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Introduction 
 

This document is intended to serve as a guide for a comprehensive Geriatric Psychiatry Assessment and 

will cover the major illness/syndromes that are frequently seen in this population.  The package includes 

a section on referrals with examples of both community and Long Term Care referral forms, and the 

Comprehensive Geriatric Assessment form and relevant medical history. The material was developed by 

a small working group of the Nova Scotia Seniors Mental Health (SMH) Network. 

The SMH Network is a provincial network of clinicians involved in the care of seniors in this province.  

The group offers one another the ability to access and collaborate with clinicians with a variety of 

expertise.  Our mandate is for NS Seniors to have equitable access to appropriate mental health services 

and standards of care, regardless of where seniors live.  A standardized approach to a comprehensive 

assessment is an important step toward quality assurance in the mental health care of seniors in order to 

treat common disorders, promote wellness and maximize their quality of life. 

Seniors presenting for psychiatric assessment often have multiple medical and psycho-social problems, 

and benefit from an interdisciplinary, comprehensive assessment in order to clearly identify the 

problems and develop treatment plans. A variety of assessment tools can be completed by different 

clinicians. This comprehensive package includes the standard tools clinicians can use to assist them in the 

assessment and formulation. 

CONTINUUM OF MENTAL / COGNITIVE CARE OF SENIORS 

For appropriate coordination of care human resources along the full continuum of care from primary, to 

secondary and tertiary services are needed. This is a model used throughout the medical system and is 

particularly important for seniors care when issues are complex, diseases are multiple, and vulnerability 

can be high. A modern healthcare system should support the following basic standards: 

PRIMARY CARE (LONG TERM CARE AND COMMUNITY) MENTAL/ COGNITIVE HEALTH 

In long term care, the model of Care by Design has greatly improved capacity for primary mental and 

cognitive health care for seniors.  Whether in the community or in LTC a family physician is the first line 

of contact for many seniors on common issues such as: depression, anxiety disorders, addictions, 

adjustment disorders, and dementia along with common behavioral and psychological symptoms of 

dementia. Basic standards for primary care are: the ability to assess and treat mild and moderate 

disorders, identify more serious disorders that require additional services, perform competency 

assessments, counsel patients and families in relevant healthcare planning, and to provide mental health 

promotion and early detection of new problems.  
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SECONDARY CARE (COMMUNITY MENTAL HEALTH TEAMS) 

In secondary community teams throughout NS, mental health care of seniors is essential given the 

population size, expected growth in coming decades, need to support primary care and need to build 

capacity in the system.  A basic human resource standard includes a psychiatrist and mental health nurse 

and/or other mental health clinician(s) working collaboratively, with access to a Geriatrician or 

Healthcare of the Elderly family physician for complex medical/medication issues.  A standard of 

secondary service delivery for seniors is the inclusion of a mobile, outreach component into seniors’ 

homes and nursing homes, as well as outpatient and inpatient care.  Secondary services assess and treat 

moderate to severe or treatment-resistant disorders beyond primary care capacity, and provide 

education and support to build primary care capacity. This is particularly relevant in the long term care 

setting, where the prevalence of mental illness can be as high as 80%, and those with chronic and 

persistent mental illnesses need ongoing psychiatric services. Secondary services also have access to 

tertiary care when needed. 

TERTIARY GERIATRIC PSYCHIATRY  

Criteria for referral to the only tertiary Seniors Mental Health service in the province is: over 65 years, 

new onset disorders not successfully managed by secondary care (i.e. have failed more than 2 trials of 

medications) chronic mental illnesses complicated by medical problems/cognitive impairment, or 

complex dementias with prominent psychiatric symptoms not adequately managed by secondary level 

services. (Please see our referral criteria) ** 

A major role of the tertiary resource is to provide education and training across all health disciplines in 

the area of geriatric psychiatry to prepare the next generation of service providers. In addition, there is a 

need for ongoing capacity-building among existing providers, from frontline care providers in LTC, in 

primary and secondary care and the community, and a need to build Tele-health capacity to reach all 

corners of the province.  The tertiary expertise is particularly needed around some of the most 

challenging cases of behavioral and psychological symptoms of dementia in the province.  Education and 

leadership is offered both formally (conferences, CME accredited Tele-education, lectures) and 

informally (case-based discussion, clinical café, telephone support) and conducted primarily through the 

Nova Scotia SMH Network.  
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Geriatric Psychiatry / Seniors Mental Health Program 

 
Referral Criteria: 

 
 
The Seniors Mental Health Team, “SMH”, is a subspecialty team and a multidisciplinary 
specialty service for the Central Zone of the Nova Scotia Health Authority. We are a 
tertiary care service for the district and the province of Nova Scotia.   
 
