
�� Geriatric Psychiatry: The 
Golden Years Guide  

Navigating Mental Health in the Wisdom Years (65+)  

�� WELCOME TO THE GOLDEN YEARS 
PSYCHIATRIC ADVENTURE!  

Welcome to the fascinating world of geriatric psychiatry, where experience meets 
complexity, and wisdom comes with unique challenges! Think of this as your 
comprehensive guide to navigating the intricate landscape of mental health in older 
adults - where every patient is a library of life experiences, and every treatment 
decision requires the wisdom of Solomon and the precision of a Swiss watchmaker.  

�� MEET YOUR GERIATRIC PATIENT PERSONAS  

�� The Wise Warrior (75-85 years)  

Personality: Resilient, experienced, but may be dealing with multiple losses  

Common Challenges: Depression from losses, anxiety about health, 
medication complexity  

Superpowers: Life experience, perspective, often excellent medication 
compliance  

Kryptonite: Polypharmacy, cognitive changes, social isolation  

�� The Cognitive Challenger (80+ years)  

Personality: May have mild cognitive impairment or early dementia 
Common Challenges: Distinguishing depression from dementia, 



behavioral symptoms  

Superpowers: Moments of clarity, retained emotional memory  

Kryptonite: Memory issues affecting medication adherence, sundowning  

�� The Active Ager (65-75 years)  

Personality: Still very active, may be newly retired, health-conscious 

Common Challenges: Adjustment disorders, anxiety about aging, sleep 

issues Superpowers: Good physical health, motivated for treatment  

Kryptonite: Resistance to "psychiatric" labels, fear of stigma  

�� The Medical Marvel (Any age 65+)  

Personality: Multiple medical conditions, frequent healthcare interactions 

Common Challenges: Drug interactions, medical vs. psychiatric symptoms 

Superpowers: Experienced with healthcare system, detailed symptom 

reporting Kryptonite: Complex medication regimens, multiple specialists  

�� THE AGING BRAIN: A BIOLOGICAL ADVENTURE  

�� Normal Aging Changes (The Natural Evolution)  

�� PROCESSING SPEED: Like switching from high-speed internet to dial-up �� WORKING 
MEMORY: Like having fewer browser tabs open at once �� ATTENTION: Like a camera that 
takes longer to focus  
�� NEW LEARNING: Like an older computer that needs more time to save files  

⚠️ Pathological Changes (When Things Go Wrong)  

�� ALZHEIMER'S: The memory thief that steals recent memories first �� VASCULAR 
DEMENTIA: The circulation saboteur affecting brain highways �� LEWY BODY DEMENTIA: The 
visual hallucination producer with Parkinson's features  
�� FRONTOTEMPORAL DEMENTIA: The personality changer affecting behavior first 

�� GERIATRIC PSYCHOPHARMACOLOGY: THE ART 



OF PRECISION  

�� The Golden Rules of Geriatric Prescribing  

�� Rule #1: Start Low, Go Slow, But Go!  

�� GERIATRIC DOSING PHILOSOPHY:  
• Start at 25-50% of adult dose  
• Increase by 25% increments every 1-2 weeks  
• Monitor closely for both efficacy AND side effects  
• Don't under-treat due to age alone!  

�� EXAMPLE - SERTRALINE:  
• Adult starting dose: 50mg  
• Geriatric starting dose: 25mg  
• Titration: 25mg → 37.5mg → 50mg → 75mg  
• Timeline: Every 1-2 weeks based on tolerance  

�� Rule #2: The Beers Criteria Bouncer  

�� HIGH-RISK MEDICATIONS TO AVOID:  
• �� Anticholinergics (diphenhydramine, hydroxyzine)  
• �� Long-acting benzodiazepines (diazepam, chlordiazepoxide) • �� Tricyclics 
(amitriptyline, imipramine)  
• �� High-potency antipsychotics without clear indication  
• �� Muscle relaxants (cyclobenzaprine, carisoprodol)  

