. A randomized
controlled trial. Trials. 2011, 12: 171.
102.
Bower P, Gilbody S. Stepped care in psychological
therapies: access, effectiveness and efficiency. Narrative
literature review. Br J of Psychiatry. 2005, 186: 11-17.

103.
Van Straten A, Tiemens B, Hakkaart L, Nolen WA,
Donker MCH et al. Stepped care vs. matched care for
mood and anxiety disorders: A randomized trial in routine practice. Acta Psychiatr Scand. 2006, 113(6): 468476.
104.
NICE Clinical Guidelines 90 and 91 Depression:
Treatment and management of depression in adults, including adults with a chronic physical health problem,
2009.
105.
Haaga DA. Introduction to the special section on
stepped care models in psychotherapy. J Consult Clin
Psychol. 2000, 68(4): 547-548.

106.
van’t Veer-Tazelaar PJ, van Marwijk HWJ, van Oppen
P, van der Horst HE, Smit F et al. Prevention of late-life
anxiety and depression has sustained effects over 24
months: A pragmatic randomized trial. Am J Geriat Psy-

Cite this article: : Hilty D M. Managing Geriatric Patients with Depression, Cognitive Change, and Culture/Sexuality Differences: Evidence-Based Assessment, Treatment, Models of Care and Telehealth Innovations. J J Geronto. 2015, 1(2): 011.

Jacobs Publishers
chiatry. 2011, 19(3): 230-239.

107.
Dobbins ML, Roberts N, Vicari SK, Seal D, Bogdanich
R et al. The consulting conference: A new model of collaboration for child psychiatry and primary care. Academic Psychiatry. 2011, 35(4): 260-262.

108.
Linde K, Sigterman K, Kriston L, Jamil S, Schumann
I et al. Effectiveness of psychological treatments for depressive disorders in primary care: systematic review
and meta-analysis. Ann Fam Med. 2015, 13(1): 56-68.

109.
Hilty DM, Yellowlees PM, Parish MB, Chan S. Telepsychiatry: Effective, evidence-based and at a tipping
point in healthcare delivery. Psych Clin N Amer, In Press.

110.
Hilty DM, Ingraham RL, Yang RP, Anders TF. Multispecialty phone and email consultation to primary care
providers for patients with developmental disabilities in
rural California. J Telemed E-Health. 2004, 10(4): 413421.

111.
Neufeld JD, Bourgeois JA, Hilty DM, Cobb H, Bourgeois JA et al. The e-Mental Health Consult Service: providing enhanced primary care mental health services
through telemedicine. Psychosomatics. 2007, 48(2):
135-141.
112.
Yellowlees PM, Hilty DM, Marks SL, Neufeld J, Bourgeois JA et al. A retrospective analysis of child and adolescent e-mental health. J Amer Acad Child Adol Psychiat. 2008, 47(1): 1-5.

113.
Odor A, Yellowlees PM, Hilty DM, Parish MB, Nafiz
N et al. PsychVACS: A system for asynchronous telepsychiatry. J Tel e-Health. 2011, 17(4): 299-303.

114.
Myers KM, Vander Stoep A, Zhou C. Effectiveness of a
telehealth service delivery model for treating attentiondeficit hyperactivity disorder: results of a communitybased randomized controlled trial. J Amer Asso Child
Adol Psych. 2015, 54(4): 263-274.
115.
Fortney JC, Pyne JM, Mouden SP. Practice-based versus telemedicine-based collaborative care for depression in rural federally qualified health centers: A pragmatic randomized comparative effectiveness trial. Amer
J Psychiatry. 2013, 170(4): 414-425.

116.
Fortney JC, Pyne JM, Mouden SP, Mittal D, Hudson TJ
et al. Practice-based versus telemedicine-based collaborative care for depression in rural federally qualified
health centers: A pragmatic randomized comparative effectiveness trial. Amer J Psychiatry. 2013, 170(4): 1-12.

117.
Richardson LK, Frueh BC, Grubaugh AL, Egede L,
Elhai JD et al. Current directions in videoconferencing
tele-mental health research. Clin Psychol. 2009, 16(3):
323-328.
118.
Mucic D, Hilty DM, Yellowlees PM. Telemental
health for cross cultural populations world wide. In Mu-

18
cic D, Hilty DM, eds. Key Issues in e-Mental Health. Basel,
Switzerland: Karger Publishing, In Press.

119.
Yellowlees P.M., D.M. Hilty, Mucic D. Global/ World
wide telehealth: International perspectives of telepsychiatry and the future. In Mucic D, Hilty DM, eds. Key
Issues in e-Mental Health. Basel, Switzerland: Karger
Publishing, In Press.