We provide consultation for individuals: 
 

 Over the age of 65 with a new onset of psychiatric symptoms including anxiety, 
depression, memory loss, psychosis, etc. 

 

 Who have dementia with prominent psychiatric features (at any age) 
 
The SMH Team will see patients in a variety of settings, including outpatient clinics, specific 
inpatient units, patient’s homes, or in other places of residence, including nursing homes within 
the Central Zone. 
 
The SMH Team will consider, on a case-by-case basis, consultations for seniors with a prior 
history of complex psychiatric illness when the illness is now complicated by multiple medical 
problems, complex issues in dementia, multiple medications or frailty. Adult general psychiatric 
services will also often need to be involved in those cases. 
 
Please Note: 
  

 For patients with dementia or medical illness without the above complications, 
referrals should be directed to Geriatric Medicine’s Memory Disorders Clinic or 
Ambulatory Care Clinic, located in the Camp Hill Veteran’s Memorial Building. 

 

 The Seniors Mental Health Team is a subspecialty team rather than a general adult 
mental health service.  Referrals for patients with chronic mental illness who have 
now reached 65 should be directed to General Adult Mental Health Outpatient 
Services, provided in several locations throughout the Zone. 

 
If you have questions or would like to discuss the appropriateness of a referral please do not 
hesitate to contact us. 
 
Our contact numbers are:  
 
NSH Site:   Phone: 902-464-6054 
                  Fax: 902-464-3002  
 
QEII Site:   Phone: 902-473-7799 
                  Fax: 902-473-5713 
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Specific Diagnoses: Common Issues, Helpful Tips & Tools  
 
 

a. Depression 
 
Prevalence:  3% of general elderly community population has depression; 11-13% of elderly in medical 

settings; 15-25% of seniors in LTC; any medical illness doubles the risk for depression (Luber 2000) 

Assessment: Requires careful assessment including a comprehensive biopsychosocial assessment, and an 

interview that includes a review of symptoms (SIG E CAPS). Collateral is always required, to clarify the 

extent of functional change, and inquire about safety concerns. It is important to screen for memory and 

executive functions (MoCA or MMSE, and Clock drawing, at a minimum). 

Diagnostic Criteria: To make a diagnosis of Major Depressive Disorder, a senior should have symptoms 

that include low mood or loss of interest and at least 4 other symptoms and lasts at least 2 weeks, and 

interfere with daily function:    

S - Changes in sleep 
I - Changes in interest/ motivation 
G - Guilt 
E - Changes in energy 
C - Changes in concentration 
A - Changes in Appetite 
P - Psychomotor changes 
S - Suicidal thoughts or plans 

 
Differences in Late Life - seniors tend to present with more: 

 Anxiety: Seniors can report more anxiety than sadness, referred to as “atypical depression”) 
 Somatic concerns/vegetative symptoms: Spending more time in bed, increased pain or other 

physical complaints 
 Social withdrawal 
 Psychosis: Specially ask about the presence of delusions of poverty, somatic, persecution 
 Cognitive impairment during the depression: Often resolves with treatment for the depression, 

but a risk factor for dementia onset within 3 years ( should be monitored) 
 Irritability or agitation 
 Decreased life satisfaction 
 Less likely to report suicidal ideation (so need to ask) 
 Co-morbid medical conditions and frailty (and less physical reserve ) 

 

HELPFUL TIPS: 

Special presentations of depression in late life include: 

I. Agitated Depression A severe form of “atypical” depression, in which the level of anxiety is 

extremely high, includes significant physical agitation, and can require urgent/aggressive 

treatment (such as ECT). 
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II. Psychotic Depression As above, much more common in seniors, often associated with delirium 

and usually requires ECT for more rapid treatment (i.e. if antidepressant + antipsychotic not 

working quickly enough). 

III. Depression Executive Dysfunction Syndrome (DED Syndrome) Depression which presents like 

an early dementia with prominent executive dysfunction, often with WMH on CT or vascular 

risks, apathy is common and treatment often requires the use of a stimulant (Modafanil, 

Wellbutrin or Methylphenidate –Ritalin, or ECT or Lithium augmentation). 

Useful Assessment Tools: 
  

1. Geriatric Depression Scale (GDS): Score of 5/15 is considered a sign of clinical depression 
2. Cornell Depression in Dementia Scale: Score of 10+ indicate a probable major depressive 

episode, score 18+ indicate a definite major depressive episode.  
 