�� Rule #3: The Polypharmacy Detective  

‍️♀️ MEDICATION RECONCILIATION CHECKLIST:  
□ Review ALL medications (prescription, OTC, supplements)  
□ Check for duplications and interactions  
□ Assess for inappropriate medications (Beers Criteria)  
□ Evaluate for deprescribing opportunities  
□ Consider medication burden vs. benefit 

�� GERIATRIC PSYCHIATRIC CONDITIONS: THE 
MAIN CHARACTERS  

�� LATE-LIFE DEPRESSION: The Silent Epidemic  

�� Clinical Presentation (The Many Faces)  

�� CLASSIC DEPRESSION MASK:  



• �� Persistent sadness and hopelessness  
• �� Sleep disturbances (early morning awakening)  
•  ️Appetite changes and weight loss  
• ⚡ Fatigue and low energy  
• �� Concentration difficulties  

�� GERIATRIC DEPRESSION DISGUISES:  
• �� Somatic complaints ("I hurt all over")  
• �� Irritability and agitation  
• �� Cognitive complaints ("I'm losing my mind")  
• ‍♂️ Social withdrawal and isolation  
• �� Medication non-compliance  

�� Treatment Arsenal (The Mood Lifters)  

�� FIRST-LINE ANTIDEPRESSANTS:  
• �� SERTRALINE: The gentle giant (start 25mg)  
• �� ESCITALOPRAM: The clean machine (start 5-10mg)  
• �� MIRTAZAPINE: The sleep and appetite helper (start 7.5-15mg) • ❤️ 
BUPROPION: The energizer (avoid if seizure risk)  

⚠️ SPECIAL CONSIDERATIONS:  
• Monitor for hyponatremia (especially SSRIs)  
• Watch for cardiac effects in heart disease  
• Consider drug interactions with warfarin  
• Assess fall risk with sedating medications  

�� LATE-LIFE ANXIETY: The Worry Warriors  

�� Clinical Presentation  

�� ANXIETY MANIFESTATIONS:  
• �� Excessive worry about health and finances  
• �� Panic attacks (often misattributed to medical conditions) • �� Agoraphobia 
and social withdrawal  
• �� Sleep disturbances and restlessness  
• �� Somatic symptoms (chest pain, shortness of breath) 
�� Treatment Approach  

�� PREFERRED MEDICATIONS:  
• �� SERTRALINE: Dual depression/anxiety benefits  
• �� ESCITALOPRAM: Clean side effect profile  
• ‍♀️ BUSPIRONE: Non-addictive, no cognitive impairment  
• �� MIRTAZAPINE: If sleep and appetite issues present  

�� AVOID IN GERIATRICS:  
• Long-acting benzodiazepines (fall risk, cognitive impairment) • Anticholinergic 
medications (confusion, constipation)  



�� BEHAVIORAL AND PSYCHOLOGICAL SYMPTOMS OF 
DEMENTIA (BPSD)  

�� The BPSD Theater Troupe  

�� BEHAVIORAL SYMPTOMS:  
• ‍♂️ Wandering and restlessness  
• �� Agitation and aggression  
• �� Resistance to care  
• �� Sundowning behaviors  
• �� Repetitive behaviors  

�� PSYCHOLOGICAL SYMPTOMS:  
• �� Hallucinations (visual common in Lewy Body)  
• ‍️♂️ Delusions (often paranoid)  
• �� Depression and apathy  
• �� Anxiety and fear  
• �� Sleep disturbances  

�� Treatment Strategy (The BPSD Management Team)  

�� NON-PHARMACOLOGICAL FIRST:  
• �� Music and art therapy  
• ‍♂️ Structured activities and exercise  
• �� Light therapy for sleep-wake cycles  
• �� Social engagement and validation therapy  
• �� Environmental modifications  

�� PHARMACOLOGICAL WHEN NECESSARY:  
• �� QUETIAPINE: The gentle giant (start 12.5-25mg)  
• �� ARIPIPRAZOLE: The partial agonist (start 2-5mg)  
• �� SERTRALINE: For depression/anxiety components  
• �� TRAZODONE: For sleep disturbances (25-50mg)  

⚠️ BLACK BOX WARNING:  
Antipsychotics increase mortality risk in dementia patients Use only when 
benefits clearly outweigh risks! 