120.
The Little Prince Psychiatric Centre in Copenhagen
in Denmark. 2004.

121.
Mucic D. Transcultural telepsychiatry and its impact
on patient satisfaction. J Tel Telecare. 2010, 16(5): 237242.

122.
Phoenix C, Orr N. Pleasure: a forgotten dimension
of physical activity in older age. Soc Sci Med. 2014, 115:
94-102.
123.
Rabinowitz T, Murphy KM, Amour JL. Benefits of a
telepsychiatry consultation service for rural nursing
home residents. Tel e-Health. 2010, 16(1): 34-40.

124.
Sheeran T, Rabinowitz T, Lotterman J et al. Feasibility and impact of telemonitor-based depression care
management for geriatric homecare patients. Tel J eHealth. 2011, 17(8): 620-626.

125.
Vahia IV, Ng B, Camacho A, Cardenas V, Cherner M
et al. Telepsychiatry for Neurocognitive Testing in Older Rural Latino Adults. Am J Geriatr Psychiatry. 2015,
23(7): 666-670.
126.
Ament BH, Wolfs CA, Kempen GI, Ambergen T, Verhey FR et al. The benefit of a geriatric nurse practitioner
in a multidisciplinary diagnostic service for people with
cognitive disorders. BMC Res Notes. 2015, 8: 217.
127.
Choi NG, Marti CN, Bruce ML, Hegel MT, Wilson NL
et al. Six-month post-intervention depression and disability outcomes of in-home telehealth problem-solving
therapy for depressed, low-income homebound older
adults. Depress Anxiety. 2014, 31(8): 653-661.

128.
Gellis ZD, Kenaley BL, Ten Have T. Integrated telehealth care for chronic illness and depression in geriatric home care patients: the Integrated Telehealth Education and Activation of Mood (I-TEAM) study. J Am Geriatr
Soc. 2014, 62(5): 889-895.
129.
Internet World Stats. Internet users in the worldDistribution by world regions. 2011.
130.
Internet World Stats. United States of America: Internet usage and broadband usage report. 2011.

131.
Lind L, Karlsson D. Telehealth for “the digital illiterate” – elderly heart failure patients’ experiences. Stud
Health Technol Inform. 2014, 205: 353-357.
132.

Williams K, Pennathur P, Bossen A, Gloeckner A.

Cite this article: : Hilty D M. Managing Geriatric Patients with Depression, Cognitive Change, and Culture/Sexuality Differences: Evidence-Based Assessment, Treatment, Models of Care and Telehealth Innovations. J J Geronto. 2015, 1(2): 011.

Jacobs Publishers
Adapting telemonitoring technology use for older adults:
A pilot study. Res Gerontol Nurs. 2015, 2: 1-7.

133.
Pedone C, Rossi FF, Cecere A, Costanzo L, Antonelli
Incalzi R et al. Efficacy of a physician-led multiparametric telemonitoring system in very old adults with heart
failure. J Am Geriatr Soc. 2015, 63(6): 1175-1180.

19
chiatry. 2003, 11(1): 46-52.

146.
Unutzer J, Katon W, Callahan CM, Williams JW Jr,
Hunkeler E et al. Collaborative care management of latelife depression in the primary care setting. JAMA. 2002,
288(22): 2836-2845.

134.
Grant LA, Rockwood T, Stennes L. Testing telehealth
using technology-enhanced nurse monitoring. J Gerontol Nurs. 2014, 40(10): 15-23.

147.
Arean P, Hegel M, Vannoy S, Fan MY, Unutzer J. Effectiveness of problem-solving therapy for older, primary
care patients with depression: results from the IMPACT
project. Gerontologist. 2008, 48(3): 311-323.

136.
Blusi M, Dalin R, Jong M. The benefits of e-health
support for older family caregivers in rural areas. J
Telemed Telecare. 2014, 20(2): 63-69.

149.
Hunkeler E, Katon W, Tang L, Williams JW Jr, Kroenke K et al. Long term outcomes from the IMPACT randomised trial for depressed elderly patients in primary
care. BMJ. 2006, 332(7536): 259-263.

135.
Hu C, Kung S, Rummans TA, Clark MM, Lapid MI.
Reducing caregiver stress with internet-based interventions: a systematic review of open-label and randomized
controlled trials. J Am Med Inform Assoc. 2015, 22(e1):
e194-209.