NOTE: For details on a clinician’s guide to assessment and treatment of late life depression, and a 

patient/family handbook, please see the CCSMH National Guidelines at: 

http://www.ccsmh.ca/en/natlGuidelines/initiative.cfm 

 

 

http://www.ccsmh.ca/en/natlGuidelines/initiative.cfm
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b. Anxiety 
 
Prevalence:  In community dwelling elders, prevalence is highest for Generalized Anxiety Disorder 7.3% > 
Phobias 3.1% > Panic Disorder 1.0% > Obsessive Compulsive Disorder 0.6%; Rates higher in institutions, 
medically ill and hospitalized patients. 
Assessment: Requires careful assessment including a comprehensive biopsychosocial assessment, and an 

interview that includes a review of symptoms (screening for all 6 subtypes of anxiety since they can be 

co-morbid) a screening for depression, and for relevant medical problems. Collateral is always required, 

to clarify the extent of functional change, and inquire about safety concerns. 

Diagnostic Criteria:  Six different anxiety disorders that share features of excessive anxiety (out of 

keeping with circumstances), with behavioral disturbances that impact on functioning. These disorders 

include (in order of prevalence): Generalized Anxiety Disorder, Specific Phobias, Social Anxiety Disorder, 

Panic Disorder, OCD and PTSD. See DSM V for full diagnostic criteria. 

Differences in Late Life- seniors tend to present with more:  
 

 Anxiety in the context of depression 
 Generalized anxiety than younger patients 
 Somatic symptoms  
 Co-morbid medical conditions (CHF, Arrhythmias, Asthma, COPD) 
 Fewer panic symptoms (patient might not meet full criteria)  

 
HELPFUL TIPS: 

Special presentations of anxiety in late life include: 

I. Agitated Depression A severe form of “atypical” depression, in which the level of anxiety is 

extremely high, with significant physical agitation 

II. New Onset Generalized Anxiety In older adults new onset of anxiety symptoms is usually 

indicative of a depression (depression until otherwise proven) and treated accordingly. 

III. New Onset Panic or OCD New onset often linked with an underlying medical condition 

exacerbating anxiety symptoms (Asthma, COPD, arrhythmia), or a neurological disorder 

Clinical Symptoms of Anxiety: 

Emotional 
Keyed up 
Fearful 
On edge 
Irritable 
Worried 
Terrified 
Nervous 

Cognitive 
Intrusive thoughts 
Apprehension 
Danger 
Contamination 
Going crazy/Dying 
Irrational fears 
Repetitive themes 
Embarrassment 
Humiliation 
Catastrophizing 

Behavioral 
Hyper-vigilant 
Jumpy 
Tremors 
Pacing 
Avoidance behavior 
Repetitive behaviors 
 

Somatic 
Perspiration 
Heart palpitations 
Fainting 
Dyspnea 
Nausea 
Tingling 
Muscular tension 
Shakiness 
Flushing 
Gastrointestinal disturbances 
Dizziness 
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Useful Assessment Tools: 
 

1. Beck Anxiety Scale: Score over 36 is cut off for clinically significant anxiety 
2. Hamilton Anxiety Scale: Score of 17+is mild severity, 18-24 is mild-moderate severity, 

25-39 is moderate to severe. 
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c. Psychosis 
 
Prevalence: Up to 23% of older adults will experience psychotic symptoms; Psychotic symptoms appear 

in 40% of dementia cases: DLB 78%; Vasc 54%; AD 36% 

Assessment: New onset of psychotic symptoms needs to be carefully assessed and include a full medical 

work up to rule out underlying medical cause or delirium. When assessing for psychosis, inquire about 

both delusions (fixed false beliefs out of keeping with the patients’ cultural context of beliefs) and 

hallucinations (sensory misperceptions in any of the five senses). Collateral is always needed since insight 

is often lacking, to clarify symptoms and safety concerns. 

Diagnostic Criteria: Psychotic illnesses are heterogeneous and encompass disorders including: Delusional 

Disorder, Schizophrenia, Late Onset Schizophrenia, Schizoaffective Disorder and Major Depressive 

Disorder with psychotic features.  Each has specific diagnostic criteria (see DSMV); all include delusions 

and/or hallucinations. 