�� GERIATRIC ASSESSMENT TOOLS: THE 
DIAGNOSTIC DETECTIVES  

�� Cognitive Assessment Squad  

�� MINI-MENTAL STATE EXAM (MMSE):  
• �� Score: 30 points total  
• �� Normal: 24-30  
• �� Mild impairment: 18-23  



• �� Moderate impairment: 12-17  
• ⚫ Severe impairment: <12  

�� MONTREAL COGNITIVE ASSESSMENT (MOCA):  
• �� Score: 30 points total  
• �� Normal: ≥26  
• �� Mild cognitive impairment: 18-25  
• More sensitive than MMSE for mild impairment  

�� CLOCK DRAWING TEST:  
• �� Simple but powerful screening tool  
• Assesses executive function and visuospatial skills  
• Quick and easy to administer  

�� Depression Detection Team  

�� GERIATRIC DEPRESSION SCALE (GDS):  
• �� 15-item short form available  
• ✅ Yes/No format (easier for cognitive impairment)  
• �� Normal: 0-4  
• �� Mild depression: 5-8  
• �� Moderate depression: 9-11  
• �� Severe depression: 12-15  

�� PATIENT HEALTH QUESTIONNAIRE (PHQ-9):  
• �� 9-item depression screening  
• �� Includes suicidal ideation question  
• Can be used to monitor treatment response 

‍♂️ Functional Assessment Heroes  

�� ACTIVITIES OF DAILY LIVING (ADL):  
• �� Bathing and grooming  
• �� Dressing  
•  ️Feeding  
• �� Toileting  
• ‍♂️ Transferring and mobility  

�� INSTRUMENTAL ADL (IADL):  
• �� Medication management  
• �� Financial management  
• �� Meal preparation  
• �� Housekeeping  
• �� Using telephone  
• �� Transportation  

⚠️ GERIATRIC SAFETY PROTOCOLS: THE 
GUARDIAN ANGELS  



�� Fall Risk Assessment (The Balance Brigade)  

�� FALL RISK FACTORS:  
• �� Polypharmacy (≥4 medications)  
• �� Cognitive impairment  
• �� Visual impairment  
• �� Muscle weakness  
• �� History of falls  
• �� Environmental hazards  

 ️FALL PREVENTION STRATEGIES:  
• �� Medication review and optimization  
• �� Vision and hearing assessments  
• �� Physical therapy and exercise programs  
• �� Home safety evaluations  
• �� Proper footwear recommendations 
�� Delirium Prevention (The Clarity Keepers)  

�� DELIRIUM RISK FACTORS:  
• �� Cognitive impairment  
• �� Polypharmacy  
• �� Hospitalization  
• �� Acute illness  
• �� Sleep deprivation  
• �� Dehydration  

 ️PREVENTION STRATEGIES:  
• �� Maintain sleep-wake cycles  
• �� Ensure adequate hydration  
• �� Provide glasses and hearing aids  
• ‍♂️ Early mobilization  
• �� Cognitive stimulation  
• �� Family presence and orientation  

�� Medication Safety (The Pharmacy Guardians)  

�� MEDICATION RECONCILIATION PROCESS:  
1. �� Complete medication list (including OTC, supplements) 2. �� Check 
for drug-drug interactions  
3. ⚖️ Assess benefit vs. risk for each medication 4. �� Identify 
potentially inappropriate medications 5. �� Monitor for adverse 
effects  

�� HIGH-ALERT MEDICATIONS:  
• �� Anticoagulants (warfarin, DOACs)  
• �� Insulin and diabetes medications  
• �� Cardiac medications (digoxin, antiarrhythmics) • �� 
Psychotropic medications  
• �� Opioid pain medications 

�� SPECIAL GERIATRIC SCENARIOS: THE 



CHALLENGE MASTERS  

�� Hospital-Acquired Delirium (The Confusion Chaos)  