137.
Chi NC, Demiris G. A systematic review of telehealth
tools and interventions to support family caregivers. J
Telemed Telecare. 2015, 21(1): 37-44.
138.
Gum AM, Arean PA, Hunkeler E, Tang L, Katon W et
al. Depression treatment preferences in older primary
care patients. Gerontologist. 2006, 46(1): 14-22.
139.
Unutzer J. Late-life depression. N Engl J Med. 2007,
357: 2269-2276.
140.
Karel M, Hinrichsen G. Treatment of depression in
late life: psychotherapeutic interventions. Clin Psychol
Rev. 2000, 20(6): 707-729.

148.
Callahan CM, Kroenke K, Counsell SR, Hendrie HC,
Perkins AJ et al. Treatment of depression improves physical functioning in older adults. J Am Geriatr Soc. 2005,
53(3): 367-373.

150.
Bandelow B, Reitt M, Röver C, Michaelis S, Görlich
Y et al. Efficacy of treatments for anxiety disorders: A
meta-analysis. Int Clin Psychopharmacol. 2015, 30: 183192.
151.
Markowitz JC, Meehan KB, Petkova E, Zhao Y, Van
Meter PE et al. Treatment preferences of psychotherapy
patients with chronic PTSD. J Clin Psychiatry. 2015.

152.
Jeffreys MD, Reinfeld C, Nair PV, Garcia HA, MataGalan E et al. Evaluating treatment of posttraumatic
stress disorder with cognitive processing therapy and
prolonged exposure therapy in a VHA specialty clinic. J
Anx Disord. 2014, 28(1): 108-114.

141.
Mackin S, Arean P. Evidence-based psychotherapeutic interventions for geriatric depression. Psychiatr Clin
N Am. 2005, 28(4): 805-820.

153.
Kabat-Zinn J, Lipworth L, Burney R. The clinical
use of mindfulness meditation for the self-regulation of
chronic pain. J Behav Med. 1985, 8(2): 163-190.

143.
Reynolds CF 3rd, Dew MA, Martire LM, Miller MD,
Cyranowski JM et al. Treating depression to remission in
older adults: a controlled evaluation of combined escitalopram with interpersonal psychotherapy versus escitalopram with depression care management. Int J Geriatr
Psychiatry. 2010, 25(11): 1134-1141.

155.
Gallegos AM, Hoerger M, Talbot NL, Moynihan JA,
Duberstein PR et al. Emotional benefits of mindfulnessbased stress reduction in older adults: the moderating
roles of age and depressive symptom severity. Aging
Ment Health. 2013, 17(7): 823-829.

142.
Miller MD. Using interpersonal therapy (IPT) with
older adults today and tomorrow: a review of the literature and new developments. Curr Psychiatry Rep. 2008,
10(1): 16-22.

144.
Reynolds CF 3rd, Frank E, Perel JM, Imber SD, Cornes
C et al. Nortriptyline and interpersonal psychotherapy as
maintenance therapies for recurrent major depression:
a randomized controlled trial in patients older than 59
years. JAMA. 1999, 281(1): 39-45.

145.
Alexopoulos GS, Raue P, Arean P. Problem-solving
therapy versus supportive therapy in geriatric major depression with executive dysfunction. Am J Geriatr Psy-

154.
Lenze EJ, Hickman S, Hershey T, Wendleton L, Ly
K et al. Mindfulness-based stress reduction for older
adults with worry symptoms and co-occurring cognitive
dysfunction. Int J Geriatr Psychiatry. 2014, 29(10): 9911000.

156.
Moynihan JA, Chapman BP, Klorman R, Krasner MS,
Duberstein PR et al. Mindfulness-based stress reduction
for older adults: effects on executive function, frontal alpha asymmetry and immune function. Neuropsychobiology. 2013, 68(1): 34-43.

157.
Zhang JX, Liu XH, Xie XH, Zhao D, Shan MS et al.
Mindfulness-based stress reduction for chronic insom-

Cite this article: : Hilty D M. Managing Geriatric Patients with Depression, Cognitive Change, and Culture/Sexuality Differences: Evidence-Based Assessment, Treatment, Models of Care and Telehealth Innovations. J J Geronto. 2015, 1(2): 011.

Jacobs Publishers

20

nia in adults older than 75 years: A randomized, controlled, single-blind clinical trial. Explore (NY). 2015,
11(3): 180-185.

170.
O’Neil ME, Freeman M, Portland V, Telerant R, Addleman, A, et al. A systematic evidence review of nonpharmacological interventions for behavioral symptoms
of dementia. Department of Veterans Affairs, 2011.