Psychosis Subtypes with examples: 

Delusions                                      Hallucinations 
Paranoid                                      Hearing-> “auditory” 
Grandiose                                    Seeing-> “visual” 
Somatic                                        Feeling-> “tactile” 
Infidelity                                      Tasting-> “gustatory” 
Abandonment                             Smelling-> “olfactory” 
 

Differences in Late Life-Seniors with psychosis tend to present with more: 
 Delirium: A common cause for new onset psychosis, especially hallucinations 
 Other Medical Conditions: Psychotic symptoms can occur as a part of a number of illnesses 

including Parkinson’s Disease and Stroke 
 Cognitive Disorders: New psychosis can be in context of dementias (LBD, Vascular or AD) 
 Co-morbid Depression: Psychosis in depression is more common in seniors than in younger 

patients (somatic, persecutory or poverty delusions) 
 
HELPFUL TIPS: 

Special presentations of psychosis in late life include: 
 

I. Delusions in psychotic illnesses (i.e. schizophrenia, bipolar d/o, depression) - Tend to be bizarre 
in schizophrenia (paranoid, religious),  grandiose in mania and somatic, persecutory or poverty in 
depression 
 

II. Delusions that are more typical of dementia Fragmentary and non-bizarre such as missing items 
are stolen or moved (forgetting where they put them); People are entering the home; My house 
is not my home; People are plotting against me; Misidentifications (wife is a different person). 
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III. Late onset isolated visual or auditory hallucinations correct perceptual impairments (loss of 
hearing or vision are risk factors), Consider Charles-Bonnet Syndrome (in context of impaired 
vision) or strategic stroke or vascular risks as etiology. 

 

Useful Assessment Tools: 
 
1. Brief Psychiatric Rating Scale 
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d. Dementia 
 
Prevalence: Overall prevalence estimates for dementia are approximately 1-2% at age 65 and as high as 
30% by age 85. 
 
Assessment: Assessment of dementia requires a complete history, physical, medical investigations, 

cognitive and functional testing. A thorough assessment can take up to two hours. Collateral is always 

needed to clarify cognitive and functional issues, and review safety concerns. 

Diagnostic Criteria: Note that the criteria in DSM 5 are changed from DSM IV.  

MILD Neurocognitive Disorder: Evidence of modest cognitive decline from a previous level of 

performance in one or more cognitive domains (same as above) however the cognitive deficits do NOT 

interfere with the capacity for everyday activities (i.e. Instrumental activities of daily living and Activities 

of daily living) (Previously called “CIND”-Cognitive Impairment No Dementia, or “MCI”- mild cognitive 

impairment) 

MAJOR Neurocognitive Disorder: 

 Evidence of significant cognitive decline from previous level of functioning in one or more 
cognitive domains: Complex attention, executive function, learning and memory, language, 
perceptual-motor, or social cognition; Aphasia, apraxia, agnosia or executive dysfunction 

 Cognitive deficits interfere with independence in everyday activities (Instrumental Activities of 
Daily Living/Activities of Daily Living).  

 Cognitive deficits do not occur exclusively in the context of delirium, and are not better 
explained by another mental disorder.  

 
Diagnostic Sub-Types of Dementia include (see DSM 5 for details): 

Alzheimer’s disease  
Vascular Cognitive Impairment  
Lewy Body Disease  
Frontolobar Degeneration or Fronto-temporal Dementia  
Dementia due to substance use 
Dementia due to multiple etiologies (Mixed dementia) 
Other types of dementia include:  
Dementia due to Parkinson’s disease, Huntington’s disease, Traumatic Brain injury 
 

Differences in Late Life - seniors tend to present with more: 

 Dementia in general:  Age is a significant risk factor!   
 The prevalence of dementia doubles every 5 years after the age of 60 (increasing from 1-2% at 

65 years, up to 30% at 85 years of age). 
 Risk factors in younger adults include family history, head injury and Down’s syndrome, and FTD 

presents early (usually before 65 years).  
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HELPFUL TIPS: 

I. Alzheimer’s disease the most common dementia accounts for 50% of dementias.  Prevalence 

doubles every 5 years after the age of 60. Hallmarks are slow insidious onset with progressive 

losses.  Short term memory impacted early. Problems with instrumental activities of daily living 

progress to deficits in activities of daily living and eventually to global impairment.  Can be staged 

using Functional Assessment and Staging Tool (FAST) into 7+ stages depending on level of 

functional/cognitive impairment.  Staging can be helpful in assisting others to understand the 

deficits and in developing appropriate care plans. 

II. Vascular Cognitive Impairment 10-30% of dementias.  Clinically heterogeneous. Can be slow, 

insidious onset due to small vessel vascular disease or sudden onset from a strategic stroke. 

Symptoms correlate with degree and area of damage. Can have early problems with gait, 

incontinence, hallucinations, and seizures. Stepwise deterioration with periods of stability 

between stages. 

III. Lewy Body Disease 15-20% of dementias (under recognized); Age of onset 50-83 years; 

Characterized by fluctuations in cognition and function, Parkinsonism and Hallucinations; Early 

and prominent psychiatric symptoms including visual hallucinations and delusions. Can present 

with picture of cognitive impairment, or as above.  2/3rds will present with hallucinations, 65% 

with delusions, and 70% with Parkinsonism. 