�� CLINICAL PRESENTATION:  
• �� Fluctuating consciousness  
• �� Inattention and disorganization  
• �� Perceptual disturbances  
• �� Worse at night (sundowning)  
• �� Agitation or withdrawal  

�� MANAGEMENT APPROACH:  
1. �� Identify and treat underlying causes  
2. �� Avoid restraints and unnecessary medications  
3. �� Maintain normal sleep-wake cycles  
4. �� Provide familiar faces and objects  
5. �� Medications only if safety risk (low-dose antipsychotics)  

�� Complicated Grief (The Loss Navigators)  

�� NORMAL GRIEF vs. COMPLICATED GRIEF:  
• ⏰ Duration: >6-12 months of intense grief  
• �� Persistent yearning and searching  
• �� Inability to accept the death  
• �� Intense anger or guilt  
• �� Avoidance of reminders  

�� TREATMENT APPROACH:  
•  ️Grief counseling and support groups  
• �� Antidepressants if major depression develops  
• �� Complicated grief therapy (specialized approach)  
• �� Social support and community resources 
�� Late-Onset Substance Use (The Hidden Epidemic)  

�� RISK FACTORS:  
• �� Loss of spouse or friends  
• �� Social isolation  
• �� Chronic pain  
• �� Sleep problems  
• �� Prescription medication misuse  

�� SCREENING AND ASSESSMENT:  
• �� CAGE questionnaire adapted for geriatrics  
• �� Prescription drug monitoring  
• �� Medical complications assessment  
• �� Family and caregiver interviews  

�� TREATMENT CONSIDERATIONS:  
• �� Medical detoxification may be needed  
• �� Medication-assisted treatment options  
•  ️Age-appropriate counseling approaches  
• �� Family involvement and support  



�� FAMILY AND CAREGIVER SUPPORT: THE 
SUPPORT NETWORK  

�� Caregiver Burden Assessment  

�� CAREGIVER STRESS INDICATORS:  
• �� Sleep disturbances  
• �� Depression and anxiety  
• �� Physical health problems  
• �� Social isolation  
• �� Financial strain  
• �� Resentment and guilt  

 ️CAREGIVER SUPPORT STRATEGIES:  
• �� Education about the condition  
•  ️Support groups and counseling  
• �� Respite care services  
• �� Financial and legal planning  
• �� Healthcare coordination assistance 

‍‍‍ Family Communication Strategies  

 ️EFFECTIVE COMMUNICATION TECHNIQUES:  
• �� Active listening and validation  
• �� Simple, clear instructions  
• �� Repetition and patience  
• �� Positive reinforcement  
• �� Avoiding arguments and corrections  
• �� Using music and familiar activities  

�� HEALTHCARE SYSTEM NAVIGATION: 
THE COORDINATION CHAMPIONS  

�� Interdisciplinary Team Approach  

‍⚕️ CORE TEAM MEMBERS:  
• �� Geriatric psychiatrist  
• ‍⚕️ Primary care physician  
• �� Clinical pharmacist  
•  ️Social worker  
• ‍♀️ Occupational therapist  
• ‍♂️ Physical therapist  



• ‍⚕️ Nurse case manager  

�� COORDINATION STRATEGIES:  
• �� Regular team meetings  
• �� Shared care plans  
• �� Clear communication protocols  
• �� Electronic health record integration  
• �� Family involvement in care planning  

�� Transitions of Care (The Safety Net)  

�� HIGH-RISK TRANSITIONS:  
• �� Hospital to home  
• �� Home to assisted living  
• �� Emergency department visits  
• �� Specialist consultations  

 ️TRANSITION SAFETY MEASURES:  
• �� Medication reconciliation  
• �� Follow-up appointments scheduled  
• �� Caregiver education and support  
• �� Home safety assessments  
• �� Emergency contact information 

�� GERIATRIC PSYCHIATRY PRO TIPS: THE 
WISDOM PEARLS  

�� Clinical Pearls for Success  

�� PEARL #1: "The Rule of Thirds"  
In geriatric depression treatment:  
• 1/3 respond to first medication  
• 1/3 need dose adjustment or augmentation  
• 1/3 need medication change or combination  

�� PEARL #2: "The Medication Audit"  
Every 6 months, ask: "What would happen if we stopped this?" Often the answer 
is "nothing bad" - consider deprescribing!  