159.
Kenkel L, Seritan AL. Psychotherapy. In: Borderline Personality Disorder in Older Adults: Emphasis on
Care in Institutional Settings. A Hategan, JA Bourgeois, G
Xiong Eds. Nova Science Publishers, Inc. Hauppauge, NY,
pp89-98, 2015.

172.
Chung J, Lai C, Chung P, French H. Snoezelen for dementia. Cochrane Database Syst Rev. 2002, 4: CD003152.

158.
Palta P, Page G, Piferi RL, Gill JM, Hayat MJ et al. Evaluation of a mindfulness-based intervention program to
decrease blood pressure in low-income African-American older adults. J Urban Health. 2012, 89(2): 308-317.

160.
Lynch TR, Trost WT, Salsman N, Linehan MM. Dialectical behavior therapy for borderline personality disorder. Annu Rev Clin Psychol. 2007, 3: 181-205.

161.
Blum N, Pfohl B, St. John D, Monahan P, Black DW et
al. STEPPS: A cognitive-behavioral systems-based group
treatment for outpatients with borderline personality disorder – a preliminary report. Compr Psychiatry.
2002, 43(4): 301-310.

162.
Blum N, St. John D, Pfohl B, Stuart S, McCormick B
et al. Systems training for emotional predictability and
problem solving (STEPPS) for outpatients with borderline personality disorder: a randomized controlled trial
and 1-year follow-up. Am J Psychiatry. 2008, 165(4):
468-478.

163.
Kernberg OF, Yeomans FE, Clarkin JF, Levy KN.
Transference focused therapy: overview and update. Int
J Psychoanal. 2008, 89(3): 601-620.
164.
Chochinov HM, Kristjanson LJ, Breitbart W, McClement S, Hack TF et al. Effect of dignity therapy on
distress and end-of-life experience in terminally ill patients: A randomised controlled trial. Lancet Oncol.
2011, 12(8): 753-762.

165.
Yalom ID, Lieberman MA. Bereavement and heightened existential awareness. Psychiatry. 1991, 54(4):
334-345.
166.
Butler RN. Successful aging and the role of life review. J Am Geriatr Soc. 1974, 22(12): 529-535.

167.
Aupperle P. Management of aggression, agitation,
and psychosis in dementia: focus on atypical antipsychotics. Am J Alzheimers Dis Other Demen. 2006, 21(2):
101-108.

168.
American Psychiatric Association Practice Guideline
For The Treatment of Patients With Alzheimer’s Disease
and Other Dementias. 2007.
169.
American Psychiatric Association. New Development Process for Practice Guidelines of the American
Psychiatric Association, 2011.

171.
Burns A, Perry E, Holmes C, Francis P, Morris J et al.
A doubleblind placebo-controlled randomized trial of
Melissa officinalis oil and donepezil for the treatment of
agitation in Alzheimer’s disease. Dement Geriatr Cogn
Disord. 2011, 31(2): 158-164.
173.
Clare L, Woods R, Moniz Cook E, Orrell M, Spector A
et al. Cognitive rehabilitation and cognitive training for
early-stage Alzheimer’s disease and vascular dementia.
Cochrane Database Syst Rev. 2003, 4: CD003260.

174.
Forbes D, Morgan D, Bangma J, Peacock S, Adamson
J et al. Light therapy for managing sleep, behaviour, and
mood disturbances in dementia. Cochrane Database
Syst Rev. 2009, 4: CD003946.
175.
Thorgrimsen L, Spector A, Wiles A, Orrell M. Aromatherapy for dementia. Cochrane Database Syst Rev.
2003, 3: CD003150.

176.
Vink A, Birks J, Bruinsma M, Scholten R. Music therapy for people wit dementia. Cochrane Database Syst Rev.
2004, 3: CD00477
177.
Iosif AM, Sciolla AF, Brahmbhatt K, Seritan AL. Caregiver burden in fragile X families. Curr Psychiatry Rev.
2013, 9(1): 85-91.

178.
Gane LW, Iosif AM, Flynn-Wilson L, Venturino M,
Hagerman R et al. Assessment of patient and caregiver
needs in fragile X-associated tremor/ataxia syndrome
(FXTAS) by utilizing Q-sort methodology. Aging Ment
Health. 2010, 14(8): 1000-1007.