IV. Fronto-Temporal Dementia (FTLD) 5-10% of dementias but up to 20% of early onset (2nd to 

Alzheimer’s); Onset often in 50’s; FTD usually begins prior to age 65.  As the disease progresses 

patients become globally impaired. There are varied clinical picture but key features include: 

Profound alteration in character and conduct with the changes in personality preceding 

dementia onset.  There is a loss of insight and judgment, a decline in interpersonal conduct and 

behavioral disorders are common (shop lifting, urinating in public, sexual comments). Problems 

with language are also common with poor verbal fluency, anomia and perseveration. In some 

cases, patients can present with apathy, social withdrawal, depression or obsessive-compulsive 

type of behavior. In terms of cognition, patients tend to have impaired executive skills with 

perseveration, poor shifting sets, poor verbal fluency, but relatively intact memory. 

Useful Assessment Tools:  

1. Mini-Mental Status Exam (MMSE)  
2. Montreal Cognitive Assessment (MoCA)  
3. Frontal Assessment Battery (FAB) 
4. Behavioral Neurology Diagnostic checklist 
5. Clock drawing  
6. Bay Crest  
7. Trails B 
8. Lawton – Brody 
9. Functional Assessment and Staging Tool (FAST) 
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e. Behavioral and Psychological Symptoms of Dementia (BPSD) 
 
Prevalence: 90% of patients with dementia will have some personality or behavioral change during the 

course of their illness-not all changes or behaviors are problematic. 

Assessment: Behavioral and Psychological Symptoms of Dementia (BPSD) is an intrinsic part of the 

disease process, important to address and manage as the disease progresses.  

Diagnosis: Behavioral symptoms include those symptoms that are inappropriate or excessive within the 

context of the situation/setting and are disturbing, disruptive or potentially harmful to the patient or 

others (see CCSMH Guidelines).  BPSD also challenges caregiver/care provider’s ability to understand and 

provide appropriate care.  It is important to note that what challenges some will not challenge others.  

Therefore, BPSD are seen not just from the patient’s perspective, but from the caregiver lens as well. This 

is why collateral is imperative in assessment of BPSD. 

Behavioural  Symptoms                                              Psychological Symptoms 

Agitation*(50%) 
 

Personality (90%) 
 

Aggression* (20%) 
 

Depression* (80%) 
 

Screaming, cursing* 
 

Delusions* (70%) 
 

Restlessness* 
 

Hallucinations* (50%) 
 

Sexual disinhibition* 
 

Apathy* 
 

Insomnia* 
 

Mania* (15%) 
 

Wandering 
 

Anxiety* 
 

Hoarding 
 

 

Inappropriate urination/defecation 
 

 

 
Note: *= May respond to medications and (%) is prevalence 
 

HELPFUL TIPS: 

I. Individualize Care Plan The foundation of treating BPSD is nonpharmacologic.  Individuals with 
BPSD require an individualized assessment and treatment/care plan.  The key to developing an 
appropriate treatment plan is understanding the behavior as being related either to an unmet 
need or an attempt to communicate from a “broken brain”.  
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II. Use of Medications If medications are used they are intended to treat ‘target symptoms’. Using 
a psychobehavioural metaphor, choose the class of medications: If it seems “like a depression” 
try an antidepressant; if it “seems like a psychosis” try an antipsychotic; if it seems “like a mania” 
try a mood stabilizer. Cholinesterase inhibitors should also be considered as they have been 
shown to treat BPSD as well as stabilize cognition and improve function. 

III. Black Box warnings on Antipsychotics Despite evidence of effectiveness to treat agitation and 
aggression in late life, all of the antipsychotics have warnings due to a slight increased risk of 
stroke or death compared to a placebo when used in seniors with dementia/ vascular risks. 
These risks increase with increase dose and duration of treatment, so consider a shorter trial and 
a gradual taper once patient is stabilized. Patient/SDM informed consent must be sought and 
documented accordingly. In dementia, a “palliative” context might be appropriate, such as end-
stage disease where safety is a concern or to alleviate patient distress. Alternatives to 
antipsychotics for agitation include cholinesterase inhibitors, Memantine and the 
antidepressants.  