�� PEARL #3: "The Family Detective"  
Family members often provide the most accurate history  
Include them in assessments and treatment planning  

�� PEARL #4: "The Sundown Solution"  
For sundowning behaviors:  
• Increase daytime light exposure  
• Maintain consistent routines  
• Avoid overstimulation in evening  
• Consider low-dose melatonin  

�� PEARL #5: "The Polypharmacy Principle"  
Every new symptom in a geriatric patient could be:  
1. A new medical condition  



2. A medication side effect  
3. A drug interaction  
Always consider #2 and #3 first!  

�� Red Flag Alerts (The Emergency Signals)  

�� IMMEDIATE ATTENTION NEEDED:  
• �� Acute confusion or delirium  
• �� Suicidal ideation or plan  
• �� Sudden functional decline  
• �� Medication toxicity signs  
• ‍♂️ Repeated falls  
•  ️Significant weight loss  
• �� New aggressive behaviors  
•  ️Fever with behavioral changes 

�� GERIATRIC PSYCHIATRY RESOURCES: 
THE KNOWLEDGE VAULT  

�� Essential References  

�� CLINICAL GUIDELINES:  
• American Geriatrics Society Beers Criteria  
• APA Practice Guidelines for Geriatric Psychiatry  
• Cochrane Reviews on Geriatric Mental Health  
• SAMHSA Treatment Guidelines for Older Adults  

�� PROFESSIONAL ORGANIZATIONS:  
• American Association for Geriatric Psychiatry (AAGP)  
• American Geriatrics Society (AGS)  
• International Psychogeriatric Association (IPA)  
• Gerontological Society of America (GSA)  

 ️Assessment Tools and Scales  

�� COGNITIVE ASSESSMENTS:  
• Mini-Mental State Exam (MMSE)  
• Montreal Cognitive Assessment (MoCA)  
• Clock Drawing Test  
• Mini-Cog  

�� MOOD ASSESSMENTS:  
• Geriatric Depression Scale (GDS)  
• Patient Health Questionnaire (PHQ-9)  
• Cornell Scale for Depression in Dementia  

‍♂️ FUNCTIONAL ASSESSMENTS:  
• Activities of Daily Living (ADL)  
• Instrumental ADL (IADL)  



• Lawton-Brody Scale  

�� CONCLUSION: MASTERING THE ART OF 
GERIATRIC PSYCHIATRY  

Congratulations! You've completed your comprehensive journey through geriatric 
psychiatry - a field that combines the art of medicine with the wisdom of experience. 
Remember, treating older adults isn't just about managing symptoms; it's about 
preserving dignity, maintaining quality of life, and honoring the rich tapestry of 
human experience that each patient brings. 

�� Key Takeaways for Excellence:  

�� Individualized Care: Every older adult is unique - one size never fits 

all ⚖️ Risk-Benefit Balance: Always weigh benefits against potential 

harms  

�� Team Approach: Collaborate with families, caregivers, and 
interdisciplinary teams  

�� Continuous Monitoring: Regular reassessment is crucial in this population  

�� Compassionate Care: Treat each patient as you would want your own 
family treated  

�� Your Geriatric Psychiatry Superpowers:  

You now possess the knowledge and tools to: - �� Distinguish normal aging from 
pathological changes - �� Prescribe safely and effectively in older adults - �� 
Assess and manage complex psychiatric conditions - �� Support families and 
caregivers effectively - �� Navigate healthcare systems for optimal outcomes  

Remember: In geriatric psychiatry, you're not just treating a condition - you're helping 
someone navigate the golden years with dignity, comfort, and the best possible 
quality of life. That's not just medicine; that's a calling! ��✨  

"The best doctors give not only of their science, but also of their hearts." - This is 



especially true in geriatric psychiatry, where healing often comes as much from 
understanding and compassion as from medications and interventions. 
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