179.
Kurz A, Wagenpfeil S, Hallauer J, Schneider-Schelte
H, Jansen S et al. AENEAS Study. Evaluation of a brief
educational program for dementia carers: The AENEAS
study. Int J Geriatr Psychiatry. 2010, 25(8): 861-869.
180.
Gallagher-Thompson D, Wang PC, Liu W, Cheung V,
Peng R et al. Effectiveness of a psychoeducational skill
training DVD program to reduce stress in Chinese American dementia caregivers: Results of a preliminary study.
Aging Ment Health. 2010, 14(3): 263-273.

181.
Corbett A, Stevens J, Aarsland D, Day S, Moniz-Cook
E et al. Systematic review of services providing information and/or advice to people with dementia and/or
their caregivers. Int J Geriatr Psychiatry. 2012, 27(6):
628-636.
182.
Vernooij-Dassen M, Draskovic I, McCleery J, Downs
M. Cognitive reframing for carers of people with demen-

Cite this article: : Hilty D M. Managing Geriatric Patients with Depression, Cognitive Change, and Culture/Sexuality Differences: Evidence-Based Assessment, Treatment, Models of Care and Telehealth Innovations. J J Geronto. 2015, 1(2): 011.

Jacobs Publishers
tia. Cochrane Database Syst Rev. 2011, 11: CD005318.

183.
Zarit S. Empirically supported treatment for family
caregivers. In: Aging Families and Caregiving. Qualls SH,
Zarit SH, Eds. Hoboken: John Wiley & Sons, Inc., pp131153, 2009.
184.
Mittelman MS, Roth DL, Clay OJ, Haley WE. Preserving health of Alzheimer caregivers: impact of a spouse
caregiver intervention. Am J Geriatr Psychiatry. 2007,
15(9): 780-789.
185.
Thomas SJ, Grossberg GT. Memantine: A review of
studies into its safety and efficacy in treating Alzheimer’s disease and other dementias. Clin Interv Aging.
2009, 4: 367-377.

186.
McShane R, Areosa Sastre A, Minakaran N. Memantine for dementia. Cochrane Database Syst Rev. 2006,
19(2): CD003154.
187.
Mobius HJ, Stoffler A. Memantine in vascular dementia. Int Psychogeriatr. 2003, 15(suppl 1): 207-213.

188.
Aarsland D, Ballard C, Rongve A, Broadstock M,
Svenningsson P et al. Clinical trials of dementia with
Lewy bodies and Parkinson’s disease dementia. Curr
Neurol Neurosci Rep. 2012, 12(5): 492-501.

189.
Boxer AL, Knopman DS, Kaufer DI, Grossman M,
Onyike C et al. Memantine in patients with frontotemporal lobar degeneration: A multicentre, randomised,
double-blind, placebo-controlled trial. Lancet Neurol.
2013, 12(2): 149-156.

21
190.
Seritan AL, Nguyen DV, Mu Y, Tassone F, Bourgeois
JA et al. Memantine for fragile X-associated tremor/
ataxia syndrome (FXTAS): A randomized, double-blind,
placebo-controlled trial. J Clin Psychiatry. 2014, 75(3):
264-271.

191.
Renshaw DC. Geriatric sex problems. J Geriatr Psychiatry. 1984, 17(2): 123-148.

192.
Schatzberg AF, Nemeroff CB (Eds): The American
Psychiatric Press Textbook of Psychopharmacology, 4th
ed. Washington, DC: American Psychiatric Press, Inc;
2009.
193.
Kavoussi RJ, Segraves RT, Hughes AR, et al. Doubleblind comparison of bupropion sustained release and
sertraline in depressed outpatients. J Clin Psychiatry.
1997, 58(12): 532-537.

194.
Coleman CC, Cunningham LA, Foster VJ et al. Sexual
dysfunction associated with the treatment of depression: a placebo-controlled comparison of bupropion
sustained release and sertraline treatment. Ann Clin
Psychiatry. 1999, 11(4): 205-215.

195.
Croft H, Settle E, Houser T et al. A placebo-controlled
comparison of the antidepressant efficacy and effects on
sexual functioning of sustained-release bupropion and
sertraline. Clin Ther. 1999, 21(4): 643-658.

196.
Segraves RT, Kavoussi R, Hughes AR et al. Evaluation of sexual functioning in depressed outpatients: a
double-blind comparison of sustained-release bupropion and sertraline treatment. J Clin Psychopharm. 2000,
20(2): 122-128.

Cite this article: : Hilty D M. Managing Geriatric Patients with Depression, Cognitive Change, and Culture/Sexuality Differences: Evidence-Based Assessment, Treatment, Models of Care and Telehealth Innovations. J J Geronto. 2015, 1(2): 011.