Useful Assessment Tools: 

1. MMSE 
2. Lawton-Brody 
3. FAST 
4. Cohen-Mansfield Agitation Inventory 
5. DOS (Dementia Observation Scale) 
6. Behavior Tracking Tool 
7. NPI-NH 
8. PIECES Training Manual (not included) 

 

NOTE: For more patient and family information on dementia of all types, please see the Alzheimer’s 

Society of Nova Scotia website and its many resources at http://www.alzheimer.ca/en/ns 

Caregivers Nova Scotia also has many excellent resources for family support at 

http://www.caregiversns.org/ 

 

http://www.alzheimer.ca/en/ns
http://www.caregiversns.org/
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f. Delirium 
 
Prevalence: Delirium occurs in up to 50% of older adults admitted to acute care. Among older adults 
admitted to medicine or geriatric hospital units rates were 5-20%.  Surgical patients had a 10-15% 
frequency with cardiac patients 25-35% and hip fracture/repair 40-50%. 
In the community, non-demented elders, aged over 85 had a rate of 10% over a 3 year period.  In those 

community dwelling seniors over age 65 with dementia, the rate increases to 13%.  Residents of Long 

Term Care are a vulnerable population and there have been few studies in this group.  Estimates are 

from 6-14% to 40% depending on the study. (CCSMH 2006) 

Assessment: The initial history obtained from an elder thought to have delirium should include an 

evaluation of their current and past medical problems and treatments.  Collateral is always required and 

information from chart, staff, family and friends may be used to help inform the assessment. 

There should be a physical exam/lab work (and other tests as necessary) available for the clinicians 

review. 

Diagnostic Criteria:  Disturbance in attention and cognition that develops quickly (hours to days) and is a 

change from the patient’s usual level of awareness and cognition.  Level of awareness and attention 

fluctuate within the course of a day.  There is evidence from history, physical exam or lab findings that 

the disturbance is the consequence of a medical condition, substance use or withdrawal, exposure to a 

toxin or due to multiple etiologies.  This includes medication use, withdrawal, infection or other 

physiologic problems (constipation, urinary retention, dental problems, and pain) 

In up to 50% of elderly patients presenting with delirium, no direct cause is found. 

Patients with an underlying neurocognitive disorder (dementia) are at greater risk of developing delirium 

due their fragile brains. 

Differences in Late Life / Risk Factors:  

The highest prevalence is among seniors with hip fracture, post-operative state, or with multiple medical 

problems. Seniors are more vulnerable due to having more of the risk factors. Risk factors include: 

 Age 
 Male 
 Presence of dementia 
 Hospital admission 
 Severe medical illness 
 Presence of depression 
 Alcohol or substance use 
 Hearing or visual impairment 

 

HELPFUL TIPS: 

Special presentations of delirium include: 
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I. Hypoactive Delirium Can look like depression with decreased initiative, decreased interest, 

somnolence, decreased awareness of time/place/person, poor hydration/nutrition. 

II. Hyperactive Delirium Presents with agitation, psychotic symptoms, confusion and distress. 

III. Treatment Identify and treat the underlying cause. Resolution of underlying cause does not 

guarantee resolution of cognitive and functional deficits.  Patients with underlying dementia 

may not return to previous level of function. 

IV. Non-pharmacological Approach Includes a calm, supportive approach, consistent caregivers, use 

of light/dark to help orient to time, cues such as a calendar and clock, reduced white noise. 

V. Pharmacological treatment Usually for extreme agitation or psychosis. An antipsychotic such as 

haldol or risperidone is often used.  

 

Useful Assessment Tool:   

I. Confusion Assessment Method (CAM) 

NOTE: For details on a clinician’s guide to assessment and treatment of delirium, and a patient/ family 

guide, please see the CCSMH National Guidelines at 

http://www.ccsmh.ca/en/natlGuidelines/initiative.cfm 

Also see National Delirium Website, “This Is Not My Mom” at http://thisisnotmymom.ca/ 

 

http://www.ccsmh.ca/en/natlGuidelines/initiative.cfm
http://thisisnotmymom.ca/
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g. Suicide 
 
Prevalence: Men over 80 have highest rate of suicide (Canada) 31/100 000; Men over 65 23/100 000 
Women over 65 4.5/100 000; the lethal potential of self-harm behavior increases with age 
 
Assessment: Suicide risk assessment should be part of any mental health assessment, and done in a 
respectful and sensitive manner.  The suicide “ladder” or step wise approach is often used, 
contextualizing the question in a gradual way: “How does the future look to you?” “Does it ever seem life 
is not worth living?” “Do you ever have thoughts of suicide?”  
Level of Risk: In the risk assessment, it is important to distinguish separately suicidal thoughts/ ideation 

from a suicide plan (actual steps to carry out) and from an intent to carry a plan out (i.e. Thoughts on 

their own are considered a lesser risk than having a plan with an intent.) 

Diagnostic Criteria: Not a specific disorder but “an end point to an individual’s painful psychological 

process” (see CCSMH); usually seen in the context of severe Major Depressive Disorder.  

Differences in Late Life / Risk Factors: 

 Suicidal or self-harm behavior including equivocal behavior, such as accidental medication 
overdose and self-neglect 

 Expression of active or passive suicidal ideation or wish to die 
 Any mental illness: MDD, any Mood d/o, Psychotic d/o, Substance use d/o 
 Medical illnesses: Visual impairment, malignancy, neurologic disorder, chronic lung disease, 

seizure d/o, moderate-severe pain 
 Negative life events and transitions: Being widowed, perceived physical illness, family discord, 

separation, recent financial difficulties, change in employment, the prospect of living with 
dementia 

 Personality factors: Personality d/o; high neuroticism; emotional instability; psychological 
difficulties; low extroversion-social isolation or loneliness;  low openness to experience, i.e. 
rigidity, restrictiveness, narcissism, and poor coping in the face of physical, emotional or social 
changes 

 Interpersonal factors:  Loneliness, unmarried, living alone, lack of religious involvement 
 High levels of anxiety: Presence of panic disorder  
 Substance use/ abuse 

 
HELPFUL TIPS:  

Special presentations of suicidality in late life include: 

I. Older adults may not report suicidal ideation older adults may downplay thoughts of suicide 

owing to guilt, stigma and fear of hospitalization, so it’s important to ask carefully. 

II. Watch out for hopelessness Research has linked late-life suicidal thoughts and behaviors with 

hopelessness and lack of perception of meaning and purpose in life (see CCSMH) 

Useful Assessment Tools: (Not all included in this package) 

1. Beck Hopelessness Scale: not readily available to public institutions / must be purchased  
2. Geriatric Depression Scale: Watch questions on hopelessness and uselessness 
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3. Nova Scotia Suicide Assessment Tool: not specifically targeted for elderly population  
 

 
 

PLEASE NOTE: For details on a clinician’s guide to assessment and treatment of suicide in late life, and a 

patient/family handbook, please see the CCSMH National Guidelines at: 

http://www.ccsmh.ca/en/natlGuidelines/initiative.cfm 

Also see The Canadian Mental Health Association initiative “Communities Addressing Suicide Together” 

or “CAST” at the following website: http://novascotia.cmha.ca/programs_services/cast/ 

 

http://www.ccsmh.ca/en/natlGuidelines/initiative.cfm
http://novascotia.cmha.ca/programs_services/cast/
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h. Substance Use and Addictions 
 
Prevalence: 6-10% of seniors use alcohol in a pattern suggestive of abuse, which is similar to other adult 
groups.  Problems with gambling are thought to be less common in older adults than younger people.  
Canadian statistics show that 2.1% of older adults have gambling problems (extremely difficult to obtain 
Canadian statistics). 
 
Diagnostic Criteria: Essential feature is a cluster of cognitive, behavioral and physiologic symptoms 
indicating that the individual continues using the substance despite significant substance related 
problems. 
DSM 5 Criterion A: impaired control, social impairment, risky use and pharmacologic criteria. 

Symptoms of tolerance and withdrawal occurring during appropriate medical treatment with prescribed 

medications (specifically opioid analgesics, sedatives, stimulants) are NOT counted when diagnosing a 

substance use disorder. 

Broad range of severity from mild to severe depending on number of symptom criteria met: Mild: 2-3 

symptoms, Moderate: 4-5 symptoms, Severe: 6-7 symptoms. 

A) Changes in behavior 

B) Changes in mental abilities 

Differences in Late Life-Seniors tend to present with more:  

 Gambling problems more than substances (watch for gaming, online purchasing, as well as 
casino gambling) 

 Prescription drug misuse/ addiction more common, due to greater access (to pain meds and 
sedatives) 

 Alcoholism much more common than street drugs, compared to younger adults  
 Some cannabis use is starting to emerge 

 

HELPFUL TIPS: 

Special presentations of addiction in late life include:  

I. Presentations in context of dementia can be dementia due to alcoholism, or concurrent with 

other types of dementia, complicating the management.  

II. Changes in seniors’ behavior that should raise a flag  

 Falls 

 New issues with continence/ not able to make it to the bathroom on time 

 Increased complaints of headaches/dizziness 

 Diminished self-care 

 Changes appetite and food preference 

 Decreased socialization 

 Thoughts of suicide 
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  Money/legal problems 
 

III. Changes in mental abilities that raise a flag 

 Increased anxiety 

 Decreased memory 

 Decreased concentration/difficulties with decision making 

 Loss of interest in usual activities 

 Mood swings or feelings of sadness 
 

Useful Assessment Tools:  

C.A.G.E. questionnaire 
  
1. Do you feel you need to cut down? 

2.  Do you get annoyed by others regarding your drinking? 

3.  Do you feel Guilty about your drinking? 

4.  Do you take an Eye Opener? 
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i. Capacity 
 
Prevalence:  The main reason for the need to assess capacity is a patient being at risk of harm due to 

psychiatric or cognitive issues that might interfere with decision-making. In Nova Scotia each person is 

presumed to have the capacity to make their own decisions. This includes decisions both for and against 

recommended treatment. 

Criteria / Definition:  Capacity is the ability to understand the facts and significance of own behavior. 
Competency is the quality of being adequately or well qualified physically and intellectually.  This refers 
to the minimal cognitive capacity required to perform a recognized act, including decision making. 
 
Assessment:  Clinicians working in mental health are often asked to assess capacity, however it is worth 
noting that under the current mental health law, any attending physician can assess capacity whether in 
hospital, or in the community. In the hospital a declaration of incapacity is written on the patient’s chart, 
and appropriate form completed, but will only be upheld while the patient remains an inpatient.  The 
form is not legal once the patient leaves.  In the community capacity is officially determined by a judge, 
on the strength of 2 medical opinions. 
 
Abilities needed to make an informed choice: 
 

1. Ability to express a choice 
2. Ability to understand information relevant to the decision 
3. Ability to appreciate significance of that information 
4. Ability to reason with relevant information 

 
Use a methodical and organized approach: 
 
Can the patient express a choice? 
Can the patient repeat the relevant information?  Describe his/her condition? 
Can the patient describe the suggested treatment?  Can they list an alternate treatment? 
Can they describe the significance of the information?  Can they describe pro’s/cons of each option? 
Can they weigh the options?  Evaluate the consequences and his/her reason for choosing one option 
over the others? 
 
There are three main domains or spheres of competency to consider: 
 

I. Medical Treatment Make decision about health care and treatments 
 

II. Personal Care Make decisions about staying at home, safety, and care for self 
 

III. Financial Make decisions about managing property, paying bills, making a will 
 
Note: A patient can be assessed for their capacity to do any specific thing. For example, they can be 

assessed for their capacity to take a plane on a trip, etc.  However, other specific competencies more 

often requested can include: competence to be a witness, to engage in sexual relationship, fitness to 

assign a Power of Attorney (PoA), or even capacity to marry. 
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Helpful Tips: A key role of the mental health clinician can be to guide and support an attending physician 

in making a determination of capacity. Sharing the assessment checklists included here is a good way to 

support another clinician’s work as it provides some clarity on the various domains and areas of 

consideration in deciding on capacity. For more complex cases, or ones that will be seen in court, there is 

often a need for a second opinion (perhaps a more appropriate use of skills for a mental health clinician). 

Useful Assessment Tools: 
 

1. Assessment for Consent to Treatment 
2. Assessment for Personal Care Competence 
3. Assessment for Financial Competence 
4. Form 1: Assessment of Capacity to make Decisions about a Personal Care Matter 
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Appendix of Assessment Tools and Scales 
PLEASE NOTE: This list of tools is not exhaustive.  It contains a selection of tools most used by Seniors 
Mental Health. 
 
Anxiety 
Hamilton Anxiety Scale: higher scores indicate greater anxiety 
Beck Anxiety Scale: higher score suggests more concern: 0-21 very low anxiety; 22-35 indicates moderate 
anxiety; scores above 36 indicates potential cause for concern 
 
Depression 
Geriatric Depression Scale: scored out of 30, 15 or 5 
Cornell Scale for Depression in Dementia: score above 10 indicates probable major depressive episode, 
score above 18 indicates definite major depressive episode 
 
Suicide 
Nova Scotia Suicide Risk Assessment 
 
Psychosis 
Brief Psychiatric Rating Scale 
 
Substance Abuse and Addictions 
CAGE Questionnaire 
 
Dementia 
MMSE: scored out of 30: 27-30 no impairment; 20-26 mild impairment; 10-19 moderate impairment; 
under 10, severe impairment 
MoCA: scored out of 30 
Frontal Assessment Battery (FAB): scored out of 18, lower score = more deficits 
Trail Making Test / Trails B 
Clock Drawing: scored a variety of ways-we do 3 points, 1 for contour, 1 for correct # placement, 1 for 
correct hand placement 
Behavioral Neurology checklist 
Lawton Brody Activities of Daily Living 
 
BPSD 
Cohen-Mansfield Agitation Inventory 
Dementia Observation Scale 
 
Delirium 
Confusion Assessment Method “CAM” 
 
Capacity 
Assessment Checklists (3)  
Form 1: Assessment of Capacity to make Decisions about a Personal Care Matter  
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Behavioral and Psychological Symptoms of Dementia “BPSD”
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Delirium 
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